Misconceptions about Sex Education Effectiveness
I. Misperceptions About the Research on Sex Education are Common
Adolescents in the United States continue to experience high rates of teen pregnancy and sexually
transmitted diseases (STDs). One in four adolescent females currently has an STD infection.1 In order
to improve the effectiveness of prevention efforts, federally funded sex education programs are now
required to show evidence of effectiveness. Some policymakers have proposed eliminating abstinence
education (which does not advocate condom use) in favor of “comprehensive sex education” (which
purports to advocate both abstinence and condom use, a dual message) based on two common, but
inaccurate, assumptions about the evidence for sex education effectiveness:
1. Policy-makers assume that research proves abstinence education has failed and comprehensive sex
education (CSE) has been successful.
2. They assume research shows that abstinence education (AE) reduces condom use by sexually active
teens, thus putting them at greater risk for STDs and pregnancy.

II. Erroneous Assumptions are Often Due to Misunderstandings of the Evidence
A. Neither of the above assumptions is supported by the research evidence on sex education. However,
these misperceptions persist because:
1) Media reports on the research about sex education have often been skewed.
2) Lower measures of success have often been used in studies of CSE than in studies of AE.
2
3) Comparisons often mix “apples & oranges,” i.e., clinic/community-based versus school-based programs.
B. What does the evidence of effectiveness look like when:
1) Research results are reported evenly for AE and CSE?
2) Equivalent and reasonable criteria of effectiveness3 are used?
a. Programs improve the behaviors that are most protective for teens.
b. The results occur for the intended target population (not just for a subgroup).
c. The positive effects are long-term, i.e., last at least one year after the program.
3) Reviews compare “apples to apples?” That is, they compare AE to CSE in school settings, the place
most youth receive sex education, and what most people think of as “sex education.”

III. There is Limited Evidence of Success for CSE in School Settings
Applying the above criteria to four national reviews of outcome research on sex education demonstrates a lack
of evidence of success for CSE programs delivered in school classrooms to school-based populations of teens.

A. Emerging Answers 2007,4 a review of 115 studies covering 20 years of sex education research,
provided little evidence of CSE effectiveness in school settings. Of the 32 school-based CSE studies:
1.
2.

3.
4.

No school-based CSE program demonstrated a decrease in teen pregnancy or STDs for any time period.5
No school-based CSE programs were shown to increase the number of teens who used condoms consistently
(i.e., every time) for even 6 months after the program ended. Note: Consistent condom use is necessary to
achieve the partial protection from STDs that condoms can provide.6
Only 3 of these programs increased frequency of teen condom use (not consistent condom use) for at least one
year for the target population.7
One of the programs delayed sexual initiation for at least one year for the teen population (in 4 studies).8

5.

No school-based CSE program demonstrated that it had increased both abstinence and condom use (by the
sexually active) for the intended teen population for any time period.9

B. A CDC meta-analysis of sex education studies found a lack of effects by CSE programs in schools.
1.

2.

A member of the meta-analysis study team reported in the Washington Post on November 7, 2009, that:
“The analysis actually shows that comprehensive sexual education programs in schools do not significantly
increase teen condom use, or reduce teen pregnancy or STDs…This is an important finding because the
school classroom is where most teens receive sex education…Furthermore, the data indicated that many types
of [comprehensive] programs do not work, even in non-school settings.”10
CSE programs in school settings produced a modest reduction in teen sexual activity. However, without also
showing a significant increase in teen condom use, the purported dual benefit of CSE was not demonstrated.11

C. What Works 2010: Curriculum-based Programs That Help Prevent Teen Pregnancy 12 also showed little
evidence of school-based CSE effectiveness.
The National Campaign to Prevent Teen and Unplanned Pregnancy published this list of 30 programs it
designated as “effective.” Of the 9 programs that were school-based CSE:
1.
2.
3.
4.
5.

