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TEENS IN CRISIS: 
A Comprehensive Strategy to Protect Adolescent Health

Recent surveys identify several positive trends concerning teenage sexual activity and
contraceptive use.  Between 1990 and 1995, the percentage of teen girls who had ever had sexual
intercourse declined by five percent -- marking the first decline in more than 20 years.   In 1995,1

78 percent of teen girls used contraception at first intercourse as compared to 65 percent in 1988
and 48 percent in 1982.   In addition, the teen pregnancy, birth and abortion rates have been2

declining.   3

Although these findings are notable, the U.S. continues to face an adolescent reproductive
health crisis.  The rates of teen pregnancy and sexually transmitted disease (STD) and human
immunodeficiency virus (HIV) infections among teens remain unacceptably high.  More teens may
be using contraception at first intercourse; however, teens continue to fail to use contraception
consistently or appropriately.  Moreover, the frequency of unwanted sexual intercourse among
teen girls is alarming.

In searching for solutions to this adolescent reproductive health crisis, some individuals
and groups have focused on abstinence-only education.  An emphasis on abstinence-only
education is misplaced.  Abstinence education is an essential part of sexuality education, but
abstinence should not be the only lesson taught.  Sexuality education should teach teens to deal
with peer pressure and pressure from partners to engage in sexual activity, but teens should also 
learn how to protect themselves if they do become sexually active.

Rather than focusing on abstinence-only education, the U.S. must demonstrate a national
commitment to remedying this adolescent crisis through a multi-pronged approach. Such an
approach would invest in the development of young women by valuing their lives, inspiring them
to seek better futures, enhancing self-sufficiency, preparing them for higher education, providing
job training and ensuring access to health care.  We need to embark on a campaign to increase
family planning funding, improve and expand access to contraceptives, and increase awareness of
and access to emergency contraceptives.  Finally, we must launch a national effort to require
comprehensive sexuality education throughout our primary and secondary schools.  This approach
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would protect teens by promoting abstinence while simultaneously providing teens with the
contraceptive and STD/HIV prevention information they need to make responsible decisions if
and when they become sexually active.

I. America is Facing a Crisis in Adolescent Reproductive Health.

Despite the positive trends identified in the 1995 National Survey of Family Growth and
1995 National Survey of Adolescent Males, the U.S. continues to face a crisis in adolescent
reproductive health.  Although some statistics demonstrate a decline in teen sexual activity, a
decline in teen pregnancy and an increase in contraceptive use, other statistics present a bleaker
view.  The decline in teen sexual activity between 1990 and 1995 was slight.  More than half of all
teens aged 15 to 19 years old have had sexual intercourse.    First sexual intercourse is not always4

wanted.  Almost one-fourth of teen girls report that their first experience with sexual intercourse
was unwanted, while seven percent report that it was non-voluntary.   In addition, the teen5

pregnancy rate remains too high.  Nationally each year, almost one million teenagers become
pregnant.   Approximately 78 percent of all teen pregnancies are unintended, and over one-6

quarter of all teenage girls who have had sex are likely to give birth before age 20.7

Unintended teen pregnancy has many negative ramifications.  Teenage girls have a higher
risk of pregnancy complications -- including maternal mortality and morbidity, miscarriages and
stillbirths, premature and/or low birthweight babies and nutritional deficiencies -- than adult
women.   Adolescents often receive inadequate prenatal care and give birth to over 46,000 low8

birthweight babies each year.    The probability that a teen mother will graduate from high school9

by age 25 is less than 60 percent -- compared to 90 percent for those who postpone
childbearing.   Twenty-eight percent of teen mothers are poor in their 20s and early 30s as10

compared to seven percent of women who have their first child after adolescence.  Teen mothers
are also more likely to have lower family incomes in later life.   In addition, the daughters of teen11
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mothers are more likely than other girls to become teen mothers themselves,  thus perpetuating12

the cycle of poverty.

