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Chairman Waxman and members of the Committee on Oversight and Government Reform,
thank you for this opportunity to provide written testimony on behalf of the National
Women’s Law Center. As a non-profit organization dedicated to expanding the possibilities
for women and girls in this country since 1972, we would like to express our concerns to the
Committee regarding the effect of abstinence-only-until marriage programs (“abstinence-
only programs”) on the health and well-being of young women in America.

Young people in the United States—particularly young women—need education and
information to prevent unintended pregnancies and sexually transmitted infections (STIs).
Each year, 750,000 adolescent females in the U.S. become pregnant,i and 15-24 year olds
report more than 9 million cases of sexually transmitted infections (STIs).ii Teen pregnancy
rates are far higher in the U.S. than in most other developed country,iii and the Centers for
Disease Control and Prevention (CDC) recently announced that one in four young women,
and one in two young black women, between the ages of 14 and 19 have an STI.iv Young
women, particularly young women of color, bear the burden of unintended pregnancies and
a disproportionate share of STIs.

Unfortunately, abstinence-only programs fail to provide—and, in fact, undermine—the
information and education young people need to make responsible, healthy decisions.
Rather than address the growing need for public health interventions, abstinence-only
programs undermine the very messages young people need to make responsible, healthy
decisions.

The weight of the evidence indicates that abstinence-only programs fail to prevent
adolescents from engaging in sexual activity outside of marriage, the primary objective of
abstinence-only education; nor do they increase the likelihood that teens will practice safer
sex methods when they do become sexually active. The latter effect is unsurprising, as
abstinence-only programs specifically exclude from their curricula information about
contraceptives—a critical part of any public health effort to prevent teen pregnancy and
STIs—save for their failure rates. Furthermore, the information that abstinence-only
programs do provide about contraception and other reproductive health services has been
found to be inaccurate and misleading, thus undermining young people’s confidence in
contraception and knowledge about how to properly employ it when they do become
sexually active. Abstinence-only programs promote stereotypes about gender and
relationships that may compromise young women’s confidence in their ability to make
responsible, pro-active decisions about their sexual health and alienate youths at especially
high risk for problems relating to sexual health.
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Comprehensive sex education, in contrast, provides young people with information and
education to make responsible decisions about sexual health. It acknowledges the severity
of the crisis of adolescent sexual health in the U.S. and offers intuitive and effective
solutions that get to the root of the problem. Americans recognize that adolescents need an
intervention that works and strongly support comprehensive sex education.

Young Women in the U.S. Suffer from High Rates of Unintended Pregnancy and
Sexually Transmitted Infections

Young people, particularly young women, are in critical need of information and education
that will help them prevent an unintended pregnancy and protect against STIs. While the
teen pregnancy rate in the United States has diminished since 1990v—largely due to more
consistent contraceptive use among adolescentsvi—it remains significantly higher than in
comparable nations,vii and continues to disproportionately burden young women of color.viii

Meanwhile, rates of STI incidence among U.S. teens are soaring: 15-24 year-olds account for
nearly 50 percent of all new STIs each year,ix with rates dramatically higher than that of teens
in comparable European nations.x One in four young women, and one in two young black
women, between the ages of 14-19 suffer from an STI.xi

Young women generally do not intend to become pregnant—indeed, 82 percent of teen
pregnancies are unintendedxii—yet each year, 75 pregnancies occur per 1,000 women ages
15-19.xiii Pregnancy at a young age can severely limit a young woman’s ability to complete
her education and subsequently find a well-paying job. One-quarter to one-third of high
school dropouts cite pregnancy or parenting as a factor in their decision to leave school.xiv

Sexually transmitted infections can also have a long-term impact on young people.
Chlamydia and gonorrhea can result in infertility and chronic pain, and certain strains of
Human Papillomavirus (HPV) may lead to persistent infection that can progress to cervical
cancer in women.xv Half of the new HIV infections in America each year occur among
youths ages 15-24.xvi

