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Another Look at the Evidence:
Abstinence and Comprehensive Sex Education in Amea’s Schools

There is a common perception that school-based peenensive” sex education programs are effectiy@atecting
teens from the problems related to sexual activhife “abstinence” education programs ac effective In fact, some have
called for the complete abandonment of abstinedoeation. With 1 in 4 teen girls in the U.S. navected with an STDB,
there is clearly a need for more effective progréonsrotect adolescents. However, before a programbe called effective it
is necessary to clarify what “effective” means.tehfmore than 15 years of evaluating school-basgdeducation programs,
theInstitute for Research & EvaluatigiRE) has determined that there are several kigsrier for measuring program success.
This paper reviews research evidence about thetieBaess of sex education programs in our scheigy those criteria.

A. What is an Effective Progran® In order to merit widespread dissemination, sixcation programs in the schools should
produce:

1. Sustained Results-The program’s impact on teens’ behavior shoultflarsa substantial period of time, at least 12
months following their program participation, i.#om one school year to the néxt.

2. Broad-based Impacts—Claims of significant program impact should be dth®n the entire group of program
participants and not just on a subgroup of theetgpgpulation. While subgroup effects can be irtgrdgrindicators of
promising programs, they are not sufficient toijystidespread replication.

3. Real Protection—The program should impact the teen behaviors hlaae been proven to be protectigexual
abstinenceor consistent condom ugee., using a condom every timeonsistenttondom use is necessary because
STD transmission can occur in one sexual contatisame studies found thabn-consistentise provided inadequate
STD protection or resulted in higher rates of STD#dowever, even consistent condom use does notiderov
complete protection from SThsr prevent the increased emotional harm and sesakince associated with teen
sexual activity’

Using these criteria, IRE has reviewed the largdybof research on the outcomes of sex educatiogranos in school
classroom settings (excluding other settings sichliaics or community programs—see notatjonThe findings on these
“school-based” programs are summarized below.

B. Evidence of Effectiveness for School-based Conghensive Sex Education Comprehensive sex education (C&Ea
term applied to programs that purport to teach hbalbstinence and condom use as a central part otuhéculum.
Notwithstanding the common perception that CSE fanog in the schools are successful, when theywaleated against the
above three criteria, there is little evidenceupprt that perception. For example:

1. The National Campaign to Prevent Teen and Unplamnregnancy published a landmark summary of 115iatiah
studies covering 20 years of research on sex adndatthe U.S., calleEmerging Answers 2007Their report states
that two-thirds of the CSE programs they reviewedd' positive behavioral effects.'However, of the 32 studies of
school-base SE programs
e No school-based CSE programs were shown to increaghe number of teens who used condoms

consistently,for more than a 3-month time period®

e No school-based CSE programs demonstrated a decreas teen pregnancy or STD rates for any subgroup
for any period of time.?

e Only two school-based CSE programs (as measured B studies) delayed the onset of teen sexual
intercourse for 12 months for the target populatiort® and only three programs increased frequency of
condom use (but notconsistent use) for the same time period?

e No school-based CSE programs demonstrated that thdyad increasedboth teen abstinence and condom
use (by the sexually active) for the target populan for any time period.*?

2. Another national report, titleéhat Works 2008: Curriculum-Based Programs thatvere Teen Pregnantilists 28
prevention programs that it says have the “strang@dence of success.”

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

e Of the 8 programs that measured pregnancy, onlsdBaed pregnancy rates for up to 12 months and abne
them were school classroom-based CSE progtaifistee of the 8 did not reduce pregnancy but welldisted
as “programs that prevent teen pregnancy.”

