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Sexual Intercourse and Oral Sex Among Public 
Middle School Students: Prevalence and Correlates

CONTEXT: Early sexual initiation is associated with elevated teenage pregnancy and STD risk, yet little is known 
about the prevalence and correlates of sexual behavior among young adolescents. Better information is needed to 
guide interventions to prevent early sexual debut. 

METHODS: Data from a 2005 survey of 4,557 sixth-, seventh- and eighth-grade students at 14 urban public schools 
in Southern California were analyzed using chi-square tests and logistic regression, to identify correlates of oral sex, 
intercourse and both.

RESULTS: Overall, 9% of youth had ever had sexual intercourse, and 8% had had oral sex. Three percent reported 
having had oral sex only, 4% intercourse only and 5% both. Among those who reported intercourse, 69% had used 
a condom at last intercourse, and 43% had had multiple partners. Being male, being black and having at least one 
friend who had ever been involved in a pregnancy were positively associated with having had intercourse only and 
both intercourse and oral sex (odds ratios, 1.7–4.2). Being in eighth grade, expecting to have intercourse in the next 
six months and currently having a boyfriend or girlfriend were positively associated with all three outcomes (2.1–7.2). 
Intercourse and oral sex were highly correlated.

CONCLUSIONS: Interventions addressing oral sex, intercourse and multiple partners should begin before sixth grade 
and continue throughout the middle school years. Health professionals should target adolescent risk reduction coun-
seling toward males, blacks, youth with a boyfriend or girlfriend, and those with a friend who has been involved in a 
pregnancy.
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Studies of sexual behavior among high school students 
have established that some adolescents experience sex-
ual intercourse prior to entering high school: According 
to nationally representative 2009 Youth Risk Behavior 
Surveillance (YRBS) data, 32% of ninth graders had 
initiated sexual intercourse—8% before the age of 13.1 
Yet, little is known about the sexual behavior of middle 
school students. Available evidence suggests that com-
pared with other adolescents, those who initiate sexual 
activity before age 15 are more likely to have multiple 
sex partners, report more frequent recent intercourse, 
and have higher STD and pregnancy rates.2 Among sexu-
ally active adolescents, those aged 15 or younger are less 
likely than their older peers to practice protective behav-
iors or be screened for STDs.3,4 These fi ndings, however, 
are based largely on retrospective data from high school 
students.

To address the lack of information on the risk and pro-
tective practices of sexually experienced young adoles-
cents, this study investigates the sexual behavior of middle 
school students. A better understanding of early sexual 
behavior and its correlates would allow health care and 
other professionals to identify adolescents at risk of early 
sexual activity and to target them for counseling and risk 
reduction interventions.

BACKGROUND
In national studies conducted between 1994 and 1997, 4–
5% of 12-year-olds, 10–13% of 13-year-olds and 18–19% 
of 14-year-olds reported having had sexual intercourse.4 
Data from the same period among predominantly minor-
ity inner-city samples found higher rates. For example, in 
middle schools in New York City and an urban area of New 
Jersey, 52–75% of males and 20–28% of females reported 
having had sexual intercourse by the end of eighth grade.2,5 
More recent national and school-based studies found that 
12–15% of seventh graders reported sexual experience.6,7 
Taken together, these studies indicate that age at initiation 
of sexual intercourse may vary by gender, ethnicity, setting 
and other unknown factors. Elevated rates of early sexual 
debut among inner-city and minority adolescents may 
contribute to continuing ethnic disparities in reproductive 
health, and need to be addressed.

Health care professionals, researchers, school per-
sonnel and others have expressed concern that oral sex 
among adolescents is increasing; yet, empirical evidence is 
scarce.8 Some adolescents and young adults may not con-
sider oral sex to be “sex,” and may consider themselves 
abstinent even if they engage in this activity.8–10 Whether 
adolescents choose oral sex because they think of it as a 
lower risk alternative to sexual intercourse is unknown,11 



Sexual Intercourse and Oral Sex Among Public Middle School Students

198 Perspectives on Sexual and Reproductive Health

but STDs prevalent among adolescents (chlamydia, gonor-
rhea, human papillomavirus and herpes simplex virus) are 
transmissible through oral sex and are most often asymp-
tomatic.12,13 According to some research, oral sex is more 
common than sexual intercourse among adolescents aged 
14 and older;14–16 however, other studies indicate that most 
youth that age who report having had oral sex also have 
had sexual intercourse.17,18 Little information regarding 
middle school students’ experience with oral sex is avail-
able. In one study, a smaller proportion of seventh-grade 
students reported oral sex than vaginal sex (8% vs. 12%), 
and greater proportions of black students than of Hispanic 
students reported either oral sex (11% vs. 5%) or vagi-
nal sex (19% vs. 5%).6 National Survey of Family Growth 
(NSFG) data collected in 2002 among 15–19-year-olds 
also showed that whites reported higher rates of oral sex 
than blacks or Latinos.17,18 It is unclear how patterns of 
sexual behavior observed among older adolescents com-
pare with those among younger adolescents.

It has been speculated that oral sex among adolescents 
consists largely of females performing oral sex on males,8 
which would expose females to greater risk of STDs from 
oral sex. Two studies using 2002 NSFG data explored gen-
der differences in the proportions of older adolescents who 
have performed and received oral sex; however, the fi nd-
ings confl icted somewhat, and differences were limited to 
white youth. One study indicated that females were more 
likely than males to have performed oral sex (44% vs. 
39%), although similar proportions of both genders had 
received oral sex.18 The other study found no gender dif-
ferences in the proportions who had performed oral sex.17 
Insuffi cient information is available about the prevalence 
and correlates of oral sex among young adolescents, their 
level of STD risk from sexual intercourse and oral sex, and 
which subgroups are at highest risk.

