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Abstract  

Purpose.  To evaluate the research evidence for U.S. school-based comprehensive sex education (or CSE, 
instruction on contraception and abstinence within the same classroom) according to criteria for effectiveness 
derived from the field of prevention research, in order to identify programs showing evidence of real success.  
Methods.  We surveyed the studies contained in three authoritative research reviews of U.S. sex education 
effectiveness—two sponsored by the U.S. federal government (the Teen Pregnancy Prevention evidence review and 
a meta-analysis study supported by the Centers for Disease Control and Prevention), and one conducted for the 
United Nations.  These reviews have screened several hundred sex education studies for research quality and 
reported results for those studies that were deemed to be adequate.  We examined the 60 studies of U.S. school-
based CSE found therein which met that test, and evaluated their outcomes according to meaningful and 
recommended criteria: sustained effects (detected 12 months after the program), on protective indicators 
(abstinence, condom use, pregnancy, and STDs), for the main (intended) teen population, based on the 
preponderance of research evidence. (Note: consistent condom use is necessary to provide significant protection 
from STDs.)  
Results.  For U.S. school-based CSE programs we found no evidence of effectiveness at producing sustained 
reductions in teen pregnancy (0 programs) or STDs (0 programs).  There were only a few initial findings of 
increased teen abstinence (three programs in four studies) or condom use (four programs)12 months after the 
program, followed by evidence from replication studies that did not confirm many of the original positive results.  
We found no evidence of effectiveness for CSE’s purported dual benefit—increases in both teen abstinence and 
condom use by sexually active teens within the same target population.  CSE failure rates at producing sustained 
effects on targeted outcomes included 88% failure to delay teen sexual initiation and 94% failure to reduce 
unprotected sex.  And five school-based CSE programs produced significant negative effects: three increased rates 
of teen sex, one increased teen pregnancy, and one reduced contraceptive use.  Also identified in the database were 
seven initial studies of school-based abstinence education (AE)—the often-mentioned alternative to CSE—that 
produced sustained (12-month) delays in teen sexual initiation, a fruitful subject for future replication studies.  Of 
the nine studies that tested AE impact on teen condom use, none found a negative effect.   
Conclusions.  When considering programs in U.S. school settings, measured by meaningful criteria for 
effectiveness, the claims that CSE has been “proven effective” and AE is ineffective were not supported by this 
combined database containing some of the strongest and most recent outcome studies of U.S. sex education, as 
identified by three authoritative sources.  In fact, the research evidence indicates that CSE has essentially been 
ineffective in U.S. school classrooms and has produced a concerning number of negative outcomes.  The 
evidence for AE, though limited, looks more promising.  
 
 
 
 
I. INTRODUCTION 
 
The short- and long-term consequences of teenage sexual activity continue to be a blight on adolescent populations 
worldwide.  In the United States, they are occurring at alarming levels, in spite of more than 30 years of prevention 
efforts.  For example, the Centers for Disease Control and Prevention (CDC) refers to Sexually Transmitted 
Diseases (STDs) as a “hidden epidemic,” reporting that “1 in 4 sexually active adolescent females has an STD,” 
and that the STD rates for adolescents in the U.S. are rising.1  Worldwide, the AIDS epidemic continues, with 
“young people aged 15–24 account[ing] for 45% of all new HIV infections.”2  Although the U.S. teen pregnancy 
and birth rates were at an all-time low in 2009, they remain the highest among all developed countries.3  In 
addition, early onset of sexual activity has been associated with a decrease in mental/emotional health and increased 
likelihood of experiencing sexual violence for adolescents, especially among females and younger teens.4  Given 
these continuing harms, a high priority for many youth advocates and public policymakers continues to be 1) to 
reduce teen pregnancies, 2) to reduce STD and HIV infections contracted by youth, and 3) to influence teens to 
postpone sexual activity.     
 
Efforts to achieve these goals typically focus on 1) promoting abstinence: the delay of sexual initiation (i.e., the 
onset of sexual activity) for sexually inexperienced (virgin) teens and the return to abstinence by sexually 
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experienced (non-virgin) teens, and/or 2) promoting condom use and other forms of birth control (e.g., birth control 
pills, Long-Acting Reversible Contraceptives or LARCs5) by those teens who choose to be sexually active.  
Sexuality education programs that encourage these behaviors in youth populations are viewed by many as a key 
preventive mechanism through which the negative consequences of teenage sexual activity can be minimized or 
avoided. 
  
Sex education programs vary widely in their content, methods, and effectiveness, so the fundamental question 
becomes: Is there a type of program that is more effective than others at achieving these desired results?  Some 
advocacy groups, health professionals, and government officials have endorsed a strategy that is commonly called 
“comprehensive sex/sexuality education,” or CSE.  It is also referred to as a “sexual risk reduction” (SRR) 
approach to teen sexual health, as contrasted with the “sexual risk avoidance” approach (SRA) that is foundational 
to the abstinence education (AE) strategy.   
 
The CSE strategy is typically based on the assumption that a sizable proportion of the teenage population cannot be 
dissuaded from sexual activity.  So CSE proponents advocate that the best protection for these youth will be to 
teach and promote the use of condoms—which can reduce but not eliminate the risk of both pregnancy and STDs—
while at the same time promote continued abstinence for virgin teens and a return to abstinence for those non-
virgins who are willing to do so.  Thus, the “comprehensive” rationale for CSE is that it is supposed to protect the 
full spectrum of teens.  In other words, there is a hypothesized “dual benefit” provided by CSE programs: they 
simultaneously increase risk avoidance (by promoting teen abstinence or a return to abstinence) and risk reduction 
(by promoting teen condom use) within the same population of youth.  This constitutes the central rationale for 
CSE and its purported advantage over other strategies such as the abstinence-only approach to sex education.    
 
It should be noted that while promoting sexual abstinence is a nominal goal for CSE, the amount of attention it 
receives in specific CSE curricula varies widely; it is often given little emphasis.  In fact, some organizations that 
develop and support CSE programs are known to teach that sexual activity is healthy and positive for adolescents as 
long as they are “ready” for it, and it is “consensual” and “protected.”6  This would appear to be incongruent with 
the purported inclusion of an abstinence message as a feature of CSE programs.  
 
The International Technical Guidance on Sexuality Education, produced by the United Nations Educational, 
Scientific and Cultural Organization (UNESCO), recommends that policymakers employ “clear, well informed, and 
scientifically-grounded sexuality education” that is “based on a rigorous review of evidence on sexuality education 
programmes.”  The Technical Guidance report further states that programs that “emphasized both abstinence and use 
of condoms and contraception [have been] effective in changing behaviour  when  implemented  in school, clinic and 
community settings” and that such “comprehensive sexuality education” should “become part of the formal school 
curriculum.”  Finally, the UNESCO document emphasizes that this school-centered strategy should give priority to 
Human Immunodeficiency Virus (HIV) and STD protection, in addition to teen pregnancy prevention.7  These four 
elements in the UNESCO recommendations—CSE content, evidence-based, school-centered, and HIV/STD-
focused—provide the basis for a thorough examination of the available sex education outcome research with the 
purpose of addressing the question: How effective are CSE programs in schools?  That is the subject of the 
following analysis. 
 
The present report will cover school-based CSE programs implemented and evaluated within the United States.  A 
second report, forthcoming, will review evidence for CSE school-based programs outside the United States. 
 
  
II. SUFFICIENT EVIDENCE OF PROGRAM EFFECTIVENESS 
 
Referring to sexuality education programs as “scientifically grounded”8 suggests that such interventions have 
produced scientifically valid evidence of real success or effectiveness at lowering teen pregnancy, HIV, or STD 
rates, or at least at increasing the protective behaviors—abstinence and condom use—that prevent or reduce these 
problems.  This raises the critical question of how program success or “effectiveness” is defined and measured. 
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Most reviews of sex education outcome research set a high standard for the quality of the research methods used by 
the studies included in their database.  This is important, since well-designed and well-implemented studies are 
necessary to produce findings that are an accurate representation of reality.  But many of these same reviews have 
been less careful or clear about their standards for the outcome measures they have used to define program success.  
This is problematic since it is these outcomes—the effects on adolescent behaviors and health—that are the real 
world impacts by which an intervention’s usefulness must be judged.  For example, authors of some research 
reviews may refer to “evidence of effectiveness”9 without being clear that they consider a reduction in teenage risk 
behavior that was detected immediately after the program, but disappeared 10 months after the program, to 
constitute evidence of program success.  And some reviews are not adequately transparent about the totality of the 
evidence of program effectiveness versus ineffectiveness, basing a designation of program effectiveness on one 
significant effect from a single study while ignoring strong evidence from other studies showing that the same 
program had no impact or even some negative effects.  
 
Assuming that standards of rigorous study methodology have already been met (so that confidence in findings is 
high), the broader field of prevention research recommends measuring program effectiveness using certain 
standards for critical outcomes.10  These standards include a requirement of sustained long-term effects as well as a 
concern about main effects (on the main or intended population) versus subgroup effects.  For example, “sustained 
impact,” defined as “at least one year beyond treatment” is required by the Blueprints Programs in order for an 
intervention to be designated as an effective or model program.11  The Society for Prevention Research (SPR) 
articulates the distinction between program “efficacy” and “effectiveness.”  Higher standards are required for the 
latter than the former.  SPR defines efficacy as the ability of a program to provide some “beneficial effects … under 
optimal conditions of delivery,” and effectiveness as the repeated demonstration of positive effects under “real-
world conditions.”12  However, to meet even the lower standard of efficacy, SPR requires evidence from at least two 
good studies, “a consistent pattern of non-chance findings in the desired direction  … there must be no serious 
negative (iatrogenic) effects on important outcomes,” and at least one study showing long-term outcomes measured 
“at an appropriate interval beyond the end of the intervention.”13  According to SPR, effective programs must meet 
these standards for efficacy as well as show repeated replication of long-term effects in real-world conditions.  
Moreover, evidence of effectiveness is considered a prerequisite for a prevention program’s dissemination.14 

 
Influenced by these entities and their standards, and more than 25 years of experience evaluating school-based sex 
education programs, the Institute for Research & Evaluation has identified five key criteria for evidence of program 
effectiveness.  The first three pertain to the strength of a program’s outcomes.  The latter two have to do with the 
quantity and objectivity of the research evidence about those outcomes.  Meeting these standards would establish 
sufficient empirical grounds for designating a program as “effective” and worthy of dissemination.   
  