There are, additionally, vast racial and ethnic disparities in the incidence of STIs and
unintended pregnancies, with women of color disproportionately at risk. In 2001, the
Chlamydia rate among African-American women ages 15 to 19 was nearly seven times
higher than among white females (8,483 and 1,276 per 100,000 females), and 75 percent of
all reported cases of gonorrhea occurred among African Americans.xvii In 2005, HIV
infection was the leading cause of death for black women (including African-American
women) aged 25–34 yearsxviii; though black and Hispanic women represent 24% of all US
women,xix women in these 2 groups accounted for 82% (8,807/10,774) of the estimated
total of AIDS diagnoses for women in 2005.xx Black females have the highest teen
pregnancy rate (134 per 1,000 women aged 15-19 in 2005), followed by Hispanics (131 per
1,000) and then non-Hispanic whites (48 per 1,000).xxi
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Abstinence-Only Programs Undermine Adolescents’—Particularly Young
Women’s—Ability to Make Responsible Decisions about Sexual Health

Rather than addressing this critical public health need through comprehensive sex education
that has been proven effective, the federal government has wasted more than $1.5 billion on
abstinence-only programs that have failed our teens.xxii

History of Federal Funding for Abstinence-Only Programs

The ideological and legislative foundations for abstinence-only programs were established in
1981, when President Reagan signed The Adolescent Family Life Act (AFLA) into law as
part of the Omnibus Reconciliation Act.xxiii Since that time, the federal investment in
abstinence-only programs has grown nearly 6,000 percent from $4 million in 1982 to more
than $240 million in fiscal year 2008, despite a lack of research proving their
effectiveness.xxiv

There are currently three federal funding streams for abstinence-only programs. Title V,
Section 510 of the Social Security Act defines “abstinence education” and provides funds to
states to promote abstinence-only messages. xxv Since 1998, $50 million in Title V federal
funds have been allocated to state governments to fund media promoting abstinence-only-
until-marriage or to be distributed to local sub-grantees. For every $4 in federal funds, states
must match with $3, bringing the annual total of abstinence-only funding through Title V to
$87.5 million.xxvi

The Community-Based Abstinence Education (CBAE) program awards federal grants
directly to abstinence-only programs.xxvii The CBAE was formerly administered within the
U.S. Department of Health and Human Services (HHS) by the Maternal and Child Health
Bureau and is currently administered by the Administration for Children and Families
(ACF).xxviii Funding for CBAE began in fiscal year 2001 at $20 million. By fiscal year 2007,
funding had increased over 450% to a total of $113 million.xxix

The Adolescent Family Life Act (AFLA) has received more than $125 million since 1982. In
fiscal year 2008, AFLA’s abstinence-only education received $13 million through this
program.xxx

Since the passage of the Social Security Act in 1996, all federal abstinence-only programs
have been required to comply with the stringent eight-point definition in Title V of the Social
Security Act.xxxi Abstinence education, as defined by the statute, requires programs to teach
that “sexual activity outside of the context of marriage is likely to have harmful
psychological and physical effects,” and that “a mutually faithful monogamous relationship
in [the] context of marriage is the expected standard of sexual activity.”xxxii In addition,
federally funded abstinence-only programs are expressly prohibited from providing any
information to adolescents about the proper usage of contraceptives or their proven efficacy
in preventing unintended pregnancy and, for certain contraceptive devices, the transmission
of STIs. xxxiii At the same time, they are specifically required to inform participants of
contraceptive failure rates.xxxiv
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The Weight of the Evidence Indicates that Abstinence-Only Programs are Ineffective

Despite the fact that the federal government has channeled $1.5 billion to such programs in
the last ten years, the overwhelming weight of the evidence fails to support abstinence-only
programs. A series of studies have documented the failure of abstinence-only programs to
prevent adolescents from engaging in sexual activity outside of marriage, the primary
objective of abstinence-only education, or to increase the likelihood that teens will practice
safer sex methods when they do become sexually active.