With respect to contraceptive use among teens, the landscape is similar.  Contraceptive
use at first intercourse has risen considerably among teen girls, yet many teens still fail to protect
themselves adequately against unintended pregnancies and HIV/STDs.  Findings from the 1995
National Survey of Adolescent Males demonstrate that fewer than half of all teen males who have
had sex used condoms every time that they had sex during the last year.  Moreover, the likelihood
that a teen male will use a condom 100 percent of the time decreases with age.   For instance,13

research found that “[s]elf-reported condom use is at 63% in 9th grade and steadily declines with
each grade to 50% for high school seniors, probably because young women begin to use the pill
as an alternate birth control method.”  14

The failure to use contraceptives consistently and appropriately, in a manner that provides
adequate protection against STDs and HIV, is significant given the high rates of STD/HIV
infection among teens.  Annually in the U.S., three million teens are infected with a STD.  15

Approximately 25 percent of sexually active teens are infected with a STD each year.   Teens16

have the highest infection rates for many STDs -- including gonorrhea and chlamydia.   In17

addition, one in four new cases of HIV infection occur in people younger than 22 years of age.  18

Yet, 40 percent of all sexually experienced teens report that they never have had a conversation
about HIV/AIDS or other STDs with a sexual partner, and 34 percent report that they never
discussed birth control.   Given the high rates of infection, it is clear that teens still need19

considerable education concerning how best to protect themselves if and when they become
sexually active. 

American adolescents’ sexual activity does not vary widely from that of teens in other
developed countries; however, American teens are less likely to use contraception, more likely to
get pregnant and more likely to contract a STD.   Too many teens lack the information and skills20
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they need to postpone premature sexual activity and to protect their health. 

II. Abstinence-Only Education Fails to Address Adequately This Adolescent
Reproductive Health Crisis.

A. Abstinence-Only Education Is on the Rise.

Recently abstinence-only education has captivated the attention of lawmakers.  The
emphasis on only abstinence in sexuality education has taken a variety of forms.  In 1996,
Congress passed welfare reform legislation that establishes an abstinence-only education
entitlement program.  Administered through the Maternal and Child Health Block Grant
(MCHBG) program, this legislation allocates federal funds to programs that have abstinence
education as their “exclusive purpose.”  Beginning in fiscal year 1998, this program will provide
$50 million in grant money each year for five years.  Participating states must match every four
dollars of federal grant money with three dollars of non-federal funds.   All 50 states have applied21

for the funds.22

Under the federal law, the term “abstinence education” means an educational or
motivational program which:  (1) “has as its exclusive purpose, teaching the social, psychological,
and health gains to be realized by abstaining from sexual activity;” (2) “teaches abstinence from
sexual activity outside marriage as the expected standard for all school age children;” (3) “teaches
that abstinence from sexual activity is the only certain way to avoid out-of-wedlock pregnancy,
sexually transmitted diseases, and other associated health problems;” (4) “teaches that a mutually
faithful monogamous relationship in context of marriage is the expected standard of human sexual
activity;” (5) “teaches that sexual activity outside of the context of marriage is likely to have
harmful psychological and physical effects;” (6) “teaches that bearing children out-of-wedlock is
likely to have harmful consequences for the child, the child’s parents, and society;” (7) “teaches
young people how to reject sexual advances and how alcohol and drug use increases vulnerability
to sexual advances;” and (8) “teaches the importance of attaining self-sufficiency before engaging
in sexual activity.”23

The Adolescent Family Life Act (AFLA) also provides federal funds to support education
programs that teach abstinence.  Enacted in 1981, the AFLA program provides grants to public
and nonprofit organizations to support abstinence education and programs that provide direct
services for pregnant and parenting teens.   For FY 98, Congress appropriated $16.709 million24
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for AFLA, compared to $6.250 million for FY 94, an increase of 167 percent.25