¢ No school-based CSE programs showed a reduction in teen pregnandgr any time period.
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C. Evidence of Effectiveness for School-based Abstnce Education Abstinence education (AbEd) emphasizes avoiding
sexual activity and adopting healthy lifestyles.ddes not include condom instruction or promoti@cientific evaluation is
relatively new to abstinence education, so the rerab good studies is limited. However, when jutigpy the above three
criteria, there is a pattern of evidence that iattis well-designed abstinence programs can bdieéfec
e Four recent peer-reviewed published studies of schbbased abstinence education found significant
reductions in sexual activity for the target popul@ion of teens, 12 months or more after program
participation. Two of the programsHeritage KeeperS and Reasons of the Hedlft reduced the number of
teens who became sexually active by about one-h2lionths after the program. The third study stlaool-
based abstinence prograBgx Can Wajtfound a significant delay in the onset of teexusé intercourséor the
target population of middle school students, 18 tm®mfter the prograti.And a fourth school-based program,
Making a Differenceproduced significant reductions in teen sexuéiviag 24 months after the prograth. A
fifth study of school-based abstinence educati@imopsing the Besfound a 60% reduction in sexual activity for
the teen population after 12 monifisThis study is as yet unpublished but met theegatfor inclusion in a
federally sponsored meta-analysis after under-gaipger review proce$s.
e Several studies have also found that abstinence exdion did not decrease condom use for teens who later
became sexually activé}??
e Like many evaluations of abstinence education,StmEeer-reviewed studies above did not measure impac
pregnancy or STDE:*® While it is evident that abstinent behavior woeliininate these consequences, current
studies of school-based abstinence programs hawenmwnstrated reductions in these outcomes.

D. Comparative Effectiveness One reason for the perception that CSE is moretafeethan AbEd may be that CSE has
often been held to different and lower standard€rderia of effectiveness (e.g., improvement oty dehavior, for any
subgroup, or for a short time peridd)However, when using the same yardstick to measack approach, IRE found no
evidence that school-based CSE was more effedtare AbEd...
e Using the lower standards, 44% of school-basedredmste programs had improved rates of teen abstnen
while 36% of CSE programs had improved some measfurendom usé.*>™*°
e Although 44% of the CSE studies showed some impneve: in abstinencejo school-based CSE programs
had demonstrated increases in both abstinence andmmdom use for the target population, thus showingm
real advantage over abstinence programs>*°
e Using the higher standard of effectiveness—an as&en teen abstinenceawnsistentondom use for the target
population for at least 12 months—IRE fouidut of 14 studies of AbEd (36%) and 5 out of 28tudies of
CSE (25%) showed increases in abstinent behavio(None found an increase in consistent condon) Useur
of the 5 CSE studies were of tiReducing the Riskurriculum. Thus, the 5 CSE studies represented 2
effective programs® while the 5 AbEd studies represented 5 effectiveb®&d programs.” 1>

E. Summary of Evidence

1. Comprehensive sex education purports to pronbotd abstinenceand condom use, yet, while a few programs
achieved one or the other of these outcomes, IREBdmo evidence that school-based CSE programs effective
at improving both of these outcomes in the samgraro.

2. School-based CSE programs have shown no evidene#eativeness at decreasitgen pregnancyr STDs,or
increasingconsistent condom us€Only a few school-based CSE programs have asedany measure of condom
use, e.g., at first or last intercourse, for a ificgnt period of time.)

3. Five school-based AbEd programs have produced Hrased and sustained increases in the percentggetbfwho
remain sexually abstinent, compared to 2 CSE progra

4. When judged by the same standards of 1) sustagsdts, 2) broad-based impacts, and 3) real protedhere is
more evidence of success for AbEd (36%, 5 progranas) for CSE (25%, 2 progrants).

