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Sexual Risk Avoidance (SRA) Education:

Considerations for Protecting Teen Health
Part 1: Challenging the Content, Research, and Funding of Comprehensive
Sex Education’s Risk Reduction Approach

Today, American teens encounter unprecedented
pressures from all sides to engage in sexual activity.
Media, the culture in general, and even sex education classes too often communicate a message that
encourages sexual experimentation i and downplays the risks associated with that behavior.

Education: Considerations for Protecting Teen
Health, provides an authentic look at so-called
"comprehensive" sex education. It explores the
curricula currently being implemented with taxpayer
dollars in schools across the nation. It discusses the
debatable research metrics that are being used by
the current Administration to elevate CSE education
to national model status and it unveils the unprecedented anti-abstinence bias of the Obama Administration.

Parents and taxpayers are told that so-called
“Comprehensive” Sex Education (CSE) programs
reality, these programs often add to the problem by
promoting curricula that normalize teen sex and
encourage youth to discover “outercourse” alternatives to intercourse – and they mistakenly refer to
such risky behaviors as “abstinence.” ii The CSE
approach too ignores a needed priority on risk
avoidance and, instead, primarily focuses on merely
reducing the physical risks of teen sex, without
prominently addressing the many other possible
consequences of that activity.

This report calls for a fresh look at the sex education
battle – one that focuses the lens on optimal health
for youth, rather than political scoreboards; one that
requires an honest look at the content, the context,
and the desired outcomes for America's teens, in
tandem with the research; and one that refuses to
use objective-sounding terminology as a cover for
dubious agendas. A productive conversation must
begin with common access to the facts, rather than
to the sound bites. It begins now.

The CSE approach has been the mainstay of sex
education for decades, receiving the lion’s share of
all funding even though research results for this
approach are dismal, iii particularly in the school
setting. During this same time, STD rates have
skyrocketed iv while condom use has increased. v
Emotional consequences of teen sex also persist,
yet the message remains primarily focused simply
on increasing condom use, rather than decreasing
sexual activity. Today, a mistaken view argues that
merely adding more funding to this failed approach
will yield better results.
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Problem: The growing risks to teen health
in a sexualized culture.

They watch almost twice as many videos on their
mobile devices as the general population, with
music videos being the most popular selection. ix
Music videos contain more sexual content per
x
minute than any other media genre. Almost 80% of
teens also use social networks xi and advertising
targeted to this age group is often sexual in nature. xii
Teens regularly attend movies, watch more than
three hours of TV daily, and spend about one hour in
24 on their computer. xiii

The topic of sex education has long been the source
regularly becomes a part of policy-making deliberato adequately understand the issue because the
subject is too-often reduced to an exchange of
clichéd sound bites that can belie the best health
interests of youth. This report is important for policy
makers so that they can craft sound sex education
policy, based on reliable information, rather than
politically charged rhetoric. Only then, can policy

Three quarters of teens say that movies and TV
normalize sex for them and younger teens rank the
media as their top source for sex education. xiv Continuous sexual messaging contains inherent risks,
especially for younger teens. Research suggests this
cultural sexualization may lead to a distorted view of
healthy sexual behavior and younger youth, in
particular, are at greater risk for internalizing and
acting on age-inappropriate sexual information,
resulting in a pattern of early, risky behavior, including early sexual initiation. xv

America’s students.
Youth are at risk on many fronts, but several harmful
vulnerable to serious sexual health threats.

The Reality: A Sex Saturated Media Culture
Youth are growing up in a sex-saturated culture
where sexual themes and explicit images are accessible in unprecedented ways through a ubiquitous
social media environment. In fact, images, conversations, and symbols that were once considered
unacceptably graphic are now a growing part of
conventional media and popular culture; creating
what academic researcher Brian McNair coined the
“pornographication of the mainstream.” vi

risk. The American Psychological Association (APA)
conducted a study on the sexualization of girls and
girls] in a variety of domains, including cognitive
functioning, physical and mental health, sexuality
and attitudes and beliefs,” too often causing girls to
live up to the external cultural measure for feminine
perfection and sexiness. xvi

Within this disintegration of cultural sexual boundaries, teen sexual experimentation has become an
expected norm that is often glamorized as without
negative consequences. This permissive attitude
toward sex is linked to a “shift from a relational to a
recreational model of sexual behavior,” thus promoting a dangerous normalization of teen sex. vii
Each day, the average U.S. adolescent is bombarded
with almost 40 sexual messages. viii Teens are especially vulnerable because they are not only highly
impressionable but they are also the most ‘media
connected’ generation.

The sexualization of culture comes at a great cost
socially, physically and emotionally. But the costs are
also economically burdensome to society, since
intervention strategies are always more costly than
prevention. These costs will be discussed later in the
report.

Escalation of Single Parenting
aging sexual initiation and childbearing until it takes
3
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xxii

child well being. But current Obama Administration
policy ignores this preponderance of data.

at younger ages, and have a premarital birth. As young
adults, children born outside of marriage are more likely to
be idle (neither in school nor employed), have lower
occupational status and income, and have more troubled
xxiii
marriages and divorces than those born to married parents.

It is not surprising that the sex-saturated culture
does not exist in a vacuum. The shift from marital
“relational” to non-marital “recreational” sex escalated with the ubiquitous availability of birth
control and the liberalization of abortion laws in the
1960s and 1970s. These events greatly reduced the
fear of an “unplanned” pregnancy and birth. While
one would expect that greater access to contraception and abortion would reduce non-marital birth
rates, the opposite has been true, a fact that
demands thoughtful scrutiny as we attempt to
develop public policies that are responsive in
combatting the effects of a sexualized culture,
especially on youth.

Also impacting the risk to child well-being is the
striking correlation between fatherlessness and male
incarceration. Youth who live in single mother
households are three times more likely to face
incarceration than those who live with their married
parents. xxiv
Further, marriage is a highly protective factor that
cannot be replaced by cohabitation. Although an
increasing number of Americans live together prior
to (or in place of ) marriage,xxvthe research is clear
that the same benefits are not afforded children born
in this less committed arrangement. The ChildTrends
report also reviews this data on cohabitation:

Births to unmarried mothers began to rise sharply
in the 1970s and those percentages continue to
escalate at an alarming rate. In 1960, 5.3% of births
were outside of marriage, but by 2010, 41% of all
births were to single parents.xvii Among teens,
however, the percentage of non-marital births
skyrocketed to 87.4%.xviii

An increasing proportion of unmarried births occur to
cohabiting parents.xxvi Although children born to cohabiting
parents are more likely to see their parents eventually marry
than are those born to non-coresidential parents ,xxvii nevertheless children born to cohabiting parents experience higher
levels of socioeconomic disadvantage and fare worse across a
range of behavioral and emotional outcomes than those born
to married parents. xxviii

The escalation in non-marital births is of grave
concern to healthy family formation as well as to
general societal health. Overwhelming social
science research indicates that children fare better,
on average, when they are born within a stable and
supportive marriage relationship. Yet societal
concern over single parenthood has greatly diminished, which further increases the risk to the
vulnerable child. xix

Recent research similarly finds that children experience better health outcomes when their parents are
married rather than merely living together, even if
they are a “stable” cohabitating couple.xxix
The ChildTrends report also summarizes research
findings that non-marital birth additionally limits
the economic and social prospects of single mothers:

A recent ChildTrends report on non-marital childxx
bearing provides a stark assessment of the
disadvantages that are more likely to beset a child
born outside of a stable biological-parent marriage:

Women who give birth outside of marriage tend to be more
disadvantaged than their married counterparts, both before
and after having a nonmarital birth. Unmarried mothers
generally have lower incomes, lower education levels, and
greater dependence on welfare assistance than do married
mothers.xxx Women who have a nonmarital birth also tend to
fare worse than single women; for example, they have reduced
marriage prospects compared to single women without
children. xxxi

Children born to unmarried mothers are more likely to grow
up in a single-parent household, experience instability in
living arrangements, live in poverty, and have socio-emotional
problems.xxi As these children reach adolescence, they are
more likely to have low educational attainment, engage in sex
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In addition to the toll on children and their parents,
however, the increase in single parenting also
places a tremendous economic burden on society.
Single parenthood is one of the most accurate
predictors of poverty and dependence on government assistance. Census figures paint a stark
contrast in the economic disparity between
female-household families with no husband
present and those of married couples. If mom and
dad are married, only 5.5% live in poverty, but the
percentage soars to 28.7% in female-headed
households.xxxii This means that the child raised in a
married home is about 23.2% less likely to live in
poverty.

This program became the first (and only) federal
program solely devoted to pregnancy prevention
through easy availability to contraceptive education
and services. xxxvi As a result of this funding, the
number of teens who received contraceptive
education and services jumped 600% between 1969
xxxvii
and 1976.
In 1978, President Carter amended
Title X to mandate that a portion of the education
and services target single teens, thereby beginning
an express funding stream for community-based
educational pregnancy prevention programs for
teens. xxxviii During this same time, school-based
clinics (SBC) also began springing up to provide
students easy access to birth control and pregnancy
testing as an in-school companion to their sex
education instruction. xxxix As a result of this policy,
minimizing the physical consequences of sex has
become the overwhelming priority in most sex
education classrooms today. Therefore, CSE
programs primarily focus on contraception and
condom negotiation as key skills needed for
“responsible” behavior. The Patient Protection and
Affordable Care Act (PPACA) included additional,
new funding for SBCs and new adolescent sex
education funding for preventing pregnancy, xl
further enabling this sex education strategy to be
implemented throughout the country.

This disparity is even more disturbing when the
generational effect is examined. Children born to
teen mothers are three times more likely to become
teen parents themselves,xxxiii thus beginning a
cycle of poverty from generation to generation that
is increasingly difficult to escape. xxxiv It is no
surprise, therefore, that the first broadly implemented abstinence education program was a part
of the Welfare Reform Act of 1996. Congress understood that decreasing the non-marital birthrates
would reduce the economic entitlement burden on
taxpayers and empower individuals previously
caught in generational poverty to attain
self-sufficiency. The nation’s sex education policies
directly impact these important social and
economic concerns.

But while the approach is called “comprehensive,”
closer examination will reveal that, in actuality, it is a
narrow, inadequate response to the problem of
non-marital teen sex. Major weaknesses in the

Fallacy of “Comprehensive” Sex Education
and Its Effect on Teen Life Outcomes

Narrow Focus: CSE is almost solely focused on
reducing the physical consequences of sex,
while ignoring its holistic nature. The goal is to
help teens minimize their risk of becoming
pregnant, and to a lesser degree, of acquiring an
STD. Therefore, great emphasis is placed on
condom negotiation skills and contraceptive
use. xli Such an approach, however, grossly
oversimplifies the impact that sexual activity has
on a teen. Simply put, when a teen has sex, the
decision affects more than the sexual organs
but the CSE strategy ignores this fact by minimizing the broader implications of this behavior.

The teen pregnancy prevention program, commonly called the “comprehensive” sex education
approach, is built on the premise that teens either
cannot, or will not, abstain from sex; therefore they
must learn to take “precautions” that will decrease
their risk of becoming pregnant. xxxv The current
emphasis on “teen pregnancy prevention” is actually a relic from the 1970s when President Nixon
and Congress authorized the Title X (ten) family
planning program.
5
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Ignores any Meaningful Priority on Risk Avoidance
The CSE approach assumes that teen sexual is a
natural and normal part of adolescent development xlviii as contrasted with natural sexual
curiosity at this developmental stage. The
primary concern of the CSE approach is not so
much in delaying sexual initiation, as it is in
ensuring that sex is consensual and that contraception is used. xlixAccording to this approach,
sex education policy must primarily focus on
risk reduction (risk being limited to pregnancy
and STDs), rather than risk avoidance (risk being
applied to include all the potential risks of sex)
that is the core focus of abstinence education.

Research suggests that teens, and especially
girls, who add sex to their relationships are
likely to experience negative consequences
that exceed the typical worries of pregnancy
and STDs. A sizeable number experience
emotional fallout, including “feeling used” or
“feeling bad about themselves.” One study
found that 58% of those who had sex reported
at least one negative effect, but
“girls were more than twice as likely as boys to say
they felt bad about themselves. Girls were also more
than three times as likely to say they felt used as a
result of having sex.” xli

Young teens are especially vulnerable to
mental health problems when sex is added to
casual dating relationships. xliii More than
two-thirds of sexually experienced teens
express regrets about having sex so soon.
Broken down by gender, 60% of boys
expressed regret and 77% of girls wish they had
waited. xliv While sex is often perceived as being
commitment-and consequence-free, it is not
inconsequential for the individuals involved. xlv

Despite the fact that CSE proponents insist that
the approach places significant emphasis on
abstinence, even sometimes referring to these
programs as “abstinence –plus,” a 2007 U.S.
Department of Health and Human Services
(HHS) Report, entitled, Review of Comprehensive Sex Education Curricula, examined the
most popular CSE texts and found very little
abstinence within the pages. l A CSE curriculum
might contain an obligatory statement such as
“abstinence is the only way to assure 100%
protection from pregnancy and STDs” but few, if
any abstinence skill-building exercises are
included, leaving teens without any meaningful
help in maintaining or regaining a behavioral
choice of abstinence. Rather, the skill-building
activities usually center on condom-skills, such

Teens who engage in casual sex “are at greater
risk for lower grades and problems in school,
and are more likely to be expelled or
suspended, less likely to be attached to school,
and less likely to go to college ” xlvi And the
negative consequences persist even into
adulthood. A recent study found a causal
relationship between teen sex and more than
twice the risk of divorce later in life. xlvii

The ideal way to demonstrate the proper way to use a
condom is to use a plastic or ceramic model of a
penis…Give each participant a condom and lubricant.
Each participant should practice putting condoms on
their fingers. Then let them give you a demonstration li

A teen may not become pregnant and may
even escape contracting an STD, but still
experience difficult consequences to sexual
activity. These consequences are not diminished by consistent or correct condom use;
they are not eliminated by the use of any form
of contraception. Only by avoiding sexual
activity are consequences eliminated.

[Student Activity]: “Researching Methods of
Protection…Name of store…location…Describe
where the protective products (e.g. condoms, foam)
are located in the store…. What protective products
are sold here ? (List up to 3 brands of condoms and up
to 2 types of spermicides): Product… brand name,…
price,…lubricated?... reservoir or plain? lii

6
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The few CSE texts that do discuss abstinence do
so using ambiguous and inaccurate definitions.
For example, one 2010 HHS-approved curriculum describes abstinence this way: “You can
express yourself sexually with a wide range of
behaviors.” liii Another popular curriculum
published by Planned Parenthood, entitled
Making Sense of Abstinence, says this about
abstinence:

Numerous texts exaggerate the effectiveness of
condoms in preventing pregnancy and STDs.
These overstatements deliver the message that
teen sex is safe and without consequences as
long as a condom is used. For example, Reducing the Risk, one of the most widely used,
federally funded and HHS-approved CSE texts
makes this medically inaccurate statement:
“Recognize that abstaining from sexual activity
or using contraception are the only ways to
lvii
avoid pregnancy, HIV and other STDs.”

“Participants will define sexual abstinence for
themselves…Ask participants what sexual behaviors
a person could engage in and still be abstinent...
Imagine someone has decided to be ABSTINENT.
According to your own definition of abstinence, circle
the following sexual behaviors you believe a person
can engage in and still be ABSTINENT.” liv

This statement suggests that contraceptive use
and abstinence are both equally protective, but
this is not true. Only abstinence provides
complete protection against pregnancy and the
transmission of STDs, including Human Immunodeficiency Virus (HIV).

Among the choices for students to select: “reading erotic literature,” “cuddling naked,” “mutual
masturbation,” “showering together,” and “watching porn.” lv These confusing and individual
definitions for abstinence cannot be termed risk
avoidance. Some of the activities that are tacitly
or explicitly condoned under the above “abstinent” definition introduce teens to STD risk
because science shows the most infectious STD
viruses can be transmitted without intercourse as
long as there is skin-to-skin contact, such as
Herpes and Human Papillomavirus (HPV). lvi

Another curriculum approved for use and cited
as “effective” by HHS, Be Proud! Be Responsible!
(2006 edition), contains similarly inaccurate
statements:
“Safer sex will prevent HIV infection. If HIV
infection can indeed be prevented, then there is
nothing to fear.” lviii
When [condoms] are used in conjunction with a
spermicide such as nonoxynol-9, condoms
become even more effective in preventing
disease transmission.” lix

Additionally, many of the activities described
above are a prelude to subsequent sexual
intercourse. Suggesting that sexual gateway
activities are appropriate and without risk
displays not only a startling disregard of how
STDs can be transmitted but ignorance of the
natural progression that leads to sexual intercourse. Engaging in these supposed “abstinent
activities” assumes that teens can volitionally
abort a progression that most adults would find
difficult to accomplish.