The emphasis that Congress has placed on abstinence-only education sets a bad precedent
for the states, possibly draining money and energy from comprehensive sexuality education
programs.  Only nineteen states and the District of Columbia require schools to provide sexuality
education.   Moreover, of those states specifying the required content of sexuality education, 1026

require the inclusion of abstinence education but not information about contraception.  27

B. Abstinence-Only Education Fails to Ensure that Adolescents Receive Needed
Information.

Abstinence-only programs stress that abstinence is the only acceptable behavior for
adolescents.  They fail to provide information regarding prevention of pregnancy and HIV/STDs
beyond urging that teenagers abstain from sexual activity.  Often, such programs declare that all
people must abstain until marriage.  They frequently base their message on fear, using scare
tactics rather than factual, medically accurate information.  If information regarding contraception
or STD/HIV prevention methods other than abstinence is included, such information generally
includes only failure rates.

The lessons learned in adolescence stay with people their entire lives.  By failing to require
comprehensive, complete and accurate information about contraception and prevention of
pregnancy and STDs/HIV, abstinence-only education actually endangers adolescents’ health and
well-being.  Nearly 50 percent of all pregnancies in the U.S. are unintended, and over half of
unintended pregnancies end in abortion.   Deficiencies in sexuality education directly contribute28

to the unacceptably high rates of unintended pregnancy.

C. Abstinence-Only Programs Have Not Been Proven To Be Effective.

Evidence is lacking that abstinence-only education programs are effective in reducing teen
sexual activity.  The National Campaign to Prevent Teen Pregnancy recently released a study
which concludes that “there does not currently exist any scientifically credible, published
research” that demonstrates that abstinence-only programs delay or reduce sexual activity.  After
reviewing six abstinence-only studies that had been published to date, the Campaign’s survey finds
that “[n]one of these studies found consistent and significant program effects on delaying the
onset of intercourse, and at least one study provided strong evidence that the program did not
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delay the onset of intercourse.  Thus, the weight of the evidence indicates that these abstinence
programs do not delay the onset of intercourse.”  The report cautions, however, that “this
evidence is not conclusive” due to the “significant methodological limitations” of the evaluations. 
The Campaign has called for “investments in high-quality program evaluation.”    Another review29

of 23 individual studies also has concluded that there is insufficient evidence to determine whether
school-based abstinence-only programs delay the initiation of intercourse or affect other
contraceptive or sexual behavior.30

The federal government has been funding abstinence-only education through AFLA since
1981 without any clear evidence that such programs are effective.  Throughout AFLA’s 17 year
history, the program's evaluation component has lacked a long-term, methodologically sound
mechanism to evaluate the effectiveness of abstinence programs.  One group of researchers found
that claims of effectiveness of federally-funded abstinence-only programs are “unwarranted,”
stating:

We are aware of no methodologically sound studies that
demonstrate the effectiveness of curricula that teach abstinence as
the only effective means of preventing teen pregnancy.  Instead, the
best evaluations of abstinence-only programs find no cause for
optimism.  None of the best studies found positive changes in
behavioral variables such as rates of sexual activity, pregnancies, or
STDs.31

Recently, a panel on HIV convened by the National Institute of Health (NIH) criticized
the MCH abstinence-only entitlement program, stating “[a]bstinence-only programs cannot be
justified in the face of effective programs and given the fact that we face an international
emergency in the AIDS epidemic.”32

III. Abstinence-Only Education May Be Fear-Based, Biased, Medically Inaccurate and
Dangerous.

Promotion of fear-based, abstinence-only curricula as the answer to the teen pregnancy
problem is dangerous and counterproductive.  These curricula often present misleading or
medically inaccurate material, deny critical and potentially life-saving information to sexually
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Incorporated, 1990), 6-7.