In 1997, Congress authorized funds for a comprehensive study of abstinence-only programs.
The results of that study, conducted by Mathematica Policy Research, were released a decade
later. The study found that youths in abstinence-only programs were “no more likely” to
have abstained from sex than peers who did not participate in abstinence-only programs, and
youths in both groups had “similar numbers” of sexual partners and “had initiated sex at the
same mean age.”xxxv

In 2001, a study on the sexual behaviors of youths who had taken “virginity pledges,” a key
component of many abstinence-only programs, found that while some of the pledgers did
delay sexual initiation by an average of 18 months, they were one-third less likely to use
contraception when they did become sexually active than peers who had not taken the
pledge.xxxvi Further research demonstrated that, among virgins, male and female pledgers
were six times more likely to have had oral sex than non-pledgers, and male pledgers were
four times more likely to have had anal sex than their peers who had not pledged.xxxvii

State evaluations have likewise determined that abstinence-only programs are ineffective. In
a 2003 study in Pennsylvania, the researchers concluded that, “taken as a whole, this
initiative was largely ineffective in reducing sexual onset and promoting attitudes and skills
consistent with sexual abstinence.”xxxviii In 2004, researchers in Texas noted, “We didn’t see
any strong indications these programs were having an impact in the direction desired.”xxxix In
a 2004 study of Kansan youth, the researchers found “no changes…for participants’ actual or
intended behavior; such as whether they planned to wait until marriage to have sex…rather
than focusing on Abstinence-Only-Until-Marriage, data suggests that including information
on contraceptive use may be more effective at decreasing teen pregnancies.”xl

Abstinence-only programs provide incomplete information about contraceptives that
leaves young people unprepared

Abstinence-only programs provide adolescents with incomplete information about
contraceptives, a critical part of any public health effort to prevent teen pregnancy and
sexually transmitted infections. By excluding from their curricula information on the
benefits of, and how to properly utilize, contraception, these programs leave young people
unprepared to engage in protective measures when they do become sexually active.

Women and girls are disproportionately affected by the consequences of unprotected sexual
activity. Most women have the potential to become pregnant for over 30 years of their
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lives, and for approximately three-quarters of her reproductive life, the average woman is
trying to postpone or avoid pregnancy.xli Young people, particularly women, need
information about, and access to, contraception and other safer sex supplies in order to
protect against STIs, prevent unintended pregnancies, and control the timing and spacing of
their pregnancies. Contraception is basic health care for women that reduces the incidence
of maternal death, and prevents low birth weight babies and infant mortality.xlii Yet
abstinence-only programs specifically censor and distort this crucial information for young
women.

Abstinence-only programs provide inaccurate and misleading information that
undermines young people’s confidence in contraception when they do become sexually
active.

What information abstinence-only programs do provide about contraception and other
reproductive health issues has been shown to be medically inaccurate, highly exaggerated
and misleading.xliii For example, many of the curricula include grossly exaggerated failure
rates for condoms,xliv provide false information about the risks of abortion,xlv and treat
subjective, moral judgments as scientific fact. For example, one curriculum used by eight
CBAE grantees refers to a 43 day-old fetus as a “thinking person.”xlvi Another curriculum
used by seven grantees asks rhetorically “could condoms be just another stupid idea?”xlvii

This misleading and inaccurate information undermines young women’s confidence in
supplies proven to be highly effective in preventing unplanned pregnancies and the
transmission of STIs, including HIV/AIDS.xlviii

Abstinence-only programs promote gender stereotypes that may undermine young
women’s confidence and self-efficacy

Many abstinence-only curricula advance gender stereotypes that reinforce outdated notions
of male and female social and sexual roles and teach young women that they are responsible
for containing young males’ aggressive sexual desires and needs. Inculcating American
youth with narrow and regressive values about gender and sexuality undermines efforts to
achieve true gender equality and may diminish a young woman’s self-efficacy, thus
compromising her ability to make responsible, pro-active decisions about and for her sexual
health.