According to problem behavior theory, problem behav-
iors such as early sexual activity are infl uenced by adoles-
cents’ individual and social-contextual risk and protective 
factors;19 protective factors are believed to ameliorate or 
attenuate the infl uence of risk factors on adolescent behav-
ior. Problem behavior theory is useful not only to under-
stand the antecedents of adolescent risk behavior, such as 
early sexual initiation, but also to gain insight into poten-
tially effective avenues for intervention at multiple levels 
of infl uence.

A 2007 review article outlined risk and protective fac-
tors that tend to correlate with adolescent sexual risk 
behavior.20 On an individual level, a strong and consistent 
risk for early sexual initiation is intending or expecting to 
have sex.20,21 Behavioral expectations have correlated con-
sistently with current sexual activity, subsequent sexual 
initiation and involvement in potentially risky situations 
among males and females, early and middle adolescents, 
and ethnically diverse adolescents in a variety of geo-
graphic areas.20

Two of the most important social-contextual infl uences 
on adolescents are their family and peers, who are known 

to infl uence sexual initiation. Parental disapproval of ado-
lescent sexual activity has been associated with later sexual 
onset and with avoidance of risky situations and preg-
nancy.22–26 In contrast, adolescents with siblings who were 
teenage parents are more likely than others to be involved 
in a pregnancy themselves.26 Adolescents who have peers 
who report being sexually active are more likely than those 
who do not to be sexually active themselves, and those 
who believe that their peers are sexually active are more 
likely than others to anticipate initiating sexual inter-
course.27,28 Other features of a youth’s social context also 
come into play. Sexual initiation is more likely among ado-
lescents with a boyfriend or girlfriend, as most adolescent 
sexual activity occurs within a romantic relationship.29–31 
Finally, time spent unsupervised by an adult can provide 
the opportunity for sexual activity and has been correlated 
with its onset.32

Relatively little is known about infl uences on the ini-
tiation of oral sex. Some evidence suggests that the risk 
and protective factors may overlap with those for sexual 
intercourse, at least in part. For example, a study of ado-
lescents aged 12–16 found that along with age and gen-
der, school bonding, heavy drinking and negative health 
expectancies were associated with both oral sex and 
sexual intercourse.33 In addition, perceived peer behavior 
and norms with respect to either oral sex or sexual inter-
course were associated with that activity, but not with 
the other.

For this study, we examined data from a sample of pre-
dominantly ethnic minority (Latino and black) public 
middle school students in areas with high rates of teen-
age births and STDs, to identify the prevalence of oral sex 
and sexual intercourse, and of certain risk and protec-
tive behaviors of sexually experienced students—overall 
and by gender, race, ethnicity and grade. In addition, we 
tested whether selected characteristics and risk and pro-
tective factors were associated with youth’s having had oral 
sex, sexual intercourse or both. Such information should 
inform interventions to reduce risky sexual behavior 
among public middle school students in areas at high risk 
for reproductive health disparities.

METHODS
Study Design
Project Connect is a teenage pregnancy and STD preven-
tion study conducted in a public school district in the Los 
Angeles area. To identify areas with the greatest unintended 
teenage pregnancy and STD prevention needs, we mapped 
2001 rates of chlamydia and births among 15–19-year-olds 
within each of the geographic areas that defi ne which high 
school students attend (i.e., high school attendance areas). 
Twelve high schools in areas with STD and pregnancy 
rates exceeding Healthy People 2010 goals,34 and 14 of 
their feeder middle schools, were recruited to participate. 
For the present study, we used baseline data, collected in a 
2005 survey of sixth-, seventh- and eighth-grade students 
attending the 14 participating middle schools. All study 
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materials and protocols were approved by the school dis-
trict and collaborators’ institutional review boards.

We randomly selected sixth-, seventh- and eighth-grade 
health and science classes, and invited all students in 
those classes to participate. Study information and con-
sent forms were distributed in each classroom two or 
more weeks prior to data collection. Only students who 
returned signed parental consent and assent forms partici-
pated. Of the 15,190 students enrolled in selected classes, 
7,618 returned parental consent forms, of which 5,098 
indicated consent. Among students with parental consent, 
2% chose not to participate and another 6% were absent 
on the day the survey was conducted. Overall, 4,557 stu-
dents (89% of those with parental consent) completed a 
30-minute questionnaire during a single class period and 
constituted the study sample.

Measures
Survey items were adapted from existing questionnaires 
whenever possible and covered demographic charac-
teristics, sexual behavior and factors known to correlate 
with sexual behavior. English and Spanish versions of the 
instrument were pilot-tested with approximately 1,000 
middle and high school students. Certifi ed translators 
associated with the school district translated the question-
naire into Spanish; bilingual project staff back-translated it 
into English to ensure consistency. Translations of sexual 
behavior items were consistent with those of the YRBS,1 
and “oral sex” was translated literally (“sexo oral”). Study 
staff conferred with teachers and students to determine 
which version to distribute. Ninety-four students com-
pleted the questionnaire in Spanish. Comparison of out-
come and covariate frequencies by language revealed no 
signifi cant differences.