Both statements are inaccurate. In the first
quote, the term “safer sex” refers to the use of a
condom, but condom use, alone, does not
prevent the transmission of HIV, although
condoms do reduce the risk. Only abstinence
completely protects against the sexual transmission of HIV. The second statement is false
because research findings indicate that
Nonoxynol-9 is no more protective against HIV
and other STDs than other lubricated condoms
and some studies suggest that its usage can
actually increase the transmission rates of some
STDs, including HIV. lx

Medically Inaccurate
CSE curricula often give teens a false sense of
security by inaccurately placing abstinence and
condom use on equivalent planes.

7

©2012 National Abstinence Education Association

Making a Difference, another CSE curriculum that is
considered “effective” by HHS, urges teachers to
withhold details on the limited effectiveness of
condoms: “Don’t bash condoms or provide informalxi
tion on failure rates.” When teens only receive
incomplete information on condom effectiveness,
they are censored from receiving the facts they need
to make knowledgeable and healthy decisions.

“Activity: How to make condoms fun and pleasurable.
Examples: eroticize condom use with partner, store
condoms under a mattress, use condoms as a method
of foreplay; think up a sexual fantasy using condoms;
hide them on your body and ask your partner to find
it; wrap them as a present and give them to your
partner before a romantic dinner; have fun putting
them on your partner; pretend you are different
people or in different situations.” lxv

The same text places students at additional risk
when it fails to inform them that skin-to-skin contact
can also transmit some highly contagious STDs, such
as HPV and Herpes Simplex Virus (HSV). It omits this
vital information when it inaccurately states “any
behavior that involves exposure to blood, semen, or
lxii
vaginal secretions can transmit STDs, including HIV.”
These three CSE curricula are not unique in their
overstated and misleading information. Indeed, they
are included in this report as examples of the
consistent exaggerations and distortions regularly
found in CSE texts. The medically inaccurate statements provide a false sense of security to teens, and
by withholding vital information, they are denied
access to the information that will help them make
optimal and sexually healthy decisions.

[Before presenting a detailed tutorial on sexual
manipulation and response, the instructor is
encouraged to say:] “If you aren’t sexually active now,
one day you probably will be. I believe this information about sexual response is important for you to
learn. It might make you feel a little uncomfortable at
first as I go through it, but let’s all learn together and
have fun.” lxvi
“Remind students that knowing where to go, and how
to get there and whom to talk to about protection is
an important aspect of responsible sexual behavior. ”
“There are other pleasurable sexual behaviors people
can engage in besides sexual intercourse.” lxvii

Encouraging sexual experimentation puts young
people at risk for STDs and sexual initiation, but it
also fails to reinforce the healthy behaviors
among a growing number of teens that have
never had sex. Recent data, released by the
National Center for Health Statistics, reveals that
72% of boys and 73% of girls between the ages of
15 and 17 have never had sexual intercourse. lxix
Teens between the ages of 15 and 17 are the
most frequently-targeted age group to receive
sex education, so the data punctuates the fact
that abstinence resonates with teens and that it is
indeed a realistic approach. Further, recent data
released by the National Center for Health Statistics reveals that 52.4 % of boys and 60.3% of girls
between the ages of 15 and 17 have never had
sexual contact with the opposite sex.lxxSexual
contact refers to all types of sexual activity in this
study, including, but not limited to sexual intercourse. In 2002, the CDC reported that only 46%
of boys and 49% of girls indicated no sexual
contact, demonstrating that the “sexual delay”
trend is moving in the right direction. lxxi

Normalizes Teen Sex
Because the CSE approach presupposes that teens
will not or cannot refrain from sexual initiation, it
presses the boundaries for content that could be
reasonably inserted under a “pregnancy prevention”
approach. It takes the fatalistic theory of “learned
helplessness,” which, when applied to teens,
assumes inevitable sexual behavior and dismisses
the view that youth are capable of sexual
self-regulation. lxiii Popular CSE curricula encourage
sex play as a part of their instruction. A few
examples from three programs termed as “effective”
models for replication by HHS in 2010 illustrates
how this normalization of sexual experimentation is
used within a pregnancy prevention discussion:
“Touching and stroking can lead to orgasms for both males
and females. It is a safe way to avoid pregnancy and STD.” lxiv

8
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Abstinent Behavior Increases Among Teens
Aged 15-17 lxxii

Young adults, aged 15-24 comprise only 25% of
the sexually active population, but it is
estimated that they acquire almost half of all
new STDs. lxxv Teen girls are especially vulnerable
because of their developing, but still immature
reproductive system that makes them more
susceptible to sexually transmitted diseases. lxxvi
Girls, aged 15-19 years old have the highest rates
of gonorrhea as compared to every other group. lxxvii
In addition, the CDC estimates that one in four
teen girls has at least one STD from the list of the
most common viral or bacterial STDs (HPV, HSV,
Chlamydia, and trichomoniasis).lxxviii Delaying
sexual initiation has enormous health benefits,
but normalizing teen sexual experimentation
does little to encourage this healthy behavior.

The normalization and encouragement of teen
sexual activity obstructs further improvement in
sexual delay among America’s youth and may
harm the sexual health of currently abstinent
youth by stimulating their transition toward
sexual activity.

The age of sexual initiation also directly impacts
the likelihood of becoming a single mother. If a
teen girl becomes sexually active at 13 or 14, she
has almost a 40% chance of childbearing as a
single woman. If she waits until she is 21 or 22,
her chances drop to about 9%. lxxix So, programs
that are genuinely designed to reduce teen
pregnancy rates should place an emphasis on
the benefits of delaying sexual onset, rather
than normalizing teen sex and merely commending their “proud choice” of having sex with
a condom, as does one of the HHS “proven
effective” curricula. lxxx

The age of sexual initiation is another concern in
the normalization of teen sex because it is
strongly correlated to the total number of
lifetime partners. The more sexual partners a
person has during his or her lifetime, the greater
the risk for acquiring STDs and HIV. lxxiii
If a male teen initiates sex by 14, he has almost a
75% likelihood of having 6 or more partners by
the time he reaches 20 years of age. A teen girl
has 58% likelihood of 6 or more sexual partners
by age 20 if she initiates sex by age 14. That risk
drops to 10% respectively if the teen waits until
he or she is at least 17 years of age. lxxiv Sexual
delay until marriage provides the optimal health
outcomes, but even a shorter postponement
greatly reduces the STD risk.

Delay in Sexual Activity Table lxxxi

Sexually transmitted disease and infection is of
great concern, particularly among adolescents.

9
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Undermines the Role of Parents
When surveyed, teens say that the people they
most want to talk to about dating, sex and
related topics are their parents.lxxxii Not their
peers - mom and dad. Yet, many CSE curricula
often remind students that their sexual health
decisions can be without parental oversight and
that they can receive “reproductive health
services” without parental notification. These
same curricula encourage students to find out
the “confidentiality policies” of a clinic before
they visit. One of the most widely used CSE
curricula, and designated by HHS as an “effective”
program recommended for replication, Reducing
the Risk, directs the teacher to have students…

Parents believe sex education should be a
holistic dialogue that assists their teens in
making decisions that will be of life-long benefit.
The CSE approach fails the “parent approved”
test.

“Ask about confidentiality policies at the clinics and the
importance of these policies. Why are these important?
Pull for the idea that sex and sexuality are private and
that people should and do have control over their
choices to use birth control from clinics or drugstores.” lxxxiii

Rather than encouraging teens to involve their
parents in very serious decisions related to their
sexual health, the CSE approach too-often
undermines their input, leaving youth at the
disposal of advocates who may not have their
best health interest at the forefront.
A report released by the US Department of HHS
on August 23, 2010 found that approximately
70% of parents opposed pre-marital sex in
general and for their own children. Most parents
favored the delivery of abstinence messages
within their children’s sex education classes.
Teens registered similar views. lxxxiv A 2007 survey
of American parents found that they want their
children to understand that condoms do not
make sex safe and they do not support condom
demonstration exercises in the classroom. lxxxv
Most parents favor a risk avoidance abstinence
message over a CSE approach by a margin of 2:1.lxxxvi
In other words, parents think sex education
should be more than just a discussion about
preventing pregnancy.

10

Lacks Proven Effectiveness in the Classroom
CSE programs have been federally funded since
the 1970s - much longer than sexual risk avoidance programs and at a much higher funding
level - so one would expect many rigorous and
replicated studies of individual curricular
programs. If CSE programs were effective, one
could also expect to see changes on the cultural
level related to typical risk reduction indicators.
Indeed, teen condom use has risen significantly
lxxxvii lxxxviii
since the CDC began tracking it in 1991,
yet young people currently have four times the
reported chlamydia and gonorrhea rates of the
total population, lxxxix which calls into question
the effectiveness of the risk reduction approach.
The premise of the approach, simply put, claims
that sex with a condom is “responsible” and
“protective.” That same premise ignores the fact
that certain STDs are easily transmissible even
with the use of a condom xcthus questioning the
basic theoretical framework for risk reduction
and adding to the explanation of why STD rates
increase even as condom rates increase.
The same is true with CSE empirical research, for
although the claim and resulting perception is
that these programs are “effective” in the classroom, the evidence does not support this
assertion. Rigorous research must follow generally accepted protocols and avoid serious pitfalls
that can compromise the results.xci Unfortunately, research commonly used to support the
CSE approach regularly commits these research
pitfalls:
o Inaccurately Generalized Results. A primary
flaw involves the fact that although sex education
is most commonly implemented in a school-based
setting, most CSE research takes place outside of
the classroom, and often in a clinical-type setting.
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Research practice cautions against generalizing
results captured in one venue (for example, a

during a 2008 hearing of the House Oversight
and Government Reform Committee. The

example, a school setting). This practice is
reckless because clients in a clinic are typically
self-motivated participants who self-referred for
services, making them much more driven to
complete the treatment and make positive
behavioral changes. However, in a school setting,
students are required to attend as a part of their
education and they may not be particularly
motivated to participate in the process. For
example, sex education is often inserted as one
part of a required school health class. In the
school setting, intervention and follow up are a
much less precise science and attrition is always a

previously published CSE research and found
xciv
that the evidence is very thin.
The literature
in the two commonly-cited reports and
concluded that:
“there were no school- or community-based comprehensive condom-based sex education programs with
evidence of having reduced STDs…
This clear lack of evidence for STD reduction is coupled
with another under reported failure. The primary
strategy of providing condom education to adolescents depends upon consistent and correct use
according to the federal Centers for Disease Control.
However, this important outcome was either not
measured or did not increase… This lack of evidence
for the central strategy of condom use by sexually

been used to generalize success found in narrow
populations to the student population at large,
another misuse of research.

hensive or condom-centered sex education… If

absence of independent researchers to perform
the evaluation study. Much of the research was
led and published by researchers who were either
employed by the curriculum publishing company
and/or personally wrote the curriculum being

-

continuation of abstinence education, should it not
also be applied to the comprehensive, condom
centered programs that receive considerably more
funding?” xcv

The Emerging Answers and What Works reports
were among those used for foundational research
in the development of a national sex education
literature review, but were soon set aside upon the
release of a new HHS report in 2010.

question the validity and objectivity of the

Until recently, several reports were used to bolster
the inaccurate assertion that the CSE approach is
approach. The more widely referenced summaries
included
o Emerging Answers, a 2007 publication
written by Douglas Kirby, director of
research at ETR Associates, a publisher and
distributor of some of the most widely used
and funded CSE curricula. xcii
o What Works 2008: Curriculum-based
programs that prevent teen pregnancy, a
publication created by the National Campaign to Prevent Teen and Unplanned
Pregnancy. xciii

The current Administration made a major shift
toward embedding CSE into the core fabric of sex
education policy. Therefore, they called for the
most rigorous literature review of all CSE programs.
It is contained in a new compendium produced by
the US DHHS, entitled, Programs for Replication –
Intervention Implementation Reports. xcvi The report
was created in order to identify “evidence-based
programs qualifying for replication under the new
community Teen Pregnancy Prevention Initiative”. xcvii
distributed for replication of any of the initial 28
programs included in the “evidence-based” list,
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essentially making the named programs federally mandated models for sex education .
Although the metrics for the HHS report appear
rigorous and objective at first blush, the 28
programs that initially qualified for replication
had the same weaknesses in basic research
protocols that were identified in earlier reports,
as well as the several common and disturbing
weaknesses that were discussed during the 2008
House Oversight and Government Reform
Committee hearing, also noted above.

“Only 9 (36%) of the 25 ‘comprehensive’ TPP
programs produced a long-term increase in
teen condom use.” cii
“Only one of the 28 TPP programs demon
strated a reduction in teen pregnancy one
year after the program.” ciii
“Only 3 of the 28 programs demonstrated
any long-term positive impact on the teen
population in a school classroom setting
(which is likely the most cost-effective way to
reach the largest number of youth).” civ

o Weak protective or short-term
outcomes

The Institute for Research and Evaluation (IRE), a
research organization with 20 years of experience, has conducted independent program
evaluations in 30 states and three foreign
countries. They reviewed the 28 programs in the
HHS report that were cited as “evidence-based”
models for replication with federal TPP funds.
Federally Funded Teen Pregnancy Prevention
xcviii
Programs: Not What They Claim to Be
questions the validity of the statement by HHS that
these programs have been “proven to be effective through rigorous evaluation.” xcix The
findings contained in the IRE report are important and greatly inform the analysis in this
section. The common problems found with CSE
research in general is also true of the 28
programs cited by HHS as “proven effective.” The
IRE report names these weaknesses:

“This lack of demonstrated success was not
reported in the TPP documentation. Instead,
improvements on less protective or shortterm outcomes were cited as ‘proof’ that
these programs were effective.” cv
“For example: The Safer Sex program was
designed ‘to reduce the incidence of STDs
and improve condom use among high-risk
female adolescents.’ It failed to achieve either
of these outcomes, but did reduce ‘number of
partners’ (a less-protective outcome) 6
months after the program. However, this
effect had disappeared 12 months after the
program. Nonetheless, this lesser 6-month
effect was cited as ‘proof’ of program
effectiveness, despite the fact the program
failed to improve the two more protective
outcomes.” cvi cvii
“…In sum, this lack of credible evidence of
lasting effects on major protective outcomes
constitutes a serious lack of evidence of
effectiveness and contradicts the TPP claim
that these programs have been ‘proven to be
effective.’ Notwithstanding this lack of proof,
these programs have been federally
endorsed and recommended for federal
funding and widespread distribution.” cviii

o Lacks evidence of rigor
“For most of the TPP programs, there is
inadequate evidence of program effective
ness.” c
“For two-thirds of the 28 TPP programs the ‘
rigorous proof’ of program effectiveness
consists of the evidence from only one study
conducted by the program’s author.” ci

(Note: Recently, the HHS list was expanded to 31
programs, one being the only authentic SRA
abstinence education program [Heritage Keepers], on the list. Initial review shows that the two
additional CSE curricula contain the same flaws
noted in the analysis of the 28 original studies.

o No long-term effects

“More than one-third of the TPP programs
(9/28) did not demonstrate any long-term
effects (lasting at least one year after the end
of the program).”
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In addition, many studies only reported
intervention effect on a small subgroup,
rather than the entire group that received the
intervention, a practice that is treated with
cx
extreme caution in serious research.

The single, strong SRA program follows accepted
research protocol, in contrast to most of the
approved SRR programs. The Heritage Keepers
program was implemented in a school-based
setting; independent third-party scientists
created the article and data analysis. The analyses were rigorous. Base line equivalence was
established through propensity score methods,
theoretical mediators were tested, proven with
mediation analysis, and shown to be almost
entirely responsible for the strong behavioral
differences between program and non-program
students. The behavioral results held up 12
months after program completion. After a year
[12 months], students were 1/3 as likely to be
sexually active as their peers and the results
were significant across age, gender and race. The
study is a replication of earlier research which
showed that program students initiated sex at a
rate 1/2 that of similar non-program students.
Such replication is a standard requirement for
“model” programs. This research methodology
and program model offers important strategies
for program development and evaluation.)