Many of the curricula contain stereotypes that devalue girls’ achievements and ambitions.
For example, nineteen CBAE grantees use a curriculum that lists “Financial Support” as one
of the “5 Major Needs of Women,” and “Domestic Support” as one of the “5 Major Needs of
Men.”xlix Others portray stereotypes about males’ overwhelming sexuality and female’s
sensitivity as biological fact.l These curricula also suggest that boys are helpless in the face
of their uncontrollable sexual urges and women and girls must defend against this male
aggression through chastity and self-discipline. Several of the curricula go so far as to
instruct young women to dress modestly to protect against overwhelming male sexuality.li

This type of logic offers an erroneous biological “excuse” for perpetrators of sexual
harassment and violence. It suggests that victims of sexual harassment and violence are at
least partially responsible for the attack made against them. Additionally, these stereotypes
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undermine the ability of teachers and students to recognize incidence when males are victims
of sexual harassment or violence.lii

These stereotypes are especially dangerous when viewed alongside curricula that represent
women as helpless, passive and dependent on men,liii as they may diminish young women’s
ability to confidently and assertively reject sexual advances. Researchers of a 2004 study on
abstinence-only programs in Kansas found, for example, that after participating in
abstinence-only programs, significantly fewer students surveyed felt they “have the right to
refuse to have sex with someone.”liv

Abstinence-only programs may cause adolescent females concerned about being viewed as
promiscuous to avoid voicing questions or concerns about sexual activity to teachers, parents
or health care providers; taking preventive measures to protect themselves from unplanned
pregnancies or STI transmission; seeking treatment if they do contract an STI; or voicing
sexual desires, fears or rejection to future partners.lv Taken together, the promotion of gender
stereotypes in abstinence-only curricula further undermines young women’s ability to make
responsible, informed decisions about sexual health.

Abstinence-only programs alienate youth populations at the highest risk for sexual health
issues by stigmatizing people from non-traditional families.

The eight-point definition of abstinence-only-until-marriage education stigmatizes
adolescents living in families without two, heterosexual parents and adolescents who do not
foresee themselves one day living in a traditional family structure. In particular, the
definition discriminates against women and girls—particularly women and girls of color—
who disproportionately bear the burden of out-of-wedlock childbirth,lvi and gay, lesbian,
bisexual and transgender (GLBT) youths, for whom marriage is likely not an option and
who are thus left with no “approved” outlet for their sexuality. Youths of color and GLBT
youths are two broad communities at particularly high risk for sexual health-related
issues.lvii Instead of recognizing the needs of these adolescents and catering to their unique
circumstances, abstinence-only programs stigmatize or ignore them.

Comprehensive sex education provides young people with information and
education to make responsible decisions.

Rather than continuing to fund ineffective and damaging abstinence-only programs,
Congress should invest instead in comprehensive sex education programs that address the
public health challenges our young people face. Like abstinence-only programs,
comprehensive sex education programs stress the importance of abstinence and emphasize
that it is the only guaranteed way to avoid many serious health consequences that can result
from intercourse. However, comprehensive sex education programs also discuss the
comparative safety risks and advantages of different contraceptive methods, teach teens how
to avoid unintended pregnancy and sexually transmitted infections, including HIV/AIDS, and
help teens learn healthy decision-making and communication skills.
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Numerous studies have found certain comprehensive sex education programs to be highly
effective in delaying initiation of sex, reducing number of sexual partners, reducing incidence
of unprotected sex and increasing condom usage among American youth, in addition to other
positive results.lviii Additionally, most Americans support comprehensive sex education and
feel unfavorably toward abstinence-only programs. In fact, 76 percent of voters, including
decisive majorities of Independents, Republicans, red-state voters, Catholics, Evangelicals,
and seniors—strongly support teaching comprehensive sex education in public schools (89
percent strongly or somewhat favor).lix

Conclusion

Young people are struggling to bear the physical, social and economic consequences of
unprotected sexual activity. Unfortunately, abstinence-only programs are failing to meet the
needs of American teens. The National Women’s Law Center thanks the Committee for
providing much-needed oversight of these failed programs, and urges Congress to provide
funding for the comprehensive sex education Americans want and deserve. Additionally, I
would like to thank Julia Kaye at the National Women’s Law Center for helping with this
testimony. She is available to answer questions at jkaye@nwlc.org.
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