1. Impact on Protective Indicators.  Given the worldwide epidemic of STDs among young people, we 
stipulate that sex education programs should not be deemed “effective” unless they increase protection 
from HIV and STDs, not just from pregnancy alone.  That is, they should produce increased rates of either 
sexual abstinence or consistent condom use (i.e., using a condom with every act of sexual intercourse).  
Consistent condom use is necessary because STD transmission can occur in one sexual contact and some 
studies have found that non-consistent condom use provided inadequate STD protection or resulted in 
higher rates of STDs.15 (Note: Even consistent condom use does not provide the 100% protection from 
STDs afforded by abstinence,16 nor prevent the increased emotional harm and sexual violence associated 
with teen sex.17  And measuring rates of condom use at last intercourse does not constitute an adequate 
measure of consistent condom use.)  In the body of evidence reviewed here, quite a few studies do not even 
measure condom use, or they only measure “contraception” which can mean either condom use or other 
birth control methods—birth control pills, LARCs, etc.  Unfortunately, these latter pregnancy prevention 
methods provide no protection from STDs or HIV and some may even cause harm.18  Another commonly 
used program outcome is to ask teens if they have had “unprotected sex,” where a “no” response means 
they have either used any one of these contraceptive methods or have been abstinent, without specifying 
whether the protective behavior employed was abstinence, use of condoms, or use of other types of 
contraception.  Combining these three very different behaviors into one measure by asking students if they 
have had unprotected sex can make it difficult to determine what the program’s protective effect really is, 
that is, whether it protects teens from STDs and HIV through increased abstinence or condom use.  For this 
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reason, neither the outcome “increased contraception,” nor the outcome “[reduction in] unprotected sex” 
are considered by this review to be adequate measures of program effectiveness.  In spite of this 
inadequacy, we will report on “unprotected sex” when it appears to be a type of surrogate measure for 
condom use.    

2. Sustained (12-month) Results.  In keeping with standards from the field of prevention research, a 
program’s behavioral impact should last for a sustained period after the end of the intervention.  Consistent 
with several reputable prevention agencies, we define a sustained or long-term effect as at least 12 months 
following program participation.19  This is especially meaningful for school-based programs, where another 
“dose” of the program may not be delivered until a year later, during the following school year, if at all.  
Thus, a school-based program that produces positive behavior change three or six months afterward, but 
not when measured at the 12-month follow-up should not be considered effective, and a research study that 
does not measure this sustained long-term effect has not produced sufficient evidence of a school-based 
program’s effectiveness.  

3. “Main” Effects for the Target Population.  The program should produce “main effects”—positive results 
for the intended/targeted population as a whole and not just for a segment or subgroup of that population 
(e.g., should affect both boys and girls, if both are participating in the program).  Most importantly, a 
program that has produced significant negative effects for a substantial subgroup of the intended population 
(such as boys, or those already sexually active), should not remain on a list of “effective” programs.20 

4. Based on the Totality of Evidence.  The designation of a prevention program as “effective” should take 
into account the preponderance of evidence about that program’s impact.  The program should produce 
“consistent positive effects … [and] no serious negative (iatrogenic) effects on important outcomes”21 both 
within the same study and across multiple evaluation studies.  Some evidence reviews will report a program 
to be effective if they can find one positive effect within a single study while ignoring null effects on other 
more important outcomes in the same study, or evidence from independent replication studies that have 
found no effect or even negative effects.  For example, the U.S. government’s signature list of pregnancy 
prevention programs has included an intervention that produced positive effects in one impact study but no 
effects in three other rigorous replication studies, and a negative effect in a fourth study.22  Yet the field of 
prevention research recommends that positive evidence from multiple studies, without negative effects, be 
produced before a program is considered effective.23 

5. Data from Independent Evaluators.  The Society for Prevention Research (SPR) reports that, on average, 
the findings of prevention program studies are more positive if the study is conducted by the program 
developer than by an independent evaluator not affiliated with the program.24  This suggests that an 
automatic bias or conflict of interest may often occur.  Even with rigorous study quality, research results 
may not be free of this built-in bias that can affect the study findings in subtle ways.  When such a study 
constitutes the sole source of evidence of effectiveness, it calls into question the designation of 
“effective.”25  SPR recommends that program effectiveness should not be founded on evidence produced 
largely by program developers.26 

 
It is not difficult to find sex education programs that have only produced results on less-protective outcomes, for 
short durations, only for subgroups of the intended population, or based on a single study conducted by the 
program’s developer and/or implementer.  We contend that while such outcomes can identify programs that may 
have potential, they do not constitute sufficient evidence of effectiveness to justify widespread dissemination in 
school classrooms nor financial support using public tax dollars.  In fact, when the totality of evidence for a specific 
program is examined in detail, such positive outcomes may be offset by countervailing evidence of null or negative 
effects that would warrant its elimination from lists of “effective” programs. 
  
 
III. EFFECTIVENESS FOR SCHOOL-BASED COMPREHENSIVE SEX 

EDUCATION 
 
A high school, middle school/junior high, or elementary school is the setting in which many CSE interventions 
occur.  It is a venue where sex education programs can reach large numbers of their target audience in relatively 
convenient and cost-effective ways.  Perhaps for these reasons, schools tend to be the venue of choice (as in the 
UNESCO recommendation quoted above) and the focus of the public policy debate about prevention.  Our review 



 7 

of sex education effectiveness was conducted with the aim of informing public policy, and for this reason we 
focused solely on studies of CSE programs that are implemented in school settings.  
 
We define “school-based” sex education as programs that serve a typical school population or recruit participants 
from such, are held at a school in a classroom-type setting (including after school or on Saturdays), use a 
curriculum delivered by teachers or facilitators, and can be implemented at most schools.  By contrast, clinic or 
community-based programs often serve unique populations and use methods not easily replicable in schools.  (Not 
included in our school-based category are service-learning programs that occur primarily in community agencies 
and settings, and multi-component after-school youth development programs with community and/or summertime 
components that cannot be implemented mostly within a school classroom setting and methodology.  A prominent 
example of youth develop programs is the Children’s Aid Society (CAS) Carrera program.)  Within the school-
based category, however, we distinguish between two very different types of programs: school-presented versus 
school-recruited programs.  The first are interventions that can be presented in school classrooms and/or assemblies 
during the regular school day, and are aimed at a school-wide population (i.e., not a recruited or self-selected 
subgroup).  The second type of intervention recruits participants from within the school (thus they may be different 
from the general student population), the program is conducted for these recruits after school or on Saturdays 
(usually in small groups of six to eight participants), and the recruits are often paid to participate.  Our review 
examines studies of both types of school-based programs and distinguishes between these two types of programs in 
the reporting of findings. 
 
Using the five criteria described above to assess a prevention program’s results, it is possible to determine which 
and how many school-based sex education programs have met these meaningful and recommended criteria for 
effectiveness.  This report applies these standards to the most recent and best outcome studies of CSE programs in 
the U.S.  The studies canvassed in this review have been accepted by other reviewers—that is, not selected by this 
paper’s authors—as meeting sufficient standards for research quality (the external reviewers will be mentioned 
below).  Thus, the accuracy of their findings is considered as a given unless otherwise indicated.  But a key feature 
of our review is that the facts and conclusions reported here are derived from our close examination of the original 
research studies themselves, not by reading the summaries or conclusions of other reviewers.  In addition, when a 
particular sex education program has been evaluated by more than one research study, the findings of all good 
studies pertaining to that program have been used to inform our conclusions.   
 
 
IV. THE DATABASE: THREE SCIENTIFIC REVIEWS 
 
The source of empirical evidence about U.S. sex education effectiveness recognized by most policymakers is the 
universe of outcome studies that have been conducted since about 1990 on sex education prevention programs in 
the United States, a pool of several hundred studies.  This database has been reviewed and sifted by many reputable 
scientific entities, which have then summarized the results of the studies that met their standards for acceptable 
research quality.  Our analysis will review and comment on the studies included in the databases of three of the 
most prominent and authoritative of these scientific reviews: 

1. U.S. Department of Health and Human Services (DHHS) TPP Evidence Review 
 

As part of the U.S. government’s Teen Pregnancy Prevention (TPP) program, authorized in 2009 by the Office 
of Adolescent Health (OAH) within the U.S. Department of Health and Human Services (DHHS), a review of 
the existing sex education research was conducted.  That review, overseen by Mathematic Policy Research, 
constitutes one of the most rigorous and current aggregations of research evidence on sex education outcomes 
extant today.  The initial TPP Evidence Review examined the sex education research from the prior 25 years, 
canvassing approximately 600 studies, using standards of research quality to identify the best evidence for 
program effectiveness available to date.  Out of these hundreds of studies their original review identified only 
28 prevention programs described as showing “evidence of effectiveness in reducing teen pregnancy, sexually 
transmitted infections, and associated sexual risk behaviors.”27  (Not represented on that list were the hundreds 
of studies, out of the original 600, which met the standard for research quality but did not have any positive 
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outcomes.  Thus the picture presented by the TPP list is skewed in this sense.  It does not reveal the very low 
success-to-failure ratio overall for the many sex education programs reviewed.)  The initial review was updated 
in 2015, and the originally selected body of studies was supplemented with a second round of outcome studies 
funded through the TPP itself, including replication studies of some programs identified in the initial round and 
several new programs being tested for evidence of success.28  This TPP database contains 36 studies of 20 
school-based CSE programs.  Included are the original evaluation studies for each school-based CSE program 
on the original TPP list,29 as well as studies of the school-based CSE programs evaluated in the second round 
TPP evidence review (some of which did not qualify for inclusion on the TPP list).  We have examined this 
evidence study by study, evaluating the data according to the standards of program effectiveness described in 
Section II.      