Three considerations guided the selection of covariates. 
First, on the basis of problem behavior theory, we selected 
risk and protective factors at both the individual and the 
social-contextual levels.19 Second, we selected risk and 
protective factors that have consistently been associated 
with adolescent sexual risk behavior.20 Third, we selected 
factors that were most amenable to change or to use by 
health professionals in identifying students at risk of early 
sexual onset.
�Demographic characteristics. Respondents reported 
their age, grade, gender, and race and ethnicity. For race 
and ethnicity, they were asked to “mark all that apply”; 
responses were recoded as Latino, black or other.*
�Sexual behavior. Sexual behavior questions were based 
on items from the YRBS,1 which are widely accepted for 
use in high school populations. We chose these questions 
to maintain comparability with the population-based 
YRBS, which has also been used with middle school stu-
dents.7 Respondents were asked if they ever had had sex-
ual intercourse (yes or no), and with how many people 
(none, one, two, three, or four or more); the term “sexual 
intercourse” was not explicitly defi ned. Youth who 
reported intercourse were asked whether they had used a 

condom at last intercourse. One question, based on an 
NSFG item used with older adolescents,14 measured oral 
sex experience: “Have you ever given or received oral sex?” 
The four response options were “yes, given only”; “yes, 
received only”; “yes, both”; and “no.” We combined the 
three affi rmative responses to create a dichotomous vari-
able for oral sex. To study the correlation between risk and 
protective factors and sexual behavior, we categorized 
respondents by sexual experience into four mutually 
exclusive groups: neither oral sex nor intercourse, oral sex 
only, intercourse only, and both. For logistic regression 
analyses, we created three dichotomous outcome vari-
ables: oral sex only, intercourse only, and oral sex and 
intercourse.
�Risk and protective factors. We measured one individual-
level risk factor: expectation of sexual intercourse. Respon-
dents were asked the likelihood that they would have 
intercourse in the next six months; response options were 
“I am sure it won’t happen,” “It probably won’t happen,” 
“Even chance (50–50) that it will happen,” “It probably 
will happen” and “I am sure it will happen.” We created a 
dichotomous measure of expectation, by combining the 
fi rst two responses into “no expectation” and the other 
three into “expectation.”

In addition, we included three social-contextual risk 
factors. A dichotomous question used in previous surveys 
of adolescent females asked respondents whether they 
have any siblings who had been a teenage parent. Another 
previously used question asked youth how many of their 
close friends had ever been involved in a pregnancy;35 
response options ranged from none to four. Respondents 
also were asked whether they currently had a boyfriend 
or girlfriend; we did not defi ne the terms “boyfriend” and 
“girlfriend.”

Furthermore, two social-contextual protective factors 
were included. Youth’s perception of their parents’ attitudes 
about their having sex was measured with the question 
“What would your parents think about you having sexual 
intercourse?” The four possible responses were “They are 
against it,” “They don’t care,” “They think I should if I want 
to” and “Don’t know”; we created a dichotomous measure 
comparing “they are against it” with all other responses. 
Parental supervision was measured with one dichotomous 
question from our formative research that correlated sig-
nifi cantly with onset of sexual intercourse:36 “Thinking 
back over Monday through Friday of last week, was there 
usually a parent, teacher or other adult with you from 3:00 
to 5:00 in the afternoon?”

Analysis
We calculated frequencies for all variables. We also cal-
culated frequencies of experience with intercourse and 
oral sex by gender, grade and ethnicity; among sexually 

*For the 6% of respondents who reported more than one ethnicity, we 

selected the ethnic group marked that made up the largest proportion 

of the sample.
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signifi cant, we performed individual 2x2 analyses to deter-
mine which cells differed, adjusting the signifi cance level 
to correct for multiple comparisons.

In addition, we used chi-square tests to examine the 
association between oral sex and sexual intercourse. We 
performed 2x4 tests, to compare the proportions for each 
risk and protective factor across the sexual behavior groups 
(oral sex only, intercourse only, both and neither) and to 
identify variables to be included in a multiple regression 
model.

Finally, we conducted three logistic regression analyses,* 
to study the relationship between sexual behavior and the 
risk and protective factors. We created one model for each 
dichotomous outcome variable: oral sex only, intercourse 
only and both. The covariates were all demographic char-
acteristics and risk and protective factors that were associ-
ated with sexual behavior in bivariable analyses.

RESULTS
Descriptive Findings
Overall, 56% of respondents were female and 44% 
were male (Table 1). The proportion of adolescents in 
seventh grade was smaller than the proportions in sixth 
and eighth grades (19% vs. 46% and 36%, respectively); 
the sampling design called for more sixth and eighth 
graders, as we were planning to follow these youth longi-
tudinally for fi ve years. Seventy-one percent of the youth 
were Latino, 16% black and 13% of other races and eth-
nicities; the ethnic distribution of the sample was similar 
to that reported by the school district for the 2004–2005 
school year.37

Nine percent of youth reported ever having had sexual 
intercourse. Of these, 69% reported having used a con-
dom at last intercourse, and 43% reported having had 
more than one sexual partner. Eight percent of adolescents 
had any experience with oral sex: Three-percent reported 
having given and received oral sex, 3% had only received 
and 2% had only given.

Two-thirds of youth (65%) were sure that they would not 
have sexual intercourse in the next six months; one-third 
(32%) reported currently having a boyfriend or girlfriend. 
Twelve percent of adolescents had at least one friend who 
had been involved in a pregnancy, and 14% had a sibling 
who had been a teenage parent.

More than half of respondents (57%) perceived that 
their parents were against their having sex. Very few 
thought their parents either did not care or thought that 
they should have sex if they wanted to (2% each), but a 
substantial minority (39%) did not know what their par-
ents thought. Four out of fi ve respondents reported that 

TABLE 1. Percentage distribution of a sample of adolescents 
from 14 middle schools in Southern California, by selected 
characteristics, 2005

Characteristic %
 (N=4,557)

Gender 
Male 44
Female 56
 
Grade 
Sixth 46
Seventh 19
Eighth 36
 
Race/ethnicity 
Latino 71
Black 16
Other 13
 
Ever had sexual intercourse 
Yes 9
No 91
 
Used condom at last intercourse† 
Yes 69
No 31
 
No. of intercourse partners†  
1 57
2 24
3 8
≥4 12
 
Oral sex experience 
Given and received 3
Only received 3
Only given 2
None 92
 
Expectation to have sex in next six mos. 
Won’t happen 65
Probably won’t happen 14
Even chance it will happen 10
Probably will happen 6
Will happen 6
 