  Mast, Sex Respect®, 35.36

  Bruce Cook, Choosing the Best, Student Manual (Atlanta, GA: Choosing the Best, Inc., 1995), 26-27.37

  Steve Potter and Nancy Roach, Sexuality, Commitment and Family (Spokane, WA: Teen Aid, Inc., 1989), 255.38
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active teens, and may even lead some teens to believe that precautions are futile.  A Louisiana
court found that portions of one such curriculum, Sex Respect, violated a state statute mandating
that all sexuality instruction be factually accurate and religiously neutral.   However, some33

schools still use this curriculum, which has been modified only slightly as a result of the court
ruling. 

 Nationwide, more than 2500 school systems have adopted the Sex Respect curriculum.  34

The curriculum contains many stereotypes and generalizations.  For example, it teaches that:

A male can experience complete sexual release with a female even if
he doesn’t particularly like her.  A female, however, experiences
more sexual fulfillment with a person she trusts and who is
committed to her. . . . In most cases, girls are more interested in
emotional warmth and closeness.  These natural tendencies in
females can, however, be weakened by a poor father-daughter
relationship.  Because girls who aren’t on good terms with their
fathers feel an unmet need for male affection, they are more likely
to get involved in premarital sex.35

In addition, Sex Respect teaches that “[i]f premarital sex came in a bottle, it would probably have
to carry a Surgeon General’s warning, something like the one on a package of cigarettes.  There’s
no way to have premarital sex without hurting someone.”36

Other fear-based curricula contain similar inaccuracies and stereotypes.  The curriculum
Choosing the Best actually may discourage condom use by suggesting that proper condom use is
incompatible with romance.  The curriculum states that “[f]or condoms to be used properly, over
10 specific steps must be followed every time which tends to minimize the romance and
spontaneity of the sex act.”  In addition, Choosing the Best erroneously suggests that condoms
are ineffective in preventing STDs.   Teen Aid, another prevalent curriculum that relies heavily on37

scare tactics, teaches that “[s]everal factors have been advanced to explain why subsequent
children [of a woman who has had an abortion] are battered.  Some of the mechanisms are . . .
after one has aborted a child, an individual loses instinctual control over rage.”  38

IV. America Must Promote Comprehensive Sexuality Education Policies to Protect



  Teens Talk About Sex: Adolescent Sexuality in the 90's (New York: SIECUS, 1994), 35-36 (survey of high school39

students commissioned by Rolanda in association with SIECUS).

  Committee on Unintended Pregnancy, Institute of Medicine, The Best Intentions: Unintended Pregnancy and the Well-40

Being of Children and Families, Sarah S. Brown and Leon Eisenberg, eds. (Washington, D.C.: National Academy Press, 1995), 128-
30; Committee on Prevention and Control of Sexually Transmitted Diseases, Institute of Medicine, The Hidden Epidemic:
Confronting Sexually Transmitted Diseases (Washington, D.C.: National Academy Press, 1997), 89-90.

  Teens Talk About Sex, 35-36.41
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Adolescent Reproductive Health.

A. The Need for Comprehensive Sexuality Education.

As a general matter parents should have the primary responsibility of teaching their
children about the risks and responsibilities of sexual activity and how to prevent unintended
pregnancy and STDs.  Yet many parents do not provide sexuality education at home.   Many39

parents lack the information to teach these lessons and cannot explain STDs and contraception to
their children.  Others may feel uncomfortable discussing sex or may deny that their children are
sexually active.  A mere 11 percent of teens receive most of their STD information from parents
and others in the family.   In addition, some teens simply are not receptive to communicating with40

their parents about sex.   As a result of shortcomings in both family communication and sexuality41

education, teenagers often are grossly misinformed and inadequately prepared to deal with issues
involving sex and may remain so throughout adulthood.