Measures for “Success” Oﬀer Little Protection. The measures for success for CSE
programs often do not accurately gauge risk
reduction, thereby calling into question their
claims of protective “effect.” For example,
behavioral impact results may show outcomes
in “condom use at first intercourse” or
“condom use at last intercourse” but these
measures do not give any indication that the
usage is either correct or consistent. The
Centers for Disease Control and Prevention
(CDC) describes the requirements for maximum protective effect, which would suggest
that the measured “success” indicators for CSE
programs may not be accurately termed
“successful”: “Inconsistent [condom] use can
lead to STD acquisition because transmission
can occur with a single act of intercourse with
an infected partner. Similarly, if condoms are
not used correctly, the protective effect may
be diminished even when they are used
consistently.” cxi Some studies indicate that
inconsistent condom usage may actually
increase an individual’s risk of acquiring
certain STDs.cxii This phenomenon is likely due
to a concept known as risk disinhibition in
which people engage in higher risk behaviors
because they believe they are “protected” by
even inconsistent condom usage.cxiii

The following additional weaknesses are present
in the HHS Programs for Replication – Intervention Implementation Reports:
• Conflict of Interest. Twenty-eight of the 31
programs were evaluated by the program
developer or publisher, calling into serious
question the reliability and objectivity of the
findings. The most stunning example is that
of one program developer team who wrote
the curricula and also conducted their own
research on 8 of the 31 programs included in
the TPP list of programs for replication. cix

Lack of Eﬀect on Optimal Protective
Factors. Only 12 of the 31 programs demonstrated positive behavioral impact for at least
one year on abstinence, consistent condom
usage, or STD or pregnancy rates, but only
four sustained these results from a program
implemented in a school setting. cxiv

• Inaccurately Generalized Results. Only 5
of the 31 programs showed impact within a
school-based setting, the typical location for
sex education. Yet all are explicitly or tacitly
considered “evidence-based” for effective use
in schools.
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• Fails Replication Requirement for
“Model” Programs. Since the 31 programs
are regarded as national models by their
inclusion in the HHS report, the standard
applied to the programs is inadequate for
such a designation. There is a growing
consensus that minimum benchmarks are
required before a program can be regarded as
a “model” for broad dissemination. The Society
for Prevention Research creates a blueprint for
youth prevention programs, cxv which requires

objective research review for CSE programs is not yet
a meaningful part of policy formation. On the
contrary, even though important metrics selected for
accepted practices for objective research, 31
programs are currently being implemented across
the nation as recognized “models” for sex education,
but few follow accepted research protocols. (Note:
The authentic abstinence curriculum on this list is
described under the SRA portion of this report.)
Current Policy Under the Obama Administration
Adds to the Growing Risks to Teen Sexual Health

found in the Blueprints for Violence Prevention cxvi
and a U.S. Department of Education guide on
Identifying and Implementing Educational
Practices Supported by Rigorous Evidence. cxvii
Most of the 31 Teen Pregnancy Prevention
(TPP) “comprehensive” sex education
programs only have a single positive
published study. Some programs had other
published research that showed either “no

As indicated above, there has been a major policy
shift in sex education under the Obama Administration, moving away from an environment that
supported the SRA approach to one that almost
exclusively focuses on CSE. Notwithstanding the
fact that most teens and their parents overwhelmingly support an abstinence until marriage focus
ing that [a] most teens are abstinent and [b] that
the trend continues to move in the right direction,
the current attitude of the Obama Administration

were still included as part of the 31 model
programs. For example, The CAS Carrera
program was replicated broadly in two other
studies, but both showed an increase in teen
pregnancy among program participants, yet
the program is still considered a model
worthy of replication by HHS. cxviii A guidebook prepared by the Coalition for EvidenceBased Policy argued that “strong” evidence of

-

Health and Human Services (HHS) are decidedly
anti-abstinence. In addition, the highly sexual
messages that teens receive from the media are
interest groups whose members are now serving
as trusted advisors to the current Administration.
This hostile, anti-abstinence atmosphere has
resulted in the following alarming regulatory
policies, decisions, and statements:

showing similar results because “a single

Obama’s consistent opposition to
abstinence education. As background,
Candidate Obama stated that he would
eliminate funding for abstinence education, if elected President. cxxiii
Details: During the 2008 Presidential
Campaign, Barack Obama was criticized
for supporting a bill in the Illinois Legislature that would have implemented K-12
sex education in the state.cxxiv

by chance alone” and “the results of a trial in
any one site may be dependent on site-

izable to other sites.” The FDA requires a new
reasons. cxix
The research evidence repeatedly used to support
established research protocol, yet an
14
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Although the bill never passed, it
provided insight on his views on sex
education and his long history of support
for so-called comprehensive sex education. His promise to eliminate abstinence
education funding, if elected president is
well documented. cxxv

Teen Pregnancy Prevention (TPP) Program
and the Personal Responsibility Education
Program (PREP).
Details: In FY 2010, the Consolidated
Appropriations Act created the new TPP
Program, which provided $75 million to
Tier 1 initiatives that require replication of
programs identified by HHS as “proven
effective.” An additional $25 million was
designated for Tier 2 “innovative”
programs. cxxix Although the White House
assured abstinence providers that they
could be funded under the Tier 2 portion
of TPP if they could offer evidence that
their approach could work, cxxx only three
programs and less than $3 million of the
funding went to SRA abstinence
programs. cxxxi However, the majority of
the funding was given to the
contraceptive-centered approach. cxxxii
Planned Parenthood affiliates alone were
awarded nearly $20 million of the $100
million in order to provide pregnancy
prevention education to students. The list
of grantees and the focus of their educational services makes it obvious that TPP
was intended to create even more funding for contraceptive-centered programs,
putting SRA abstinence education
programs at a further disadvantage. cxxxiii

Elimination of abstinence programs
from federal funding. After taking office,
President Obama’s first budget request
(FY 2010) to Congress, called for the
elimination of all funding for abstinence
education. cxxvi
Details: At the President’s request,
Congress eliminated the Title XX Adolescent Family Life prevention grants, in
existence since the 1980s and, cut short
the Community Based Abstinence Education (CBAE) grants which were midstream
in their service provision and midstream
in their scientific research. At the same
time, after being signed into law by
President Bill Clinton and reauthorized by
a bipartisan Congress, the Title V state
block grant program for abstinence
education was permitted to expire on
June 30, 2009, per the President’s request.
This action broke with the historic precedent for bipartisan support for these SRA
programs. Before the President’s
proposed cuts, there existed a 4:1 funding
disparity between so-called comprehensive sex education (CSE) and Sexual Risk
Avoidance abstinence education (SRA).
His cuts gave 100% of all sex education
funds to the CSE approach. cxxvii

In addition, the Patient Protection and
Affordable Care Act (PPACA) created
another, new funding stream for CSE, with
the PREP program, a state block grant that
is expressly focused on proving CSE
throughout the 50 states.
Mandates explicit and age inappropriate sex education. The TPP program
mandates that $75 million of the $100
million in taxpayer-funded grants be used
to replicate some of the most explicit
published sex education curricula. cxxxiv
Details: Tier 1 of the TPP program

Creates new funding for
cxxviii
contraceptive-centered education.
President Obama’s FY 2010 budget not
only called for removing abstinence
programs, but also added even more
money for contraceptive-centered
programs with the inauguration of the
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a child’s environment” rather than, or
in addition to being biologically
determined. cxxxix
o It advises parents only be
concerned about their child’s masturbation “if a child seems preoccupied
with it to the exclusion of other
activities. ” cxl
o The site normalizes teen sex – both
homosexual and heterosexual
experimentation. cxli
o The site is detailed and explicit on
birth control measures and usage
instructions. cxlii Its treatment of teen
sexual activity under-emphasizes the
many negative consequences to this
risk behavior. cxliii
o Its attention to SRA is profoundly
under-emphasized. The site does
contain a section on “virginity” in
which it states that it is “okay” to wait
for sex because “you are ultimately
the person in charge of your own
happiness and your own body,” clxiv
but the section is non-directive and
inadequately communicates the
superior health benefits to SRA. The
top site to which teens are sent for
more information on “virginity,” is
Teenwire, the Planned Parenthood
site that encourages sex play for
adolescents. clxv clxvi
o Under an “abstinence” section, it
spends a scant four paragraphs
informing students on “how to do”
abstinence – the closest thing to SRA
skill-building on the entire site. For
more information, on “abstinence” its
top referral sends teens to Teenwire,
the Planned Parenthood site that
encourages sex play for adolescents. clxvii
By contrast, the information on
contraception is copious, it devotes
an entire topical section to each one

requires grantees to replicate one of 31
curricula that HHS has identified as
“proven effective” cxxxvAn HHS report
previously reviewed the content of some
of the most widely used so-called comprehensive sex education curricula.
Several of the curricula that were identified by HHS in 2007 as explicit and medically inaccurate or medically misleading cxxxvi
are now on the list of 31 that must be
replicated in communities across the
United States. In a practical sense, this
new TPP mandate elevates some of the
most egregious curricula to “model”
status. (More information on some of these curricula is

provided in the previous section of this report, Fallacy of “Teen
Pregnancy Prevention” and its effect on teen life outcomes)

Uses taxpayer-funded website to
ignore SRA skill building and advocate
controversial sexual beliefs. The HHS
website, Quick Guide to Healthy Living, is
designed to be a resource for parents and
their children on a variety of topics,
including sex. It ignores important guidance that could help parents direct their
children to optimal sexual health choices.
Instead, it spends significant time talking
about a variety of controversial topics that
suggest the promotion of a radical sexual
agenda. Within the site, it links to other
websites that give further information on
the subject of sex. Objectionable
o It perpetuates the unsubstantiated
beliefs, promoted by controversial
researcher, Alfred Kinsey cxxxvii that
infants are sexual from birth –
somehow equating curiosity with
nascent sexual interest. cxxxviii
o It suggests that by age 2 or 3 a
child begins to develop gender
identity: “a sense of being a male or
female.” The site suggests that
perhaps this identity is a “product of
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the fact that even if a program could be so
designated, one must ask if increased condom or
contraceptive usage, as the primary indication of
success, should deem a curriculum “proven” to
achieve optimal health standards for teens.
Thirty of the 31 curricula serve to further
entrench an agenda into schools that compromises the health interests of the youth it targets.

of the following: “About birth control;
birth control patch; birth control pill;
birth control ring; birth control shot;
cervical cap; condom; diaphragm,
emergency contraception; IUD;
implantable contraception, spermicide; talking to your partner about
condoms, withdrawal.” clxviii
o It answers questions that teens
might have about sex, including:
“Will I bleed the first time I have sex?”
The only sexual behavioral advice to
the young girl who asked the question is “Remember to always use a
condom every time you have sex.” clxix
Another girl asks if she can get
pregnant from oral sex. The response
is that she cannot get pregnant but
reminds her “whenever oral sex is
being performed on a girl, a dental
dam should be used.” cl These
responses indicate a total disregard
for any guidance that would encourage teens to avoid the risks associated with sex.
Disguises an ideological agenda as
“evidence-based research.” HHS created a list
of 31 “proven effective” programs to be used as
national models for sex education under the
guise of “rigorous” research, but most curricula
on the list ignored even the most basic research
protocols for measuring true effectiveness in the
process.
Details: Earlier in this report, the weak and
inconsistent results for CSE research were
explained in detail. Research protocols for
identifying model programs were also discussed
at length, so they will not be repeated here. In
summary, objective scientific protocols would
never identify most of the 31 programs as
“proven effective” nor would they give them
carte blanche entre into school and community
venues across the nation.

(More information on the disingenuous nature of CSE research is provided
in the previous section of this report, Fallacy of “Teen Pregnancy Prevention”
and its effect on teen life outcomes)

Rejects most pre-marital abstinence curriculum as not “effective.” HHS created a metric for
identifying programs as “effective” that nearly
ignores the positive behavioral impacts of
abstinence education programs. cli
Details: The measures used by HHS to identify
“effective” programs originated with a rigorous
research requirement, but then compromised on
many results, permitting rigorous design alone
to trump optimal protective behavioral impacts
in many cases.cliiAn objective review of the
evidence for both CSE and SRA programs,
particularly in the school setting, reveals more
optimal health outcomes for the SRA programs.
While SRA research is still accumulating and the
rigor is gradually becoming further developed as
it progresses, existing credible research was
largely ignored in producing the list of 31
programs “proven effective.” The research is
explained in detail in other parts of this report,
so it is not repeated here.
(More information on the nature of TPP selection of the 31 programs is
provided in the previous section of this report, Fallacy of “Teen Pregnancy
Prevention” and its effect on teen life outcomes). Information on the
effectiveness of SRA education is discussed in the next section of this report,
Effectiveness of the SRA approach.

Redefines abstinence education funding.
Congress reauthorized the Title V Abstinence
Education state block grant, despite President
Obama’s opposition to their doing so. The
reauthorization was signed into law on March
30, 2010. The Obama administration then wrote
grant guidance that permitted the funds to be
used for programs that include no abstinence
education whatsoever and that blatantly ignore

The “proven effective” designation also ignores
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the original congressional intent of the Title V
program. cliii
Details: The specific purpose of the Title V
Abstinence Education block grant is to “exclusively” focus on the SRA approach. Following the
very specific A-H guidelines, states are instructed
to use these funds to encourage students to
refrain from sex until marriage.cliv HHS, however,
changed the congressional intent of this SRA
program, clearly having no legal authority to do
so. HHS amended legislative intent within their
Funding Announcement to the states as follows:

conducts research on youth issues, requested a
copy of the findings in August 2010, her request
was denied. clx A HHS/ACF internal email
exchange noted that they did not want to
release the positive findings of the report at the
very time that they were deconstructing all
vestiges of SRA abstinence education programs
in the department: “(HHS) did not want to
disseminate a study that would complicate
messaging on any changes being made to
previous iterations of the abstinence program.” clxi
In other words, the results of the survey would
“complicate” the administration’s talking points
surrounding their recent sex education policy
change. Abstinence programs were zeroed out
in the President’s proposed 2010 budget and by
Congress in their final appropriations bill. They
were then replaced with programs containing a
risk reduction message that put no emphasis on
abstinence until marriage (a clearly supported
message among both parents and teens in the
survey) and actually placed almost no emphasis
on teen abstinence for any length of time.
Subsequently, and within only one week’s time,
about 800 additional FOIA requests were
submitted to HHS clxii which prompted the
mainstream media to inquire about the cover- clxiii
up, eventually making it politically damaging for
them to continue to refuse release as noted by a
ACF staffer: “Once the number of requests
became too large to answer individually, ACYF
(HHS Administration on Children, Youth and
Families) immediately began working to make
the study accessible online.” clxiv

o States can determine the “relative
emphasis” to place on each of the A-H
components. This permits states to solely
focus on “self sufficiency” but not sexual
risk avoidance- an exclusion that dilutes
the holistic nature of SRA and one that
makes it an effective educational strategy. clv
o States may choose to use the funds for
mentoring, counseling, or adult supervision activities to the exclusion of any SRA
educational skill building whatsoever. clvi
This is a clear departure from Congressional intent. clvii
Refusal to release pro-abstinence findings.
The Administration for Children and Families at
HHS (HHS/ACF) initially refused to release a
government-funded report, National Survey of
Adolescents and their Parents: Attitudes and
Opinions about Sex and Abstinence, which
showed both parents and teens overwhelmingly
support a risk avoidance abstinence-centered
approach for sex education, a finding in direct
opposition to the Obama policy on sex education. clviii
Details: In 2006, a public opinion survey examined the attitudes of parents and teens about
abstinence and sex. The report was finalized in
February 2009, but ACF “saw no reason …to
proactively disseminate the document.”clix Therefore, when a university professor from Colorado,

Manipulates pro-abstinence report. After
receiving 800 Freedom of Information Act (FOIA)
requests to release the National Survey of
Adolescents and their Parents: Attitudes and
Opinions about Sex and Abstinence report,
HHS/ACF relented and posted the report, but
not before involving the White House and
rewriting the report to make the findings appear
as bland as possible.
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Demands that risk avoidance texts must add
contraceptive information but does not
require contraceptive-centered texts to add
risk avoidance skills. HHS issued a Funding
Announcement for a Patient Protection and
Affordable Care Act (PPACA)-initiated program,
the Personal Responsibility Education Program
(PREP), in which they required grantees to
amend abstinence curricula with amplified
contraceptive information, but was silent in
requiring any changes be made to contraceptive
texts that lacked any abstinence skill-building
exercises.
Details: The PREP program is a new CSE
program authorized under PPACA in 2010. The
funding announcement specifically singles out
abstinence education, cautioning states to
amend these programs with increased contraceptive information.clxxi However, while the
congressional intent of PREP is to “emphasize
abstinence and contraception for the prevention
of pregnancy and sexually transmitted infections,” the funding announcement gives no
similar requirement that any contraceptivecentered curricula must be adapted to include
abstinence skills and information.clxxii In 2007,
HHS conducted an earlier analysis of typical CSE
curricula and found that they contained almost
no abstinence education or SRA skills. clxxiii
Therefore, although congressional language
requires an equal emphasis on both contraception and the SRA message, the practical implementation of HHS policy for PREP disregards this
mandate.