 

2. CDC-Supported Study of Group-Based Teen Pregnancy, HIV, & STD Prevention 
Programs in the U.S. 

 
The Community Preventive Services Task Force operates under the auspices of the U.S. Department of Health 
and Human Services (DHHS) through support from the Centers for Disease Control and Prevention (CDC). In 
2008, the Task Force initiated a study of The Effectiveness of Group-Based Comprehensive Risk Reduction and 
Abstinence Education Interventions to Prevent or Reduce the Risk of Adolescent Pregnancy, HIV, and STIs.  
The database included outcome studies from the prior 20 years that met the Task Force’s standards for research 
quality, and included 24 studies of school-based CSE interventions.  (These studies were selected without 
regard to the finding of positive program impact, so they give a more realistic picture of the general success-to-
failure ratio.)  The study concluded that the CSE strategy was generally effective “across a range of populations 
and settings … [including] both … school and community settings.” 30 

3. UNESCO International Technical Guidance on Sexuality Education, Vol.1 
 

During 2008–2009, the United Nations Educational, Scientific, and Cultural Organization (UNESCO) 
commissioned an international review of the impact of sexuality education programs on the sexual risk 
behavior of young people.  It examined the published research literature looking for both positive and null 
program effects, and included studies of sex education in the United States, “other developed countries,” and 
“developing countries.”  The review asserts that more than one-third of all of these CSE programs “delayed the 
initiation of sexual intercourse” and that 40% “increase[ed] condom use.”  Although no requirement was made 
for the duration of these effects, the findings led UNESCO to conclude that “the evidence for the positive 
impacts [of CSE programs] on behaviour is quite strong” and that their effectiveness applied equally to school 
and community settings and had been consistently validated by replication studies.31  Of the 58 U.S. sex 
education studies reviewed by UNESCO, 23 were of school-based CSE programs.  

 
As previously stated, our review involved analysis of the individual research studies identified by these three 
entities as being of sufficient quality for inclusion in their evidence base.  It should be noted that there is 
considerable overlap in the lists of studies included in each of these three reviews.  The net result is a set of 60 
studies of adequate scientific rigor, evaluating 40 different school-based CSE programs in the U.S.  Table 1 
summarizes the outcomes for the 60 studies from these three reviews, listed alphabetically by program, and 
indicates for each study which of the three entities included it in their review (TPP, CDC, UNESCO, or a 
combination of the three).  The color key at the bottom of Table 1 will provide the reader a color map or visual 
representation of the evidence of CSE effectiveness relative to lack of evidence or evidence of failure. 

Our findings are detailed in Section V, below, with Part A presenting evidence of CSE program effectiveness, Part 
B presenting evidence of CSE program failure, Part C giving a brief comparison of the evidence for school-based 
CSE and abstinence education (AE) programs, and Part D providing a separate summary of the findings for the 
U.S. TPP list of “evidence-based” CSE programs in U.S. schools.32  
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V. PROGRAM OUTCOMES FOR U.S. SCHOOL-BASED CSE 

A.  Evidence of Effectiveness: U.S. School-Based Comprehensive Sex Education  
 
The 60 studies of 40 school-based CSE programs show very little evidence of CSE success at 
producing sustained effects (12-months after the program) on important protective outcomes (i.e., 
increased teen abstinence or condom use, or decreased teen pregnancy or STDs) for the targeted 
adolescent populations. 
 

1. Teen Abstinence 
 

Three of the school-based CSE programs showed some initial evidence (in four studies) of a sustained 
increase in teen abstinence.  However, these findings were not supported in multiple replication 
studies, including one that found a negative outcome.   
 
a. Sustained (12-month) delay of teen sexual initiation/onset (the most protective behavior) 

• Of the 32 school-based CSE studies that measured this outcome 12 months after the 
intervention, three programs showed some initial evidence (in four studies) of sustained delays 
in sexual initiation for the intended population: It’s Your Game: Keep It Real, Postponing 
Sexual Involvement, and Reducing the Risk.33   

• However, research evidence from multiple studies of each program contradicted those initial 
positive results (see Section A5, Evidence from Replication Studies of School-Based CSE 
Programs), including an independent replication study of It’s Your Game that showed a 
significant increase in teen sexual initiation for program participants.34 
 

b. Shorter-term effects on teen sexual initiation 
Three school-based CSE studies produced delays in teen sexual initiation lasting more than six months 
but less than 12 months, post-program:  

• Get Real produced modest but significant delays in sexual initiation (a 15%-16% reduction) six 
to nine months after a program that spanned sixth to eighth grade, but the study did not 
measure whether effects lasted until ninth  grade.35   

• A second study of It’s Your Game: Keep It Real by program developers reduced teen sexual 
initiation 10 months after the program, but the effect was not detected at the 24-month follow-
up, and an independent replication study found a significant increase in sexual initiation.34   

• Healthy Oakland Teens delayed sexual initiation for a period that ranged from 8 to 11 months 
after the program.36 
  

c. Other less-protective measures of reduced sexual activity 
• Seventeen of the 60 school-based CSE studies measured 12-month reductions in “sex in the 

past 3 months” or frequency of sex (this is a move in the direction of abstinence vis-á-vis 
reduced sexual activity).  However, 12 months after the program, only two studies found a 
positive result, and one showed a negative outcome.37 

• Three school-based CSE programs produced a sustained 12-month reduction in number of sex 
partners,38 a behavior that still leaves teens exposed to STDs and pregnancy, and requires 
consistent and correct condom use to reduce risk.39 

 
2. Condom Use by Sexually Active Teens  

 
One school-based CSE program reported a sustained improvement in consistent condom use, but an 
independent replication study found no positive effects and significant negative effects.  Three other 
programs produced a 12-month increase in frequency of condom use (a less-protective behavior), but 
independent studies to replicate these results were not available.  
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a. Consistent Condom Use (the most-protective condom behavior) 
• Of the six studies that measured consistent condom use (CCU) 12 months after the 

intervention, only one school-based CSE program, ¡Cuídate!, produced a sustained increase  
for the target population of teens in a study by the program’s developers.40  

• Notably, this finding of a 12-month improvement in CCU seemed to be undermined by data 
from the same study.  (See Section A5, Evidence from Replication Studies of School-Based 
CSE Programs.) 

• However, an independent replication study of ¡Cuídate! found no short-term or sustained 
effects on teen condom use and a significant negative effect.41  (See Section A6, Negative 
Program Effects by School-Based CSE.) 

 
b. Other Condom Use (frequency, use at last intercourse, etc.) 

• Of the 12 school-based CSE studies that measured a sustained (12-month) effect on less-
protective measures of condom use, such as frequency, three programs found significant 
improvement 12 months after the program in studies by the program’s developers (HIV 
Prevention Interventions, Safer Choices, and Making Proud Choices).42   

• However, independent replication studies to test these initial results are not available. 
 

c. Unprotected Sex 
Some CSE studies report on the outcome “unprotected sex,” a measure usually obtained by asking 
teens if they have had sex without a condom or effective means of birth control.  This outcome is 
usually not a clear indicator of teen risk behavior or level of protection.  (See Section II, Item #1, 
“Impact on Protective Indicators.”)  However, it can serve as a kind of surrogate indicator for program 
impact on teen condom use. 

• Sixteen school-based CSE studies measured a reduction in unprotected sex 12 months after the 
program and only one, ¡Cuídate!, found a significant effect.  However, a replication study of 
the same program by an independent evaluator found it increased teen sexual activity for major 
subgroups of the program participants.43 

• Another program (It’s Your Game: Keep It Real) found a decrease in unprotected sex 10 
months after the program, but the effect had dissipated at the 24-month follow-up.44  The 2012 
study produced evidence suggesting the program increased sexual initiation for its male 
participants after 10 months.  (See Section A5, Evidence from Replication Studies of School-
Based CSE Programs.)  And a subsequent study by independent evaluators showed a 
statistically significant increase in sexual initiation for program participants after 12 months.45    
 

3. Biological Outcomes: Teen Pregnancy and STDs 
 

Few school-based CSE programs measured teen pregnancy or STDs, and none demonstrated 
effectiveness at reducing these outcomes. 

 
a. Teen Pregnancy 

• Ten of the 60 CSE school-based studies measured the outcome of pregnancy (six measured 12-
month effects): none showed reductions 12 months after the program. 

• One program (Teen Outreach Program or TOP) showed effects at the end of a nine-month 
program in two studies.  In one, the effect dissipated 10 months after the program; in the other 
it was not measured beyond the end of the program.  However, another study of TOP found a 
negative effect—an increase in teen pregnancy for the girls in the program.46 

 
b. STDs 

• Only two of the 60 school-based studies measured program impact (of any duration) on STD 
infection and neither found any significant effect. 
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4. The Intended “Dual Benefit” of CSE: Impact on Both Abstinence and Condom Use 
 
The school-based programs in this database did not demonstrate effectiveness at achieving the purported 
dual benefit of CSE, that is, increasing teen abstinence while simultaneously increasing teen condom 
use for sexually active teens. 
 
In theory (according to CSE proponents) there is a dual benefit that constitutes the advantage of CSE 
programs over AE programs: that they simultaneously increase risk avoidance (by delaying sexual 
initiation for sexually inexperienced teens and promoting a return to abstinence for the sexually 
experienced) and reduce sexual risk for teens who remain sexually active (by increasing condom use) 
within the same population of youth. 

 
a. Twenty of the 60 school-based CSE studies measured sustained (12-month) effects on both abstinence 

and condom use (by any measure—whether consistency of use, frequency of use, or use at last sex), 
and none produced significant effects on both outcomes simultaneously in the same target population.   
 

b. Five school-based CSE programs (in six studies) achieved this “dual” benefit if counting less-
protective indicators, or effects on subgroups of the population, and/or for a shorter duration (e.g., three 
months).47   However, two of these programs were found in replication studies by independent 
evaluators to produce significant negative effects on program participants (¡Cuídate! and It’s Your 
Game: Keep It Real—see Section A6, Negative Program Effects by School-Based CSE), and two 
did not measure sustained effects.   
 

5. Evidence from Replication Studies of School-Based CSE Programs 
 

The pattern of evidence from replication studies of school-based CSE programs in this database was not  
favorable when measured by meaningful criteria and including studies by independent evaluators.   
 
The results for the school-based CSE programs with multiple outcome studies are summarized below. 

 
a. Reducing the Risk 
 
Out of eight different studies, there appeared to be more evidence of failure—findings of no effect—
than evidence of success for Reducing the Risk in school settings.  
 
This database contained eight studies of Reducing the Risk (RTR) in school classrooms.  All of these 
measured teen abstinence and condom or contraceptive use as potential program outcomes.  (See Table 1 
for detailed findings.) 