In addition to parents, schools also have a responsibility to provide accurate and
comprehensive sexuality education.  Comprehensive sexuality education should encourage young
people to abstain from premature sexual involvement by acknowledging the value of abstinence
while not devaluing or ignoring those young people who have had or are having sexual
intercourse.  Comprehensive health and sexuality education should be age and developmentally
appropriate, starting early and continuing throughout school.  Such education should define
sexuality as a normal and healthy part of life while providing an opportunity for young people to
explore their values and beliefs.  It should emphasize decision-making skills and prepare teens to
deal with controversial issues by supplying factually accurate information and support.  It should
help participants develop the self-esteem, personal responsibility, relationship skills and respect for
self and others that are necessary to withstand pressure to have sex or to insist on using
contraceptives and disease prevention measures if they choose to be sexually active.  Such
education should provide scientifically accurate information on abstinence, STD/HIV prevention
methods and contraceptive methods -- including their use and effectiveness.  Finally,
comprehensive sexuality education should furnish information on life options for teens, including
education and job planning.

B. The Positive Effects of Comprehensive Sexuality Education.

Unlike the evaluations of abstinence-only programs, evaluations of comprehensive
sexuality education and other programs discussing both abstinence and contraception have



  Kirby, No Easy Answers, 25-26, 47.42

  Anne Grunseit and Susan Kippax, “Effects of Sex Education on Young People's Sexual Behavior” (World Health43

Organization, 1994), 3.

  Kristin A. Moore et al., Beginning Too Soon: Adolescent Sexual Behavior, Pregnancy, and Parenthood, Executive44

Summary (Washington, D.C.: Child Trends, Inc., June 1995), xiii.

  Kirby, No Easy Answers, 47.  Another review of 23 individual studies found that specific sexuality and AIDS/STD45

education programs that discuss both abstinence and contraception may have a number of positive effects on adolescents, including
postponing initiation of intercourse, reducing the frequency of intercourse and increasing the use of contraceptives.  Kirby et
al.,“School-Based Programs to Reduce Sexual Risk Behaviors,” 339, 352-53.  

  Kirby, No Easy Answers, 47.46

  Kirby, No Easy Answers, 48.47

  Kirby, No Easy Answers, 27.48

  Data from survey conducted by Lake Sosin Snell Perry & Associates and American Viewpoint for Planned Parenthood49

Federation of America (PPFA) (Oct. 1997).
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demonstrated positive effects.  Opponents of sexuality education often contend that teaching
teens about how to protect themselves if they decide to be sexually active leads to sexual activity. 
However, their claim is unfounded.  The evaluations of sexuality education, AIDS education,
school-based clinics and condom availability programs featured in the National Campaign to
Prevent Teen Pregnancy’s review demonstrate that such programs do not escalate teen sexual
activity.   A review commissioned by the World Health Organization indicates that sexuality42

education programs “either had no effect on levels of sexual activity . . . or they delayed initiation
of intercourse, and/or reduced pregnancy/abortion/ birthrates in instruction recipients.”   Studies43

commissioned by the U.S. Department of Health and Human Services demonstrate that sexuality
education “does not cause adolescents to initiate sex when they would not otherwise have done
so.”   44

 In addition, several studies demonstrated positive outcomes such as increased knowledge,
delay in onset of sex, reduction in the frequency of sex, or increased contraceptive use.   For45

instance, the National Campaign to Prevent Teen Pregnancy’s study concludes that “[n]early all
sex and AIDS education programs that have been evaluated have produced some outcome
deemed socially desirable by our society.”   The Campaign’s study also found that in-school46

multi-component programs, which include education and contraceptive provision, and some
“community-wide” programs that focus on pregnancy prevention, disease prevention and
improved access to contraceptives may increase contraceptive use and/or decrease pregnancy
rates.  Limited studies of youth development programs also indicate that such programs may
decrease adolescent pregnancy and birth rates.    In addition, many AIDS education programs47

have greatly increased contraceptive use through increased condom use.   48

C. Public Support for Sexuality Education.

By a wide margin, Americans support sexuality education in schools.  Eighty-two percent
of American adults surveyed support requiring the provision of sexuality education in schools.  49

Another recent survey found that 82 percent of adults believe that educating teens about



  Data from survey conducted by Bruskin/Goldring Research sponsored by the Durex Truth for Youth  campaign (Sept.50 TM

1997).