Currently has a boyfriend/girlfriend 
Yes 32
No 68
 
Has ê1 friends who have ever been involved in pregnancy
Yes 12
No 88
 
Has a sibling who was a teenage parent 
Yes 14
No 86
 
Perceived parents’ attitude about respondent’s having sex
They are against it 57
They don’t care 2
They think I should if I want to 2
I don’t know 39
 
Supervised by an adult 3–5 P.M. last week 
Yes 79
No 21
 
Total 100

†Among those who reported sexual intercourse. Note: Percentages may not 
add to 100 because of rounding. *We explored the appropriateness of using hierarchical linear models, 

because students were sampled and surveyed by classroom, raising 

the possibility of intraclass correlation. We fi tted several binary logistic 

regressions with multiple covariates, using school as a fi xed effect and 

classroom as a random effect. None of the random effects were statisti-

cally signifi cant even at the 20% level, which suggested that use of hier-

archical linear models was not necessary.

experienced respondents, we tabulated number of partners 
and condom use at last intercourse. Differences in sexual 
behavior by gender, grade and ethnicity were assessed in chi-
square tests. Where 2x3 chi-square tests were statistically 
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they had usually been supervised by an adult during the 
hours of 3:00 and 5:00 P.M. during the past week.

Sexual intercourse experience and any oral sex experi-
ence were highly correlated. Among respondents who 
reported having had intercourse, 59% also reported hav-
ing had oral sex (not shown). Among those who had never 
had sexual intercourse, 3% had had oral sex (p<.001).

Bivariable Findings
At the bivariable level, males were signifi cantly more likely 
than females to report having had sexual intercourse (14% 
vs. 5%—Table 2), oral sex (11% vs. 5%) and, if they had 
had intercourse, two or more partners (49% vs. 31%); they 
were also more likely to expect to have intercourse in the 
next six months (31% vs. 15%). Type of experience with 
oral sex and condom use at last intercourse did not differ 
by gender. Eighth-grade students were more likely than 
sixth or seventh graders to have had intercourse (14% vs. 
6% each) and oral sex (13% vs. 4% and 6%, respectively), 
and were more likely to expect to have intercourse in the 
next six months (29% vs. 18% and 16%). Black youth 
were more likely than Latinos and other youth to have 
had intercourse (16% vs. 8% and 9%, respectively) and to 
expect to have intercourse in the next six months (29% vs. 
21% and 17%). In addition, blacks were more likely than 
Latinos to have had oral sex (12% vs. 7%). 

Overall, 3% of adolescents reported having had oral sex 
only, 4% intercourse only and 5% both (Table 3). A larger 
proportion of males than of females reported having had 
either or both sexual activities (16% vs. 7%). Eighteen per-
cent of eighth graders had had oral sex only, intercourse 
only or both, compared with 7% of sixth graders and 8% 
of seventh graders. A greater proportion of blacks than of 
Latino or other youth had engaged in either or both sexual 
activities (18% vs. 10% and 12%).

Most of the selected risk and protective factors were 
associated with youth’s sexual experience (Table 3). 
Adolescents who expected to have sex in the next six 
months were more likely than others to report having had 
oral sex only (5% vs. 2%), intercourse only (11% vs. 2%) or 
both (18% vs. 2%). Similarly, greater proportions of youth 
with a current boyfriend or girlfriend than of those with-
out had had only oral sex (5% vs. 2%), only intercourse 
(7% vs. 2%) or both (12% vs. 2%). Respondents with at 
least one friend who had been involved in a pregnancy 
were more likely than others to have had intercourse (8% 
vs. 3%) or both intercourse and oral sex (17% vs. 3%). 
Finally, smaller proportions of youth who thought their 
parents were against their having sex and of youth who 
had usually been supervised between 3:00 and 5:00 P.M. 
were less likely than others to have had both intercourse 
and oral sex (4% vs. 7–8%). 

Multivariable Findings
In the multivariable analyses, males were more likely 
than females to report having had intercourse only or 
both intercourse and oral sex (odds ratios, 2.8 and 3.2, 

TABLE 2. Percentage of adolescents, by sexual behaviors, according to gender, grade, 
and race or ethnicity 

Sexual behavior Gender Grade Race/ethnicity

 Male Female Sixth Seventh Eighth Latino Black Other
 (N= (N= (N= (N= (N= (N= (N= (N=
 2,021) 2,533) 2,073) 853) 1,631) 3,186) 697) 601)

Ever had intercourse 14*** 5 6† 6† 14 8‡ 16 9‡

Ever had oral sex 11*** 5 4† 6† 13 7‡ 12 10

Oral sex experience§
Given and received 39 41 35 35 42 42 29 46
Only received 42 40 38 41 43 38 56 35
Only given 19 19 28 25 14 20 16 20

ê2 intercourse
partners†† 49** 31 49 42 41 40 48 51

Used condom at
last intercourse†† 69 69 65 78 70 68 77 62
        
Expects to have sex
in next six mos. 31*** 15 18† 16† 29 21‡ 29 17‡

**Signifi cantly different from females at p<.01. ***Signifi cantly different from females at p<.001. †Signifi cantly 
different from eighth grade at p<.01. ‡Signifi cantly different from black at p<.01. §Among those who ever had 
oral sex. ††Among those who ever had intercourse. Note: Ns may not add to 4,557  because of missing data.