Details: Internal communications within HHS,
obtained through a FOIA request submitted to
acquire communications related to the refusal by
HHS to release the National Survey of Adolescents
and their Parents: Attitudes and Opinions about
Sex and Abstinence report, make it clear that
even though the sheer volume of FOIA requests
necessitated release of the findings showing that
both parents and teens strongly favor the
abstinence until marriage message, they did not
want to do so until they substantially changed
the “limitations” section of the study. The “limitations” section is that portion of the study that
informs the reader on limits to the interpretation
of the findings. A Counselor to the Secretary for
Human Services Policy at HHS noted: “I think the
limitations need to be beefed up a bit,” clxv later
assuring her colleagues that she “did a substantial expansion to what was there [in the limitations section].” clxvi In other words, HHS changed
the original report to make the findings appear
less significant than originally communicated.
“Beefing up” the limitations section essentially
tempered the overwhelming support of abstinence until marriage registered by both parent
and teen respondents. The White House was
informed of the changes, involved in the process,
and registered no objections. clxvii clxviii In
addition, HHS “cleaned up” their messaging as to
the reason for their delayed release of the study.
Although internal communications cited a
deliberate decision to bury the report findings
because they would “complicate” messaging for
their current sex education policy, clxix the
reasons they gave the general public and the
media were much different. In its public
response, HHS insisted that no cover-up was
involved. Rather it was simply that the “recently
confirmed Commissioner of the Administration
on Children, Youth and Families (ACYF) had not
yet had an opportunity to review it.” clxx

Circumvents normal funding process for new
contraceptive-focused sex education
program. For FY 2013, Secretary Kathleen
Sebelius removed the Administration’s new Teen
Pregnancy Prevention Program (TPP) from
normal Appropriations/LHHS committee oversight, creating a safe haven for this controversial
program and its generous funding stream.
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Details: In FY 2010 - FY 2012, the TPP program
received funding under normal congressional
practices, but for FY 2013, the Secretary of HHS
moved it outside of the authority and oversight
of Congress by reassigning funding for TPP to a
fund created in PPACA entitled the Prevention
and Public Health Fund. clxxiv This fund’s usage is
at the discretion of the Secretary and the action
virtually guarantees that unless the fund is
eliminated by an act of Congress, this new CSE
funding stream will continue since the Prevention and Public Health Fund is authorized in
perpetuity within PPACA. clxxv

taxpayer funds. Youth must receive the skills and
reinforcement to continue their present trend away
from early sexual initiation. It is essential that
federal policy be corrected to reflect a genuine
emphasis on the sexual risk avoidance model.

Each of these decisions works to create a supportive climate for programs that normalize teen sex,
putting America’s youth at greater health risk.
Unfortunately, the recent policy shift also reveals an
agenda that is at least as much about abolishing
the abstinence education approach as it is about
supporting the CSE approach. These efforts to
abolish risk avoidance in favor of a message that
only concentrates on reducing the risk of unhealthy
sexual behaviors are shortsighted and detrimental
to America’s youth. As described earlier in this
chapter, the CSE approach fails to meaningfully
empower youth with the skills they need to avoid
risk, yet present federal policy is almost singularly
focused on this narrow approach. A paradigm shift
solely based on ideological anti-abstinence underpinnings ignores the public health model that most
effectively addresses risk behaviors. In many ways,
current federal policy is effectively superimposing
many of the negative influences of the
sex-saturated culture directly into the classroom.
There is a health crisis in our nation and in our
current sex education policy. Teens are assaulted on
all sides with a chorus of messages that assure
them that casual sex is okay, as long as they use a
condom, that reducing their risk of pregnancy, and
to a lesser degree STDs, are their only real concerns.
This inaccurate view should not be the message
that is promoted through federal policy and with
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Sexual Risk Avoidance (SRA) Education:

Considerations for Protecting Teen Health
Part 2: Why Sexual Risk Avoidance is the Best Educational Approach,
Based on Theory, Research, and Effectiveness
The Sexual Risk Avoidance (SRA) approach, sometimes called the Abstinence-centered approach, is
effective, supported by parents 175, and is a
message that more and more teens are adopting in
their own lives. 176 SRA programs address teen
sexual activity from a holistic standpoint, recognizing that possible consequences far exceed pregnancy and the transmission of sexually transmitted
diseases (STD). Therefore, SRA provides teens with
multi-faceted information and skills that will help
them avoid all the risks associated with teen sex. It
mirrors the effective public health approach most
often followed in addressing other youth risks, such
as tobacco, alcohol and drug use. However, SRA
receives almost constant and unwarranted derision
from opponents and earned media. Due to an
orchestrated campaign of misrepresentation, a
cloud of misunderstanding hovers over it, but when
parents understand SRA, they are overwhelmingly
supportive and want their taxpayer dollars to
support SRA not “Comprehensive” Sex Education
(CSE), which is more accurately described as Sexual
Risk Reduction (SRR) education. 177

Specifically, it will recommend the current Congress
adopt the following priorities:
o Place a clear and unquestionable priority
on sexual risk avoidance.
o Maintain a separate, unique funding
stream for risk avoidance.
o Discontinue federal funding for any
programs that compromise teen health by
normalizing sexual activity outside of
marriage.
o Increase public awareness of the fact that
all teen sex is risky.
o Integrate SRA themes in all appropriate
federal programs.
o Establish benchmarks for reducing
non-marital teen sexual activity.
o Ensure that adolescents have equal
access to funded sexual risk avoidance
education.
o Require a sexual activity cessation inter
vention in any federally-funded program
that addresses adolescent at-risk behav
ior.
o Support parents and responsible caregiv
ers in their responsibility to be the
primary sex educators of their children.

Part II of the Considerations for Protecting Teen
Health report will report the evidence reinforcing
the effectiveness and superiority of the SRA
approach. It will provide the research, data, and
precedent for supporting a clear and consistent risk
avoidance message in all youth-centered programs.
It will also discuss the need for immediate federal
policy change for sex education programming and
funding.

Re-establishing a clear, effective, sexual risk avoidance priority to teen sex education policy is essential.
Congress must act to support the best health
outcomes for youth, which will in turn improve the
overall health of our nation.
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Sexual Risk Avoidance Education (SRA)– An
effective response to the growing risks to
teen health.

Common examples of the risk avoidance approach
include campaigns to prevent underage drinking,
illicit drug use, smoking, and violence. A model for
this approach is summarized in the CDC Guidelines
for Effective School Health Education to Prevent the
Spread of AIDS. This document encourages schools
to inspire students to avoid sexual risk:

Defining The SRA Approach

Sexual Risk Avoidance Education is an approach that
focuses on best health outcomes and primary
prevention, which means that the information and
skills are designed to help teens refrain from sexual
activity in order to prevent any of the possible
consequences of sex. Avoiding all sexual risk is the
surest way to achieve optimal sexual health.

“School systems should make programs available that
will enable and encourage young people who have not
engaged in sexual intercourse …. to continue to:
• Abstain from sexual intercourse until they are ready to
establish a mutually monogamous relationship within
the context of marriage.
For young people who have engaged in sexual
intercourse ……, school programs should enable and
encourage them to
• Stop engaging in sexual intercourse until they are
ready to establish a mutually monogamous relation

The risk avoidance approach is contrasted with the
risk reduction approach, which typically focuses on
simply reducing the consequences of risk behaviors.
The SRA approach has been traditionally called
“abstinence education” or “abstinence-centered
education.” The risk reduction approach has been
traditionally called “comprehensive sex education,”
“teen pregnancy prevention,” or “contraceptivecentered education.” (The risk reduction approach is
discussed in Part 1 of this report.)

ship within the context of marriage.” 178

A Case Study of an Effective Risk Avoidance Strategy
There are many risk avoidance strategies in the
public health arena, but few have received as much
attention as the anti-smoking campaign. Tobacco is
the leading cause of preventable death in the U.S.
and the CDC estimates that it costs the economy
nearly $200 billion per year in direct medical costs
and lost productivity. 179

The Public Health Basis for SRA

The SRA model is consistent with other public health
strategies that address risk behaviors. Public health
models that respond to health risk typically emphasize optimal health promotion and disease prevention. Their goal is to guide the targeted audience
toward the best health outcomes through a risk
avoidance approach. The risk avoidance strategy is a
population-wide approach, communicating the best
health messages broadly and in a manner that
resonates with a variety of subgroups of the general
population. It seeks to positively influence individual
decision-making, as well as to inform the conversation surrounding the specific health or safety
concern.

As a national public health priority, the antismoking campaign began in 1964 with the first
Report on Smoking and Health by the Surgeon
General of the U. S. Public Health Service.180 From
that time to the present day, Congress, the CDC, and
other federal agencies have linked arms to promote
a clear message and supportive legislation to
discourage smoking.
States, private organizations, associations, and
physicians reinforce the risk avoidance message in
communities, schools, on the airways and in legislation, further strengthening the messages emanating from federal public health policy: “Don’t smoke
and if you do, quit now.” The goal of the campaign is
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to change the smoking behavior of Americans so
that more people choose to avoid all the health
consequences associated with the habit. Skills and
encouragement are offered to current smokers that
help them kick the habit, thus claiming a renewed
“smoke-free” lifestyle. Special emphasis is placed on
primary prevention with youth so that they never
begin smoking. The broad, population-wide
message is singularly focused on risk avoidance.

United States is significant and points to the unparalleled success of the anti-smoking effort. Public
health policymakers continue to press for further
reductions in smoking. A generation ago, critics
doubted that such a shift was possible; today they
are amazed at its success.
The anti-smoking campaign is an important case
study of the public health risk avoidance model for
several reasons:

A risk reduction campaign is not part of the general
messaging, but is reserved for targeted intervention
for individual smokers. However, even the risk
reduction model is not content with the intermediate objective of helping smokers reduce the tar,
nicotine and frequency of smoking. The risk reduction campaign, while separate from the risk avoidance campaign, still communicates a clear message
regarding the health risks of smoking and the
overwhelming benefits of discontinuing the risky
smoking behavior. The ultimate goal is helping the
181
individual transition back to a smoke-free lifestyle.
This “ultimate goal” is instructive to our discussion
regarding risk reduction sex education practices
since this crucial component of the risk reduction
approach is glaringly lacking as an intended
outcome in CSE programs.

1. It demonstrates the importance of prioritizing a risk avoidance message, even in the
midst of a “smoking-saturated” culture.

2. It compares the difference in a risk reduction

message – how it is directed to a smaller and
individualized target audience, but still with
the goal that the individual will discontinue
unhealthy behavior.

3. It shows how federal leadership in risk

avoidance public health messaging can
create a tipping point effect that begins a
larger, viral amplification of the message
throughout various layers of society.

4. It exemplifies how a risk avoidance campaign
can positively influence social mores,
attitudes, and behaviors, effectively creating
a cultural shift surrounding the topic.

The striking change in attitudes regarding smoking
suggests that the risk avoidance campaign has
precipitated a major cultural shift in acceptable
behavior. 182 Despite the fact that tobacco is addictive and it has enjoyed a favorable view for most of
America’s history, dramatic change has taken place.
It is no longer considered fashionable or desirable to
smoke. 183Many communities prohibit public smoking. 184But the most encouraging results are seen in
the behavioral transformation that has taken place.
In 1965, 42.4% of American adults smoked
cigarettes, but it has dropped precipitously to only
20.6% in 2009. 185 In 1995 (the first year the CDC
began tracking this age group), 36.4% of high school
students smoked, but it has since dropped to 18.5%
in 2009. The behavioral change in smoking habits in
the

The anti-smoking, risk-avoidance model also
provides a valuable parallel to the SRA approach.
While recognizing that one’s sexuality is a natural
part of human growth and development, it is also
recognized that in order to achieve the best health
outcomes, learning to manage natural urges is
essential. Certainly current anti-obesity campaigns
demonstrate that although eating is a natural desire
and critical physiological need, controlling what one
eats and how much is consumed is important for
achieving optimal health and ideal weight. Public
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2. The sexual RR model does not seek to move

health messages advocate self-regulation in food
consumption and avoiding certain unhealthy eating
practices. These recommendations neatly fit into a
"risk avoidance" strategy that is deemed advisable
and necessary to optimal health. And yet antiabstinence critics insist that a SRA approach is
unrealistic because so many youth are sexually
active. However, the percent of Americans who are
overweight or obese is significantly larger than the
number of teens who are sexually experienced.
Further, the percent of smokers in America at the
beginning of the anti-smoking campaign is roughly
equivalent to the percent of sexually active teens in
America today. 186 If a dramatic transformation in
societal norms and positive individual behavioral
change can be achieved with smoking, an addictive
drug that previously enjoyed broad societal
approval, similar positive behavioral shifts are
certainly possible in the area of teen sexual activity.

individuals who are engaged in sexual
activity toward a renewed risk avoidance
(abstinent) behavioral choice, as is true for the
smoking RR model. The sexual RR model
claims model “success” when teens are still
participating in behaviors that place them at
significant risk. Of even greater concern is the
fact that the sexual risk reduction approach is
applied to the broader teen population,
sending the false impression that “everyone is
doing it”. The explicit demonstrations and
themes then set behavioral standards that
can easily provoke sexually inexperienced
teens to transition into sexual activity.

The anti-smoking risk avoidance and risk reduction
models are not unique in their approach. Anti-drug,
anti-violence, and anti-drinking strategies follow a
public health risk avoidance and risk reduction
paradigm very similar to the one used to resist
smoking, in that they encourage abstinence from
these behaviors, and if currently engaged in them –
to stop. Sexual risk to teens is of no less significance
than these other behaviors; yet current public policy
ignores the successful emphasis on risk avoidance.
The SRA approach must be a key addition to public
health priorities that includes a cessation intervention approach for school aged children who are
sexually active.

The model for smoking risk reduction is also instructive to teen sexual activity. As discussed in part 1 of
this report, current public policy focuses almost
exclusively on the risk reduction (RR) model, which
seeks to reduce the possible consequences of sexual
activity by teaching condom negotiation skills. The
sexual risk reduction model, however, is considerably different from the anti-smoking risk reduction
model in these ways:

1. The sexual RR model targets the general teen
population, rather than focusing on an
individual intervention for those who are
actually engaged in the risk behavior, a
significant difference from the smoking RR
model.
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The Research Base for SRA

An International Case Study
A broad cultural shift in sexual behavior in the
Sub-Saharan African country of Uganda in instructive to this discussion. HIV rates were escalating at a
dangerous pace in the 1980s. The president of
Uganda implemented the now-famous ABc
approach in which “A” encouraged individuals to
abstain from sex before marriage; “B” stressed the
importance of a person to be faithful within
marriage; and “c” encouraged the use of a condom
in high risk sero-discordant relationships or when
individuals do not choose A or B. The prominent
cultural message focused on the sexual risk avoidance behaviors communicated in the A and B, with
the c having much diminished emphasis. 187 Ugandan President Museveni summarized the dominant
themes: “Sex is not a manifestation of a biological
drive; it is socially directed…I have been emphasizing a return to our time-tested cultural practices that
emphasized fidelity and condemned premarital and
extramarital sex. I believe that the best response to
the threat of AIDS and other STDs is to reaffirm
publicly and forthrightly the respect and responsibility every person owes to his or her neighbor.” 188 The
SRA message was broad-based and repeated in a
variety of venues. The results were astounding.
Uganda’s HIV rates plummeted from 15% in 1991 to
5% in 2001. 189 The risk avoidance message became
the cultural norm for behavior. By the mid-1990’s,
about 95% of Ugandans reported having zero or one
sexual partner. 190Although the cultural disparities
between Uganda and the United States are great,
the significance of this dramatic change in the
health behaviors of a large portion of the population
must not be underestimated and should be instructive of the possibilities for sexual risk avoidance here
in the United States.