F. Conclusions The common perception that research evidenceeprosmprehensive sex education in the schools to be
more effective than abstinence education is notirate. When looking at the school classroom sgttinere is very little
evidence that the comprehensive strategy has besmive. In fact, there is somewhat more evidesggporting abstinence
education. Furthermore, research does not supporbining abstinence and condom instruction inséa@e classroomin
conclusion, the research does not support abandorgrabstinence education in the schools in favor of @mprehensive

sex education strategy that has not produced suffient evidence of success.
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1. Centers for Disease Control and Prevention. §200ationally Representative CDC Study Finds 1 in dribgje Girls Has a Sexually Transmitted
DiseasePress Release 11 March — 2008 National STD Prieve@onference. Available atww.cdc.gov/stdconference/2008/media/release-
11march2008.htm

2. This standard is commonly used by researchedsi@ing youth programs. For example, “Sustaifregact,” defined as “at least one year beyond
treatment” is required by the "Blueprints Programfthe Center for the Study and Prevention of &fiae, for the designation of an intervention as
an effective or model program. Seitp://www.ojp.usdoj.gov/BJA/evaluation/evidencesbd.htmand
http://www.colorado.edu/cspv/blueprints/criteriamht

3. See Crosby RA, DiClemente RJ, Wingood GM, Land¢iBrrington KF. (2003). Value of consistent condase: A study of sexually transmitted
disease prevention among African American adolddeemales American Journal of Public Health; 9801-2.; Shlay JC, McCung MW, Patnaik JL
et al. (2004). Comparison of sexually transmittestase prevalence by reported level of condom msmg patients attending an urban sexually
transmitted disease clini8ex Transm Dis; 38):154-60.; Ahmed S, Lutalo T, Wawer M et al. (2DCHIV incidence and sexually transmitted
disease prevalence associated with condom useudaiion study in Rakai, UgandalDS; 1516):2171-9.; Grinsztejn B, Veloso V, Levi J,
Velasque L, Luz P et al. (2009). Factors associatddincreased prevalence of human papillomavindisction in a cohort of HIV-infected

Brazilian womenInternational Journal of Infectious Diseases, I2—-80.; Centers for Disease Control and Preven{R003).Fact Sheet for Public
Health Personnel—Male Latex Condoms and Sexuadpndmitted Diseaseslational Center for HIV, STD, and TB Preventidtlanta, GA: U.S.
Department of Health and Human Services (paragfapRetrieved October 31, 2003 framvw.cdc.gov/nchstp/od/latex.htrAccording to the

CDC, “inconsistent use, e.g., failure to use conslavith every act of intercourse, can lead to SEHM$mission because transmission can occur with
a single act of intercourse” (CDC, 2003). A studytie journalAIDS (Ahmed et al., 2001) found, “Irregular condom u&es not protective against
HIV or STD and was associated with increased gomariChlamydia risk.” A Denver study (Shlay et 2004) reported that “when all condom users
were compared with non-usefd«126,220), there was limited evidence of protectigainst specific STD.” But when consistent vsoimsistent

users were compared, the consistent users hadicagnly lower infection rates.

4. Consistent condom use is the behavior upon wimicht estimates of condom effectiveness are baSeé. Weller S & Davis K. (2002). Condom
effectiveness in reducing heterosexual HIV transiais Cochrane Database Syst Rev[Abstract].; Sanchez J, Campos P, Courtois B, €ty L,
Carrillo C, Alarcon J et al. (2003). Preventionseixually transmitted diseases (STDs) in femalevgerkers: Prospective evaluation of condom
promotion and strengthened STD servic@sxually Transmitted Disease?0:273-9.; Holmes KK, Levine R, Weaver M. (200Bjtectiveness of
condoms in preventing sexually transmitted infewi®ull World Health Organ, 8%):454-461.

5. See Hallfors DD, Waller MW, Ford CA et al. (2Q0Adolescent depression and suicide risk: assoaoiatith sex and drug behaviosm J Prev
Med. 27:224-230.; Sabia JJ & Rees DI. (2008). The efféetdmlescent virginity status on psychological weding.Journal of Health Economics,
27:1368-1381.; Silverman JG, Raj A, Clements K. (Q0@4ating violence and associated risk and pregnameong adolescent girls in the United
States Pediatrics,1142), e220-225.