TABLE 3. Percentage distribution of adolescents, by sexual 
experience, according to selected characteristics

Characteristic N None Oral sex  Inter- Both Total
   only course 
    only

All 4,557 89 3 4 5 100

Gender***      
Female 2,330 93 2 2 3 100
Male 1,790 83 3 5 8 100

Grade***      
Sixth 1,831 93 1 3 3 100
Seventh 786 92 2 2 4 100
Eighth 1,506 82 5 5 8 100
      
Race/ethnicity***
Latino 2,872 90 3 3 4 100
Black 635 82 3 6 9 100
Other 556 89 3 2 7 100
 
Expects to have sex in next six mos.***   
Yes 827 66 5 11 18 100
No 3,113 95 2 2 2 100

Currently has a boyfriend/girlfriend***   
Yes 1,219 76 5 7 12 100
No 2,627 95 2 2 2 100

Has ê1 friends who have ever been involved in pregnancy***
Yes 485 71 4 8 17 100
No 3,588 91 3 3 3 100
     
Has a sibling who was a teenage parent   
Yes 562 85 3 5 7 100
No 3,504 89 3 3 5 100
     
Parents are against respondent’s having sex***   
Yes 2,044 90 2 4 4 100
No 1,508 86 3 4 7 100
      
Supervised by an adult 3–5 P.M.  last week***   
Yes 3,067 90 3 3 4 100
No 801 85 3 4 8 100

***p<.001. Note: Percentages may not add to 100 because of rounding.
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respectively—Table 4). Eighth-grade students were more 
likely than sixth graders to report all types of sexual expe-
rience (4.8 for oral sex only, 2.1 for intercourse only and 
2.5 for both). Compared with Latinos, black students had 
greater odds of intercourse only and of both intercourse 
and oral sex (2.1 and 1.7, respectively); youth of other 
races and ethnicities were more likely than Latinos to have 
had both intercourse and oral sex (2.1). Expecting to have 
intercourse in the next six months and currently having a 
boyfriend or girlfriend were positively associated with all 
types of sexual experience (odds ratios, 2.1–7.2). Having 
at least one friend who had been involved in a pregnancy 
was associated with intercourse only (2.3) and both oral 
sex and intercourse (4.2). 

DISCUSSION
This study adds to the growing body of literature on the 
sexual behavior of young adolescents, and points to risk 
and protective factors that can inform intervention strate-
gies. In this sample of predominantly minority youth living 
in areas with high rates of teenage births and STDs, 7% of 
sixth graders, 8% of seventh graders and 18% of eighth 
graders reported having had oral sex, sexual intercourse 
or both. The difference between eighth-grade and younger 
students is remarkable, and suggests that this period may 
be critical for targeted interventions. As expected, males 

and black youth had increased odds of reporting sexual 
intercourse. Blacks were also more likely than Latinos to 
report both intercourse and oral sex. As in another study 
of young adolescents in predominantly minority inner-city 
communities,6 ethnic patterns of sexual behavior among 
our sample did not necessarily parallel national patterns 
among older adolescents.

About the same proportion of youth reported having had 
sexual intercourse (9%) and oral sex (8%). Although stud-
ies of high school students have found oral sex to be more 
common than intercourse, this fi nding has held mostly 
for white youth.14–16 Our fi ndings align better with results 
from racial- or ethnic-specifi c and middle school samples 
that black and Latino youth report somewhat lower rates 
of oral sex than of intercourse.6,7,18 As in previous research, 
youth who reported having had oral sex were also likely 
to have had sexual intercourse, which suggests that these 
behaviors tend to occur together.6,17,18,33,38 

Our questionnaire did not include items about why stu-
dents had engaged in oral sex versus intercourse or which 
they had initiated fi rst; thus, we cannot determine if youth 
who engaged only in oral sex did so to avoid the risks 
of sexual intercourse. However, adolescents who reported 
only oral sex resembled those who had had sexual inter-
course in that they were more likely than their sexually 
inexperienced peers to expect to have intercourse in the 
next six months. Although these adolescents may have 
had oral sex to avoid the risks of intercourse, they likely 
were at high risk for initiating intercourse. 

Roughly equivalent proportions of youth reported hav-
ing had only oral sex and only intercourse. Thus, for 
some young adolescents, oral sex may presage sexual 
intercourse, as evidenced by an increased expectation of 
intercourse among those who had had oral sex only; other 
youth progress directly to intercourse without engaging in 
oral sex. Consistent with reports for minority youth,17,18 
we found no gender difference in the proportion of youth 
who had performed oral sex. The precise role that oral sex 
plays in adolescent sexual development remains unclear 
and warrants future research attention. Adolescents may 
assume that oral sex carries relatively few social or health 
risks,39 and may not know that it poses a risk of STD 
infection.12,13 Given that oral sex is part of some young 
adolescents’ sexual practices, it should be addressed in 
prevention interventions. 

Our fi ndings are consistent with previous research that 
indicates that behavior-specifi c factors are better corre-
lated with outcomes related to the same behavior:33 For 
example, youth who had a friend who had been involved 
in a pregnancy were more likely than others to have had 
intercourse, but not oral sex. In addition, our results sup-
port previous research fi ndings that the onset of oral sex 
and sexual intercourse may share some risk and protective 
factors.33 Expecting to have sex and having a boyfriend or 
girlfriend were associated with both oral sex and sexual 
intercourse, and could serve as markers for risk of sexual 
initiation in young adolescents. 