The SRA approach is guided by several interrelated
theories. Each theory forms an important segment
of the theoretical basis for SRA education. However,
each student is unique, so the tenets of a particular
theory may be more effective depending on the
given student. SRA programs are sensitive to the
needs of the students in their communities as well
as the assets and support structures available to
reinforce the SRA approach. For example, those
theories that depend upon social interaction may
be implemented in a variety of ways, depending on
what is possible and available for the individual
student. The SRA approach seeks to equip and
support parents in their role as the primary sex
educators of their children, but some teens have
dysfunctional or fractured families in which parental
guidance and oversight are impossible. In these
cases, other supportive social structures are identified, such as mentors, teachers, and positive community role models. Therefore, the following theories may be stressed in different ways and to lesser
or greater degrees in specific SRA programs.
Social Development Theory (Vygotsky) 191
This theory emphasizes the role of social interaction
and bonding to parents, as well as to other positive
influencers. Parent-child communication, studentteacher interaction, skill building, responsibility,
problem-solving as well as high expectations and a
communication of healthy values provide a protective circle around the developing child. The theory’s
Zone of Proximal Development proposes that an
individual can achieve at higher levels when
provided support and guidance in reaching reasonable, but higher expectations. These interactions
and bonds reduce the probability of involvement in
risk behaviors and increase individual learning. The
SRA approach applies this theory to help students
set high goals for themselves, while providing a
supportive circle of mentors to help them reach
those goals.
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Health Belief Model (Hochbaum, Rosenstock and
Kegels) 192
The Health Belief Model was developed within the
U.S. Public Health Service to explain and predict
health behaviors. It is based on an individual’s view
of:

The model begins with the individual and expands
outward to include broad, macro-level societal
influences:
Individual level influences: personal-level
factors, such as mentoring and education
that affect attitudes, beliefs and behaviors.
Interpersonal relationship level influences: factors that affect risk due to
relationships with a person’s closest social
circles, including peers, intimate partners,
and family members.
Community level influences: factors that
affect risk, based on experiences and
relationships with community and social
environments, such as schools, workplaces,
and neighborhoods.
Societal level influences: larger, factors,
such as cultural belief systems, societal
norms, and laws that affect behavior.

Perceived susceptibility to a specific risk,
Perceived severity of the risk, so that the
person wants to avoid the risk,
Perceived benefits to following the
recommended health action,
Perceived barriers or costs of the recommended health action,
Cues to action or prompts that help
move the individual to action,
Self-efficacy or confidence that the
individual is able to take the recommended
action.
This theory is intended to help individuals move
from unhealthy to healthy behaviors. It can also help
individuals maintain healthy behaviors.

The SEM model supports the SRA belief that the
community saturation approach is the most effective in reinforcing healthy risk avoidance behaviors
among teens.

Social Ecological Model (SEM) (Bronfenbrenner) 193
The SEM is based on the view that multiple influencers form concentric circles surrounding individuals.
The influencers work to either promote or discourage health risk behaviors. It recognizes an interwoven relationship between individuals and their
environment. It asserts that behavior change is
easier as barriers to healthy behaviors are lowered.
The CDC uses a four level SEM process to identify
potential areas for prevention activities.

Theory of Planned Behavior/Reasoned Action (Ajzen &
Fishbein) 194
This theory suggests that the best predictor of
behavior is intention, and that the most reliable
measure of a future action toward a certain behavior is predicted by:
Their attitude or beliefs,
How they believe people they care about
will view their behavior, and
Their perceived sense of self efficacy.
In general, the more favorable the attitude, support
of significant people for the behavior, and feeling of
self-efficacy, the more likely the person will engage
in the behavior. This theory is helpful in designing
SRA evaluation studies and creating an educational
environment that strengthens the student’s intention to maintain or regain sexual abstinence.
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Transtheoretical Model (Prochaska & DiClemente) 195
This theory was developed to promote healthy
behavior. It describes how a person makes intentional change by positive decision-making in order
to acquire a healthy behavior or discontinue an
unhealthy behavior. It posits that change is a process
that requires a person to move through several
Stages of Change:

Social Learning Theory (Bandura) 197
This social cognitive theory of learning and development is rooted in the belief that people acquire new
information and behaviors by observing others.
There are three basic tenets to this theory:
Learning can take place by observing and
modeling others’ behaviors, attitudes and
emotions.

Precontemplation: no intention for change
Contemplation: intention to change in the
future
Preparation: intention to change immediately
Action: behavior change is taking place
Maintenance: taking steps to avoid regression into previous condition.

and valuing the observed behavior are
essential components in the process.
Learning does not necessarily result in
behavior change.
Individuals are more likely to exhibit a given behavior if they attach importance to the outcomes and
admire the person modeling the behavior. This
theory is helpful in teacher training and selection. It

This theory is helpful in designing learning environments and educational methods to facilitate the
Stages of Change in students. This concept overlaps
and corresponds well to other intentional theories
that help form the theoretical base for SRA education with the goal of understanding and achieving
behavior change.

an educator who believes in, and models the
principles of the SRA approach is more likely to see
positive behavior change in students. The theory
also cautions against the assumption that the mere
accomplishing changes in behavior.

Developmental Assets Theory (Benson) 196

Social Norming Theory (Berkowitz & Perkins) 198
The Social Norming Theory is based on the view
that individuals tend to adopt attitudes, behaviors,
and expectations that they perceive are similar to
their social group. According to the theory, individuals tend to exaggerate the negative behaviors of
their peers and are then more likely to conform to
the perceived negative behavior. The theory further
asserts that educating a group about healthy
behavior and informing them that many (or most) of
their peers are choosing healthy decisions, will
result in an increase in healthy, positive behavior.
The theory has application to SRA education
because many teens believe they are the only ones
who are not engaging in sexual activity, when in fact
most teens are sexually active. Sharing this information
and providing resonable reasons to wait for sex are two
practical applications of this theory and calls into question
the RR approach which normalizes teen sex and promotes
a dangerous “everyone is doing it message that is being
applied to the general teen population.

are essential for healthy development. The building
blocks are divided between the external assets of
support, empowerment, boundaries and expectations, and constructive use of time; and the internal
assets of commitment to learning, positive values,
social competencies, and positive identity. Simply
stated, the more assets individuals have, the less
likely they are to engage in destructive behaviors.
This theory demonstrates the holistic nature of the
SRA approach and the key importance of advantages such as positive family, community, and
mentorship involvement as well as skill building in
SRA programs regularly link with various stakeholders involved in increasing the assets of the youth
population in local communities.
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Sharing this information and providing reasonable
reasons to wait for sex are two practical applications
of this theory and calls into question the RR
approach which normalizes teen sex and promotes a
dangerous “everyone is doing it” message that is
being applied to the general teen population.

This theory is beneficial in empowering at-risk or
disadvantaged youth so that they can climb above
current difficult circumstances and thrive. It works
closely with the Developmental Assets theory and
provides a practical framework toward helping
young people value SRA, even if they have few role
models who practice healthy sexual decisionmaking.

Social Inoculation Theory (McGuire)
This theory takes the medical concept of inoculations and applies it to social behavior. It provides a
recommended method to help youth reject negative peer pressure. Similar to a medicinal immunization, the theory recommends that a child be introduced to the concept of peer pressure long before
he or she is confronted with it. The child can then
develop “immunity” to negative peer pressures
through role-playing and conversations about
specific behavioral risks he may encounter in the
future. This prepares him to resist future pressure.
Additionally, the theory teaches that it is important
that family, friends, and mentors who model positive
and desired behaviors surround the child. This
theory is valuable to SRA programs since they
implement a variety of educational methods,
including role-playing, guided discussion and
parent-child communication exercises. SRA education helps teens learn and practice resistance skills
so they can successfully resist pressure to have sex
when they find themselves in a difficult or uncomfortable situation in the future.

The Content of SRA Progams
There is considerable misunderstanding surrounding the content, motivation and messages in SRA
programs. Unprincipled special interest groups have
successfully crafted a public narrative that inaccurately describes the SRA approach.
Unfortunately, this erroneous account is too-often
used to propose and enact public sex education
policy. This report intends to set the record straight,
in order to better equip policymakers” to make
decisions based on fact and in the best interest of
youth rather than on the deliberate misrepresentations of anti-abstinence special interests.
Sexual Risk Avoidance education is abstinencecentered and holistic. It differs from a “just say no”
approach in that it focuses on the positive benefits
of reserving sexual activity for marriage. SRA education is medically accurate, theoretically sound and
consistent with the public health model typically
used to address youth risk behaviors. SRA education
provides teens all the information and skills they
need to make the healthiest decisions.

Resilience Theory (Boyden & Mann) 199
This theory speaks to the strengths within an
individual that makes it possible to rise above
adversity. Resilience enables a person to function at
a higher level than expected in the midst of difficult
circumstances. It is a process of successful coping
that protects an individual and often takes place
when the person is exposed to protective factors
that outweigh the risk factors to which they are
confronted. In this way, the individuals are able to
use difficult circumstances as growth opportunities
that help them tolerate future trauma more successfully, ultimately resulting in good outcomes, rather
than bad ones.

Abstinence education programs are typically well
designed and successfully implement the key topics
of a holistic SRA approach. Examples of successful
programs are included in tables within the next
section of this report.
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b) Holistic
Opponents like to call the SRA approach,

The following themes are found in a typical, representative, Sexual Risk Avoidance educational
program:

as a “just say no” message. In reality, SRA education
is much more inclusive and comprehensive than
any other sex education approach.

a) Abstinence-Centered
SRA education is built on the premise that all non
marital teen sexual activity is high-risk behavior due
to the many possible consequences of that conduct,
including but not limited to their increased susceptibility to STDs. (These many consequences were
discussed at length in Part 1 of this report) Therefore,
unlike the CSE approach that encourages teens to
decide “what sexual behaviors a person could
engage in and still be abstinent,” 200 SRA education
nence. Since STDs can be transmitted through
sexual contact that may not cause a pregnancy, SRA

When teens engage in sexual activity, that decision
does not occur in a vacuum. It is not merely a single
physical act that only concerns the reproductive
and there are potential consequences that go far
beyond the possibility of acquiring an STD or
becoming pregnant. SRA education believes that a
sex education approach that only addresses potential physical consequences is shortsighted and does
not attend to the holistic nature of sex.

refraining from all sexual activity, including, but not
limited to sexual intercourse. The US Department of

There is a natural interest driven by hormonal
development that creates a curiosity about sex, so
SRA programs help teens regulate sexual desires,
but some teens may have sex because they feel
pressured. They may think that sex is a substitute for
love; they may have other hurts that they hope sex
will erase. Teens sometimes “fall into sex” because
they have never set personal boundaries or learned

sexual stimulation including, but not limited to,
sexual intercourse.” 201
Rather than encouraging teens to experiment with
gateway sexual behaviors that could compromise
their health and their ability to avoid sexual intercourse, SRA programs encourage teens to avoid all
risk by focusing on non-sexual activities in their
dating relationships.

times teens have sex because they inaccurately
believe that “everyone else is doing it” or because
they believe that sexual initiation is a rite of
passage into adulthood. These and many other
reasons contribute to the teen sexual activity rates.

SRA programs are abstinence-centered and recognize that teens can and increasingly are choosing to
wait for sex. Most teens have never had sex. 202
However, SRA also recognizes that while “abstinence” may be a simple concept to understand, it is
not an easy goal to accomplish. Abstinence is not a
contraceptive; it is the optimally healthy lifestyle for
teens. Therefore, while many topics are discussed
within an SRA program, they all work to inform the
rationale for sexual delay and empower the teen to
value abstinence.

sexuality education must contextualize the sexual
risk avoidance message by addressing it in a way
that “peer norms” optimal sexual health behavior.
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A variety of skill building topics are typically
included in an effective SRA program in order to
address this holistic approach to sex education.
Among the most frequently included:
Goal Setting & Future Orientation.

relationships and future parenting. Used
well, these skills increase the quality of life
for the individual and improve the wellbeing of society. 204
Building Assets & Avoiding Negative Peer
Pressure.
The Developmental Asset Theory
(described in Part 1) forms a theoretical
base for SRA education but the practical
application of the theory is also an
intrinsic part of the educational curriculum. The external assets build a protective
armor around the developing adolescent
by intentionally involving parents, guardians, community agencies, and other
positive influences. They also help the
teen develop friendships and associations
with a positive peer group that exerts
“positive peer pressure.” This sparks
individual and group-held positive peer
norms. The internal assets promote
healthy attitudes, positive character
development, and self-efficacy. The
overall protective factors strengthen the
teen’s ability to resist negative peer
pressure, avoid risk, display resilience, and
thrive. 205

When teens set goals for their future
and learn how to take realistic steps
to reach those goals, it often infuses
a more hopeful outlook, particularly
among those who might feel imprisoned by current circumstances. Teens
quickly understand that adding sex
to a relationship can derail aspirations and add economic roadblocks
to future plans. A teen mother has
new parental responsibilities that
may cause her to put her potential
plans on hold. A non-custodial teen
father may have child support
responsibilities that directly impact
his educational opportunities, credit,
job opportunities and future family.
Healthy Decision-Making.

Learning the skills for the decisionmaking process is especially important as adolescents become more
independent and make more
autonomous decisions. 203 Learning
how to make healthy decisions about
sexual activity can have both immediate and lasting impact for a
person’s overall health outcomes.
Research shows that teens that have
good decision-making skills are more
likely to delay sex, avoid alcohol,
drugs and other risk behaviors. An
effective decision-making framework
builds a vital set of life skills used to
prepare teens for employment,
relationships and future parenting.

Human Development.
SRA programs usually begin in the earlier
grades with a discussion of physical
changes that accompany puberty. Other
topics that span human development
from conception to adulthood are often a
part of an age appropriate unit on reproduction and reproductive anatomy. Sex is
a natural and wonderful part of human
growth and development that needs clear
guidance, boundaries, skills and context
to achieve the healthiest outcomes. A
discussion of responsible parenting with
an overview of the research regarding the
optimal environment for children to
thrive is often a part of this session.
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Risk Clusters & Media/Internet Effects.
Teens learn that participating in one unhealthy
behavior, such as drinking, greatly increases the
likelihood of becoming involved in others, so the
skills learned to successfully avoid sexual activity are
also important in terms of other risk behaviors. An
SRA program teaches teens that media messaging
often inaccurately presents teen sex as expected
and without consequence. Also, sexual predators
and online pornographic sites regularly target teens.
All of these influences can negatively impact healthy
sexual decision-making.

The Risks of STDs.
Sexually transmitted diseases are at epidemic rates
for teens but many believe they are immune from
contracting an STD. 206 (See Part 1 of this report for
more information on this STD epidemic.) Teens can
easily spread STDs without even knowing they are
infected because many STDs are largely asymptomatic. 207 SRA programs introduce teens to accurate
information about the common STDs, their symptoms, and long-term effects, and the most effective
way to avoid them.
Condoms & Contraception.
SRA programs regularly educate teens about
contraception and condoms, explaining that while
their use may reduce the risk of the physical consequences of sex, their use cannot eliminate the risks.
Information provided is medically accurate and
gives teens the real life typical use effects of
condoms in reducing the risk of pregnancy and the
transmission of STDs. This information is shared
within the context of a risk avoidance message that
does not normalize or promote teen sexual behavior.

