
 

Frequently Asked Questions (FAQ’s) about  

Abstinence Education 
 

Parents and policymakers want to protect teens from the negative consequences of sexual activity.  In addition 

to rising STD and pregnancy rates, sexually active teens are at greater risk for sexual violence and negative 

emotional consequences.
2
   

 

Those who want to help young people avoid these problems need to be well informed about the prevention 

programs implemented in schools.  Decision-makers may have some of the following questions about sex 

education: 

 

1. What message does abstinence education send to teens beyond “Just Say No”?  

2. How effective is abstinence education compared to programs that teach condom and contraceptive 

use?  Does research support the claim that abstinence education is a failed strategy and that 

programs which teach condom use have been proven successful? 

3. Which type of sex education has been effective in school classrooms? 

4. How safe is “safe sex” for teens, i.e., how much protection do condoms provide from STDs and 

pregnancy? 

5. Which type of sex education supports the values and priorities parents hold for their children 

about sexuality? 

 

The answers to these questions can be represented by the 5-letter acronym “HELPP:”  

1. HOLISTIC & HEALTHY:  

• Abstinence Education (AE) addresses the physical, social, academic, and emotional 

needs of teens—a whole person approach. 

 

2. EFFECTIVE:  

• A growing body of research indicates school-based Abstinence Education works.  
 

3. LACK OF EVIDENCE FOR CONDOM PROMOTION PROGRAMS:  

• Studies show school-based programs promoting teen condom use—often called 

Comprehensive Sex Education—lack evidence of success. 

 

4. PRIMARY PREVENTION = 100% PROTECTION: 

• AE offers total protection while condoms offer only partial protection from the 

physical consequences & no protection from the emotional effects of teen sex.  

 

5. PARENTAL SUPPORT:  

• AE teaches values parents approve; when parents know the difference they support 

AE, 2:1. 
 

 

 

 



HELPP Educate Legislators, Policy-makers, & Parents about Abstinence Education 
  

1. HOLISTIC & HEALTHY: Abstinence Education (AE) addresses the physical, social, academic, and emotional 

needs of teens.  

a. Addresses the whole person:  
• In addition to the physical consequences of sex, AE emphasizes self-worth, healthy relationships, education & career goals, 

& preparing for a positive family life.  It’s more than “Just Say No.” 1 

b. Empowers young people: 
• AE provides all teens with the skills to make the healthiest choice, regardless of sexual experience or sexual orientation. 

• AE provides accurate information about the risks of sexual activity (STDs, teen pregnancy, emotional harm2) & the realistic 

limitations of condom protection.3,4 

• AE changes school climate so that teen sex is not the norm; it provides support for teens who choose to abstain. 

c. Is a powerful anti-poverty initiative:  
• AE equips teens to prevent non-marital births and single parenting. 
 

2. EFFECTIVE: A growing body of research indicates that school-based Abstinence Education works. 

a. Teens can abstain from sex. 
• Research shows teenage sexual activity is not inevitable.5 

b. Teens receiving AE are less likely to initiate sexual activity: 
• Four peer-reviewed studies of school-based programs show reductions in initiation lasting 1-2 years.6 

c. Sexually active teens benefit from AE: 
• Various AE studies show fewer partners, or reduced sexual activity.7 

• They are not less likely to use a condom.8 

d. AE students are more likely to acknowledge the value of abstinent behavior.
9
  

e. Like condom education, more AE programs show no effects than positive effects.
10

 

• However, one such study widely cited by critics of AE has serious research flaws.11  
 

3. LACK OF EVIDENCE FOR CONDOM PROMOTION PROGRAMS: Studies show school-based programs 

promoting teen condom use
12

 lack evidence of success. 

a. No school-based program has increased consistent condom use by teens for at least one year. 
• Only 2 programs in non-school settings (e.g., clinics or housing projects) have done so.10,13 

b. Condom education in school-classrooms has not been shown to reduce teen pregnancy or STDs.10,13 

c. “Mixed message” programs haven’t been effective at improving both condom use and abstinence. 
• Programs in school-classrooms have not produced increases in both condom use and abstinence for the target population of 

teens,10,13 yet this is the advantage Comprehensive Sex Education claims to have over AE. 
 

4. PRIMARY PREVENTION = 100% PROTECTION: AE offers total protection while condoms offer only 

partial protection from physical consequences & no protection from emotional effects of teen sex. 

a. Primary prevention is the healthiest prevention strategy for America’s youth.14 

• Abstinence is a public health model successfully used for other teenage risk behaviors: alcohol, drugs, smoking. 

b. Abstinence provides complete protection.  
• No STDs or pregnancy, no emotional consequences from sexual activity. 

c. Condoms provide only partial protection. 
• Even consistent condom use provides only partial protection from STDs and pregnancy3 and 

• No protection from the negative emotional consequences associated with teen sex.2 

d. Young people need a strong undiluted abstinence message.  
• Combining condom promotion and abstinence education in the same program has not been effective.13 

• Condom promotion can give teens a false sense of security while perpetuating the risks of sexual activity. 
 