TABLE 4. Adjusted odds ratios (and 95% confi dence inter-
vals) from logistic regression analyses assessing adoles-
cents’ risk of oral sex, intercourse or both

Characteristic Oral sex Intercourse Both
 only only

Gender   
Female (ref) 1.00 1.00 1.00
Male 1.41 (0.90–2.22) 2.80 (1.78–4.41) 3.21 (2.12–4.88)

Grade   
Sixth (ref) 1.00 1.00 1.00
Seventh 2.04 (0.96–4.34) 1.17 (0.62–2.21) 1.24 (0.69–2.24)
Eighth 4.76 (2.63–8.62) 2.05 (1.27–3.30) 2.52 (1.63–3.91)
   
Race/ethnicity   
Latino (ref) 1.00 1.00 1.00
Black 0.95 (0.53–1.71) 2.11 (1.30–3.40) 1.65 (1.03–2.65)
Other 0.86 (0.44–1.66) 0.49 (0.21–1.18) 2.14 (1.29–3.55)
   
Expects to have sex in next six mos.
No (ref) 1.00 1.00 1.00
Yes 2.09 (1.30–3.34) 5.90 (3.79–9.18) 7.24 (4.87–10.74)
   
Currently has a boyfriend/girlfriend  
No (ref) 1.00 1.00 1.00
Yes 2.93 (1.87–4.62) 2.56 (1.65–3.98) 4.41 (2.93–6.64)
   
Has ê1 friends who ever been involved in pregnancy  
No (ref) 1.00 1.00 1.00
Yes 1.10 (0.60–2.03) 2.34 (1.42–3.86) 4.24 (2.81–6.41)
   
Parents are against respondent’s having sex  
No (ref) 1.00 1.00 1.00
Yes 0.77 (0.50–1.20) 1.52 (0.98–2.36) 0.89 (0.61–1.30)
   
Supervised by an adult 3–5 P.M. last week  
No (ref) 1.00 1.00 1.00
Yes 1.11 (0.66–1.89) 0.98 (0.60–1.60) 0.69 (0.46–1.03)

Note: ref=reference group.
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Health professionals and researchers are increasingly 
recognizing the developmental importance of early 
romantic relationships.30,31,40 For the vast majority of ado-
lescents (85%), fi rst intercourse occurs within a romantic 
relationship,41 yet educational and intervention programs 
for young adolescents rarely touch upon relationship 
skills.30,42 One-quarter of fi rst sexual relationships involve 
physical abuse, verbal abuse or both, and 40% of sexually 
experienced adolescents never discussed contraception 
with their fi rst partner;41 for Latinos, these rates are higher. 
Adolescents who report higher relationship satisfaction 
are more likely than those with lower satisfaction to dis-
cuss contraception, and those able to discuss sexuality in 
their romantic relationships are more likely than others 
to use contraceptives consistently.43 Education in relation-
ship skills, delaying the onset of romantic relationships 
and parental monitoring of relationships may strengthen 
some of the protective factors that work against sexual risk 
behavior among young adolescents.

The frequent occurrence of multiple sex partners in 
this young age-group is alarming, especially given their 
elevated STD and pregnancy risk owing to their early 
sexual initiation. It is encouraging that two-thirds of sexu-
ally experienced youth reported condom use at last inter-
course; nevertheless, one-third did not use a condom, and 
even more had had multiple partners. Efforts to reduce the 
number of partners among young sexually experienced 
adolescents—not often a prevention strategy provided to 
this group—should be a priority.

Limitations
Although we used previously validated questions whenever 
possible, the sexual behavior questions were not explicitly 
defi ned. Defi ning them might improve their validity, but 
might mean increasing reading diffi culty for adolescents, 
lengthening the survey and using more graphic language 
that might be objectionable to some parents, teachers, 
school administrators and other concerned adults. During 
survey development, we found no measures of oral sex 
that were validated for use with young adolescents on 
a self-administered survey, although similar questions 
have been used with older adolescents.15,39,44 Future stud-
ies may benefi t from exploring how young adolescents 
understand questions about their sexual behavior, espe-
cially oral sex. We did not gather in-depth, qualitative 
information to assess how well our study  participants 
understood the questions. However, the proportions who 
had had sexual intercourse and oral sex were similar to 
those reported in previous research among middle school 
students, including a study using audio computer-assisted 
self-interviews;6,33,45 this similarity adds strength to our 
fi ndings.

The study is subject to other limitations as well. Our 
sample was drawn from urban areas of Southern California 
and consisted mostly of minority youth; thus, it may not 
be generalizable to all middle school populations. In addi-
tion, because the data are cross-sectional, developmental 

patterns may be suggested, but cannot be confi rmed. As 
with fi ndings from other studies of sexual behavior, ours 
are based on self-report, and the accuracy of respondents’ 
answers to the survey questions cannot be verifi ed. We 
did not ask whether sexual experience was coerced, which 
could change the implications of the fi ndings. Finally, 
the requirement for active parental consent resulted in a 
lower participation rate than desired, although the racial 
and ethnic makeup of our fi nal sample was similar to that 
of students enrolled in each of the middle schools. The 
few similar studies in the literature offered incentives for 
returned consent forms,6,46 which we were unable to do. 
Nonrespondents in substance use research with young 
adolescents have been found to be at greater risk for nega-
tive health and behavioral outcomes than respondents.47 
If the same is true in this study, our fi ndings underesti-
mated sexual activity and overestimated protective factors. 
Meanwhile, given our study’s focus on sexual behavior, 
highly involved parents may have withheld consent to 
prevent their child’s exposure to the study materials; if 
that was the case, our fi ndings overestimated adolescent 
sexual behavior.