Relationships & Healthy Family Formation.
Adolescents discover the components of a healthy
relationship in an SRA program. They learn how they
should treat others and how they should expect to
be treated, as casual friends and as dating partners.
Teens are often introduced to marriage preparation
assessment and compatibility tools. They also learn
how to identify and escape the dangers of an
unhealthy relationship, including inappropriate
sexual advances, coercion, dating violence and other
kinds of sexual predatory exploitation.
Resistance Skills & Effective Communication.
SRA education empowers youth with effective skills
that help them resist pressures to be sexually active.
Interactive activities, such as role-playing, help teens
develop and apply successful communication
strategies that are consistent with their personal
boundaries and optimal sexual health.

Regaining an Abstinent Behavioral Choice.
Teens who have had sex can choose to be abstinent
again. It is the healthier option and sexually active
teens are open to change. Two thirds of sexually
experienced teens think they had sex too soon 208
and only one in three sexually experienced teens
have had sex within the last three months. 209 This
information provides great opportunity to give
sexually experienced youth the skills and encouragement to make healthier sexual decisions in the
future by returning to an abstinent lifestyle. Past
behavior does not necessarily predict future
decisions and SRA is committed to inspiring a
“second chance” in all teens desiring such a change.
SRA educators believe sexually active teens deserve
more health protection than is provided with a latex
condom.

Self-Efficacy & Self-Regulation.
Teens are more effective at resisting the pressure to
have sex if they are personally confident of themselves and secure in their self-respect. Selfregulation is a skill that is perfected with practice.
SRA programs empower teens to define personal
boundaries and protective strategies that they can
describe, practice and defend to others. These
personal competencies increase their ability to make
healthy decisions.
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So, in response to the question, “When
is it okay to
______________
have
sex?” if a teen is encouraged to wait for sex
_______
until he or she is married, the response is understandable because it is an easily recognized target.
Research indicates that emotional concerns, like
dating relationships, often interfere with the ability
to think abstractly. 213 Therefore, less concrete
responses to the appropriate time for sexual initiation, such as “wait until you are older” or “mature” or
tain, but social science research indicates that they
are not in the best health interests of youth.
Marriage sets a concrete boundary and context that
helps the adolescent brain understand the physical,
emotional and social power of sex.

c) Healthiest Context for Sex
Waiting until marriage for sex is provided as a
research-based objective to achieve optimal sexual
health. It teaches teens that it is normal to be
curious about sex, but that the healthiest and most
rewarding context for sexual intimacy is within
marriage. Recent research discovered that couples
who saved sex for marriage experienced greater
marital stability, communication and sexual satisfaction. 210
reserving sex for a committed and monogamous
marriage. (Part 1 of this report summarizes the many
advantages.) The sex act has a very real possibility of
producing children. Therefore, considerations for
their future well-being are important. SRA programs
emphasize that part of the reason for waiting for sex
is to give children the best opportunity to thrive.
Research (discussed at length in Part 1 of this report)
is replete with the advantages to children born
within a stable, faithful, married relationship.

Critics sometimes argue that “abstinence until
marriage” is an objectionable goal because many
individuals become sexually active before they
marry. This argument is weak for several reasons:

1. High expectations are a protective factor.
expectations minimizes youth involvement
in high-risk behavior, but low expectations

d)Teen Brain Considerations.

214

2.

objective timeframe for sex - one of which is related
to the developing brain of an adolescent. In the last
decade, developmental neuroscience of the adolescent brain has uncovered new information suggesting that teens are much less neurobiologically
mature than originally thought. 211Teens gradually
transition from concrete thinking to abstract or
formal logical operations over time, but new
research suggests that this transition often does not
take place until later in adolescence. 212 Obviously,
the shift varies from teen to teen, progressing much
quicker in some and much more slowly in others.
Concrete thinkers function more securely and
delay, a precise goal that also corresponds to the
best health outcome is much more easily understood for teens that are slowly transitioning from
concrete to abstract cognition.
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are not attained. High expectations move
people forward and closer to the target, even
if they don’t fully reach the goal. 215 In other
words, when teens are challenged to achieve
the optimal health outcome (wait for
marriage before engaging in sex), many will
reach the goal and those who don’t, will wait
longer for sex than they ordinarily would
have, had the expectations been lower or
non-existent. The longer teens delay sex, the
fewer lifetime partners they will have and the
less sexual risk they will acquire. Therefore,
even if a student only delays sexual initiation
a few months longer than they would have
without the challenge of a higher expectation, their overall risk is still reduced.
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3. Long-term goals have intermediate

Obesity Support Healthy Choices” 221 the U.S.
Department of Health and Human Services,
the U.S. Surgeon General, and First Lady
Michelle Obama announced parallel campaigns “dedicated to solving the challenge of
childhood obesity within a generation.” 222
The goal is to eliminate the health-related
risks associated with poor nutrition and
inactivity by encouraging parents and their
children to adopt healthy lifestyles. Some
might say that such a campaign is unrealistic,
since most people are overweight or obese,
but the national public health community
age the optimal health outcomes. Health
experts recognize that they have a responsibility to promote health at its optimal
level, understanding that public health
policy should not normalize the unhealthy
choices of the many when it has the oppor-

success measures. Although SRA programs

for marriage, educators recognize that this
goal is long term and the concept of “marriage” may seem an eternity away for young
adolescents. Long-term goals become
achievable when they are divided into
realistic short-term targets. For example, an
SRA program empowers teens with strategies
to set personal boundaries and successfully
resist sexual advances for their current dating
relationships. The Inoculation theory
suggests that as teens successfully practice
delay techniques, they build a stronger
“immunity” to sexual advances the next time.
Additionally, each time students succeed,
dence in personal boundaries. Therefore, as
students are inspired to delay sex for the
short term, delaying sex for the long term
becomes more achievable. In addition, this
incremental approach to SRA empowers
students to develop self-regulation and
impulse control assisting them in other areas
of their lives such as anger management,
resistance to drugs and alcohol, violence
prevention, and even weight control.
4. Public health campaigns target optimal
health outcomes. Public health risk avoidance priorities regularly work to change
societal norms by raising the expectation to
the best health outcome.
Examples: The previously described antismoking campaign is one such example, but
another, more recent campaign bears study.
The CDC estimates that nearly 75% of adult
Americans are overweight or obese. 216
Almost one in three children is overweight
or obese. 217 Child obesity has almost tripled
since 1980, and adult obesity has nearly
doubled. 218 219 (See Figure 2 for weight
gain trends of Americans since 1960.)220

change for the entire culture. The SRA
strategy embraces this same optimal health
philosophy by encouraging the healthiest
context for sex.
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Other Concerns:
Often, critics resist an “abstinence until marriage”
approach for other reasons.

“A child needs two parents.” And most single mothers wish they were married. As one single mom put
it: “I’m finding it unbearable that the father of my
newborn and I haven’t committed to each other on
a more serious note…I feel that raising her in a
secure environment with both parents committed
to each other would only benefit her in the long
term.” 226 When asked, parents overwhelming want
their children to wait until marriage for sex. 227 This
is for good reason – one that the research bears out
all too clearly.

Single Parents. Opponents may be
concerned that classes that discourage single
parenthood may offend students of single
parents. This is not the case. SRA educators
are very sensitive to the fact that many
children are growing up in single-parent
homes and recognize that single parenting is
a tough job. The single parent must balance
work, childcare, housework, school activities,
and a host of other responsibilities with little
or no free time for self. The parent struggles
to give children quality time and enough
quantity of time. The single parent is often
financially strapped, over worked and over
stressed – with very little assistance. In spite
of the difficulty, many single parents do an
admirable job by raising well-adjusted,
happy, resilient children who go on to be
successful and productive members of
society. They are to be applauded for their
superhuman feat. Research reveals that a
single parent can greatly increase the likelihood of positive outcomes for their children
by becoming a high-monitoring parent. 223
Unfortunately, research shows that this
scenario is not true for many single-parent
families. 224 While many single parents beat
the odds, the sad fact is that often their
children become a statistic in social science
research. A nationally representative survey
of 14,000 single and married mothers 225
revealed that 81% of single mothers agreed,

Two concluding observations are in order:
1) Often it is the single parent who is most supportive of the SRA program and the context of marriage
for sex, since they do not want their children to
endure the hardships they have encountered.
2) Students of single parents are typically the very
ones who see the struggles their parent must face
daily and often resonate with a message that
empowers them to avoid such a challenging path.
Homosexual Teens. Critics contend that SRA
programs have no relevance for homosexual teens.
The charge is that SRA programs are harmful
because they lack inclusivity toward these youth.
However, when we look at the evidence, we see just
the opposite to be true. An objective look at the
holistic topics included in an SRA program reveals
their relevance for all students. SRA educators are
sensitive, and trained to deliver information that
achieves optimal health for every student in the
program, regardless of sexual orientation. Therefore, SRA programs have universally transferable
principles that are designed to help all students
avoid sexual risk.
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The universal topics from which all students can
benefit include:

This data clearly demonstrates that the skillsbuilding lessons that are intrinsic to a SRA program,
are the very skills desperately needed by students
who identify themselves as homosexual. Encouraging young people, irrespective of their sexual
orientation, to delay sexual behavior promotes
equality in health for all. To do otherwise, exhibits an
unacceptable form of advantage discrimination 236
to those at greatest sexual risk.

o Sexual delay is a protective factor
228
for sexual health.
o The fewer lifetime partners a
person has, the healthier the sexual
outcomes.229
o Teen sex is high risk but certain
behaviors are especially risky, even
with a condom. 230
o Healthy relationships have a
greater opportunity to develop
when they are not complicated
with sexual activity. 231
o Setting boundaries, learning refusal
skills, and acquiring date rape
prevention strategies help to
prevent victimization. 232
o Reserving sex for a lifetime, sexu
ally faithful, monogamous,
relationship with an uninfected
partner is the best protection
against contracting STDs or
sexually transmitted HIV. 233

e) Age Appropriate
SRA education places a high priority on age appropriateness in lesson content. To be age appropriate
means to be sensitive to the general developmental
and social maturity of the age group. Unlike the CSE
approach, SRA education does not endorse youth
being taught concepts merely based on their
cognitive ability to rudimentarily understand them.
For example, as opposed to CSE sex education
guidelines, 237 SRA education does not believe
information about condoms should be shared with
early elementary children, even if they might be
able to understand their usage in simple terms. SRA
education is especially careful to protect the innocence of childhood whenever possible. If a small
segment of a target population is more advanced in
their sexual understanding and development, this
does not mean that explicit topics and lessons
should be expanded to the entire target audience.
Individual educational plans can be appropriately
developed for special needs and lessons can be
amended, based on a class-by-class basis, always
being conscious of the developmental and social
age of its students. When students appear to be
“sexualized” beyond general, age appropriate
guidelines, it often indicates the presence of other,
adverse, environmental factors that should be
addressed, rather than providing license to present
increasingly mature and explicit themes. The SRA
approach does not support age inappropriate
themes and concepts being projected to all
students in an age category based on smaller
subgroups findings.

A 2011 CDC report announced that, compared to
heterosexual youth, homosexual and bisexual teens
are at greatly increased risk for a variety of risk
behaviors, including: 234

More than twice as likely to be
victims of dating violence,
More than three times more likely to
be forced to have sexual intercourse,
More than five times more likely to
use the drug ecstasy,
Almost half as likely to use a condom
at last sex,
Nearly three times more likely to
have had 4 or more lifetime partners,
and
More than four times more likely to
have initiated sex before age 13. 235
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e) Parent-Child Connectedness
SRA education encourages parent-teen communication and provides the framework to make the
conversations comfortable and meaningful. Often
lessons conclude with a homework assignment that
encourages “lesson-extender” conversations at
home that provide a format for parents to share
family values and expectations. It also affords an
easy way for teens to ask questions that might be
awkward in a different situation.

It was not until recent decades, however, that the
SRA approach was federally funded for communitybased application that included school-based
settings. Three programs received federal funding
until recently. All three focused on a holistic treatment of sexual activity, as opposed to the CSE
programs which were begun decades earlier at
significantly higher levels. The CSE programs continued to narrowly define their messages around
reducing the risk of the physical consequences of
sex.

SRA empowers parents to be the primary sex educators of their children. Teens want information from
parents on sex, resistance skills, dating, and the
many related topics. 238 SRA education reinforces
these themes in the classroom and in a way that
most parents support. 239 Not all teens have meaningful parent-child relationships, so SRA programs
also support the involvement of engaged caregivers.
SRA programs use every opportunity to secure the
optimal health for youth, maximizing the social,
economic and emotional potential for every
student.

a) Title XX Adolescent Family Life Act.
Title XX (twenty) of the Public Health
Service Act began in 1981 and contained
a portion of funding specifically designated to encourage teens to wait until
marriage before engaging in sex. For the
next 15 years, Title XX provided the only
federal monies for SRA education. Accessing the funds was highly competitive and
the funding amount was very small
(about $13 million/year). 243 It was not
designed for widespread implementation, but was rather a program design
that encouraged small demonstration
projects in communities. This funding
stream could not be considered a pervasive national effort, although its
programs recorded significant support in
communities across the nation. The
program was refunded each year, regardless of party leadership in Congress, until
President Obama called for its elimination
in FY 2010. 244 A Democratic controlled
Congress consented and Title XX AFL
abstinence education programs no
longer exist. 245

History of Federal SRA Policy

The federal government began funding
community-based sex education initiatives in the
early 1900s to address the epidemic STD rates in a
WWI–era America. 240 Based on a scientific framework, the 1919 Keeping Fit campaign was the first
community-based Sexual Risk Avoidance program
241
launched by the US Public Health Service. Similar
community-based programs were publicly funded,
with a consistent focus on Sexual Risk Avoidance,
seeking the best health outcomes for America’s
242
growing adolescent population.
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b) Title V, Section 510(b) State Block Grants
for Abstinence Education. Congress passed
the Title V state abstinence education block
grant as a part of the 1996 Welfare Reform
Act. Congress sought to apply a primary
prevention approach to the spiraling welfare
rolls by encouraging youth to wait for sex
until marriage. Congress understood that if
they could reduce the number of singleparent families, they could reduce the
number of families in poverty and the
number of families that required federal
assistance. 246 The $50 million in funds for
this program was tied to a SRA framework,
commonly known as the “A-H Guidelines” , 247
which encouraged students to avoid all risks
related to sexual activity. States received
funds based on a formula tied to child
poverty rates and were required to contribute a match of $3 for every $4 in federal
funds received. The match could be “in-kind”
contributions, which enabled donations of
time, services, materials and space by
supportive schools, organizations and
individuals as a way to engender community
support for the SRA programs. The Title V
Program is significant because it demonstrated the first bipartisan support for SRA
education. In fact, a white paper 248 recounting the series of events leading to its
passage noted that throughout the HouseSenate conference, the original language
endured fundamentally unchanged, with
conferees noting that since federal monies
already funded a CSE approach (and at much
larger levels), “Congressional intent in
funding this new program was not to disrupt
any ongoing programs, including those that
feature birth control instruction or distribution. Rather, Congress wanted to ensure that
some federal dollars were used exclusively to
support true abstinence education
programs.” 249

President Clinton signed the program into
law and thus began a national sex education
program that exclusively focused on Sexual
Risk Avoidance. Its continued funding
enjoyed bipartisan support and was
renewed on voice votes until 2010 when the
Obama administration called for the elimination of the program and a Democratic
controlled Congress consented. 250 Later in
2010, however, a bipartisan amendment
attached as a rider to the PPACA, reauthorized the Title V program until 2014, again
signifying continuing bipartisan support for
the SRA program.251
c) Community-Based Abstinence Education
(CBAE). Seeking to equalize the funding
between SRA and CSE approaches, the FY
2001 Appropriations bill created, and President George W. Bush signed into law, a new
SRA approach which offered competitive
grants directly to community-based entities.
It defined abstinence with the same “A-H”
designation of the Title V block grant for
abstinence education. Popularity for the
CBAE program was so significant that it
quickly became one of the most competitive
federal grants in existence. 252 Funding for
CBAE grew from $20 million in FY 2001 253 to
$109 million in FY 2008. 254 President Obama
requested the elimination of CBAE in his FY
2010 budget to Congress and the Democratic controlled body consented. 255 With its
elimination, an unprecedented 169
programs were forced to cancel services
midstream in their programs to almost one
million at-risk youth. Many of the defunded
programs were in the midst of independent
evaluations of their programs, but because
of the mid-cycle defunding process, precious
data sets were lost, making them unable to
be a part of the research base for SRA
education. 256
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The recent defunding of most SRA programs creates a
staggering 1:16 funding disparity between the SRA and
CSE approaches. 257

