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The debate about “abstinence” vs. “comprehensive” sex education has been occurring for at 

least three decades.b  The common ground that drives these competing approaches is concern about 
the negative consequences of adolescent sexual activity to the health and well-being of individuals 
and society.  This debate has been re-energized recently by the release of findings from a national 
study by Mathematica Policy Research, Inc., in which four different abstinence education programs 
were selected as subjects for a long-term evaluation.  This study reported that teen participants in 
these abstinence programs did not abstain from sexual activity more than non-participants, when 
measured 2½ to 5½ years after the program ended.1 

These results have caused some to conclude that the abstinence approach to preventing teen 
sexual risk behavior does not work.  As one advocate of the “comprehensive” approach stated, 
“This report should serve as the final verdict on the failure of the abstinence-only industry in this 
country.”2  Implicit in such statements is the corollary conclusion that the comprehensive sex 
education approach does work.  Neither of these conclusions is supported by the full body of 
research evidence about “abstinence” and “comprehensive” sex education. 

While new evidence can add to the debate, it should never be accepted without scrutiny, and 
should be viewed alongside the broader base of evidence upon which important policy questions 
must rely.  We have reviewed that body of evidence pertaining to “abstinence” and 
“comprehensive” approaches to education regarding teen sexual activity.  Our institute has also 
conducted more than 100 evaluations of abstinence education interventions in 30 states over the 
past 15 years.  We draw on this broad base of evidence to share the following observations. 
 

• Many serious problems are associated with adolescent sexual activity. 
• Condom interventions have serious limitations. 
• When held to the same criteria employed by the Mathematica evaluation, comprehensive 

sex education programs do not appear to work.  
• The Mathematica study, and the four programs it evaluated, cannot be generalized to 

represent the efficacy of abstinence programs in general. 
• Several well-designed evaluations of abstinence programs have found significant, long-

term reductions in adolescent sexual activity. 
• Abstinence education offers benefits to adolescents and society that are not found in the 

comprehensive sex education approach. 
• Abstinence interventions are most effective if they incorporate what has been learned 

about how to reduce adolescent sexual risk behavior. 
 

We have found that well-designed and well-implemented abstinence education programs 
can reduce teen sexual activity by as much as one half for periods of one to two years.  For a more 
detailed discussion of each of our points above, see the pages that follow. 
                                                 
a Stan E. Weed, Ph.D., Irene H. Ericksen, M.S., Paul Birch, M.S., Joseph M. White, Ph.D., Matthew T. Evans, Ph.D., Nicole Anderson, M.S.  (Refer 
questions to WeedStan@aol.com.) 
b “Comprehensive” interventions place primary emphasis on teaching prevention methods for sexually active teens, centered on the use of condoms, 
although some also present abstinence as the preferred option.  “Abstinence” interventions place primary emphasis on teaching the postponement of 
sexual initiation or the discontinuation of sexual activity, and often include information about the limits of condoms in preventing STDs.  For the 
purposes of this paper, we will also refer to comprehensive sex education as condom-based interventions. 
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I. Consequences of Teen Sex—In 2005, 63.1% of American adolescents had experienced sexual 

intercourse by the end of high school.3  Many serious health and social problems in American 
society are related to teen sexual activity.  These include: 

 
A. Teen Pregnancy:  One in 13 high-school-age girls becomes pregnant each year in America.4  

Adverse consequences associated with teen pregnancies include abortion, unwed teen 
parenthood, father absence, poverty, welfare dependence, and the growth of drug abuse, 
gang culture, and crime.5–9 

 
B. STDs:  STDs have emerged as a significant threat to adolescent health.  The consequences 

include chronic pelvic pain, genital lesions, lifetime infection, infertility, ectopic (tubal) 
pregnancy, damage to unborn children, cancer, and in some cases death.10–13  Adolescent 
STD rates are higher than rates for all other age groups.  One quarter of sexually active 
teens have an STD,1 and adolescent rates for most STDs are on the rise.11,14,15  The growing 
STD problem has been called a hidden epidemic.11,16  The direct medical cost of 9 million 
new cases of STDs that occurred among U.S. adolescents and young adults (15–24-year 
olds) in the year 2000 was estimated at $6.5 billion (in year 2000 dollars).17 