• Out of eight school-based RTR studies, only one (a modified version of RTR) produced 
credible evidence of sustained main effects on any protective outcomes: a reduction in teen 
sexual initiation and in number of sex partners.  The study found no positive effects on teen 
condom use.48   

• Three other RTR studies reported sustained effects on teen abstinence that were based on 
questionable scientific evidence: 

o An initial study by program developers reported a long-term (18-month) reduction in teen sexual 
initiation but no effect on contraceptive use.49  However, the abstinence effect did not hold up in the 
more rigorous logistic regression analysis and was not recognized by the U.S. TPP review as a 
significant finding.50  

o Another RTR study found a long-term reduction in teen sexual initiation but no overall effect on 
contraceptive use.  However, this study had serious methodological problems (58% attrition, small 
sample, no statistical control for existing pretest differences) that call into question the validity of the  
findings.51 

o A third study, actually two studies in one, tested two different versions of RTR against each other 
and a control group.52  There were no program effects for either of the two versions of RTR 
compared to the controls, but the authors combined the samples of the two different RTR programs 
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and reported a significant program effect on sexual initiation compared to the control group.  
However, this “combined” effect appears to be an artifact since it did not occur in the real world (no 
adolescent received both versions of RTR).  Moreover, since the two RTR programs were different 
enough to test against each other (apples and oranges) it does not seem appropriate to combine them 
and count this as evidence of an RTR effect.  (The TPP website reports a null effect for this outcome 
in one data table and a positive effect in a different data table.53)  

• Among eight school-based RTR studies, there were no sustained 12-month main effects on any 
other important indicators, including condom/contraceptive use, unprotected sex, or pregnancy. 

• Four of the RTR studies found no main effects at all, even of short-term duration.54 
• Finally, there was no evidence for the intended “dual” CSE benefit of increasing both teen 

abstinence and condom use by sexually active teens within the same study population.   
 
b. It’s Your Game: Keep It Real 

 
There is more evidence of program failure for It’s Your Game: Keep It Real (IYG)—findings of no 
impact or negative impact—than evidence of program success.  In fact, given the findings of negative 
impact, IYG appears as likely to harm as to benefit adolescents in school populations. 

 
• The initial study by the program’s developers reported a main effect on teen sexual initiation 

(defined in this study as the combined onset of anal, oral, and vaginal sex) 12 months after the 
program, but the effect was not statistically significant for males or for vaginal sex measured 
separately, and there were no significant program effects on condom or contraceptive use.55 

• A second set of two studies by the program’s developers reported a significant impact on teen 
sexual initiation and “consistent condom use in the past 3 months” at the 10-month follow-up 
but not the 24-month follow-up.56   However, like the first study, the effect on abstinence was 
not statistically significant for males, but in this case it was in the negative direction, 
suggesting an increase in sexual initiation for male participants (AOR= 1.33). This, along with 
the over-representation of females in the analysis (64%), casts doubt on the finding of a 
significant overall improvement in teen abstinence.  

• Another replication study of It’s Your Game by an independent evaluator, found a negative 
effect on the main population—a substantial and significant increase in teen sexual initiation 12 
months after the program for the full sample of participants and no positive impact on 
consistent condom use or other contraceptive use.57 

• And another independent replication study found no significant program effects at all for IYG 
after 12 months.58 

 
c. ¡Cuídate! 

 
There is as much evidence of failure—showing no impact or negative impact—as evidence of success 
for ¡Cuídate!.  The presence of significant negative effects from an independent replication study 
would seem to outweigh the positive effect on consistent condom use reported in the study by 
program developers. 

 
• The original study of ¡Cuídate! (by the program developers) found no effect on teen 

abstinence, but reported a 12-month improvement in rates of consistent condom use (CCU) and 
reduction in the number of sex partners (a less-protective effect).59   

• This claim of a 12-month program impact on CCU is called into question by data from the 
same study, wherein a pretest difference, not controlled for, appeared to account for nearly all 
of the 12-month difference between groups that was called a program effect. 

• A replication study by independent evaluators looked at the impact of ¡Cuídate! in a school 
classroom setting and found no positive results and significant negative effects on substantial 
subgroups of participants. (See Section A6, Negative Program Effects by School-Based 
CSE.).60  
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d. Teen Outreach Program (TOP) 
 
When looking at the five evaluation studies of Teen Outreach Program (TOP) in schools, there is more 
evidence of program failure—findings of no impact or negative impact—than evidence of sustained 
positive impact.  TOP is not likely to produce any long-term benefits and has the potential to do harm 
in adolescent school populations. 
 
The TOP is a school-based youth development and service-learning program with a sexuality education 
component that includes a CSE approach to pregnancy prevention.   

• The initial study of the TOP measured teen pregnancy at the end of the nine-month program 
and found a significant reduction for program participants.  However, no follow-up measure 
was taken to test for the duration of this program impact.61 

• A recent replication study in Florida schools found positive TOP effects on teen abstinence and 
pregnancy at the end of the program, but these were not sustained 10 months after the 
program’s end.62 

• A recent study of the TOP in Minnesota schools found no significant effects at three or 15 
months after the program on any outcomes—teen sexual initiation, recent sex, or unprotected 
sex.63 

• Another recent replication of the TOP in Chicago found no effect on consistent condom use 
(the only outcome measured).64  

• And a recent large multi-site evaluation of the TOP in the Northwestern U.S. found a 
significant increase in the rate of pregnancy for females, and no positive effects.65 

 
e. Postponing Sexual Involvement (PSI) 

 
Three studies (two by independent evaluators) showed little evidence of success for Postponing Sexual 
Involvement in school settings. 
 

• The initial study found a 12-month delay in teen sexual initiation, but it was rated as “a weak 
design with many problems” by reputable reviewers.66   

• A subsequent replication study of PSI found no sustained effects for the intended population 
(only short-term subgroup effects).67 

• A third PSI study found no effects on sexual initiation, recent sex, or number of partners, even 
short-term.68 

 
f. Be Proud Be Responsible (BPBR) 
 
Three studies (two by independent evaluators) showed no evidence of sustained program effects for 
Be Proud Be Responsible in school settings. 
 

• An initial study by the program developer found a reduction in unprotected sex and anal sex 
(but not vaginal sex) six months after the program.69 

• A replication study measured 12-month outcomes for sexual initiation, consistent condom use, 
and unprotected sex and found no effects.70 

• An adaptation of BPBR found a reduction in unprotected sex at six months but not 12 months 
after the program, and no impact on teen pregnancy.71 

 
g.   The Children’s Aid Society (CAS) Carrera Program   

 
The evidence from six studies of the CAS Carrera program is not favorable: no sustained post-
program effects were measured, and there appears to be more evidence of program failure—both 
null effects and negative effects—than program success.   
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This multi-component positive youth development program is in a different category than the school 
classroom type CSE programs that are the subject of this report.  However, because the program draws its 
participants from school populations, emphasizes both abstinence and contraception, is on the TPP list of 
evidence-based programs, costs nearly $5,000 per student, and has been the subject of multiple replication 
studies, the outcome evidence is reviewed here.  Given that the CAS Carrera program is a departure from 
the school-based typology in this report, the data are not included in Table 1, nor counted in the 
aggregations of CSE findings.  

 
Six studies of CAS Carrera effectiveness have been conducted, four with a randomized design.   

• The first study did find some results for girls but not for boys at the end of the three-year program:  
reductions in sexual initiation and pregnancy.  But it found no effect on condom use, and girls in 
the program were more than twice as likely as those in the control group to use Depo-Provera—a 
hormonal contraceptive injection—at last intercourse.  No measures were taken to determine if 
these immediate post-program sub-group effects lasted beyond the end of the program.72   

• A 2009 review by Douglas Kirby of the cumulative outcome evidence from the first four CAS 
Carrera studies found that “One pattern is clear, consistent, and discouraging—none of the four 
studies found any positive effects on sexual behaviour in young men … In girls, three of the four 
studies failed to find a significant benefit on current sexual activity or use of contraception, and two 
reported significant increases in pregnancy rates.”73  

• Two recent replication studies of CAS Carrera (2015 and 2016) found no significant effects at the 
end of the three-year program on rates of teen sexual initiation or unprotected sex (the effect on 
pregnancy was not measured).74	

 
6. Negative Program Effects by School-Based CSE   
 

Five out of the 40 school-based CSE programs in this database produced significant negative effects 
for the main teen population or substantial subgroups—increases in sexual initiation, recent sex, oral 
sex, or pregnancy.  The field of prevention research stipulates that “serious negative effects on 
important outcomes” should disqualify a prevention program from being designated as “effective.”  
Three of these programs are currently on the U.S. government’s TPP list of evidence-based 
programs.75 

 
• ¡Cuídate!: 

A rigorous replication study of this program in a school classroom setting by an independent 
evaluator found no positive results and significant negative effects for substantial subgroups: 
program participants who were sexually active at baseline were more likely to have had recent 
sex six months after the program, and White participants were more likely to have had oral sex 
at the six-month follow-up.  The study abstract seemed to downplay these negative impacts on 
important subgroups by stating, “Exploratory subgroup analyses suggest potentially 
problematic effects for some groups.”76 

• It’s Your Game: Keep It Real (IYG): 
A rigorous replication study of IYG by an independent evaluator found a negative effect on the 
main population—a significant increase in teen sexual initiation 12 months after the program, 
and no positive impact on consistent condom use or other contraceptive use.77 

• Teen Outreach Program (TOP): 
A replication study of this program by an independent evaluator found no positive effects on 
rates of sexual activity and an increase in the pregnancy rate for female participants at the end 
of the nine-month program.78  

• Healthy for Life 
Program participants were significantly more likely to report having sex recently, 24 months 
after the program.79 
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• Project SNAPP 
Participants had significantly lower levels of contraceptive use, 17 months after the program.80 

 
 

B.  Evidence of CSE Failure in School Settings 
 
There was much more evidence of program failure than success for school-based CSE.  Failure rates for 
sustained effects on the most-protective outcomes ranged from 76% to 100%.   
 