Competative Abstinence Education
The FY 2012 appropriations bill created a new SRA
program, prompting an encouraging sign that federal sex
education policy may be on the road to recovery. However, the tiny $5 million budget does little to correct the
funding disparity between the two approaches.
Support for SRA
Since its inception, there has been broad support for SRA
education among those who are genuinely concerned for
the optimal health of America’s youth. Strong support
continues among parents, teens, and in a bipartisan
manner across America.
Parents. Numerous surveys indicate that
parents want their children to wait258
until they
are married before they have sex. The U.S.
Department of HHS released the most recent
study of parental values on August 23, 2010. It
showed “approximately 70% of parents
surveyed are opposed to pre-marital sex both in
general and for their own adolescents. This
finding is consistent with results from previous
259
public opinion surveys of parents
on abstinence
and abstinence messages.”
In addition,
surveys report that parents overwhelmingly
support a sex education approach that places
260
primary emphasis
on the risk avoidance abstinence message.
In fact, parents support the
abstinence approach by a 2:1 margin over the
CSE approach when they understand the 261
differences between the two approaches.
The recent HHS survey of parents bolstered this
support by reporting that parents favor their
children receiving an abstinence message in a
variety of community settings, including “at a
place of worship (85%), a doctor’s office or
262
health center (85%), school (83%),
and a community organization (71%).”
When weighing
in on specific topics presented to their children
in sex education classes,
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parents strongly prefer the SRA approach over
the CSE approach, as follows: organization
(71%).” When weighing in on specific topics
presented to their children in sex education
classes, parents strongly prefer the SRA
approach over the CSE approach, as follows:

o 93% believe that sex education

classes should include a discussion
about the limitations of condoms in
preventing specific STDs. 263
o 80% support the core teaching
components of SRA programs,
including developing healthy
relationships to improve their
chances for a healthy future marriage;
the benefits of renewed abstinence
for sexually experienced students;
increasing self-worth and self-control
as methods for reducing premarital
sexual activity.” 264 Parents seem to
recognize that the holistic nature of
the conversation facilitates an understanding of vital skills that assist the
student in not only avoiding risks
associated with sexual activity, but
with other important life skills, such
as character development, decisionmaking skills, goal setting, and
building healthy relationships.
o 90% prefer the SRA approach to
contraceptive education, which
presents teens with the realistic data
of condom effectiveness and which
includes the real-life limitations
associated with condom usage. Most
parents oppose sex education classes
that promote and demonstrate
condom usage. 265
o 60% of parents support more of their
tax dollars funding SRA abstinence
education rather than so-called
comprehensive sex education. 266
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Bipartisan Support Across America. The
parents and teens that were surveyed signified
an accurate representative sample of Americans. The typical American supports Sexual Risk
Avoidance and it matters little their political
affiliation, their race or their religious preference. In the past, funding for SRA programs has
enjoyed bipartisan support. In 2011, as in
previous years, both a Republican and Democrat led a congressional sign-on letter in
support of a renewed emphasis of the SRA
abstinence approach in federal policy. 267 Title V
was reauthorized in 2010 through the efforts of
an amendment supported by Senators from
both sides of the aisle. 268 The recent FY 2012
Omnibus Spending Bill inaugurated a new SRA
program and also enjoyed bipartisan support. 269
This support is also seen in states and communities. In 2011, a majority of states accepted the
Title V Abstinence Education block grant, which
permitted students to receive the SRA
approach. 270 In communities, schools are on
waiting lists for SRA programs – programs that
lack sufficient funding to meet the need.

Teen support for the risk avoidance message of
abstinence is most accurately reflected, however, in their behavior. The Youth Risk Behavior
Survey (YRBS) surveys high school students
every two years on a variety of risk behaviors,
including sexual risk. Since it began in 1991,
increasingly more students are choosing to
remain abstinent. 272 In 1991, 46% of teens were
choosing to refrain from sex, but by 2009 that
number rose to 54%. 273 Recent data, released
by the National Center for Health Statistics in
2011, reveals that 57% of teen girls and 58% of
teen boys have never had sex. 274 Among 15-17
year olds, 72% of boys and 73% of girls have
never had sexual intercourse.275 Further, recent
data released by the National Center for Health
Statistics reveals that 52.4 % of boys and 60.3%
of girls between the ages of 15 and 17 have
never had sexual contact with the opposite sex. 276
Sexual contact refers to all types of sexual
activity, including, but not limited to sexual
intercourse. In 2002, the CDC reported that only
46% of boys and 49% of girls indicated no
sexual contact, demonstrating that the “sexual
delay” trend is moving in the right direction. 277
This encouraging trend cannot be underestimated, considering that today’s teens are
growing up in the most sexually explicit culture
in the history of this nation. This is a clear
indication that the SRA approach resonates
with teens.

Teens. Youth also support the SRA approach.
The 2010 HHS report, National Survey of Adolescents and Their Parents: Attitudes and Opinions
About Sex and Abstinence, reported that most
adolescents support premarital abstinence and
oppose sex while in school: “62% say that it is
against their values to have sex before
marriage; 75% believe that having sex would
make life difficult; 84% oppose sex at their age;
69% oppose sex while in high school.” 271
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Effectiveness of the SRA Approach

Self-efficacy is one example of a mediator. It
refers to a person’s level of confidence toward
a certain behavior. If an individual has a
strong sense of self-efficacy, the person is
more likely to perform the behavior. Therefore, self-efficacy is commonly assessed to
predict the success of theory-based interventions. 278

Policy-makers are right to require accountability for
federally funded programs. They should expect
programs to prove that they are a wise outlay of
taxpayer dollars. Sex education is no exception. Over
time, programs should be expected to demonstrate
significant improvement in student sexual health
outcomes. As a general rule, researchers expect it to
take at least one generation (approximately one
decade) before new programs begin to show any
evidence of effectiveness. The CSE approach has
received federal funding since the early 1970s, yet
shows very limited effect on the optimal protective
factors, especially in the school setting (see Part 1,
for greater detail). The SRA approach has received
broad federal funding (though to a lesser degree
than CSE) since the late 1990s. Therefore, one would
expect to see early-stage empirical data on the
effectiveness of implemented programs. A growing
body of evidence is emerging to demonstrate that
SRA abstinence-centered education works for youth,
regardless of their sexual experience.
The Effectiveness of Abstinence.
Abstinence works. Every time. By its very
definition, abstinence is 100% effective at
preventing all the possible consequences of
sex. No sex: no pregnancy, no STDs, no
emotional consequences. More adolescents
are choosing to abstain, so the approach is a
realistic response to the troubling consequences of teen sex.

Many SRA abstinence education programs
demonstrate significant shifts in teen mediators that predict positive sexual risk avoidance behavior. The theories of Planned
Behavior, Reasoned Action, and Developmental Assets 279 intuitively point to the importance of mediators such as pro-abstinence
attitudes and commitment, peer independence, behavioral intentions, and self-efficacy
toward abstinence. Researchers acknowledge
that such measures tend to be strong predictors of risk avoidance behaviors. 280 One
researcher tested specific cognitive
constructs and found " Behavioral Intention is
viewed as the variable which has the most
influence (on adolescent sexual behavior)
and the related constructs in the model
include self efficacy, called Abstinence
Efficacy, outcomes expectancies, called
Future Impact of Sex, rationalizations, called
Justifications for Sex, and social norms, called
Abstinence Values." 281A longitudinal study of
an abstinence program that implemented
these mediators found that "the observed
effect of the program on sexual
experience/initiation was almost entirely
explained or mediated by the programtargeted cognitive constructs." 282As a result,
HHS added this SRA program to their list of
recommended Teen Pregnancy Prevention
programs. 283(See Part 1 for further discussion) This study demonstrates that positive
changes among key behavioral mediators
can predict positive behavior results, when
implemented with fidelity and meaningful
purpose.

The Emerging Research – Positive change
on behavioral mediators.
A significant body of research focuses
entirely on measuring mediators of behavioral change. This research provides promising evidence that students in an SRA
program will demonstrate positive behavior
change in the future. An evidence base for
understanding predictors of behavior
change is emerging in evaluation research
practice. Mediators provide important
indications of an individual’s intent or
predictability toward a given behavior.
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HHS held risk prevention evaluation conferences in 2010, 2007, and 2005. At these
conferences, 43 SRA programs presented
results of their program evaluations. Each
shared positive results on important mediators that tend to predict decreased sexual
initiation rates. Before research results could
be presented, each program proposal was
reviewed by a peer-review team to assure
that proper research protocols were followed
and that the findings were of value to the
field. The following SRA abstinence programs
were among those that presented their
promising intermediate findings at one of
the three HHS Evaluation Conferences: 284

Program

State

Important Findings

Positive Choices

Ohio

Greater commitment to
abstinence-untilmarriage by participants
reporting having had
sex before the program
and those reporting that
they had never had sex.

Generation
W.A.I.T.

Missouri

Better understanding of
sexuality and the
importance of developing healthy relationships contributing to a
reduction in the
number of teenage
pregnancies and
reported sexually
transmitted infections.
Adjustments in
knowledge, attitudes,
and behavioral
intentions among

Program

State

Important Findings

Healthy Futures

Massachussets

Pursue Your
Dreams

Missouri

Improvement in
self-efficacy, future
orientation & positive
change in attitudes,
knowledge and
intention to abstain.

The RIDGE Project

Ohio

Abstinence Til
Marriage (ATM)

Ohio

Project SOS

Florida

Families’ Trust

Arizona

Friends First

Colorado

Commitment to
abstinence,
improved self-efficacy.
Attitudes persisted 12
months after program
end.
Increased knowledge of
physical, social and
emotional consequences of sexual
activity; beliefs in
abstinence; mastery of
prevention skills; and
communication with
parents about sexual
decisions.
Improvement in
abstinence intentions;
parental support; parent
comfort talking to child
about abstinence;
parent having talked to
child about abstinence;
and parent/child quality
of communication.
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Saints Mary and Illinois
Elizabeth Medical
Center (SMEMC)

Positive impact on
participants’ behavioral
intentions regarding
abstinence, knowledge
of the consequences of
sexual activity before
marriage, and decisionmaking/refusal skills.
High percentage of
respondents pledge
abstinence until
marriage, understand
the associated
negative future
consequences and
their ability to commit
to abstinence even if
they have already had
sex.
Primary and secondary
treatment effectiveness
evidenced by robust
change for variety of
subgroups. Positive
changes also for
students who perceive
their parents as
advocates of the
abstinent.
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Program

State

Important Findings

ProjecTruth

New York

Consistently significant
and lasting effect on
knowledge, attitudes,
intentions and
parent-teen communication behaviors.
Positive effect on
refusal skills, attitudes
toward abstinence by
middle school students
and knowledge.

Right Choices for Texas
Youth (RCY)

Pure & Simple
Lifestyle (PSL)

Kansas

Positive impact on teen
attitudes or perceptions
of abstinence, perceptions of consequences
of risky behaviors,
parental involvement,
parental relationships.

JCCA’s Resolve
Program

New York

Elevated self-esteem
and increased understanding of value of
abstinence as best
choice to avoid
unwanted pregnancy.

Lighthouse
Outreach

Virginia

Heightened commitment by virgins and
non-virgins to remain
abstinent or to become
abstinent.

Project
ThinkSmart

Florida

Demonstrated intent of
youth to remain
sexually abstinent.
Improved personal
self-efficacy,
abstinence knowledge
and parental communication for both male
and female and those
with and without
sexual experience.
Campaign effective in
parental encouragement, particularly
among mothers, of
their children delaying
sexual activity as well
as the utilization of the
4parents.gov website.

Better Family Life Missouri

Parents Speak Up Nationwide media
National
campaign
Campaign
(PSUNC)

The Emerging Research – Positive behavioral change.
Positive behavioral mediators are intended
to impact behavioral change. This section of
the report focuses on the actual measurement of behavioral change among the
targeted population. More rigorous research
focuses on the measurement of positive
behavioral change among the target population. Behavioral research is important to
describe, explain and predict behavior. It
provides the most rigorous level of evidence
for the effectiveness of an intervention.
Rigorous behavioral research is very difficult
to perform in school-based and casual
community settings for several important
reasons, which will be discussed below.
However, despite its difficulty, SRA programs
are building an impressive body of behavioral research within these very difficult
settings. In fact, 25 peer-reviewed studies
have demonstrated significant and positive
behavioral change among student participants. Each study is summarized in a table
within this section. A recent SRA curriculum,
which was added to the HHS list of 31
“proven effective” programs successfully,
overcame all of the research flaws evident in
the majority of CSE programs on the list. 285
(It is listed in this section and described in
greater detail in Part 1 of this report.)
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a) Challenges to measuring behavioral
change.
Although quantitative behavioral
research is very important to identifying model risk avoidance programs,
there are also several challenges that
make it difficult for school and
community-based programs to implement such rigorous research:

Limited Understanding of
Research Design: In the world of
published research, most empirical inquiry is designed,
conducted, and analyzed by
scholars who understand
research methodology and know
what is necessary for completed
research to be taken seriously.
While understanding the needs
of their targeted population,
many community-based organizations may not understand the
challenges of a research project
and the need to meet standard
protocols. Therefore, they may
overlook the rigors of detailed
research that may become
“deciding factors” when peerreviewed journals evaluate the
publishability of a study.
o Expense: Behavioral research is
expensive and community-based
SRA programs rarely have
adequate funding to implement
a rigorous research design.
University researchers or scientists conduct most behavioral
research with special grant
funding for that specific purpose.
Federal SRA funding was initially
set up as a service grant that later
mandated that grantees perform
rigorous research. However, the
mandate did not include the
necessary research funding.
Even when evaluations were a
required part of the SRA project
design, the funding covered
expenses to monitor outcomes,
but was insufficient for most to
employ a serious empirical study.
o

o

Time: Conducting rigorous
behavioral research takes time.
From the moment the research is
begun until the time it is
published often takes several
years. The disadvantage of time is
compounded by the fact that
each year of research adds to the
expense of the endeavor.
o Setting: Quantitative research
studies behavior under
controlled conditions and is most
effectively used in a clinical
setting because all variables of
the study can be carefully
controlled. For example, new
drugs are often tested in a
carefully monitored laboratory
setting using the most rigorous
quantitative research method,
randomized control trial or the
research is conducted in a clinical
setting such as a medical clinic.
In real-life situations, such as
school-based SRA abstinence
education programs, however,
variables are more difficult to
control. Many school districts do
not allow researchers to collect
behavioral data, therefore,
receiving approval from school
officials is more difficult to
obtain. Additionally, students
may move to another school
before the research is completed,
making their initial data useless.
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Nearly 170 SRA programs were
midway in behavioral research
studies, however, when Congress
eliminated the CBAE abstinence
education funding. A number of
the programs had promising
intermediate results, but were
unable to complete the study
when the federal funding was
pulled from their programs
midstream in the five-year cycle.
b)

Eighteen are recent studies, with six
demonstrating significant delay in
sexual initiation for one to two years
after the program ended. 286 Most
research was obtained within the
school setting. The results are remarkable and consistently reveal three
noteworthy findings.
Compared to their peers, students in
SRA program are: 285

Positive research results.
Despite these very real and serious
challenges, however, SRA education
has an impressive and growing body of
research pointing to its effectiveness.
To date, 25 peer-reviewed studies show
statistically significant evidence of
positive behavioral impact for students
with all levels of sexual experience.

1. Much more likely to delay
sexual initiation;
2. If sexually active, much more
likely to discontinue or
decrease their sexual activity;
3. No less likely to use a condom
if they initiate sex.
A summary of each study is briefly described in the
following table.
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Program

State

Main Results

Choosing The
Best 288

Georgia

Youth in the 9 grade who were
presented the Choosing the Best
curriculum were less likely to
initiate sexual intercourse than a
comparison group at the end of the
school year.

Heritage
Keepers 289

South Carolina

PEERS
Project 290

Indiana

Youth in 7-9 grade who were
provided the Heritage Keepers
curriculum were significantly less
likely to initiate sex than a
comparison group at 12 month
follow up. This program is also
included on the HHS “proven
effective” list. See Part I of this
report for more information.
Years of intervention were
associated with higher rates of
passing state exams.