 
C. Poorer Emotional Health:  There is a strong association between sexual activity and poor 

emotional health for adolescents. 
1. Sexually active teens are more than twice as likely as virgin teens to be depressed or 

attempt suicide.  Adolescents report a drop in self-esteem after initiating sexual 
intercourse, and the majority express regret for becoming sexually active.18–21 

2. Sexually experienced teens, especially girls, are much more likely to experience dating 
violence than their virgin peers, and sexual exploitation (such as statutory rape) and 
unwanted or forced intercourse/rape are not uncommon among sexually experienced 
teen girls.  In 2005, one out of eight 12th grade girls in the U.S. reported being 
physically forced to have intercourse against her will.3,22,23 

 
II. Condom Limitations—Condom use is advocated by many as the best protection for the 

sexually active from both pregnancy and STD transmission.  Yet many consequences of teen 
sexual activity are not prevented by condom use. 

 
A. Even with consistent and correct use (which is rare), condoms may diminish but do not 

effectively prevent STDs that are spread through skin-to-skin or skin-to-sore contact.  
These STDs are on the rise in the adolescent population.24–27 

 
B. After 20-plus years of comprehensive sex education efforts in the U.S., adolescent rates of 

consistent condom use are not high enough to eliminate the STDs for which condoms are 
most preventive, such as HIV, let alone STDs for which condoms are least preventive.  
Adolescents contract one fourth of all new HIV infections.15  Among sexually active U.S. 
teens, only 47.8% of males and 27.5% of females report using condoms consistently over a 
one-year period.28  Efforts to improve those rates have not proven successful. 

 
C. Consistent condom use cannot prevent the negative emotional impact or the sexual 

exploitation and sexual violence that are associated with teen sexual activity, as described 
above. 
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III. Failure of Comprehensive Programs—When studies are held to the same criteria as the 

Mathematica evaluation (random assignment, a follow-up period of 2½ to 5½ years, a high 
level success criteria), there is ample evidence that condom-based sex education interventions 
do not work.  In the past 20 years, studies evaluating abstinence education programs have been 
limited in number and in rigor, while during the same time period research on comprehensive 
sex education has abounded.29–32  One recent and thorough summary of this research33 
reviewed 50 well-designed evaluation studies of comprehensive sex education programs in the 
United States, going back to 1990, and included these findings: 

 
A. None of the programs increased the prevalence of consistent condom use (CCU)c among 

adolescents for a period greater than one year. CCU is the only condom measure that 
approaches the stringent standard of the abstinence measure.  Only one program produced a 
significant increase in the prevalence of CCU that was sustained for a period of one year.35 

 
B. Thirteen control trials of comprehensive sex education found no increase in teen condom 

use for any period of time. 
 
C. Only two comprehensive sex education programs succeeded in improving less stringent 

measures of teen condom use (not CCU) for a period longer than two years, and none lasted 
beyond three years. 

 
IV. Mathematica Study Limitations—The Mathematica study, and the four programs it 

evaluated, cannot be generalized to represent the efficacy of abstinence education or of 
comprehensive sex education. 

 
A. The Mathematica Study Did Not Examine Comprehensive Sex Education Programs:  The 

interpretation some have ascribed to the Mathematica report is that “abstinence programs 
don’t work, therefore we must provide “safer sex” programs to reduce the risks of early 
sexual activity.”  The Mathematica study did not draw this conclusion, did not examine safer 
sex programs, nor suggest that they are the obvious default if abstinence programs are not 
successful.  A substantial number of studies have examined condom-based interventions and 
can inform policy decisions.  In summary, of 50 rigorous studies spanning the past 15 years, 
only one of them reports an improvement in consistent condom use after a period of at least 
one year.35  This study showed that 58% of females visiting a health clinic for STDs one 
year after the CCU intervention reported CCU while the control group reported 45%.  The 
other 49 studies either did not measure CCU (the best comparison with abstinent behavior), 
or did not find a significant program effect of at least one year.33  This pattern of evidence (1 
success out of 49) does not provide a reasonable basis for replacing abstinence education 
with a condom-based sex education policy. 

