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why sex/HIV education?

Sex and HIV education programs have multiple goals: to decrease unintended
pregnancy, to decrease STDs including HIV and to improve sexual health among
youth. In 2005, almost two-thirds (63%) of all high school seniors in the US had
engaged in sex, yet only 21% of all female students used birth control pills before their
last sex and only 70% of males used a condom during their last sexual intercourse.! In
2000, 8.4% of 15-19 year old girls became pregnant, producing one of the highest teen
pregnancy rates in the western industrial world.2 Persons aged 15-24 had 9.1 million new
cases of STDs in 2000 and made up almost half of all new STD cases in the US.3

There are numerous factors affecting adolescent sexual behavior and use of protection.
Some of these factors have little to do with sex, such as growing up in disadvantaged
communities, having little attachment to parents or failing at school. Other factors are
sexual in nature, such as belicefs, values, perceptions of peer norms, attitudes and skills
involving sexual behavior and using condoms or contraception.? It is these sexual factors
that S€X§I’I] V education programs can potentially affect, thereby impacting behavior.
Sex/HIV education programs alone cannot totally reduce sexual risk-taking, but they can
be an effective part of a more comprehensive initiative.

do sex/HIV education programs work?

Yes. Some sex/HIV education programs delay initiation of intercourse, reduce the
frequency of sex, reduce the number of sexual partners and increase use of condoms
or other forms of contraception. Also, research indicates that sex/HIV education
programs—even those that encourage condom and contraceptive use—do not increase
sexual activity. In a recent review, almost two-thirds of the programs evaluated within
the US signifi,cantly improved one or more of these behaviors.5 The results were even
more positive in developing countries. Thus, many programs are effective, but others
may not be and communities should implement either those programs that have been
demonstrated to be effective or those programs that incorporate common characteristics
of effective programs.s

can effective programs be replicated?

Yes. Several curricula have been implemented and evaluated up to five times in
different states and consistently produced positive changes in sexual behavior when
implemented as designed. One of them was even replicated in more than 80 CBOs and
found to be effective.6 However, when the curricula are greatly shortened, when condom
lessons are cut, or when programs designed for the community are implemented in the
classroom, they are less likely to significantly change behavior.

which curricula are most likely
to significantly change behavior?

* In a randomized trial of young women, SiHLE (sistering, informing, healing, living,
and empowering) significantly increased condom use, reduced the pregnancy rate and
reduced the STD rate.”

* In four different studies, Reducing the Risk delayed the initiation of sex and/or
increased condom use for up to 18 months.89

* In a randomized trial, Safer Choices delayed sex among some youth and increased
condom and contraceptive use among sexually active youth over a 31 month period.!0

* Finally, in multiple randomized trials, Making Proud Choices!! and Becoming a
Responsible Teen!? increased condom use for at least one year.

These and other effective ({)rograms share 17 characteristics that contribute to their success.
Characteristics are divided into development, the curriculum itself, and implementation.’
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how are effective programs developed?

Effective programs can be developed by teams of people with backgrounds in
psychosocial theory, adolescent sexual behavior, curriculum design, community culture
and/or teaching sex/HIV education. They review local data on teens’ sexual behavior,
pre]%nancy rates and STD rates and often conduct focus groups with teens and interviews
with adults. Using a logic model framework, they identify the behaviors they want to
change, the risk and protective factors affecting them and activities that would change them.
They then design activities consistent with community values and resources and finally
pilot-test and revise the curricula.

what do effective curricula look like?

Effective curricula really focus on reducing unintended pregnancy, STD/HIV or both. They
do this by emphasizing the consequences of unintended pregnancy, STDs or HIV, and the
risk of experiencing them; by giving a very clear message about sexual behavior; and by
discussing situations that might lea§ to sex and how to avoid or get out of those situations.

Particularly important are the behavioral messages. Effective curricula most commonly
emphasize that abstinence is the safest and best approach and encourage condom/
contraceptive use for those having sex. Sometimes other values, such as being proud, being
responsible, respecting yourself, sticking to your limits and remaining in control, are also
emphasized, and are clearly linked to particular behaviors.

Effective curricula incorporate activities, instructional methods and behavioral messages
that are apprO{)riate to the youths’ culture, developmental age, gender and sexual
experience. All actively involve youth to help them personalize the information.

* To increase basic knowledge about risks of teen sex and methods of avoiding
intercourse or using protection, effective programs can use: short lectures, class
discussions, competitive games, skits or videos and flip charts or pamphlets.

* To address risk, programs can use: data on the incidence or prevalence of pregnancy or
STD/HIV among youth and their consequences, class discussions, HIV+ speakers, and
simulations such as the STD handshake.

* To change individual values and peer norms about abstinence and condom use,
programs can use: clear behavioral messages, forced choice value exercises, peer
surveys/voting, peer role plays, discussions of effectiveness of condoms and visits to
drug stores or clinics where condoms are sold or distributed.

* To build skills to help avoid unwanted or unprotected sex and insist on and use
condoms or contraception, programs can use: role playing including describing the
skills, modeling the skills and repeated individual practice role playing the skills.

* To use condoms properly, youth can practice opening the package and putting a
condom over their fingers, or talking tiirough alethe steps fgr using concii)ms.

how are effective programs implemented?

hen effective programs are implemented, they typically obtain necessary sup}I])ort

from appropriate authorities, select educators with desirable traits and train them,
implement activities to recruit and retain youth if needed, and implement the curricula with
fidelity. Programs can be effective with either adult or peer educators.

what needs to be done?

Policy makers should fund and encourage the implementation of sex/HIV education
programs that have been demonstrated to be effective. If a new program is used, it
should have the common characteristics of effective programs.5 Untested programs should
be evaluated for effectiveness. Although programs should be implementeci) everywhere,
they especially should be implemented in the locations and among populations where
youth are at highest risk for HIV, STDs and unplanned pregnancy.

In order for evidence-based sex/HIV education programs to be implemented broadly, they
should have support from appropriate authorities such as directors of youth-serving
organizations, school districts, principals and teachers. Staff or teachers conducting
programs should be trained and supported to implement programs with fidelity. This
includes allowing enough time in tfe classroom or organization to deliver the program.
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