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Another Look at the Evidence:
Abstinence and Comprehensive Sex Education in Our Schools

There is a common perception that school-basechprehensivesex education programare
effective at protecting teens from the problemsatesl to sexual activity whil@bstinenceeducation
programs ar@aot. In fact, some have called for the complete abammt of abstinence education. With 1
in 4 teen girls in the U.S. now infected with anB'Tthere is clearly a need for more effective program
protect adolescents. However, before a programbeaalled effective it is necessary to clarify wha
“effective” means. This document offers basicerid for effective programs and presents evidemoeita
the effectiveness of both comprehensive and algigbased sex education in our schools.

A. What is an Effective Program? After more than 15 years of evaluating schoolkeblasex education
programs, thénstitute for Research & Evaluaticguggests that effective programs should produce:

1. Sustained ResuktsThe program’s impact on teens’ behavior should flasa substantial period of
time, at least 12 months following their prograntjggpation.

2. Broad-based ImpactsClaims of significant program impact should bedgshsn the entire group of
program participants and not just on subgroups@target population.

3. Real Protection-The program should impact the teen behaviors kizate been proven to be
protective:sexual abstinencar consistent condom ugee., using a condom every timef.onsistent
condom use is necessary because several studiesfbanvd thatnon-consistentuse provided
inadequate STD protection or resulted in higheesaf STDS. However, even consistent condom
use does not provide complete protection from STdbsrevent the increased emotional harm and
sexual violence associated with teen sexual agfivit

B. Evidence of Effectiveness for School-based Comprehensive Sex Education. “Comprehensive sex
education”’(CSE)is a term applied to programs that purport to tdaath abstinence and condom use as a
central part of the curriculum. The Institute magiewed the large body of research on the effenggs of
these programs irschool classroonsettings (excluding other settings such as climcscommunity
programs—see notatign In this document we refer to these as “schasidol” programs. Although the
perception may be that CSE programs in the scha@ssuccessful, when they are evaluated against the
above criteria, there is a surprising lack of emitketo support that assumptidbriEor example:

1. The National Campaign to Prevent Teen and Unplamrednancy published a landmark summary

of 115 evaluation studies covering 20 years ofaedeon sex education call&nerging Answers

2007. Their report states that two-thirds of the CSigpams they reviewed “had positive

behavioral effects.” However, we found that

e No school-based CSE programs had been shown teaserthe number of teens who used
condoms consistentfpr more than 3 montHs.

¢ No school-based CSE programs demonstrated a dedareteen pregnancy or STD rates for any
subgroup for any period of tinfe.

e Only two school-based CSE programs (as measurdd studies) delayed the onset of teen
sexual intercourséor 12 months for the target populatidmnd only three programs increased
frequency of condom use (but reatnsistenuse) for the same time peribd.

e No school-based CSE programs demonstrated thathidegyncreasetoth teen abstinence and
condom use (by the sexually active) for the tapggtulation for any time period.

e Of the 25 school-based CSE programs that measessddondom use, 64% did not increase
condom use for any subgroup for any time periognethough the median follow-up time for
these 16 programs was only 4 months.



2. Another report entitledWhat Works 2008: Curriculum-Based Programs that verg Teen

Pregnanc§72 lists 28 prevention programs that it says havéstrengest evidence of success.”

e Surprisingly, 20 of those 28 programs did not eveeasure rates of teen pregnancy as an
outcome.

e Of the 8 programs that measured pregnancy, onégd@aed pregnancy rates for up to 12 months
and none of them were school classroom-based C&fgms: Three of the 8 did not reduce
pregnancy but were still listed as “programs thavpnt teen pregnancy.”

¢ No school-based CSE programs in the report redieed pregnancy for any time period

C. Evidence of Effectiveness for School-based Abstinence Education. Abstinence education emphasizes
avoiding sexual activity and adopting healthy liféss. It does not include condom instruction or
promotion. Scientific evaluation is relatively néwvabstinence education, and the number of gaatiest is
limited. However, a pattern of evidence is emaydhat indicates well-designed abstinence progranshe
effective:

e Three recent peer-reviewed studies of school-badedinence education found significant
reductions in sexual activity for the target popiola of program participants. Two of the
programs,Heritage Keeperd and Reasons of the Heart reduced the number of teens who
became sexually active by about one-half, 12 moafter the program. A third abstinence
program,Making a Differenceproduced significant reductions in teen sexutiVigdg 24 months
after the progran®

e In Emerging Answers 200dne study of school-based abstinence educatiamdfausignificant
delay in the onset of teen sexual intercodsehe target population of middle school students
18 months after the prograih.

e Several studies have also found that abstinenceaida did not decrease condom use for teens
who later became sexually actié?

e Like many evaluations of abstinence education, 3hpeer-reviewed studies above did not
measure impact on pregnancy or STHS'® While it is evident that abstinent behavior
eliminates these consequences, current studieshofokbased abstinence programs have not
demonstrated reductions in these outcomes.

D. Summary. Using the criteria outlined above to examine lbloely of research on the effectivenegs
school-based sex education, we find the following:
1. Comprehensive sex education purports to prorboth abstinenceand condom use, yet we see no
evidence that school-based CSE programs are eféeatimproving both of these outcomes.
2. School-based CSE programs have shown no evidenefegcfiveness at decreasitegen pregnancy
or STDs,0or increasingonsistent condom use
3. Only a few school-based CSE programs have increasgtype of condom use (e.g., at first or last
intercourse) for a significant period of tirffe.
4. Four school-based abstinence programs have prodwoed-based and sustained increases in the
percentage of youth who remain sexually abstinent.

E. Conclusions. The common perception about the effectivenedbesfe two prevention strategies is not
accurate. When judged against criteria of 1) susthresults, 2) broad-based impacts, and 3) retégtion
there is little evidence that school-based compreire sex education strategies are effective. eMgence
does not indicate that combining abstinence educatith contraceptive-based education in the ctesaris
effective. There is evidence that school-basedirege education can be an effective preventicategy.

In conclusion, the research does not support abaimip abstinence education in the schools for a
comprehensive sex education strategy that hasroduped sufficient evidence of success
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