 
B. Cross-contamination of Program Effects:  The benefits of a random assignment research 

design are best realized when the treatment and control group can be kept separate and their 
integrity can be maintained.  In this way, the treatment or “medicine” is not shared between 

                                                 
c CCU is the behavior upon which the reductions in STDs that are attributed to condom use are based.  There is some evidence that inconsistent 
condom use contributes to increases in STD rates.34  Thus, any condom-based program that does not increase CCU should not be called effective at 
STD prevention. 
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the groups.   However, in field experiments, this requirement is difficult to achieve, 
especially with teenagers, and particularly with an intervention that deals with a topic as 
highly charged as sex.  Students randomly assigned to the two groups don’t live in these 
groups—they interact with friends, siblings, and dating partners in the other group.  Any 
new values or behaviors adopted by each group are shared across the groups, and the longer 
that sharing lasts the more likely it is that the differences between the two groups will 
disappear as their attitudes, values, beliefs and behaviors merge over time. This cross-group 
contamination is likely to be a stronger intervention than a typical one-hour-per-day short-
term intervention. With almost six years for this spillover effect to operate, this would 
minimize the measurable differences between the groups, even if the program had 
successfully reduced the participants’ sexual activity. The Mathematic study did not address 
this problem, nor did it make exception for it in reporting its findings. This limitation and 
those that follow demonstrate that it requires more than an initial random assignment of 
participants to claim a “gold standard” study.  It also illustrates how difficult it is to do good 
field studies. 

 
C. Non-Representative Study Sample:  The high-risk population used in the study does not 

represent the teen population in the U.S.  (The majority of the sample were African 
American youth from poor, single-parent households—see pp. 9 and 20.)  The fact that these 
programs produced no impact on this sample does not indicate whether these same programs 
would have had an impact on a more representative group of teens. 

 
D. Unusually Long Follow-up Timeframe:  The follow-up time frame employed in this study—

2½ to 5½ years after the program end—is too long for any type of sex education 
intervention to have a sustained effect on behavior without interim reinforcement of the 
program message.  We are not aware of any evaluations of comprehensive sex education 
programs that have shown positive changes in teen condom use after three years, and are 
aware of only two that have shown impact after two years, and these were using the lower 
standard of success. A myriad of negative influences operate in adolescents’ lives to 
overpower any initial program effect that may have occurred so far in the past.  An outcome 
evaluation with a 5½ year follow-up time period and no interim program reinforcement does 
not provide a realistic indication of program effectiveness. 

 
E. Inappropriate Timing of Program Dose:  The age group for the interventions in the 

Mathematica study was quite young—elementary and early middle school.  Some were as 
young as 4th and 5th grade.  The interventions did not continue, follow-up with, or reinforce 
the initial treatment during the key years (9th, 10th, 11th grade) when transition into sexual 
activity typically occurs.  Thus, the treatment was not delivered or reinforced when it was 
most relevant and needed.  As stated in the Mathematica report “the findings provide no 
information on the effects programs might have if they were implemented for high school 
youth or began at earlier ages but served youth through high school” (p. 61).  At the outset 
then, the evaluation started with programs that had little hope of impacting behavior in the 
long run. 

 
F. Inadequate Utilization of Mediator Variables:  A major disappointment with the study was 

the insufficient attention given to identifying and tracking the important causal factors that 
mediate adolescent sexual risk behavior.  The study’s generic logic model was not tailored 
to the four specific programs, and therefore the specific theory of these programs was not 
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tested. Without understanding and monitoring these causal factors, success or failure cannot 
be understood or explained, intervention modifications can not be made, and longer term 
program potential cannot be identified.  Of the mediating variables they did measure and 
test, only two showed a significant relationship to the targeted behavior, but neither of them 
showed significant pre-post change.  A more appropriate evaluation model for new and 
developing programs is one that would share interim data with programs to support their 
evolution and improvement.  In Mathematica’s case, data was not shared with the programs 
until four or five years later.  Had we taken that approach with some of our own program 
evaluations, (e.g., Arkansas, Virginia, South Carolina, Georgia) we would likely have seen 
the same result when measuring behavior five years later.  Instead, these projects have 
evolved and matured overtime, and are now realizing up to 50% reduction in initiation of 
sexual activity. 