  Debra W. Haffner and Diane de Mauro, Winning the Battle: Developing Support for Sexuality and HIV/AIDS51

Education (New York: SIECUS, 1991), 42.

  Committee on Unintended Pregnancy, Best Intentions, 161-66.52
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contraception is very important.  Eighty-seven percent believe STD prevention education is very
important.  A mere 13 percent of adults believe that “teaching teenagers to abstain from sex until
marriage is extremely realistic.”   When given the opportunity to remove their children from50

sexuality education programs, no more than one to five percent of parents actually do so.   51

V. Policy Recommendations.

The U.S. must demonstrate a national commitment to reducing teen pregnancy and the
rates of STD/HIV infection through a multi-pronged approach that would: (1) improve the
underlying conditions associated with teen pregnancy; (2) provide early and developmentally
appropriate health and sexuality education programs; (3) provide all students with comprehensive
sexuality education; (4) improve access to contraceptives; and (5) prevent diversion of funding
from effective programs to abstinence-only education.

A. Improve Conditions Associated with Teen Pregnancy.

The U.S. must address and improve the conditions associated with teen pregnancy such as
hopelessness, alienation and lack of future options.  We must encourage comprehensive programs
that invest in the development of girls and women.  We must ensure equality of education and
promote the skills and behavior that will allow young women of all races and social classes to take
charge of their lives and their reproductive destinies.

Research shows that some teens demonstrate a considerable “ambivalence” towards
pregnancy and contraception.  Feelings of hopelessness, particularly among poor teens, may
prevent some teens from having the motivation necessary to prevent pregnancy.  Researchers also
have suggested that many teen girls have unresolved issues concerning identity and security,
limited aspirations and histories of childhood sexual abuse -- all of which help create a general
sense of powerlessness that contributes to premature sexual activity and pregnancy.  For girls with
few alternatives and hopes for a better future, childbearing may offer feelings of fulfillment and
achievement.  52

Moreover, girls often lack educational and other opportunities that would enhance their
life skills and provide improved life options.  In education, for example, female students’
participation in math and sciences declines as they advance in higher education.  Vocational
education remains sex-segregated.  In 1992, only 23 percent of trade and industry course
enrollees were female while 70 percent of health enrollees were female.  Such disparities are



  National Coalition for Women and Girls in Education, Title IX at 25: Report Card on Gender Equity (Washington,53

D.C., 1997), 29, 16-17.

  National Committee on Pay Equity, “The Wage Gap: 1996” (factsheet).54

  American Association of University Women (AAUW), “Equity in Athletics,” Jan. 1997 (factsheet); The President’s55

Council on Physical Fitness & Sports, Physical Activity and Sport in the Lives of Girls, Executive Summary (May 1997), 12-13, 22-
23.

  National Coalition for Women and Girls in Education, Title IX at 25, 11.56

  The Commonwealth Fund, The Commonwealth Fund Survey of the Health of Adolescent Girls (Nov. 1997), 1-357

(survey conducted by Louis Harris and Associates for the Commonwealth Fund); The Commonwealth Fund, “Facts on Mental
Health: The Commonwealth Fund Survey of the Health of Adolescent Girls,” Sept. 1997 (factsheet). 

  Collins, “Dangerous Inhibitions.”58
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significant given the fact that traditional “female” coursework is correlated to lower-wage jobs.  53

In addition, a wage gap still exists, with women earning only 74 percent as much as men.  54

Finally, although participation in organized sports can provide teens with role models, improve
self-esteem, increase self-confidence, reduce certain health risks, and potentially reduce sexual
activity and teen pregnancy,  athletic opportunities for girls remain inequitable as compared to55

boys.  Only 23 percent of operating budgets for athletics and 38 percent of college athletic
scholarship funds are received by female college athletes.  56