Conclusions
Despite its limitations, this study takes a valuable step 
toward identifying adolescents who are at risk of early 
sexual activity, as well as avenues for intervention. School 
personnel and other health professionals who work with 
young adolescents can use the fi ndings to intervene with 
at-risk youth. Asking students who present for health-
related issues basic questions such as whether they have 
a boyfriend or girlfriend, or any friends who have been 
involved in a pregnancy, might identify young people at 
risk for early sexual initiation. A substantial proportion of 
students said they do not know if their parents are against 
their having sex, a factor that may be amenable to change. 
Health professionals might encourage young people to 
seek their parents’ views on adolescent sexual activity as 
a way to open communication on the topic and encour-
age parents to share their values with their children. In 
addition, strategies that have been used in prevention pro-
grams targeting other adolescent risk behaviors, such as 
substance use, include correcting misperceptions about 
peers’ behaviors.48 

Although interventions should address oral sex as well 
as sexual intercourse, our fi ndings support previous 
research that these two behaviors appear mostly to coin-
cide and to be strongly infl uenced by relationships.17,18,41 
Because some middle school students are having sexual 
intercourse and oral sex, preventive interventions need to 
begin before middle school. Early romantic relationships 
frequently begin within peer groups,49 and thus interven-
tions might be targeted to elementary school students’ 
development of relationship and communication skills, 
even within the context of friendships. Such a strategy 
may be less controversial than offering comprehensive 
sex education to preadolescents, and yet might improve 
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young adolescents’ ability to form romantic relationships 
in which they are able to discuss sexuality and negotiate 
condom and contraceptive use. Interventions that address 
relationship skills should begin prior to sixth grade, and 
middle school interventions should address the entire 
range of adolescent sexual activity.

REFERENCES
1. Centers for Disease Control and Prevention (CDC), Youth Risk 
Behavior Surveillance—United States, 2009, Morbidity and Mortality 
Weekly Report, 2010, Vol. 59, No. SS-5.

2. O’Donnell L, O’Donnell CR and Stueve A, Early sexual initia-
tion and subsequent sex-related risks among urban minority youth: 
the Reach for Health study, Family Planning Perspectives, 2001, 
33(6):268–275.

3. Fiscus LC, Ford CA and Miller WC, Infrequency of sexually trans-
mitted disease screening among sexually experienced U.S. female 
adolescents, Perspectives on Sexual and Reproductive Health, 2004, 
36(6):233–238.

4. Albert B, Brown S and Flanigan C, eds., 14 and Younger: The Sexual 
Behavior of Young Adolescents (Summary), Washington, DC: National 
Campaign to Prevent Teen Pregnancy, 2003.

5. Santelli JS et al., Initiation of sexual intercourse among middle 
school adolescents: the infl uence of psychosocial factors, Journal of 
Adolescent Health, 2004, 34(3):200–208.

6. Markham CM et al., Patterns of vaginal, oral, and anal sexual inter-
course in an urban seventh-grade population, Journal of School Health, 
2009, 79(4):193–200.

7. Shanklin SL et al., 2005 Middle School Youth Risk Behavior Survey, 
Atlanta: CDC, 2007.

8. Remez L, Oral sex among adolescents: Is it sex or is it abstinence? 
Family Planning Perspectives, 2000, 32(6):298–304.

9. Hans JD, Gillen M and Akande K, Sex redefi ned: the reclassifi -
cation of oral-genital contact, Perspectives on Sexual and Reproductive 
Health, 2010, 42(2):74–78.

10. Bersamin MM et al., Defi ning virginity and abstinence: adoles-
cents’ interpretations of sexual behaviors, Journal of Adolescent Health, 
2007, 41(2):182–188.

11. Halpern-Felsher B, Oral sexual behavior: harm reduction or gate-
way behavior? Journal of Adolescent Health, 2008, 43(3):207–208.

12. Edwards S and Carne C, Oral sex and the transmission of viral 
STIs, Sexually Transmitted Infections, 1998, 74(1):6–10.

13. Edwards S and Carne C, Oral sex and the transmission of non-
viral STIs, Sexually Transmitted Infections, 1998, 74(2):95–100.

14. Mosher WD, Chandra A and Jones J, Sexual behavior and 
selected health measures: men and women 15–44 years of age, 
United States, 2002, Advance Data from Vital and Health Statistics, 
2005, No. 362.

15. Prinstein MJ, Meade CS and Cohen GL, Adolescent oral sex, peer 
popularity, and perceptions of best friends’ sexual behavior, Journal of 
Pediatric Psychology, 2003, 28(4):243–249.

16. Cornell JL and Halpern-Felsher BL, Adolescents tell us why teens 
have oral sex, Journal of Adolescent Health, 2006, 38(3):299–301.

17. Brewster KL and Tillman KH, Who’s doing it? Patterns and pre-
dictors of youths’ oral sexual experiences, Journal of Adolescent Health, 
2008, 42(1):73–80.

18. Lindberg LD, Jones R and Santelli JS, Noncoital sexual 
activities among adolescents, Journal of Adolescent Health, 2008, 
43(3):231–238.

19. Jessor R, Risk behavior in adolescence: a psychosocial frame-
work for understanding and action, Journal of Adolescent Health, 1991, 
12(8):597–605.

20. Buhi ER and Goodson P, Predictors of adolescent sexual behavior 
and intention: a theory-guided systematic review, Journal of Adolescent 
Health, 2007, 40(1):4–21.

21. Warshaw PR and Davis FD, Disentangling behavioral intention 
and behavioral expectation, Journal of Experimental Social Psychology, 
1985, 21(3):213–228.

22. Aronowitz T, Rennells RE and Todd E, Heterosexual behaviors 
in early adolescent African American girls: the role of mother-
daughter relationships, Journal of Family Nursing, 2005, 11(2):
122–139.

23. Dittus PJ and Jaccard J, Adolescents’ perceptions of maternal dis-
approval of sex: relationship to sexual outcomes, Journal of Adolescent 
Health, 2000, 26(4):268–278.

24. Halpern CT et al., Adolescent predictors of emerging adult sexual 
patterns, Journal of Adolescent Health, 2006, 39(6):e1–e10.

25. Watts GF and Nagy S, Sociodemographic factors, attitudes, and 
expectations toward adolescent coitus, American Journal of Health 
Behavior, 2000, 24(4):309–317.

