Another Look at the Evidence:
Abstinence and Comprehensive Sex Education in America’s Schools
There is a common perception that school-based “comprehensive” sex education programs are effective at protecting
teens from the problems related to sexual activity while “abstinence” education programs are not effective. In fact, some have
called for the complete abandonment of abstinence education. With 1 in 4 teen girls in the U.S. now infected with an STD,1
there is clearly a need for more effective programs to protect adolescents. However, before a program can be called effective it
is necessary to clarify what “effective” means. After more than 15 years of evaluating school-based sex education programs,
the Institute for Research & Evaluation (IRE) has determined that there are several key criteria for measuring program success.
This paper reviews research evidence about the effectiveness of sex education programs in our schools using those criteria.
A. What is an Effective Program? In order to merit widespread dissemination, sex education programs in the schools should
produce:
1. Sustained Results—The program’s impact on teens’ behavior should last for a substantial period of time, at least 12
months following their program participation, i.e., from one school year to the next.2
2. Broad-based Impacts—Claims of significant program impact should be based on the entire group of program
participants and not just on a subgroup of the target population. While subgroup effects can be important indicators of
promising programs, they are not sufficient to justify widespread replication.
3. Real Protection—The program should impact the teen behaviors that have been proven to be protective: sexual
abstinence or consistent condom use (i.e., using a condom every time). Consistent condom use is necessary because
STD transmission can occur in one sexual contact and some studies found that non-consistent use provided inadequate
STD protection or resulted in higher rates of STDs.3 However, even consistent condom use does not provide
complete protection from STDs4 or prevent the increased emotional harm and sexual violence associated with teen
sexual activity.5
Using these criteria, IRE has reviewed the large body of research on the outcomes of sex education programs in school
classroom settings (excluding other settings such as clinics or community programs—see notation6). The findings on these
“school-based” programs are summarized below.
B. Evidence of Effectiveness for School-based Comprehensive Sex Education. Comprehensive sex education (CSE) is a
term applied to programs that purport to teach both abstinence and condom use as a central part of the curriculum.
Notwithstanding the common perception that CSE programs in the schools are successful, when they are evaluated against the
above three criteria, there is little evidence to support that perception. For example:
1. The National Campaign to Prevent Teen and Unplanned Pregnancy published a landmark summary of 115 evaluation
studies covering 20 years of research on sex education in the U.S., called Emerging Answers 2007. Their report states
that two-thirds of the CSE programs they reviewed “had positive behavioral effects.”7 However, of the 32 studies of
school-based CSE programs:
• No school-based CSE programs were shown to increase the number of teens who used condoms
consistently, for more than a 3-month time period.8
• No school-based CSE programs demonstrated a decrease in teen pregnancy or STD rates for any subgroup
for any period of time.9
• Only two school-based CSE programs (as measured in 5 studies) delayed the onset of teen sexual
intercourse for 12 months for the target population10 and only three programs increased frequency of
condom use (but not consistent use) for the same time period.11
• No school-based CSE programs demonstrated that they had increased both teen abstinence and condom
use (by the sexually active) for the target population for any time period.12
2. Another national report, titled What Works 2008: Curriculum-Based Programs that Prevent Teen Pregnancy13 lists 28
prevention programs that it says have the “strongest evidence of success.”
• Surprisingly, 20 of those 28 programs did not even measure rates of teen pregnancy as an outcome.
• Of the 8 programs that measured pregnancy, only 3 reduced pregnancy rates for up to 12 months and none of
them were school classroom-based CSE programs.14 Three of the 8 did not reduce pregnancy but were still listed
as “programs that prevent teen pregnancy.”
• No school-based CSE programs showed a reduction in teen pregnancy for any time period.