Empirical evidence about a sex education program’s effectiveness can fit into one of four conditions: 1) evidence of 
program success—the desired outcome(s) were measured, and the results were statistically significant in the 
positive direction, 2) lack of evidence of effectiveness—evidence does not exist about specific program outcome(s) 
because they were not measured or were measured, and the results were deemed inconclusive, 3) no effects—the 
outcome(s) were measured and the results were not statistically significant (i.e., null), or 4) negative effects—the 
outcome(s) were measured, and the results were statistically significant in the wrong direction, indicating a harmful 
effect.  We call these latter two conditions evidence of program failure.  A sex education program can be said to not 
show evidence of effectiveness because evidence does not exist—lack of evidence on program outcomes (the second 
condition)—or because evidence exists but it is evidence of failure (the third or fourth condition).  But evidence of 
program failure—due to null or negative effects—is a more serious matter than lack of evidence of program 
impact.  Table 2 shows numerical values for both situations: the lack of evidence about program effectiveness can 
be seen in the top row indicating the number of studies not measuring the desired outcomes; evidence of program 
failure can be seen in the bottom row showing the proportion of studies measuring an outcome and finding no 
positive effect.  In the previous sections, we focused on the evidence of program success.  In this section, we 
summarize the evidence of program failure for CSE programs in U.S. schools—the measuring and finding of no 
significant, sustained, positive effects on the most-protective outcomes (i.e., findings of null or negative effects) for 
the target population.  It should be noted that the TPP’s initial evidence review rejected hundreds of CSE studies, 
many of which were school based, that met TPP standards for research quality but which found no positive 
program effects at all.  Thus, the “failure rates” reported here provide a conservative estimate because they do not 
reflect the very low success-to-failure ratio overall for the many school-based CSE programs the TPP reviewed and 
rejected. 
 

1. CSE’s Intended “Dual Benefit: Sustained effects=100% Failure; Short-term 
effects=92% Failure  

• Twenty school-based CSE studies measured 12-month changes in both teen abstinence and 
condom use, and none found significant improvements for both.  Thus, a 100% failure rate.  

• Thirty-six CSE studies measured any type of dual program benefit—any abstinence and 
condom increase of any duration, and six studies found significant effects for five programs, an 
83% failure.  However, two of these programs (representing three of the six studies) also 
produced negative effects in rigorous independent replication studies by significantly 
increasing teen sexual activity.  This would seem to nullify these programs’ claim to producing 
a dual benefit, since abstinence is one of the desired dual benefits.  Thus, the net CSE failure 
rate at producing any dual benefit was 33/36 studies or 92% for school-based programs. 

 
Looking at these dual benefits—abstinence and condom use—separately, gives the following results: 
 

2. Teen Abstinence: 88% CSE Failure 
• Among school-based CSE programs, 32 of the 60 studies measured program impact on teen 

sexual initiation for at least 12 months after the program.  Only four of these 32 studies, 
representing three CSE programs, found a significant effect, for an 88% failure rate. 

• Stated another way, 12% of school-based CSE studies that measured this outcome 
demonstrated success. 
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• Seventeen of the 60 school-based CSE studies measured reduced “sex in the past three 
months,” or reduced “frequency of sex,” movement in the direction of abstinence, 12 months 
after the program, with two positive results and one negative outcome, an 88% failure rate.  
 

3. Teen Condom Use: Consistent Use=No Success; Increased Frequency=76% Failure 
• Only six of the 60 school-based CSE studies measured a 12-month effect on consistent condom 

use (CCU), and only one reported a significant effect.  This appears to be a high failure rate, 
but too few studies exist to estimate a numerical value.   

• Seventeen of the 60 studies measured a 12-month effect on any indicator of condom use 
(including CCU, frequency of use, etc.), and four reported a significant effect.  This is an 
overall 76% failure to achieve a sustained improvement in any measure of teen condom use. 

 
4. Unprotected Sex: 94% Failure 

• Sixteen of the 60 studies measured a 12-month effect on unprotected sex, and only one showed 
a significant reduction, a 94% failure rate. 
  

5. Teen Pregnancy & STDs: No Success 
• Only six of the 60 CSE studies measured a 12-month effect on teen pregnancy, none found a 

positive effect, and one found a negative short-term effect.  Thus, there was a general failure on 
this outcome, but too few studies exist to estimate a numerical value.   

• Four of the 60 CSE studies measured program effects on teen pregnancy of shorter duration; 
two studies (both of the Teen Outreach Program) found reduced pregnancy immediately 
following a nine-month program, which in one case dissipated at the 10-month follow-up 
measure, in the other it was not measured beyond program end.  In another study the same 
program increased teen pregnancy.  

• Only two studies measured STD effects of any duration, and neither found a significant impact.  
Thus, there was no evidence of school-based CSE success on this outcome.   

• There is simply a substantial lack of evidence about school-based CSE impact on teen 
pregnancy or STDs.   
 
 

C.  School-Based CSE and AE: Relative Evidence 
 
Although AE studies are relatively few in number, there appears to be somewhat better evidence for 
promoting abstinence through school-based AE than CSE. 
 
The sex education strategy most often mentioned as a counterpoint or alternative to comprehensive sex education is 
what proponents refer to as “sexual risk avoidance” or “abstinence education” (hereafter “AE”), also referred to by 
some as “abstinence-only” programs.  In contrast to CSE, the AE approach typically teaches youth to abstain from 
overtly sexual behavior with another person (including vaginal intercourse, oral and anal sex, mutual masturbation, 
and heavy petting) until they can form a mutually monogamous relationship in adulthood (preferably marriage), as 
the only way to eliminate risk (rather than merely reduce it) and avoid all the negative consequences of teen sex.  
Condom use is sometimes addressed in AE programs, but often in terms of its limitations and failure rates; AE does 
not promote or demonstrate condom or contraceptive use. 
 
A common observation by reviewers of sex education research is the lack of good quality outcome studies of AE 
programs relative to CSE programs.  This is due in part to the fact that the sheer number of studies that have been 
conducted and published to date is much larger for CSE than AE programs (federal funding for independent 
outcome studies of AE was cancelled in 2010, ending an opportunity to substantially expand the AE evidence 
base).  In the present database, consisting of studies accepted for sufficient study quality by three credible external 
reviews, there are 60 studies of 40 school-based CSE programs and 18 studies of 16 school-based AE programs.  In 
addition to the small number of adequate studies, another concern about the AE evidence base has to do with six 
randomized studies of AE that, in spite of having several methodological concerns, are often cited as evidence of 
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AE ineffectiveness.81  For these reasons, we have not produced a detailed summary of the AE research evidence 
here, nor attempted to draw conclusions based on that evidence.  We agree with other reviewers that while there are 
some positive findings, the evidence is not of sufficient quantity or quality to draw firm conclusions from the data.82   
 
Having said that, we will report several trends from the research findings on AE.   

a. First, there appears to be somewhat better evidence in this database for promoting teen abstinence 
through school-based AE than CSE.  As already stated, three school-based CSE programs (in four 
studies) showed sustained 12-month main effects on teen abstinence (delayed initiation), but multiple 
replication studies (12 total) showed null or negative effects that seem to outweigh the initial positive 
findings for these three programs.  Conversely, among the 18 school-based AE studies that were of 
sufficient quality for inclusion in this database, seven programs (in seven studies83) showed sustained 
main effects on teen abstinence.  Five of the seven were by independent evaluators.  However, only two 
replication studies have been conducted, one showed promising but inconclusive results, and the other 
was not confirmatory.84  More replication studies should be done to verify the initial positive results of 
these seven studies. 

b. Second, it is important to note that there was strong evidence in this database that contradicts the claim 
of critics that AE does harm through reducing the use of protection by sexually active teens.  Of the 
nine rigorous AE studies that measured condom use as an outcome, eight found no significant effects, 
and one showed a significant 12-month improvement.85  This is compelling evidence that AE does not 
do harm by causing sexually active teens to reduce teen condom use. 

c. There is not adequate evidence about AE impact on pregnancy or STDs—very few studies measured 
these outcomes, and those that did had some methodological problems.  However, the increases in teen 
abstinence documented in other AE studies would be expected to produce reductions in these 
outcomes, though unmeasured.   

d. One AE study found short-term negative effects that disappeared at the longer-term follow-up and were 
replaced by several sustained positive outcomes.86 

 
 

D.  U.S. Teen Pregnancy Prevention List of School-Based CSE Programs 
 
The 18 school-based CSE programs designated by the Teen Pregnancy Prevention program as showing 
“evidence of effectiveness in reducing teen pregnancy, sexually transmitted infections, and associated sexual 
risk behaviors,”87 provide very little evidence of sustained effects on these outcomes for the intended teenage 
population.  Overall, there is far more evidence of failure than success for CSE programs, while there 
appears to be some promising initial evidence for the AE programs on the TPP list. 
 
As a service to U.S. federal policymakers, in this section we summarize the scientific evidence of effectiveness for 
the school-based CSE programs that met the United States Teen Pregnancy Prevention (TPP) program’s criteria for 
inclusion on its list of evidence-based interventions.  These 18 school-based CSE programs have been evaluated by 
33 outcome studies of acceptable rigor and constitute a subset of the database for the present research review.   
 
It should be noted that while TPP placed a high priority on the quality of study methodology, it used less rigorous 
standards for the program outcomes designated as indicating effectiveness.  Consequently, a program could qualify 
for the TPP’s list of programs that show “evidence of effectiveness” by the following means: 

• by virtue of just one positive evaluation study conducted by the program’s developer (for the initial 28 
qualifying programs, only two of the studies were by independent evaluators), 

• by showing only one significant effect on a less-protective outcome (such as reduced number of sex 
partners) while showing failure to impact the most-protective outcomes like abstinence or condom use, 

• without achieving any “main effect” (i.e., impacting only a subgroup of the intended population), and 
• without showing a sustained (12-month) effect on any outcome. 
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Outcomes for the 33 studies of the 18 school-based CSE programs on the TPP list:  
• Teen Pregnancy: None of the 18 school-based CSE programs showed effectiveness at reducing teen 

pregnancy.  The Teen Outreach Program (TOP) reported a reduction in teen pregnancy, but that effect was 
short term, and a subsequent study in a different location found the program actually increased pregnancy 
rates.  

• STD Prevention: None of the school-based CSE studies demonstrated a reduction in teen STDs, in fact, 
none measured it. 

• Teen Abstinence: None showed effectiveness at increasing teen abstinence.  Two of the 33 school-based 
CSE studies reported a 12-month increase in teen abstinence for the intended population (Reducing the Risk 
and It’s Your Game: Keep It Real).  But 10 other studies of the same programs found no such positive 
effects and one negative effect.  

