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available only in vend-
ing machines; in these,
a mean of 1.0 condoms
were obtained per stu-
dent. The remaining
nine schools also of-
fered condoms through
other mechanisms; in
those, fewer than one in
four condoms obtained
by students were pur-
chased through vend-
ing machines.

Although requiring
parental consent and
placing restrictions on
condoms appeared to
reduce the number of
condoms distributed
and having more staff
provide condoms and
having supportive ac-
tivities seemed to in-
crease distribution,
none of the regression
coefficients for these
program characteristics
were statistically significant. Notably,
when we restricted the analysis to schools
that provided 10 or fewer condoms per
student per year (i.e., when we excluded
several small alternative schools that pro-
vided many condoms), we found that the
requirement of active parental consent sig-
nificantly reduced the number of condoms
obtained by students (not shown).

Discussion and Conclusions
Our estimate that only 0.3% of school dis-
tricts have condom programs is much
smaller than that of a previous national
survey of school districts.15 We may have
failed to find some school condom pro-
grams, although we do not believe this to
be likely, given our exhaustive search and
the multiple methods with which we
sought out programs. It may also be that
the previous national survey overesti-
mated the proportion of school districts
with condom programs. Although that
study randomly selected a reasonably
large sample of school districts (299), high-
population districts were oversampled. To
the extent that school districts in large
cities are more likely than those in small-
er towns or cities to have school condom
programs, the previous study may have
overestimated the number of districts with
condom programs.

Of the 431 schools that we determined
to have condom availability programs,
nearly all offered condoms as part of a
more comprehensive program, with pro-

scores on the mean number of condoms dis-
tributed and that were excessively affect-
ing the regression coefficients. 

When all of these changes were made,
the model became much more stable. The
results of the final model indicate that
school characteristics alone explained 19%
of the variance in the distribution of con-
doms across schools. Table 5 shows that
both in alternative schools and in small
schools the provision of condoms was in-
dependently increased. In addition, the
number of condoms obtained was greater
in high schools than in middle schools.
These results are consistent with many of
the data seen in Table 4.

The proportions of students in each
school who were white, black or Hispan-
ic were not significantly related to the
number of condoms obtained. However,
the percentage of students in each school
who were members of ethnic minorities
other than black or Hispanic was statisti-
cally significant.

When program characteristics were
added to the model, its explanatory power
was doubled, to 39% (not shown). This
highly significant increase strongly indi-
cates that program characteristics have an
important impact on the number of con-
doms distributed. (However, other, un-
measured school characteristics might
have reduced the explanatory power of the
program characteristics if they had been
measured and included in the regression.)

Three program characteristics were
highly related to the number of condoms
obtained by students. The schools that
made condoms available in baskets or
bowls provided significantly more con-
doms than did other schools. Of all school
and program characteristics measured in
our study, making condoms available in
baskets or bowls was the single most im-
portant: After adjusting for other school
and program characteristics, we found
that schools with condoms in baskets pro-
vided 4.8 more condoms per student than
did other schools.

Having a school clinic was the second
most important program characteristic
that increased condom use; after adjust-
ing for other factors, we found the pres-
ence of a clinic to be associated with an in-
crease of 1.5 condoms per student.

In contrast, making condoms available
in vending machines reduced the number
of condoms obtained by 3.1 per student,
after adjustment for the effects of other
measured characteristics. Only 12 schools
had condoms in vending machines; thus,
these results should be interpreted with
caution. Three of these 12 made condoms

gram components such as counseling, sex
education or HIV education, or other ed-
ucational activities. The breadth of these
programs clearly demonstrates that when
schools make condoms available to stu-
dents, the provision of condoms is typi-
cally only part of a larger effort to reduce
unprotected intercourse. The considerable
and often heated debate about the provi-
sion of condoms may sometimes obscure
these programs’ comprehensiveness.

Most school programs had some barri-
ers or restrictions to condom access. Many
limited condom distribution by requiring
passive or active parental consent, by re-
quiring counseling, by making condoms
available only during selected times or by
limiting the number that can be taken at
one time. Only 5% of the schools made
condoms available through baskets or
bowls, the most barrier-free and nonre-
strictive approach to condom provision.

Our findings suggest dramatic vari-
ability in the success of condom avail-
ability programs (at least as measured by
the mean number of condoms obtained by
students). In the 45% of the schools where
students obtained an average of less than
one condom per student per year, condom
availability programs do not appear to
have been particularly effective; howev-
er, in the 14% of schools where students
obtained six or more condoms per student
per year, these programs do appear to
have been effective.

Students’ receipt of condoms was high-

Table 5. Multivariate analysis showing impact on mean number
of condoms obtained per student per academic year, by school
and progam characteristics (N=288)

Characteristic b 95% CI Beta p

School†
Academic school –1.6 –2.7, –0.3 –.19 .013
No. of students (in 000s) –0.7 –1.1, –0.2 –.21 .004
High school 1.5 0.1, 2.9 .11 .033
% black .0063 –0.1, 0.3 .05 .51
% Latino –.0011 –.03, .02 –.008 .92
% other racial minorities .035 .001, .067 .13 .041

Program
Requires active consent –.81 –2.5, 0.9 –.05 .36
Requires passive consent –.29 –1.7, 1.2 –.04 .69
Requires counseling –.20 –1.3, 0.9 –.03 .72
No. of staff/1,000 students 0.5 –1.7, 2.9 .03 .64
Maximum no. of condoms

at one time‡ .09 –.03, .21 .08 .13
Has condom vending machines –3.1 –5.1, –1.1 –.17 .002
Has condom bowls/baskets 4.8 3.2, 6.4 .32 .000
Has K–12 sex education/

HIV education program .87 –0.6, 2.3 .11 .26
Has school clinic 1.5 0.4, 2.5 .17 .005
Has other supportive programs 0.8 –0.2, 1.8 .09 .10

†Dummy variables representing whether the school was located in New York or Los Angeles
were included in the regression equations, but their results cannot be presented here because
of confidentiality agreements with all school districts. ‡Because very few students would ever
take more than 10 condoms at one time, when a school had a limit greater than 10 or when a
school had no limit at all, that school was coded as 10. Note: The b represents the unstandardized
regression coefficient; beta is the standardized regression coefficient. CI=confidence intervals.