26. East PL, Reyes BT and Horn EJ, Association between adolescent 
pregnancy and a family history of teenage births, Perspectives on Sexual 
and Reproductive Health, 2007, 39(2):108–115.

27. Jaccard J, Blanton H and Dodge T, Peer infl uences on risk behav-
ior: an analysis of the effects of a close friend, Developmental Psychology, 
2005, 41(1):135–147.

28. Fasula AM and Miller KS, African-American and Hispanic ado-
lescents’ intentions to delay fi rst intercourse: parental communication 
as a buffer for sexually active peers, Journal of Adolescent Health, 2006, 
38(3):193–200.

29. Marín BV et al., Boyfriends, girlfriends and teenagers’ risk of sex-
ual involvement, Perspectives on Sexual and Reproductive Health, 2006, 
38(2):76–83.

30. Furman W and Shaffer L, The role of romantic relationships in 
adolescent development, in: Florsheim P, ed., Adolescent Romantic 
Relations and Sexual Behavior: Theory, Research, and Practical Implications, 
Mahwah, NJ: Lawrence Erlbaum Associates, 2003, pp. 3–22.

31. Giordano PC, Manning WD and Longmore MA, Adolescent 
romantic relationships: an emerging portrait of their nature and devel-
opmental signifi cance, in: Crouter AC and Booth A, eds., Romance 
and Sex in Adolescence and Emerging Adulthood, Mahwah, NJ: Lawrence 
Erlbaum Associates, 2006, pp. 127–150.

32. DiIorio C et al., Sexual possibility situations and sexual behaviors 
among young adolescents: the moderating role of protective factors, 
Journal of Adolescent Health, 2004, 35(6):528.e11–528.e20.

33. Bersamin MM et al., Correlates of oral sex and vaginal intercourse 
in early and middle adolescence, Journal of Research on Adolescence, 
2006, 16(1):59–68.

34. U.S. Department of Health and Human Services, Healthy People 
2010: Understanding and Improving Health, second ed., Washington, 
DC: Government Printing Offi ce, 2000.

35. Ethier KA et al., Self-esteem, emotional distress and risky 
sexual behavior among sexually active adolescent females: inter-
 relationships and temporal effects, Journal of Adolescent Health, 2006, 
38(3):268–274.

36. Ethier KA et al., Adolescents’ perceptions of parental monitor-
ing and adolescent sexual behavior: the impact of parental control, 
solicitation of information, youth disclosure, and parental knowledge, 
paper presented at the annual meeting of the American Public Health 
Association, Philadelphia, Dec. 10–14, 2005.



Volume 42, Number 3, September 2010 205

37. Los Angeles Unifi ed School District, Find a school, <http://
notebook.lausd.net/schoolsearch/selector.jsp>, accessed June 9, 2008.

38. Kuruvilla M et al., Heads up: oral sex among high-risk teens more 
common than we think, paper presented at the annual meeting of the 
American Public Health Association, Boston, Nov. 4–8, 2007.

39. Brady SS and Halpern-Felsher B, Adolescents’ reported con-
sequences of having oral sex versus vaginal sex, Pediatrics, 2007, 
119(2):229–236.

40. Fortenberry JD, Health behaviors and reproductive health risk 
within adolescent sexual dyads, in: Florsheim P, ed., Adolescent 
Romantic Relations and Sexual Behavior: Theory, Research, and Practical 
Implications, Mahwah, NJ: Lawrence Erlbaum Associates, 2003, 
pp. 279–296.

41. Ryan S, Manlove J and Franzetta K, The fi rst time: character-
istics of teens’ fi rst sexual relationships, Child Trends Research Brief, 
Washington, DC: Child Trends, 2003, No. 2003-16.

42. Barber B and Eccles J, The joy of romance: healthy adolescent 
relationships as an educational agenda, in: Crouter AC and Booth A, 
eds., Romance and Sex in Adolescence and Emerging Adulthood, Mahwah, 
NJ: Lawrence Erlbaum Associates, 2006, pp. 355–370.

43. Widman L et al., Sexual communication and contraceptive use 
in adolescent dating couples, Journal of Adolescent Health, 2006, 
39(6):893–899.

44. Leichliter JS et al., Prevalence and correlates of heterosexual anal 
and oral sex in adolescents and adults in the United States, Journal of 
Infectious Diseases, 2007, 196(15):1852–1859.

45. Boekeloo BO and Howard DE, Oral sexual experience among 
young adolescents receiving general health examinations, American 
Journal of Health Behavior, 2002, 26(4):306–314.

46. Coyle KK et al., Draw the Line/Respect the Line: a randomized 
trial of a middle school intervention to reduce sexual risk behaviors, 
American Journal of Public Health, 2004, 94(5):843–851.

47. Dent CW et al., Demographic, psychosocial and behavioral dif-
ferences in samples of actively and passively consented adolescents, 
Addictive Behaviors, 1993, 18(1):51–56.

48. Donaldson SI et al., Verifying drug abuse prevention program 
effects using reciprocal best friend reports, Journal of Behavioral 
Medicine, 2000, 23(6):585–601.

49. Collins WA and van Dulmen M, “The course of true love(s)…”: 
origins and pathways in the development of romantic relationships, 
in: Crouter AC and Booth A, eds., Romance and Sex in Adolescence 
and Emerging Adulthood, Mahwah, NJ: Lawrence Erlbaum Associates, 
2006, pp. 63–86.

Acknowledgments
This research was supported by grant U30/CCU922283-01 from the 
Centers for Disease Control and Prevention (CDC). The fi ndings and 
conclusions in this article are those of the authors and do not neces-
sarily represent the views of the CDC. The authors thank Robin A. 
Jeffries for her thorough review of the analysis and fi ndings.

Author contact: cderosa@hra-paramount.org