5. PARENTAL SUPPORT: When parents know the difference they support AE, 2 to 1.
15

 

a. Most parents want teens to abstain & to receive a strong abstinence message in school.
15

 

• 83% say it is important for their child to wait to have sex until they are married.15 

• When the content of sex education is explained, 61% prefer AE over Comprehensive Sex Education (30%).15 

b. AE promotes the parent-teen relationship. 
• Supports parents in communicating their sexual values, expectations and boundaries. 

c. AE teaches about sexuality using an approach that most parents approve, regardless of political persuasion. 15  
• Instead of condoning teen sex, it promotes self-control, good decision-making, & healthy relationships. 

 

Published 11-9-09, by a coalition of abstinence educators & researchers including representatives from International Abstinence Association, National Abstinence Clearinghouse, 

National Abstinence Education Association, Medical Institute for Sexual Health, Institute for Youth Development, Family Research Council, & Focus on the Family.  For more 

information, see <insert your website address here>. 



         Abstinence Education vs. Condom Promotion: A Side-by-Side Comparison 

Abstinence Education (AE) Programs Promoting Condom Use 

1. Holistic, Healthy Focus 

Addresses whole person: social, emotional, physical, intellectual. 

Abstinence-centered. 

Teaches healthy relationships & preparation for a positive future 

including educational & career opportunities & healthy family life. 

Teen sex is considered risky and a threat to future goals. 

Strongly emphasizes goal-setting skills, self-worth, character 

development, relationship-building, & refusal skills for sex.Teaches 

medically accurate biological facts about STD/HIV/ pregnancy 

prevention, including the limitations and risks associated with condom 

use and other contraceptives for teens that choose not to abstain.  

A More Narrow, Physical Focus 

Main emphasis is on the physical aspects of sexuality. 

Condom/contraceptive-centered.  

Often ignores the social and relational aspects of sex, and the potential 

negative impact on emotional well-being, future opportunities & a 

healthy family life. 

Teen sex is considered normal, healthy, & inevitable. 

Gives priority to condom demonstrations & condom negotiation skills; 

may include explicit discussion of erotic behaviors as “safe” 

alternatives to intercourse. 

Often portrays condom use and other contraceptives as “safe,” without 

disclosing accurate information regarding failure rates, partial 

protection levels, and the resulting risks. 

         2./3.     Growing Evidence of Effectiveness 

AE is a relatively new field of research; a review of 120 sex education 

studies from the past 20 years found only 15 that were studies of 

abstinence education.10 

4 published studies show significant reductions in teen sexual activity 

lasting 1 to 2 years. In 2 programs the reduction was 50%.13 

Some studies show fewer sex partners, less oral & anal sex, & less 

sexual activity among sexually experienced teens.7 

3 studies showed AE did not reduce condom use for teens who became 

sexually active; no studies have shown that AE reduced teen condom 

use.8 

Little Evidence of Effectiveness 

After 25 years of research & more than 100 studies, there is little 

evidence of effectiveness.13  

No published study of school-based programs has shown a sustained (1 

year) increase in consistent condom use (CCU) by teens; only 2 

community-based programs have done so.10,13 

Only 3 programs in school classrooms increased the frequency of 

condom use (but did not increase the consistency of use) for the teen 

population for one year.10,13 

0 school-based programs showed success at increasing both abstinence 

& condom use (by the sexually active).10,13 

No classroom program showed reduced pregnancies or STDs.10,13 

4.     Primary Prevention = 100% Risk Avoidance/Elimination 

Abstinence offers 100% protection from pregnancy, STDs, and 

negative emotional consequences. 

 

Abstinence education teaches teens to avoid situations where sexual 

exploitation and/or sexual violence are likely to occur. 

  

Secondary Prevention = Only Some Risk Reduction                

*17% of typical condom users become pregnant within one year; the rate is 

23% for low income teens.3                                                                                                                                 

*Consistent condom use reduces the risk of HIV by 80%, but less for other 

STDs.3                                                                                                               

*Up to 30% of consistent condom users contract gonorrhea or Chlamydia from 

infected partners; the rate goes up to 45% for non-consistent use. 3             

*Only 28% of sexually active teen girls & 47% of boys use condoms 

consistently; sex education has not been successful at increasing rates of 

consistent condom use for teens.13,16                                                                                                  

*Condoms offer no protection from negative emotional consequences, 

exploitation, or sexual violence; hormonal contraceptives provide no protection 

from STDs or emotional consequences. 

         5.     Parents Support AE & AE Supports Parents 

Most parents want teens to abstain & to receive a strong abstinence 

message in school; when parents understand the content of AE vs. 

Comprehensive Sex Education, twice as many prefer AE.15 

AE teaches values parents embrace: commitment, integrity, self-

control.  

Encourages and assists parents in communicating their sexual values, 

expectations, boundaries. 

Undermines Parents 

Most parents do not want teens exposed to content often included in 

these programs, e.g., condom demonstrations, discussions of “safe” sex 

behaviors like mutual masturbation, etc.15 

Teaches a values-neutral or liberal sexual philosophy that lacks the 

strong guidance and limits most parents support.  

Often provides information about circumventing parental involvement, 

especially regarding contraception & abortion. 
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