• Consistent Condom Use: None of the 18 school-based CSE programs showed effectiveness at increasing 
consistent condom use by teens.  (Consistent use is necessary to provide meaningful protection from 
STDs.)  Although there was one program that reported a long-term effect (¡Cuídate!), a subsequent 
replication study conducted by independent evaluators—not the program’s developer—actually found that 
the program increased teen sexual risk behavior.  

• Condom Use Frequency (a less protective factor): Two of the 33 studies reported 12-month increases in 
frequency of condom use for the intended population in studies by program developers, however, 
independent replication studies were not available to confirm these results.88 

• CSE’s Intended Dual Benefit: None of the school-based CSE programs showed success at achieving the 
purported dual benefit of the “comprehensive” strategy—increasing both teen abstinence and condom use 
within the same adolescent population.  No program produced sustained effects on both outcomes and the 
two programs that produced short-term effects also produced negative effects on other important teen risk 
behaviors (¡Cuídate! and It’s Your Game: Keep It Real). 

• Negative Effects: Three of the 18 school-based CSE programs evaluated by these 33 studies produced 
significant negative effects (i.e., increases in sexual initiation, recent sex, oral sex, or pregnancy) for the 
target population or a substantial subgroup of teens: ¡Cuídate!, It’s Your Game: Keep It Real, and Teen 
Outreach Program.   

(See Section A5, Evidence from Replication Studies of School-Based CSE Programs for above study notations.) 
 

Outcomes for the five studies of the five school-based AE programs on the TPP list: 
• Teen Abstinence: Four of the five AE studies (three by independent evaluators) produced a 12-month 

increase in teen abstinence.  Studies should be done to replicate these initial positive results.89 
• Condom Use: Although improving teen condom use is not a goal of AE, it is important to note that three of 

the five studies measured this outcome, and one found a 12-month increase in frequency of condom use.  
The other two studies found no significant effects, positive or negative.  Thus, of the three studies that 
measured AE impact on condom use, none found a negative effect.90  This evidence contradicts the claim 
that AE reduces teen condom use. 

• Teen Pregnancy & STDs: None of the AE studies measured these outcomes, however, programs that 
increase teen abstinence increase the protective behavior by which teens avoid both of these problems.   

 
VI. SUMMARY 
 
We have surveyed the studies found in three nationally recognized reviews of sex education outcome research— 
reviews that screened several hundred sex education studies for research quality, and reported the outcomes of 
those deemed scientifically sound.  We examined the 60 studies of school-based CSE that these reviews determined 
were of adequate quality, and evaluated their outcomes according to meaningful criteria for program effectiveness 
derived from the field of prevention research: sustained (12-month) effects, on protective indicators, for the main 
(intended) school population, and based on the preponderance of research evidence (including from independent 
evaluators). 
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The results paint a significantly different picture than the one depicted in the UNESCO report (which stated that 
CSE programs have been “effective in changing  behaviour  when  implemented in school, clinic, and community 
settings,”91), or on the TPP website (“programs with evidence of effectiveness”92), or by some CSE advocates (for 
example, see Advocates for Youth, “Comprehensive sex education has been proven effective … [to] delay onset of 
sexual activity … and increase condom use”93).  For school-based CSE programs we found a few initial findings of 
sustained improvement in teen abstinence or condom use, followed by evidence from replication studies that did 
not confirm most of the original positive results.  There was virtually no evidence of success at reducing pregnancy 
or STDs. 
 
Of particular concern is the dearth of findings of real success by school-based CSE programs at producing sustained 
improvement on any measure of condom use.  None were effective at increasing consistent condom use, and only  
three showed sustained increases in frequency of use, a less-protective outcome, in single studies by program 
developers.  This is striking since it is a central purpose of CSE, is one of its main distinctions from AE, and is 
essential for providing even partial protection from STDs for sexually active teens.  
 
Also concerning is the fact that more than half (36/60) of these CSE studies employed measures that test CSE’s 
intended dual benefit: simultaneous increases in rates of teen abstinence and in rates of condom use by the sexually 
active.  Yet there is a startling scarcity of any positive results on both outcomes within the same population (no 
long-term success and only five programs with even short-term effects, two of which also produced other negative 
effects).  Again, this is the signature rationale for CSE—that it will effectively increase risk avoidance by 
promoting abstinence and at the same time reduce risk for teens who decline to be abstinent—and is the advantage 
it claims over AE.  However, there appears to be strong evidence that this is not occurring for CSE programs in 
school settings and populations.   
 
Finally, and perhaps of most importance, the oft-repeated assertion that CSE programs have done no harm to 
adolescents is not born out by these research findings.  Independent evaluations of five out of 40 CSE programs in 
schools found they produced significant negative effects: three increased rates of teen sex, one increased teen 
pregnancy, and one reduced contraceptive use.  Three of these programs are currently on the U.S. Department of 
Health and Human Services Teen Pregnancy Prevention list of evidence-based programs: It’s Your Game: Keep It 
Real, ¡Cuídate!, and Teen Outreach Program. 
 
 
VII. DISCUSSION 
 
The first question raised by these findings is why they differ so dramatically from the common perception that CSE 
has been proven effective and AE shown to be ineffective and harmful.  We suggest several possibilities: 

1) Many research reviews by otherwise credible entities have not assessed CSE program outcomes by 
meaningful criteria for program effectiveness.  Instead, they have tended to overplay the evidence and 
accept much lower benchmarks of success, wherein any statistically significant positive change on any 
indicator of any duration is called “evidence of effectiveness” for that program, and meanwhile ignoring 
other studies showing null or negative effects.  As seen in the above analysis, this “low bar” that has been 
set for CSE program effectiveness has not been adequate to produce the kind of reductions in teen risk 
behaviors that are sufficient to produce measurable reductions in teen pregnancy or STDs for program 
participants.  The more stringent effectiveness standards recommended in this report are more likely to 
identify and/or generate programs that provide real protection for adolescents. 

2) At the same time, AE programs have had a higher bar to meet by virtue of needing to measure sexual 
initiation—a one-time, all-or-nothing behavior—as the critical outcome, rather than merely measuring 
sliding scale reductions in frequency of sex or increases in condom use.  Furthermore, most AE studies 
have measured at least a 12-month duration of effect, with four of the most often cited AE studies 
employing a three- to five-year post-program follow-up time frame (and not surprisingly, finding no 
effect).94  These latter durations of effect are far longer and more difficult to achieve than what has been 
required in the CSE studies we have seen.  Thus, this higher bar likely has made it more difficult for the 
few good AE studies available to show statistically significant positive effects, perhaps more difficult than 
for CSE studies with a lower standard to meet. 
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3) Program setting and population are relevant.  We have observed that there is a pattern in the sex education 
outcome research wherein school-based CSE programs overall tend to have less positive results than CSE 
programs in clinic or community settings, and that most research reviews tend to blur this distinction.  The 
fact that our review was limited to school-based CSE programs (in the U.S.) has brought this poorer 
performance into focus.  This is important information since these school-based CSE outcome studies occur 
with the targeted setting and population (adolescents in schools) and strategy (comprehensive sex 
education) endorsed by UNESCO and by many public policymakers. 

4) Sometimes reviews of sex education effectiveness or advocates for CSE make statements that appear to 
contradict the actual research evidence.  For example: 

• A recent report by Advocates for Youth states that “No abstinence-only program has yet been proven through 
rigorous evaluation to help youth delay sex for a significant period of time …”95  Yet studies of two 
“abstinence-only” programs have produced significant and sustained delays in teen sexual initiation—one at 
the 12-month follow-up, and the other 24 months after the program.  The studies of both programs were 
accepted for research quality by the TPP’s evidence review.96   

• A recent research review by the CDC-supported Community Preventive Services Task Force concluded that 
comprehensive risk reduction programs (meaning CSE) were generally effective “across a range of 
populations and settings…both…school and community settings.”97  However, the detailed results of this 
meta-analysis study, shared in public settings but not reported in the published research article (these results 
are published in a companion piece in the same journal98), showed significantly poorer results for school-
based CSE on key outcomes.  And the effects of school-based programs were not statistically significant for 
increasing teen condom use or use of protection, or for decreasing teen pregnancy or STIs.  In addition, the 
effect on pregnancy was in the negative direction, suggesting these programs in schools may have increased 
teen pregnancy.  Moreover, nearly one-half (47%) of the 15 school-based CSE studies found some negative 
effects on teen condom use.99  These data present a very different picture than the one depicted by the official 
publication of the study. 

• One of the most recent and thorough reviews of sex education programs in schools reported its findings on the 
effects of “Comprehensive Interventions” as the following: “Whilst positive changes in reported behaviour 
were observed in some studies, findings were not consistent enough to draw firm conclusions (Jones et al., 
2009a; Kim & Free, 2008; Kirby, 2005, 2007; Underhill et al., 2008; Yamada et al., 1999). Indeed, some 
studies found improvements while others reported negative or null effects for the same outcome. Health-
related outcomes were rarely reported, and when they were, few positive changes were observed (DiCenso et 
al., 1999; Jones et al., 2009a; Kirby, 2005, 2007; Underhill et al., 2008). One review presented evidence that, 
in some instances, comprehensive programmes may increase sexual intercourse (Kirby, 2005) …”  Yet, in 
spite of reporting that they found insufficient data to draw conclusions about CSE impact on behavior and 
health outcomes, the study asserts in its Abstract that “comprehensive interventions … were found to be 
effective in … changing … behaviours and health-relevant outcomes.”100 
 

A second question worth asking is why are these school-based CSE programs so ineffective, especially compared to 
similar programs in other settings?  We offer several factors for consideration: 

1) First, interventions in clinics and community settings often have a higher-risk population than school-based 
programs.  Such settings serve teens who may be more motivated to learn about and utilize protective 
measures.  In addition, programs in these venues are often able to use methods—such as individual clinical 
services (e.g., injections of contraceptive hormones), one-on-one counseling and instruction, and regular 
follow-up phone calls—that are not as easily implemented in school settings and populations. 