 
V. Evidence of Abstinence Effectiveness—Several well-designed evaluations of abstinence 

programs have found significant, long-term reductions in adolescent sexual activity, with both 
moderate and high-risk populations.  
 
A. A randomized controlled trial conducted by Jemmott et al. found that an abstinence-only 

intervention significantly reduced sexual initiation among young African American 
adolescents after a 24-month follow-up period, and did not reduce condom use for those 
virgins who did become sexually active (p<.05).36 

 
B. An abstinence curriculum that was taught in addition to an existing comprehensive sex 

education program decreased sexual initiation by approximately 40% after 20 months for 
program students versus comparison students in a high-risk population (p<.01).37 

 
C. An evaluation of the Reasons of the Heart abstinence curriculum found that adolescent 

program participants were approximately one half as likely as the matched comparison 
group to initiate sexual activity after one year (p<.05).  The program’s effect was as strong 
for the African American subgroup in the sample as it was overall (p<.05).38 

 
D. A study of the Heritage Keepers abstinence program found that one year after program 

participation virgin middle school students were about one half as likely to initiate sexual 
activity as the comparison group (p<.001).  Roughly one half of the sample was African 
American, for whom the program effect was equally strong (p<.001).39 

 
E. The Sex Respect and Teen Aid abstinence-only programs reduced the rate of initiation of 

sex by more than one third (p<.01) for the high-risk students in a Caucasian high school 
sample after 12 months.40 

 
VI. Benefits of Abstinence—Abstinence education offers benefits to adolescents and society that 

are not found in the comprehensive sex education approach. 
 
A. Abstinence provides 100% protection from the biological consequences of sex (pregnancy, 

abortion, teen parenthood, the full spectrum of STDs). 
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B. Youth who abstain can avoid the negative emotional consequences related to teen sex—
lowered self-esteem, regret, depression, etc.—as well as reducing the likelihood of 
experiencing sexual coercion and sexual violence. 

 
C. Abstinence programs emphasize principles of self-restraint, self-esteem, future goals, long-

term commitment, and unselfishness in relationships, and teach healthy relationship skills, 
all of which support the formation of strong marriages and healthy families. 

 
D. Several studies have found that teaching abstinence does not reduce rates of condom use for 

virgin teens who become sexually active.36,41 
 
E. Abstinence education addresses the relationship of sexuality to the well-being of the whole 

person, rather than treating sexual activity as an isolated and unrelated behavior.  
 

VII.  Programs That Work—Our research shows, not surprisingly, that some programs work and 
some don’t.  The important questions are “which ones do, and why?” Abstinence interventions 
are most effective if they incorporate what has been learned about how to reduce adolescent 
sexual risk behavior. 
 
A. Well-designed programs target teen attitudes, values, efficacy, and goals regarding 

abstinence, sexuality, and relationships, as key mediators of sexual behavior. 
 
B. The classroom teacher plays a crucial role in the process of changing teen attitudes and 

behaviors about sexuality through his/her personal example, mentoring, and teaching skills.  
 
C. Successful programs utilize a variety of instructional methods that include interactive 

participatory activities, role playing, skill-building, personal application, and commitment. 
 
D. An initial program installment of 20 hours of instruction, repeated annually, and followed 

by regular reinforcement of the abstinence message is the minimum dose recommended to 
facilitate an increase in teen sexual abstinence. 

 
E. Well-designed abstinence interventions will contain a strong parent component that 

includes direct parent instruction and “homework” assignments to facilitate parent–teen 
interaction about abstinence. 

 
 

CONCLUSIONS 
 
 Well-designed and well-implemented abstinence education programs can reduce teen sexual 
activity by as much as one half for periods of one to two years, substantially increasing the number 
of adolescents who avoid the full range of problems related to teen sexual activity.  Abandoning this 
strategy because of one study containing numerous limitations and shifting to a strategy that has 
shown little success across a broad range of studies, would appear to be a policy driven by politics 
rather than by a desire to protect American teens. 
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