Jemmott Study
of Inner City
Youth 291

Pennsylvania

Sex Initiation:
• 32.6% that received abstinence
intervention
• 51.8% that received “safer sex”
• 41.8% that received
“comprehensive” sex education
• 46.6% of the control

Reasons of the
Heart 292

Virginia

Program Group virgins 46% less
likely than Comparison Group
virgins to initiate sexual intercourse
after one year.

th

Key: Comparison Group in
Red/Orange 287

th
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Each year the SRA program was
presented, it was associated with
almost a 1.5% increase in standard
achievement test pass rates.
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Game
Plan/Aspire 293

California

• Significant gains for
participants completing
program in areas of “Intent to
Practice Abstinence” and
“Practice of Abstinence
Behavior.”
• At 6-months, non-program
participants 4x times as likely
to engage in sexual activity.

Choosing the
294
Best

Georgia

Program participant 43% less likely
to initiate sex than non-program
participant (21.6% vs. 11.5%).

Heritage
Keepers®: A
Replication 295

Georgia

10.1% of Program Group initiated
sex 10 months following program
vs. 24.4% in the Comparison
Group.

Choosing the
Best/ STARS
Georgia 296

Georgia

• Control Group shows 9%
increase pre-test to post-test of
participants reporting ever having
sex (28% to 37%).
• Program Group establishes
much lower increase pre-test to
post-test of participants reporting
every having sex (31% to 34%).
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WAIT
Training,297

New York

Participants in the L.I. Teen
Freedom Program were nearly 3
1⁄2 times (OR) more likely than
average to maintain abstinence
12 months after participating in
the program.

The RIDGE
Project, Inc. 298

Ohio

Of respondents expressing
intention to abstain from all sexual
activity until marriage, 93% overall
and 34% of those previously
sexually active, report no sexual
activity on follow-up survey.

Earle School
District 299

Arkansas

Since start of the WAIT Training
abstinence program in 2001, teen
pregnancy in the senior class has
dropped from 1 in 2 girls (2001) to
1 in 10 girls (2009).

Heritage
Keepers 302

South Carolina

Program virgins about one-half as
likely as comparison group virgins
to initiate sex by the 12-month
follow-up.
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Arkansas Title
V Funded
Programs 300

Arkansas

Sex Can Wait 301 Arkansas

Sexually experienced teens and
sexually inexperienced male
teens who received abstinence
education were about twice as
likely to be sexually abstinent
one year later than those who
did not.

At the high school level,
statistically significant differences
in treatment and comparison
groups with students in the
program group less likely to report
participation in sexual activity ever
or in the last month.
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Best Friends 303

Washington, DC

Program girls much more likely
to abstain from sexual activity
than YRBS respondents.

Pure & Simple
Lifestyle (PLS) 304

Kansas

• Increase in self-reported
abstinence from pre to postintervention.
• Participants in the comparison
group reported a decrease in the
number of always-abstinent
responses.

Not Me Not Now 305 New York

The adolescent pregnancy rate
dropped from 63.4% to 49.5%.
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For Keeps 306

Ohio

Sexually active students
exposed to the intervention
reported fewer episodes of
sexual intercourse and fewer
partners.

Worth the Wait 307

Texas

Teen pregnancy rate declined from
34.8% to 16.1%.

Abstinence By
Choice 308

Arkansas

• 5.9% of 8 grade girls in program group
had initiated sexual activity compared to
10.2% in comparison group.

Stay SMART 309

National

Reduced levels of recent sexual activity two
years after program by youth who had
engaged in prior sexual activity.

th
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Facts 310

Oregon

Twelve-month transition rates from
virgin to non-virgin status at one-year
follow up significant.

Teen Aid/Sex
Respect 311

Utah

High school students with low to medium
levels of sexual values sexual initiation rate
at 22% for program vs. 37% for control
teens.

Teen Aid Family
Life Education
Project 312

Washington

Reduced sexual initiation rates among highrisk high school students by more than onefourth: 37% vs. 27% for control group.

Together, these twenty-five studies confirm
that SRA abstinence education is a promising
evidence-based field. With adequate funding,
new studies will surely emerge. The research is
important, but the lives of the youth who
comprise the “statistical significance” in the
research are far more important. Continued
investment in SRA research is vital in order to

identify the most effective applications of the
SRA approach in real-life school and
community-based settings. In that way, the
maximum number of youth can receive the
information and skills they need to make
choices that will result in optimal health
outcomes.
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A Framework for the Future.
The accumulating body of research provides meaningful data in identifying promising practices in the
implementation of SRA programs in new communities. In addition, the CDC recently funded the
development of SMARTool by the Center for Relationship Education. 313 This systematic tool helps to
assess “components of effective programing,
describe critical areas of curricular development,
and identify training processes that support sexual
risk avoidance programs.” 314 This important
resource will assist SRA organizations to incorporate
data-driven practices into their implementation
strategies, assuring that their programs are built
upon an effective framework. More rigorous
research is needed and this helpful tool will assist
the field in that pursuit.

Despite claims to the contrary:
o It was ideology, not science that led to the
defunding of abstinence education in FY
2010, and as a direct result ….
o It was ideology, not science that led to 169
longitudinal studies on the effectiveness
of abstinence education to be halted
midstream.
o It was ideology, not science that led critics
to cite the results of a 2008 Mathematica
Policy Research study as proof of the
ineffectiveness of abstinence programs,
despite the fact that the study’s own
researchers cautioned against making
such sweeping conclusions. 316
o It was ideology, not science that led to the
spurious and inaccurate 2004 Waxman
report, The Content of Federally Funded
Abstinence-only Education Programs.

The Role of Ideology.
Unfortunately, ideology has played far too great a
role in shaping the future of the SRA approach.
Opponents insist that they only want to assure that
“evidence-based” programs are funded. However,
during a 2008 House Oversight and Government
Reform Committee Hearing called to investigate the
effectiveness of abstinence education programs, the
assembled witnesses revealed a more ideological
agenda. During the proceedings, Rep. Virginia Foxx
asked the 7 witnesses if they would support voluntary funding for abstinence education programs if
they were shown to be as effective, or more effective than “comprehensive” sex education programs.
Five of the seven expert witnesses quickly
responded, “No.” 315 In other words, the actual
agenda of the hearing was not really to assess the
evidence for abstinence education; it was to infuse
their ideology into the debate in order to undermine the SRA abstinence approach. Sadly, this
scenario is not unique.

Funding
Disparities & Savings
________________________
Disparities
Since SRA education promotes the optimal health
outcomes for youth, it makes sense that it would
receive priority funding in a national public health
agenda. However, this is not the case. Since the start
of recent federal funding for SRA education in the
1980s, its share of the sex education funding pie has
always been very small. 317 When George W. Bush
was a candidate for President he supported equalizing funding between SRA and CSE by “spending at
least as much on abstinence education as on teen
contraception programs.” 318 His support for
balanced funding was predicated on his support for
a way to prevent all the risk associated with teen
sex, saying: “The twin epidemics of teen pregnancy
and sexually transmitted disease are a major problem for the future of America.” 319
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However, while his support for SRA and the creation
of CBAE did increase the funding for programs
promoting risk avoidance, it did not eliminate the
disparity between SRA and CSE. In 2008, near the
end of the Bush presidential term, HHS released a
report entitled, Health and Human Services Funding
for Abstinence Education, Education for Teen Pregnancy and HIV/STD Prevention, and Other Programs
that Address Adolescent Sexual Activity. 320 This
comparative funding analysis between the SRA and
CSE approaches found that even after President
Bush aggressively worked to equalize funding, less
than one quarter of all sex education funds were
allocated to abstinence education.321

Under the Obama Administration, the disparity
skyrocketed. The President called for defunding all
SRA programs and nearly succeeded in his quest. In
addition, he signed the Teen Pregnancy Prevention
and PREP programs into law, further expanding the
priority and funding for CSE. Today only $1 is spent
on SRA programs, for every $16 spent for CSE
education and related services, as illustrated in the
following graph: 322
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But escaping teen pregnancy is not an adequate
prevention priority alone. It is essential that reducing the rate of teen sexual activity become of
greatest importance if America hopes to curb the
spiraling costs to taxpayers. For example, the
expense of treating the teen STD epidemic is
conservatively estimated to cost taxpayers $4.5
billion annually. 329 Effective SRA programs reduce
teen sexual initiation by about 50% so they offer a
sizeable return on investment. 330 In addition, it is
estimated that at least one half of the decrease in
teen pregnancy is related to an increase in abstinence among teens. 331 Costs associated with
mental health services for sexually active teens are
difficult to quantify, but it is clear that abstinent
teens avoid all the negative physical and emotional
consequences resulting from sexual activity. It is
also clear that working to achieve the SRA optimal
health outcomes can reap physical, emotional and
economic benefits not only for individuals, but for
society at large.

The Public Health and Prevention Fund, a part of the
PPACA, is not included in the analysis but could be
in future years because these funds could easily
focus on CSE initiatives, as a portion are so targeted
in FY 2013. 323 The Secretary of HHS received total
discretion for its use, so long as it contributes to
prevention and public health. This fund is not
subject to congressional oversight or approval. The
Fund provided $500 million to the Secretary in FY
2010, increasing to an annual allocation of $2 billion
and thereafter in perpetuity. 324 It is likely that a
portion of this fund will continue to be used to
expand the already generous funding allotted for
CSE programs.
Critics of SRA insist that only two funding streams
exist for CSE education: the new Teen Pregnancy
Prevention Program (TPP) and the new CSE Personal
Responsibility Education Program (PREP) state block
grant. While it is true that only these two programs
are solely focused on the CSE approach, many other
larger programs contain monies for CSE - funding
that was originally disclosed in a 2008 HHS funding
analysis. The analysis has been updated in the
attached graph. It also bears noting that of the $100
million specifically appropriated to the TPP
program, $20 million was awarded directly to
Planned Parenthood affiliates, providing yet another
funding stream for their controversial agenda. 325

Conclusions
and________________________
recommendations for policy
________________________
and
funding
changes
_________________
America’s teens need all the encouragement and
tools that are available to protect themselves from
the negative influences of today’s sex-saturated
culture. Unfortunately, current national sex education policy and messaging only reinforces the
harmful trend of normalizing teen sexual experimentation. These policies undermine optimal health
outcomes by omitting any real priority on sexual risk
avoidance. And a careful examination of CSE
research results confirms their ineffectiveness in
impacting the important behavioral indicators that
matter in the sexual health of youth. (See part 1 of
this report for further detail.) This is particularly
evident in the school-based setting where most of
America’s teens are reached. Sadly, present policies
have too-often exchanged sound, science-based
public health policy for ideological posturing.

Savings
Although it is impossible to calculate a quantifiably
accurate measure of the savings to the individual
and to society when teens delay sexual behavior, it
is widely acknowledged that positive lifestyle
changes “are among the most cost-effective ways to
improve health.” 326 There is little debate that teen
sexual activity carries with it a host of potentially
harmful and costly consequences to individuals and
society at large. In 2010, HHS indicated “preventing
teen childbearing could save the U.S. about $9
billion per year.” 327 It could also reduce the
economic burden associated with the increased
likelihood of teen mothers dropping out of school,
being unemployed or underemployed and depending upon public assistance. 328
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A new strategy is needed. An effective proven
strategy that approaches sexual risk in the same way
that youth risk behaviors like underage drinking,
smoking, and illicit drug use are addressed. Youth
should not be confused by government-sponsored
programs that minimize the potential risks associated with sexual activity and which make it appear
that sexual risk-taking has lesser potential consequence than other teen risk behaviors. Public health
policy must not omit the medically accurate information that unmarried teen sex even with a
condom – is still risky behavior. Condom usage
rates continue to rise; yet the rates of STD among
youth have not abated. It is time for policy makers
to recognize this alarming correlation and to abandon the foolish expectation that we can achieve
different outcomes by continuing to fund the same
failed CSE risk reduction policies of the past several
decades.

Therefore, national sex education policy must
immediately change to reflect the following
priorities:
o Place a clear and unquestionable priority on
sexual risk avoidance. Priority is measured by
the content of the programs initiated and the
funding directed to those programs. A clear
priority on sexual risk avoidance means that all
themes and topics within the program encourage and empower teens to choose or regain a
lifestyle that avoids all sexual risk.
Maintain a separate, unique funding stream for
risk avoidance. So long as sex education remains
a contentious issue, the only way to ensure that
sexual risk avoidance secures the proper and
needed emphasis is to create and maintain a
unique program and funding stream devoted
exclusively to the SRA approach.
o Discontinue federal funding for any programs
that compromise teen health by normalizing
sexual activity. Any program that perpetuates the
view that sexual experimentation is an acceptable risk behavior for teens should receive no
taxpayer funds. The federal government should
never be in the business of condoning risky
behaviors, either implicitly or explicitly.
o Increase public awareness of the fact that all
nonmarital teen sex is risky. Adolescents’ physical
and emotional development places them at
special risk for negative consequences to sexual
activity. Yet many parents, policy-makers and
teens are not aware of this fact. Changing the
cultural norms begins by communicating that
unmarried teen sex even with the use of a
condom and contraception, is high-risk behavior.

The good news is that, increasingly, adolescents are
choosing to wait for sex. Sex education policy must
reinforce the healthy decisions of the majority and
strive to further increase those numbers in the
overall youth population. The goal is ultimately to
effect a positive change in cultural norms, similar to
that reached with the successful anti-smoking
campaign. Youth need advocates who believe that
they are capable of rising to the high expectations
of risk avoidance and that even if they have made
risky decisions in the past, they can make healthier
ones in the future. The benefit to the individual, the
cost benefit to our economy and to the overall
prospects of future family formation cannot be
underestimated. SRA education is built upon a
sound theoretical base and is demonstrating
empirical evidence of success that must be recognized. Parents, teens, and advocates on both sides
of the political aisle support it. Thus, SRA education
is a wise investment in the future of our youth and a
necessary requirement to improve societal health.
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o Integrating the SRA themes in all appropriate
federal programs will amplify healthy messaging
and streamline best health outcomes that inform
the economic and sociological health of our
nation. This integration should take place within
the larger context of youth-focused prevention
and intervention programs, welfare reform
legislation, as well as marriage strengthening
and relationship building initiatives. Changing
the cultural norms regarding teen sexual activity
begins with adolescents consistently receiving
healthy SRA messages from multiple sources.
Use of strategies to increase protective factors in
youth, through the use of resources, such as the
SMARTool, can help to streamline scientific
constructs across a variety of programs.
o Establish benchmarks for reducing non-marital
teen sexual activity, rather than merely focusing
on pregnancy prevention. The optimal health
outcome is sexual delay, preferably until
marriage. Teen pregnancy prevention, while a
commendable secondary goal, does little to
address the many consequences of sex that are
not “pregnancy” related. Moving the reduction
of non-marital teen sexual activity to priority
status in all sex education and teen health policy
requires health benchmarks for incremental
success in reaching that goal. Short and longterm benchmarks keep the attention clearly
centered on attaining this goal.
o Require a sexual activity cessation intervention in any federally funded program that
addresses adolescent at-risk behavior. Students
and teens that are engaged in sexual activity
deserve information and skills that will assist a
return to a risk-free behavior. Research shows
that they are receptive to this information.

o Ensure that adolescents have equal access to
funded sexual risk avoidance education. As
long as the federal government continues to
fund sex education efforts, equal access for
teens and true “choice” for states and communities is best provided by assuring that a unique
SRA program is always one of the federally
funded programs available to states and communities. In this way, community standards
and local control can continue to be central
concepts that direct sex education choices.
o Support parents or engaged caregivers in their
responsibility to be the primary sex educators
of their children. Public policy efforts should
always defer to the unique relationship
between the involved parent and child and
work to strengthen that bond. Federal sex
education policy, programs and funding should
serve to empower parents to effectively and
confidently share the advantages of sexual risk
avoidance with their children, rather than to
undermine those efforts.
A careful, objective, and thoughtful review of the
information contained within this report should
begin a new and productive sex education
conversation. The proposed priorities will place
America’s sex education policy on healthy, solid
ground. If implemented, they will, for the first
time, bring consistency to the way in which
federal policy treats all negative youth risk behaviors - one that values optimal health outcomes
first and foremost. America’s youth deserve no
less.
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