2) Many of these programs in schools rely heavily on teaching information and skills; some are developed 
around social learning theories like “The Theory of Reasoned Action” or “The Theory of Planned 
Behavior.”  The assumption is that adolescents will apply their new knowledge and skills in rational ways 
when they find themselves in highly intense romantic interactions.  This is related to the third 
consideration: 

3) The above two factors may combine with a biological reality that is not often mentioned in public discourse 
about sex education: the teenage brain.  The science of brain research has reached a consensus over the past 
25 years that important regions and functions of the human brain are not fully developed until after early 
adulthood.  These include the executive functions of the frontal lobes (governing impulse control, 
anticipation of consequences, judgment, planning, goal-setting, and prioritizing) and the hippocampal 
formation and amygdala (areas that mediate motivation, memory, attention, and emotional/affective 
behavior).101  According to experts, this means the adolescent brain is physiologically geared for 
impulsiveness and “risk-taking behavior,”102 immature processing of information, and failure to anticipate 
the future impact of behavior, making it “difficult for them to understand and use contraceptive methods 
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effectively and consistently.”103  In other words, adolescents aren’t neurologically well-equipped for 
“reasoned action” or “planned behavior,” especially in highly emotional, impulse-driven situations. 

4) Related to this is another seldom-mentioned issue: Condom use error and failure can significantly 
compromise the protective benefits of condom use, and error/failure rates are surprisingly high, even 
among experienced and motivated adult condom users.  For example, among 1,973 adults at an urban STD 
clinic in Denver, who were consistent condom users, 57% of women and 48% of men reported at least one 
incident of condom use error or failure over a four-month period with condom breakage being the most 
frequent problem and condom error associated with higher STD levels for men.104  And in a sample of 102 
college women who put condoms on their male partner(s), 30% to 50% (depending on the type of error) 
reported they had committed a common condom use error at least once in the past three months and 28% 
reported condom breakage, slippage, or both occurring during sex over the same time frame.105  We would 
expect such problems with condom use to be exacerbated in adolescent populations and this may have 
contributed to the lack of program effects on pregnancy and STDs for the studies in this database that 
measured these outcomes.   

 
A third concern has to do with the finding of negative effects by a significant number of school-based CSE 
programs.  For the three of these programs that are included on the U.S. TPP list (giving the appearance of federal 
endorsement), these negative effects are not readily apparent to someone looking for an effective program on the 
TPP website, and these three programs are implemented in many schools across the U.S.—an unfortunate instance 
in which the “buyer beware” adage must be applied.  It is beyond the scope of this paper to explore what might be 
causing these negative program effects (which include increased teen sexual initiation, recent sex, oral sex, 
pregnancy, and reduced contraceptive use).  For those interested in pursuing causality, one place to start may be to 
examine the content of these programs.  For example, one of the TPP programs that increased the rate of teen sex, 
It’s Your Game: Keep It Real, asks seventh and eighth grade mixed-gender classes to engage in role plays that 
include the following phrases: 

• “She is really hot and I’ve been thinking that maybe it will be OK to mess around a little more than just kissing.” 
• “I think we should do more than just kissing and touching.” 
• “I just feel so close to you.  That’s why I want to have sex with you.” 
• “If we use a condom, it will spoil the mood.” 
• “You just need to do it, and then you’ll realize sex is no big deal.”106 

Even though these statements are presented as “pressure lines” to be refuted, their mere discussion may suggest to 
seventh graders that these behaviors are within the normal and accepted range of issues to be negotiated between 
12-year-old boys and girls.  And this curriculum seems to normalize intimate “touching,” which many parents 
consider sexual foreplay that is inappropriate for young teens.  Another CSE program that produced negative 
effects, ¡Cuídate! (also on the TPP list), uses the following prompt for a discussion with teens as young as 13 years 
old: 

• “What are some of the things that you should consider to help you decide if you are ‘ready’ for sex?” 
• “Possible Answers: If you know this is the right decision for you—now and in the future; if you can talk to your partner 

about sex; before you have sex, if you know how to protect yourself and your partner; if you can deal with the 
consequences of having sex—like getting pregnant, an STD or HIV...You shouldn’t have sex until you are ready—and 
until you decide.”107 

It may be hard for parents to imagine their 13-year-old daughter making a mature decision about whether she is 
“ready” for sex, especially in the face of pressure from an older boy.  Thus, school boards, administrators, and 
parents, may want to investigate whether any negative effects have been caused by sex education programs they are 
considering and look into the actual content of the program’s curriculum, rather than relying on the endorsement of 
a federal agency or the program’s developers. 
 
A final point worth considering is the question of terminology.  The sex education strategy examined by this report 
is typically referred to as “comprehensive sex education” (CSE), “sexual risk reduction” (SRR), or “comprehensive 
risk reduction” (CRR).  Yet the evidence from this database indicates that in U.S. schools there is no evidence that 
these programs have been effective at achieving the dual benefit from which the term “comprehensive” was 
originally derived—increasing both teen abstinence and condom use.  Similarly, the evidence indicates that these 
programs have generally failed to “reduce risk” among adolescents in schools.  Thus, the findings call into question 
use of the current labels to describe this strategy. 
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VIII.  CONCLUSION AND RECOMMENDATIONS  
 
The three research reviews we have analyzed in this report contain some of the strongest and most recent 
evaluations of U.S. sex education programs available—60 studies that have been screened for research quality by 
credible scientific agencies.  Our findings demonstrate that applying a meaningful definition of effectiveness to 
program outcomes and examining the evidence for school-based (versus community and clinic) settings separately, 
as we have done here, are crucial elements in the assessment of sex education effectiveness.  This is especially true 
if that assessment intends to be of practical use to stakeholders such as school administrators, parents, and 
policymakers, in the effort to diminish the negative consequences of adolescent sexual activity. 
 
 
Conclusions.  Using meaningful and recommended criteria (sustained 12-month effects for the intended 
population on key protective indicators), we found insufficient evidence of effectiveness by U.S. school-
based CSE at decreasing teen pregnancy or STD rates or increasing teen abstinence or condom use.  
There was far more evidence of CSE failure than success.  With regard to school-based AE, we found 
preliminary but promising evidence for producing sustained increases in teen abstinence. 
 
Recommendation.  With regard to school-based comprehensive sex education in the United States, 
given the substantial evidence of program ineffectiveness as measured by meaningful criteria from the 
field of prevention research, and the negative effects found in several studies, we do not recommend 
this approach as a viable public health strategy in U.S. school classrooms.  Replication studies should 
be conducted to verify the preliminary positive findings for abstinence education programs in order to 
further inform public policy. 
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Sexual	Initiation Consistent	Condom	Use Pregnancy STDs CondomFrequency Recent	Sex UnProtectedSex #	Sex	Partners 12mo.	After	Program Any	Duration	or	Effect

Aban	Aya	(Curriculum	Only) Flay,	2004 TPP No CSE	+	Risk	Behavior <9(Endof4YrPrg) NM NM NM NM No No NM NM NM No

AIDS	Prevention	Program Siegel,	1995 CDC/UN ? CSE 4 NM NM NM NM No NM NM No NM No

All4You Coyle,	2006 TPP/CDC/UN No CSE	+	Service-Learning 6,	12,	18	 No NM No NM 6	months	Only 6	months	Only 6	months	Only No No 6	months

							All4You Coyle,	2013 TPP No CSE	+	Service-Learning 4,	16	 No NM NM NM No NM No NM No No

							All4You	(Curriculum	Only) Coyle,	2013 TPP No CSE	Only 4,	16	 No NM NM NM No NM 4	months	Only NM No

Be	Proud	Be	Responsible	(School-Recruited,	held	on	Saturday) Jemmott,	1999 TPP/CDC/UN No CSE 3,	6 NM	 NM NM NM NM No 6	months No NM NM

							Be	Proud	Be	Responsible	(School	Day/Classroom	Version) Borawski,	2009 TPP Yes CSE 4,12 No No NM NM NM No No NM NM NM

[Blake]	HIV/STD	Prevention	Curriculum Blake,	2000	(unpub.) UN Yes CSE 6 No No NM NM NM No NM NM NM No

[Boyer]	HIV/STD	Prevention	Curriculum Boyer,	1997 CDC/UN No CSE 3 NM NM NM NM No NM NM No NM No

Crossroads	Program	(adaptation	BPBR) Slater	&	Mitschke,	2015 TPP-Tier2 ? CSE 3,	6,	12 NM NM No NM NM NM 6	months	Only NM NM NM

¡Cuídate!	(School-Recruited,	held	on	Saturday) Villaruel,	2006 TPP/CDC/UN No CSE 12 No 12	months NM NM No 12	months 12	months 12	months No 12months-#PartnersOnly

							¡Cuídate!	(School	Day/Classroom	Version) Kelsey,	2016;	Abt.Assoc.,	2015 TPP Yes CSE 6 6	months NM NM NM NM 6	months No NM NM No Oral	&	Recent	Sex

Draw	the	Line/Respect	the	Line Coyle,	2004 TPP/CDC/UN No CSE at	Prog.End(3YrPg),	12 No NM NM NM No No NM No No No

Focus	on	Kids/West	Virginia Stanton,	2005 CDC/UN No CSE 3,	6,	9 NM NM NM NM No No NM NM NM NM

Gender	Matters Smith,Kim,et	al,2015	(Mathm) TPP-Tier2 No CSE 6 No NM NM NM NM No No NM NM NM

Get	Real	About	AIDS Main,	1994 CDC/UN ? CSE 6 No NM NM NM 6	months No NM 6	months NM 6months

Get	Real	-	7th	&	8th	Grade	Only Grossman,	2014 TPP ? CSE <9(Endof3YrPrg) <9	months NM NM NM NM NM NM NM NM NM

H.A.R.T.	(adaptation	of	B.A.R.T.) Boston	Medical	Center TPP-Tier2 ? CSE 6 No NM NM NM NM No No NM NM No

Health	Teacher Mathmatica TPP-Tier2 No CSE 12 No	 NM NM NM NM NM NM NM NM NM

Healthy	&	Alive! Middlestadt,	[Unpubl] UN No CSE <9 No No NM NM NM No NM No NM No

Healthy	for	Life-Version	1	(Age-based) Moberg,	1998/2000 CDC ? CSE	+	Risk	Behavior 24,	36,	48 No No NM NM NM No NM NM No No

Healthy	for	Life-Version	2	(7th	Gr.Intensive) Moberg,	1998/2000 CDC ? CSE	+	Risk	Behavior 24,	36,	48 No No NM NM NM 24	months NM NM No No Recent	Sex

Healthy	Oakland	Teens Ekstrand,	1996(AIDSConf) UN ? CSE 8	to	11 8	to	11	months NM NM NM NM NM NM NM NM NM

HIV	Prevention	Interventions Fisher,	2002 CDC/UN No CSE 12 No NM NM NM 12	months NM NM NM No No