None of the 9 school-based CSE programs demonstrated a reduction in teen pregnancy or STDs.
None of these 9 programs showed an increase in consistent condom use by teens for even 6 months.13
Two of these programs increased frequency of condom use for the target population for at least one year.14
Two of these programs showed a delay in sexual initiation (i.e., increased teen abstinence)for the target
population for at least one year.8,15
None of the school-based CSE programs increased both teen abstinence and condom use (by the sexually
active) for the target population.

D. The 2010 federal Teen Pregnancy Prevention (TPP) initiative found little CSE success in schools.16
Federal TPP funding was approved for 28 sex education programs “proven” to be effective; but only 3 of these
were school-based CSE programs that showed long-term effects on the target population:
• Only 2 school-based CSE programs showed a significant long-term (one year) increase for the intended
population (not a subgroup) in rates of teen abstinence,8,15 and only one in frequency of teen condom use.17

IV. Research Shows Evidence that School-based AE Can Reduce Teen Sexual Activity
A. Peer-reviewed Published Studies of 4 AE Programs Show Reduced Teen Sex for 1 to 2 Years:
1.

The Heritage Keepers AE curriculum reduced teen sexual initiation by about one-half (odds ratio=.54), one
year after the program.18 The impact of Heritage Keepers is illustrated in Figure 1.

2.
3.
4.
5.
6.

A rigorous experimental study by Jemmott, et al. (2010), found that an AE program reduced teen sexual
initiation by 33% after 24 months; the CSE program in the study did not increase abstinence or condom use.19
The Sex Can Wait middle school program delayed teen sexual initiation for 18 months after the program.20
Reasons of the Heart also showed long-term results: it reduced teen sex by about one-half, after one year.21
The CDC meta-analysis of sex education research showed a significant, though modest, reduction in teen sex
by AE, but did not draw conclusions about AE effectiveness.11
To date, few studies of school-based AE (approximately five) have measured program impact on pregnancy,
STDs, or consistent condom use, and as with school-based CSE, none have found significant positive effects.

B. Research shows that AE does not reduce teen condom use:
1.
2.
3.
4.

To date, no studies have shown that an AE program reduced teen condom use.22
Three published studies have shown that AE does not reduce condom use by sexually active teens.22
One published study of an abstinence program found that it increased the frequency of teen condom use
(although not a measure of consistent use) one year after the program.17
The CDC meta-analysis of sex education studies showed no reduction of teen condom use by AE programs.11

V. There is Little Evidence CSE Increases Both Abstinence & Condom Use (No Dual Effect)
A. Comprehensive sex education purports to promote both teen abstinence and condom use (by the
sexually active), yet none of the four reviews of sex education summarized above showed evidence that
school-based CSE programs have produced long-term improvement on both of these outcomes within
the same program. A few appear to have achieved either one outcome or the other but not both.

B. Without this “dual effect” there is not evidence that school-based CSE offers an added benefit over AE.
VI. Summary of Research Evidence
Four AE programs (in 4 studies) have produced long-term reductions in teen sexual initiation for the
intended population in a school setting, compared to 2 CSE programs (in 5 studies).
2. Neither school-based CSE nor AE programs have demonstrated effectiveness at decreasing teen
pregnancy or STDs, or increasing consistent condom use by teens. (One AE and 3 CSE school-based
programs have increased the frequency of teen condom use for one year after the program.)
3. There is not evidence that school-based CSE offers an advantage over effective AE programs: CSE
programs have not shown effectiveness at increasing teen condom use, nor abstinence and condom use
within the same program. And more school-based AE programs have produced a long-term reduction in
teen sex than CSE programs.
4. There appears to be no evidence that AE reduces teen condom use.
1.

VII. Conclusions
1. Research evidence does not support a policy of replacing AE in schools with a CSE
strategy that has thus far produced little evidence of success in school populations.
2. Research does not argue for the CSE approach of combining abstinence and condom
instruction/promotion in the same school-based program.
3. Credible research evidence indicates AE can be a viable prevention strategy by producing
significant long-term reductions in teenage sexual activity.
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