The U.S. also must address sexual abuse, social subordination, depression and stereotypes
demanding that women be passive and acquiescent.  In a recent survey, 21 percent of high school
girls reported that they had been abused physically or sexually.  Twenty-three percent of girls, as
compared to 16 percent of boys, demonstrated symptoms of depression.  Twenty-nine percent of
teen girls reported having suicidal thoughts.  While boys demonstrate increased self-confidence as
they grow older, girls become less self-confident.  In fact, one-fourth of older girls surveyed
stated that they disliked or hated themselves.   Furthermore, with respect to sexuality, girls often57

lack the skills to protect themselves adequately.  The rate of HIV infection is increasing faster
among young women than among any other group.   Too many teen girls report that although58

first intercourse may not have been coerced, it was not wanted.   Moreover, approximately 3859

percent of teen girls’ first voluntary sexual partners are three or more years older.  Because
consistent condom use by males decreases with age, because older male partners may often
control the decision-making concerning contraception and because popular culture teaches girls to
be passive with respect to sexual decision-making, many teen girls may be unable to direct and
control the contraceptive use that is essential in protecting their lives and health.   These statistics60

are alarming, although not surprising given the biases and stereotypes commonly facing girls
today.

Given this social context, it is imperative that the U.S. support a multi-pronged approach
to adolescent reproductive health that develops skills, provides opportunities, improves girls’ self-



  Kirby, No Easy Answers, 42.61

  Advocates for Youth, “Programs at a Glance: Effective, Comprehensive Sexuality Education,” July 1997 (factsheet),62

citing B.C. Miller, ed., Preventing Adolescent Pregnancy: Model Programs and Evaluations (Newbury Park, CA: Sage
Publications, 1992).

  AGI, “The Cairo Consensus: Challenges For U.S. Policy at Home and Abroad, ” Issues in Brief  (Mar. 1995): 1-2. 63
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esteem and improves the status of women.  Evaluations of several programs in the U.S. that
combine self-esteem enhancement with skills building have demonstrated positive results.  For
example, the Teen Outreach Program (TOP) provides a combination of volunteer services with
classroom discussions of topics such as decision-making skills, life options, and human growth
and development.  Studies of TOP have consistently indicated that the program effectively
reduced pregnancy rates, possibly because the volunteer experiences helped teens consider their
futures.    In addition, programs run by Girls Incorporated, which combine sexuality education61

with health services, build skills and teach girls how to handle peer pressure and be assertive. 
Evaluation suggests that participation in a combination of Girls Incorporated programs decreases
the likelihood of becoming pregnant.62

The United States should study and learn from international models of women’s
empowerment.  At the 1994 United Nations International Conference on Population and
Development (ICPD) in Cairo, worldwide participants developed a program of action that
underscores the links between girls’ education, maternal and child health, poverty, economic
development and the environment.  Recognizing that improving the quality of life for women and
their families has a direct impact on development, participating nations developed a strategy to
enhance women’s status, beginning with comprehensive health care -- including reproductive
health care and family planning -- and education for women and girls.   63

B. Provide Early and Developmentally Appropriate Sexuality Education
Programs.  

The U.S. must ensure that adolescents receive developmentally appropriate sexuality
education at an early age.  Evaluations suggest that sexuality education programs have a greater
impact if such education is received before the commencement of sexual activity.  One
explanation for this phenomenon is the fact that it may be easier to guide new behavior than to
alter pre-existing behavioral patterns.   Given these findings, and the fact that approximately 2564

percent of all 15-year-olds have engaged in sexual intercourse,  it is essential that sexuality65

education start at an early age.  Moreover, sexuality education should be developmentally
appropriate for various ages and build on earlier lessons.