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C. Evidence of Effectiveness for School-based Abstinence Education. Abstinence education (AbEd) emphasizes avoiding
sexual activity and adopting healthy lifestyles. It does not include condom instruction or promotion. Scientific evaluation is
relatively new to abstinence education, so the number of good studies is limited. However, when judged by the above three
criteria, there is a pattern of evidence that indicates well-designed abstinence programs can be effective:
• Four recent peer-reviewed published studies of school-based abstinence education found significant
reductions in sexual activity for the target population of teens, 12 months or more after program
participation. Two of the programs, Heritage Keepers15 and Reasons of the Heart,16 reduced the number of
teens who became sexually active by about one-half, 12 months after the program. The third study of a schoolbased abstinence program, Sex Can Wait, found a significant delay in the onset of teen sexual intercourse for the
target population of middle school students, 18 months after the program.17 And a fourth school-based program,
Making a Difference, produced significant reductions in teen sexual activity 24 months after the program.18 A
fifth study of school-based abstinence education (Choosing the Best) found a 60% reduction in sexual activity for
the teen population after 12 months.19 This study is as yet unpublished but met the criteria for inclusion in a
federally sponsored meta-analysis after under-going a peer review process.20
• Several studies have also found that abstinence education did not decrease condom use for teens who later
became sexually active.21,22
• Like many evaluations of abstinence education, the 5 peer-reviewed studies above did not measure impact on
pregnancy or STDs.15-19 While it is evident that abstinent behavior would eliminate these consequences, current
studies of school-based abstinence programs have not demonstrated reductions in these outcomes.
D. Comparative Effectiveness. One reason for the perception that CSE is more effective than AbEd may be that CSE has
often been held to different and lower standards or criteria of effectiveness (e.g., improvement on any behavior, for any
subgroup, or for a short time period).7 However, when using the same yardstick to measure each approach, IRE found no
evidence that school-based CSE was more effective than AbEd…
• Using the lower standards, 44% of school-based abstinence programs had improved rates of teen abstinence,
while 36% of CSE programs had improved some measure of condom use.7, 15-19
• Although 44% of the CSE studies showed some improvement in abstinence, no school-based CSE programs
had demonstrated increases in both abstinence and condom use for the target population, thus showing no
real advantage over abstinence programs.7, 15-19
• Using the higher standard of effectiveness—an increase in teen abstinence or consistent condom use for the target
population for at least 12 months—IRE found 5 out of 14 studies of AbEd (36%) and 5 out of 20 studies of
CSE (25%) showed increases in abstinent behavior. (None found an increase in consistent condom use.) Four
of the 5 CSE studies were of the Reducing the Risk curriculum. Thus, the 5 CSE studies represented 2
effective programs10 while the 5 AbEd studies represented 5 effective AbEd programs.7, 15-19
E. Summary of Evidence.
1. Comprehensive sex education purports to promote both abstinence and condom use, yet, while a few programs
achieved one or the other of these outcomes, IRE found no evidence that school-based CSE programs were effective
at improving both of these outcomes in the same program.
2. School-based CSE programs have shown no evidence of effectiveness at decreasing teen pregnancy or STDs, or
increasing consistent condom use. (Only a few school-based CSE programs have increased any measure of condom
use, e.g., at first or last intercourse, for a significant period of time.)
3. Five school-based AbEd programs have produced broad-based and sustained increases in the percentage of youth who
remain sexually abstinent, compared to 2 CSE programs.
4. When judged by the same standards of 1) sustained results, 2) broad-based impacts, and 3) real protection, there is
more evidence of success for AbEd (36%, 5 programs) than for CSE (25%, 2 programs).23
F. Conclusions. The common perception that research evidence proves comprehensive sex education in the schools to be
more effective than abstinence education is not accurate. When looking at the school classroom setting, there is very little
evidence that the comprehensive strategy has been effective. In fact, there is somewhat more evidence supporting abstinence
education. Furthermore, research does not support combining abstinence and condom instruction in the same classroom. In
conclusion, the research does not support abandoning abstinence education in the schools in favor of a comprehensive
sex education strategy that has not produced sufficient evidence of success.
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23. There are several studies of school-based comprehensive sex education which have shown statistically significant effects on various lesser
measures of sexual activity and condom or contraceptive use. However, of 20 studies that showed some effect on any outcome, only 5 of them
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school system, notwithstanding the higher number of studies that attained lesser outcomes.

4