It’s	Your	Game--Keep	It	Real Tortolero,	2010 TPP No CSE 12 12	months NM NM NM No 12	months NM No No No

								IYG	-	RR		EOI/10moFup Markham,	2012 TPP No CSE 10 10	months NM NM NM NM 10	months 10	months No NM 				10months

								IYG	-	RR		24moFup Markham,	2014 TPP No CSE 24 No NM NM NM NM No No No No 24months-Anal	Sex	Only

								IYG	-	RR Potter,	2016	("a"	So.Car.) TPP Yes CSE 12 12	months NM NM NM NM No No NM No No Sexual	Initiation

								IYG	-	RR Coyle,	2016	("b"	Texas) TPP Yes CSE 12 No NM NM NM NM NM NM NM NM NM

Making	Proud	Choices!	(School-Recruited,	held	on	Saturday) Jemmott,	1998 TPP/CDC/UN No CSE 3,	6,	12 No 3	months	Only NM NM 3,	6,	12	months No No NM No No

Need	To	Know	 Uof	TX-HlthSciCtrSanAntonio TPP-Tier2 ? CSE at	Program	End No NM NM NM NM NM NM NM NM No

Positive	Prevention LaChausse,	2006 CDC/UN Yes CSE 6 6	months NM NM NM No 6	months NM NM NM No

Positive	Prevention	PLUS LaChausse,	2015/2016 TPP Yes CSE 6 6	months NM No NM NM NM 6	months NM NM NM

Postponing	Sexual	Involvement(PSI) Howard&McCabe,	1990 UN No CSE 12 12	months NM NM NM NM No NM NM NM NM

									Postponing	Sexual	Involvement Aarons,	2000 UN Yes CSE 6 No NM NM NM NM NM NM NM NM NM

									PSI	&	HumanSexuality-adapted Little	&	Rankin,	unpub. UN ? CSE 2,	6 No NM NM NM NM No NM No NM NM

Project	IMPPACT	Inwood	House Lieberman,	2000 CDC/UN No CSE at	Prog.End,	12 No NM No NM No NM NM NM No No

Project	LIGHT Lightfoot,	2007 CDC No CSE	 3 NM NM NM NM No 3	months No 3	months NM No

Project	SNAPP Kirby	et	al,	1997 CDC/UN Yes CSE 5,	17 No NM No No Contraception(17mo) No NM NM No No Contraceptive	Use

Promoting	Health	Among	Teens!/CSE	 Jemmott,	2010 TPP No CSE 24 No No NM NM NM No No 24	months No No

Reach	for	Health	(Classroom	Curriculum	Only) O'Donnell,	1999 CDC ? CSE 6 No NM NM NM NM No NM NM NM NM

Reducing	the	Risk	(RTR) Kirby	et	al,	1991 TPP/UN No CSE 18 No NM No NM No NM No NM NM NM

							RTR Barth,	1992 TPP/CDC No CSE 6 No NM No NM No No NM NM NM No

							RTR Hubbard,	1998 CDC/UN Yes CSE 18 18months NM NM NM NM		 NM NM NM NM NM

							RTR Kelsey	(Abt	Assoc),	2016 TPP Yes CSE 12 No NM NM NM NM No No NM No No

							RTR Zimmerman,	2008a TPP/UN No CSE >12 No NM NM NM No NM NM NM NM No

							RTR-modified1 Zimmerman,	2008b TPP/UN No CSE >12 No NM NM NM No NM NM NM NM No

							RTR Reyna	&	Mills,	2014a TPP Yes CSE	 3,	6,	12 No NM NM NM No NM No No No No

							RTR-modified2 Reyna	&	Mills,	2014b TPP No CSE	 3,	6,	12 12	months NM NM NM No NM No 12	months No No

Rochester	AIDS	Prevention	Project(RAPP) Siegel,	2001 CDC/UN ? CSE 12 No NM NM NM NM NM NM NM NM NM

							Rochester	AIDS	Prevention	Project(RAPP) Aten,		2002 CDC ? CSE 12 No NM NM NM NM NM NM NM NM NM

Safer	Choices Coyle,	2001 TPP/CDC/UN No CSE at	Prog.End(2YrPrg),	12 No NM NM NM 12	months No NM No No No

Teen	Outreach	Program	(TOP) Allen1997/Philliber1992 TPP Yes Service-Learning+CSE at	ProgEnd(1YrPrg) NM NM at	Program	End NM NM NM NM NM NM NM

						TOP Daley,	2015 TPP Yes Service-Learning+CSE at	ProgEnd(1YrPrg),	10 at	Prog.	End	only NM at	Program	End	only NM NM NM NM NM NM NM

						TOP Francis	(Hennepin,MN),	2015 TPP Yes Service-Learning+CSE 3,	15 No NM NM NM NM No No NM NM NM

						TOP Seshadri,	et	al	2015	(Chicago) TPP Yes Service-Learning+CSE at	Program	End NM NM NM NM NM No No NM NM NM

						TOP Philliber,	et	al	2016	(GNWPP) TPP Yes Service-Learning+CSE at	Prog.End(1YrPrg),	12 NM NM at	ProgEnd-Females NM NM		 No NM NM NM NM Pregnancy-Females

[Walter&Vaughn]AIDS	Prevention Walter	&	Vaughn,	1993 CDC/UN ? CSE 3 No 3	months NM No NM NM NM 3	months	 NM 3	months

Wise	Guys Gottsegen	&	Philliber	2001 UN No CSE 6 No NM NM NM NM	 NM NM NM NM NM

Youth	AIDS	Prevention	Project	(YAPP) Levy,	1995 CDC/UN No CSE at	Prog.End,	12 No NM NM NM No No NM No No No

Prog.	End=	at	Program	End	or	End	of	Program

KEY:
NM	=	Did	not	measure	this	outcome
No	=	Measured	the	outcome	but	the	effect	was	not	significant	

Green	=	Evidence	of	Success:	at	least	a	12-month	post-program	effect	on	the	most-protective	indicators

Purple	=	This	program	is	on	the	TPP	list	of	programs	having	evidence	of	effectiveness

Tan	-	Evidence	of	Failure:	measured	short-term	effect	,	failed	to	find	significant	effects
Brown	=	Evidence	of	Failure:	measured	at	least	12	months	after	the	program,	failed	to	find	significant	effects
Dark	Brown	=	Evidence	of	Failure:	measured	a	dual	benefit	for	abstinence	&	condom	outcomes	for	any	time	period	but	did	not	find	significance	for	both
Red	=	Evidence	of	Harm:	a	significant	increase	in	some	risk	behaviors	for	main	population	or	substantial	subgroup
Clear	=	Lack	of	Evidence:	did	not	measure	the	outcome;	or	only	measured	a	short-term	effect,	with	significant	results
Yellow	=	Lack	of	Independent	Evaluator:	study	was	conducted	by	the	program	developer	or	implementer

Blue	=	Evidence	of	Potential:	at	least	a	12-month	post-program	effect	on	less-protective	indicators	or	<12-month	effect	on	a	dual	benefit

Table	1:	U.S.	School-based	Comprehensive	Sex	Education		(CSE)—60	Studies	of	40	Programs
PROGRAM	CHARACTERISTICS PROGRAM	OUTCOMES

PROGRAM	NAME STUDY	1st	AUTHOR,YR Database PROGRAM	TYPE Impact	on	Most-Protective	Indicators	for	Intended	Population Impact	on	Less-Protective	Indicators	for	Intended	Population Dual	Benefit:	Abstinence&Condom	Use Negative	EffectIndependent	
Evaluator?

Follow-up	Time	
in	Months



 
Table 2.  Estimated Failure Rates on Behavioral & Biological Outcomes for USA School-based CSE Programs  

60 School-
based  
CSE Studies 

Reduced Teen 
Pregnancy 

 

Reduced STDs 
 

Abstinence 
(delay sexual 

initiation) 
 

Consistent 
Condom Use 

(CCU) 

Any Condom Use 
(frequency, CLI, 

CCU) 
 

Reduction in 
Unprotected Sex 
(sex w/o condom or 
contraceptive) 

Dual Benefit 
(Abstinence & 
Condom Use)             

Duration of 
Effecta 

At least 
12 

months 

Any 
duration 

At least 
12 

months 

Any 
duration 

At least 
12 

months 

Any 
duration 

At least 
12 

months 

Any 
duration 

At least 
12 

months 

Any 
duration 

At least 
12 

months 

Any 
duration 

At least 
12 

months 

Any 
duration 

Not 
Measured  54 

 
50 59 58 28 9 54 51 43 32 

 
34 37 40 25 

Measured 6 10 1 2 32 51 6 9 17 28 16 23 20 36 
   POSITIVE 
   EFFECT 0 2 0 0 4 10 1 3 4 7 1 8 0 6 
   NO  EFFECT  6 7 1 2 27 39 5 6 13 21 15 15 20 30 
   NEGATIVE 
   EFFECT 0 1 0 0 1 2 0 0 [1]d [1]d 0 0 0 [3]e 

Failure Rateb N.C.c N.C.c N.C.c N.C.c 88% 80% N.C.c N.C.c 76% 75% 94% 65% 100% 92% 
a Shows two columns under each outcome: “At least 12 months” gives the findings, for each outcome, of studies measuring effects at least 12 months after the program—

this is an important indicator of program effectiveness.  “Any duration” gives findings of studies measuring effects of any duration or time period after the program, 
including immediate post-program effects, effects of short-term duration (3/6/9  months after the program) and long-term effects (at least 12 months after the program). 
b Of the studies that measured an outcome (e.g., “Abstinence, at least 12 months after the program”) , the proportion finding either no significant effect or a significant 
negative effect. 
c Not Calculated: Few or No positive effects were found but the number of studies measuring this outcome is too small to estimate a numerical failure rate. 
d One program produced a negative effect (reduction) in contraceptive use, which is not a  specific exact measure of condom use but is shown as a negative effect in this 
column since it may include condom use, even though it is not included in the column totals for that reason.  
e  Three of the 6 studies producing a dual benefit of any duration were representing 2 programs that were shown in other studies to have reduced teen abstinence—one of 
the dual benefits.  For this reason those programs and their 3 studies are subtracted from the 6 claiming a dual benefit in the net calculation, thus, 33/36 studies (92%) did 
not produce a dual benefit of any duration.  
 

 