C. Provide Comprehensive Sexuality Education.

At a minimum, the U.S. must provide all students with comprehensive sexuality education. 
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Such education should include, but not be limited to, abstinence.  It should be age and
developmentally appropriate, beginning in elementary school and progressing through high
school.  Importantly, comprehensive sexuality education should give teens the skills they need to
say “no,” to discuss sexuality and to protect themselves from unintended pregnancy and
STD/HIV infection.  According to one survey, effective programs include these elements.66

Nevertheless, thirty-one states do not require schools to provide sexuality education and
sixteen states do not require STD and/or HIV/AIDS education.   Often, even if such education is67

provided, states fail to require that it include all necessary information.  Of those states specifying
the content that sexuality education must include, 10 require that sexuality education teach
abstinence but do not require the inclusion of information about contraception.  68

The percentage of American teens receiving in-school HIV education increased by 59
percent between 1989 and 1995.  This increase may have contributed to the increased use of
contraceptives and the decline in teen pregnancy.  Yet many teens still did not receive complete
prevention information.  A mere 37 percent of health education teachers provided instruction
concerning correct condom usage while only 56 percent provided information on HIV testing and
counseling.   Clearly, much more work remains to be done to ensure teens’ access to the full69

range of information regarding sexuality education and STD/HIV prevention.

D. Improve Access to Contraceptives.

The U.S. must improve access to contraceptives.  No one should have an unintended
pregnancy for want of access to contraceptives.  First, the U.S. must improve access to
contraceptives by increasing family planning funds.  Currently, three in 10 individuals receiving
contraceptive services from publicly-funded family planning clinics are under 20 years old.  
Without publicly-funded services, the number of teen births would increase by 25 percent and teen
abortions would increase by 58 percent.   In addition to preventing a dramatic increase in teen70

pregnancy, publicly-funded contraceptive services are cost-effective.  Because many teens
receiving these services are, or would become Medicaid recipients if pregnant, “every public
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dollar spent on contraception saves $3 that would otherwise have to be spent for pregnancy-
related and newborn medical care alone.”   Title X -- the cornerstone of the federal family71

planning program -- should be expanded boldly to provide access to far more women.   

Second, private insurance coverage for contraceptives must be provided.  Insurance
coverage for prescriptive contraceptives would increase access to more effective contraceptive
methods and would give a greater number of women the tools to plan, space and time
pregnancies.  This would reduce unintended pregnancy and the need for abortion.  It is unfair for
insurers to cover prescriptions while refusing to cover contraception. 

Third, increased awareness of and access to emergency contraceptives must be a
component of the multi-pronged approached to prevent unintended teen pregnancy.  Use of
emergency contraceptive pills (ECPs) reduces a woman's chance of becoming pregnant by 75
percent when a specific dose is taken within 72 hours of unprotected sex and a second dose is
taken 12 hours after the first dose.   Increased use of emergency contraceptives could have a72

dramatic impact on unintended teen pregnancy and the need for abortion.  In addition, accessing
emergency contraception would put teens into contact with family planning providers, from whom
they could receive other services and counseling.  For those who remain sexually active,
emergency contraception thus would provide a bridge to ongoing contraception and disease
prevention.

E. Prevent Diversion of Funding From Effective Programs to Abstinence-Only
Education.

The U.S. must stop diverting funds from effective programs to abstinence-only education. 
Although abstinence-only education has garnered much attention, evidence is lacking to
demonstrate its effectiveness.  As a result, we must be prudent in channeling funds to more
effective programs. 

VI. Conclusion

NARAL hopes that the findings of the 1995 National Survey of Family Growth and
National Survey of Adolescent Males reflect positive trends in teen sexual activity and
contraceptive use that will continue in future years.  However, America still faces a crisis in
adolescent reproductive health.  To ensure further decline in teen sexual activity and pregnancy
rates and increase contraceptive use, we need a national commitment to reducing unintended teen
pregnancy and the rates of STD/HIV infection.  We must address the conditions associated with
teen pregnancy such as hopelessness, poverty, alienation and lack of future options.  We must
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guarantee comprehensive sexuality education for all teens.  We must improve access to
contraceptives.   Finally, we must ensure funding for comprehensive sexuality education
programs.  Only through a multi-pronged approach can we protect the health and lives of
America’s youth.
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