6. The school classroom is the setting in which yn@8E interventions and most abstinence prograrosrott is the setting most people think of
when they hear the term “sex education.” It is piullp the most cost-effective venue through whicldétiver prevention programs to the greatest
number of youth. And for the purpose of comparing &bstinence and CSE strategies, limiting oureke\to programs in this setting provides the
most comparability, i.e., allows us to compare ‘lapfo apples.” We define this category as progrétmat go through the school system to reach the
students, and that are held in the school in asdasn or curriculum setting, including after schoolSaturday classes. It does not include such
programs as school-based clinics, school condotnitlision programs, or community-based servicerigay programs that operate through a school
(many of which target high-risk populations), ohsol classroom-based character education or sdellopment programs that do not address
sexual health or abstinence. Restricting our e\ school-based programs should not be constimedggest that programs in other settings are
not important, nor should it imply anything aboheir effectiveness. However, no matter how effecthese programs may appear to be, it cannot
be assumed that they would be equally effectivén \mitschool-based population and setting withoudende to that effect. As we compare the
effectiveness of the two approaches, we therefonstcain our review to school-based programs teigeothe most useful comparison.

7. Kirby D. (2007). Emerging Answers 200Washington DC: National Campaign to Prevent Taeth Unplanned Pregnancy, p.15.

8. Only 10 CSE studies iEmerging Answers 200mMeasured this outcome and only 3 programs repaitgdficant program impact on consistent
condom use that lasted more than 3 months; all W2rmonth effects. One was a community-based paraining program for fathers of teen boys
(Dilorio et al., 2007), one was a clinic-based pawg for high-risk girls (DiClemente et al., 2004hd the third was a school-based program that did
not increase consistent condom use for the participants, bliexed a significant effect because the controlugrdeclined somewhat more
substantially on this outcome than the treatmeautr(Villarruel et al., 2006). Two school-basedgrams increased consistent condom use for 3
months (Jemmott et al, 1998 & Walter & Vaughn, 1993

9. Seven non-school-based prevention progranisriarging Answers 200ported reduction in pregnancy rates for the gudigram group at least

9 months after the program. One was an abstineggam (Doniger et al., 2001), two were servicerery programs (Allen et al., 1997 & Philliber
et al., 1992), one was a social development prodoaralementary school children and their pareh&t included no sex education or discussions of
sex (Lonczak et al., 2002), one was a multi-compbyeuth development program, including clinic seeg (Philliber et al., 2002), one was an in-
home parent training program (Stanton et al., 2G0%) the last was a clinic-based program (Wintealet1991). Only 3 prevention programs in
Emerging Answers 200°&ported reducing STD rates for more than 6 moaftes the program. Two were clinic-based progréonsigh-risk teens
(DiClemente et al., 2004 & Jemmott et al., 2005hbt2-month effects) and the third was a time-isiem parent training program that had a 24-
month effect on reducing teen STDs (Prado et D72

10. Four different evaluations &educing the RisiHubbard et al., 1998, Kirby et al., 1991, Zimmamet al., in press, and Zimmerman et al., in
press) found reductions in teen sexual initiatifteraat least one year, as reportedEimerging Answers 2007The Hubbard study also reported
increased condom use, but only for the subgrouptudents not sexually experienced at the pretdw. aher school-based CSE program was
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Postponing Sexual Involveme(dee Howard M. & McCabe JB. (1990). Helping teemagpostpone sexual involvemeriamily Planning
Perspectives, 2221-26). This program was developed as a 5-dajin@nse intervention presented following a humaxruaéty program that
included birth control information (which had beevaluated previously and found to be ineffectivif)ere is debate as to whether this should be
considered an evaluation of an abstinence progrBaour studies of non-school-based sex educatiogranas inEmerging Answers 200gported
reduced rates of sexual initiation for the full gr@am group for at least 12 months: one was cligisdol CSE, one was CSE at a drug treatment center
(St. Lawrence, 1995 & 2002, respectively), one wa®mmunity-based CSE program within public hougiBigkema et al., 2005), and one was a
social skills program that did not teach about adigpat all (Lonczak et al., 2002).

11. See Coyle et al., 2004, Fisher et al., 2008,Jammott et al., 1998, Bmerging Answers 200%ix other school-based programs are reported in
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PregnancyWashington DC: author.
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Social Development Project on sexual behavior, paiagy, birth, and sexually transmitted diseaseamés by age 21 yearArchives of Pediatric
Adolescent Medicinel56:439-447. (This was a social development @rogfor elementary school children and their paresitsncluded no sex
education or discussions of sg)xStanton B, Cole M, Galbraith J, Li X, Pendletdret al. (2004). Randomized trial of a parentrirgation: Parents
can make a difference in long-term adolescentbitkaviors, perceptions, and knowleddechives of Pediatric Adolescent Medicine,1987-955.
(This program trained parents in their homes.) réheere 3 other programs that reported reductionseégnancy for a shorter follow-up time (less
than 12 months after the program). Two were “ser¥@rning” programs in which students left thein@ols to provide service in the community,
and the other was based at a medical clinic.

15. Weed SE, Ericksen IH, Birch PJ. (2005). An eatibn of theHeritage Keepers Abstinence Educatjmogram. In Golden A (ed.) Evaluating
Abstinence Education Programs: Improving Impleméoma and Assessing Impact. Washington DC: Office Ridpulation Affairs and the
Administration for Children and Families, DepartrhehHealth & Human Services 2005:88—-103.

16. Weed SE, Ericksen IE, Lewis A et al. (2008). Abbstinence Program’s Impact on Cognitive Mediatargl Sexual InitiationAm J Health
Behav; 321):60-73.

17. Denny G & Young M. (2006). An evaluation of @stinence-only sex education curriculum: An 18&thdollow-up.Journal of School Health,
76(8): 414-422.

18. Jemmott Il JB, Jemmott LS, Fong GT. (2006¥idaty of an abstinence-only intervention over 2dnihs: a randomized controlled trial with
young adolescents. Oral abstract session: AIDS 2004 International AIDS Conference: Abstract MdOAX0504.

19. Weed SE, Anderson NA, Ericksen IE. (unpublighatfhat kind of abstinence education works? Coingasutcomes of two approaches. March
25, 2008.

20. Centers for Disease Control & Prevention, ingpess.

21. See Jemmott et al., 2006, above, and TrenholBe€aney B, Fortson K, Quay L, Wheeler J, Clark(RD07).Impacts of Four Title V, Section
510 Abstinence Education Progran®inceton, NJ: Mathematica Policy Research, Inail007.

22. One study has reported that teens who tookginity pledge were less likely to use condomsfttst time they had intercourse. However, there
was no indication as to whether these teens haslvest an abstinence education program, and theg wer less likely to use condoms at last
intercourse or over a 12-month period than nongitegiteens. See Bruckner H & Bearman P. (2005erAfie promise: The STD consequences of
adolescent virginity pledge$he Journal of Adolescent Health,(85271-278.

23. There are several studies of school-based @mpsive sex education which have shown statibtisénificant effects on various lesser
measures of sexual activity and condom or conttaeepse. However, of 20 studies that showed seffext on any outcome, only 5 of them
showed effects that met the criteriasofstained results, broad-based impaetsdreal protection The 15 other studies may have identified some
promising programs. However, these criteria wempgpsed as a way to identify programs that showende of success that is sufficient to justify
widespread replication and higher financial supp@s such, only the 5 studies showed such evidemuge of these met criteria for both improved
abstinence and condom use (by teens who won't iapséand they represent only 2 distinct prograntse(program was evaluated 4 separate times).
This does not constitute sufficient evidence topsuwp systematic implementation of the comprehensige education strategy in the American
school system, notwithstanding the higher numbetadies that attained lesser outcomes.



