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PREFACE

The Population Division of the Department of Economic and Social Affairs of the
United Nations Secretariat convened an Expert Group Meeting on Adolescents, Youth and
Development at the United Nations Headquarters in New York, from 21 to 22 July 2011. The
meeting was organised in order to commemorate the International Year of Youth established
by resolution A/RES/64/134 of the General Assembly and as a preparatory meeting for the
forty-fifth session of the Commission on Population and Development scheduled to take
place in April 2012 and whose theme would be “Adolescents and youth”.
The meeting brought together experts from different disciplines and regions to present
and discuss research on two broad themes: (a) the demographic dynamics that shape the
number and characteristics of adolescents and youth, and (b) the ways in which adolescents
and young people can be agents of socio-economic development. Selected papers prepared
by the experts participating in the meeting are being issued under the Expert Paper Series
published on the website of the Population Division (www.unpopulation.org).
The Population Division is grateful to Mr. Douglas Kirby of ETR Associates in the
United States of America for having participated in the meeting and prepared this paper,
which focuses on a review of studies assessing the effectiveness of sex education
programmes in reducing risky sexual behaviour among adolescents and young people. The
paper concludes that sex education programmes that are based on a comprehensive
curriculum can delay the onset of sexual activity among adolescents and young people,
reduce the frequency of intercourse, reduce the frequency of unprotected sex, reduce the
number of sexual partners, and increase condom and contraceptive use. Furthermore, sex
education programmes do not increase sexual activity among adolescents and young people
and generally result in increased knowledge about human sexuality. To be effective, sex
education programmes need to provide unbiased and scientifically based information; explain
the various practices and methods that can reduce the risks of pregnancy and of acquiring a
sexually transmitted infection during intercourse; discuss values, perceptions and norms; and
use methods validated by pedagogy and behavioural-change science to build the skills that
adolescents and young people need in order to make responsible decisions about their sexual
behaviour and follow through with those decisions.
The Expert Paper Series aims at providing access to government officials, the research
community, non-governmental organizations, international organizations and the general
public to overviews by experts on key demographic issues. The papers included in the series
are mainly those presented at Expert Group Meetings organized by the Population Division
on the different areas of its competence, including fertility, mortality, migration, urbanization
and population distribution, population estimates and projections, population and
development, and population policy. The views and opinions expressed in the papers
published under this series are those of the authors and do not necessarily reflect those of the
United Nations. The papers in the series are released without undergoing formal editing.
For further information concerning the papers in this series, please contact the office of
Hania Zlotnik, Director, Population Division, Department of Economic and Social Affairs,
United Nations, New York, 10017, USA, telephone (212) 963-3179, fax (212) 963-2147.
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THE IMPACT OF SEX EDUCATION ON THE SEXUAL BEHAVIOUR OF
YOUNG PEOPLE
Douglas Kirby, ETR Associates
In most countries of the world, young people today spend more years in school than
ever before in the history of humanity and, because girls and women not only get more
education than ever before, but also seek to work before marrying, entry into marriage or
cohabitation with a stable partner is occurring at later ages than in the past. At the same
time, the evidence indicates that children are entering puberty earlier than decades ago,
probably because of improved nutrition although other factors may also be at play. Thus,
girls today have, on average, their first menstrual period (menarche) earlier than their
mothers did and the onset of sperm development in boys is also occurring earlier than in
the lives of their fathers. All those changes imply that the period from puberty to the
entry into marriage or the formation of a stable union has been increasing in many
countries. Moreover, those changes have occurred at the same time as societal norms
regarding the practice of sex before marriage have become less stringent and access to
effective modern methods of contraception has increased. Consequently, more young
people are having sex before they marry and more young people are having several
partners before marriage. As a consequence, young women are at higher risk of
experiencing unintended premarital pregnancy and both young women and young men
are at higher risk of contracting a sexually transmitted infection (STI), including the
human immunodeficiency virus (HIV). These outcomes have major negative impacts not
only on the lives of the young people concerned, but also in terms of societal costs and
should therefore be prevented.
As the world becomes more interconnected than ever before, young people the
world over are requesting credible and accessible information on sexuality and
reproductive health. They want to have their many questions and concerns about
sexuality addressed. They need information not only about physiology and a better
understanding of the norms that society has set for sexual behaviour, but they also need to
acquire the skills necessary to develop healthy relationships and engage in responsible
decision-making about sex, especially during adolescence when their emotional
development accelerates.
In order to respond to the needs of adolescents and young people for information
and training in behavioural skills, a growing international movement has been supporting
the right of adolescents to receive accurate and balanced information about sexuality and
about how to develop healthy relationships and make decisions for themselves. This
movement bases its actions on internationally recognized human rights standards
according to which adolescents have the right to have access to information essential for
their health and development (United Nations Committee on Economic, Social and
Cultural Rights, 2000; United Nations Committee on the Rights of the Child, 2003). The
existence of these standards implies that Governments have the responsibility of
developing programmes that provide both adolescent girls and boys, whether in or out of
school, accurate and appropriate information to enable them to maintain their sexual and
reproductive health. Accordingly, a growing number of reproductive health professionals,
schools, clinics and non-governmental organizations have developed and implemented a
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wide variety of programmes aimed at providing sex education and at preventing sexually
transmitted infections, including HIV/AIDS.
Typically, those programmes strive to delay the initiation of sex, reduce the number
of sexual encounters and sexual partners, and increase the use of condoms and of
effective contraceptive methods among young people. Sometimes, such programmes also
have the goal of promoting testing for sexually transmitted infections or reducing sexual
violence.
Some of those programmes are based on a written curriculum and are implemented
by addressing groups of young people. Such programmes are particularly suitable for the
school environment, where it is easier to reach large numbers of young people at early
stages of their development and before they become sexually active. By reaching
adolescents early in puberty, school settings can provide young people with the
information and skills they will need to make responsible decisions about their future
sexual lives. Through those programmes, educators have the opportunity of encouraging
adolescents to delay the onset of sexual activity and of training them to behave
responsibly when they eventually engage in sexual activity, particularly by using
condoms and other modern methods of contraception. Moreover, by training teachers to
impart the decision-making skills that young people need to rely on, teachers can become
not only trusted sources of information but also agents of change. In most countries,
schools provide the best venue to reach large numbers of young people with different
socio-economic backgrounds via structured programmes that are replicable and can
become sustainable.
In countries where large numbers of young people are not enrolled in secondary
school, sex education programmes and those aimed at reducing the incidence of sexually
transmitted infections can also be implemented in clinics and community settings that
attract young people. Clinics tend to attract young people that are at higher risk of
contracting a sexually transmitted infection or becoming pregnant. Young people visiting
clinics are typically more aware of the risk of becoming infected and may be more ready
to benefit from sound information, advice and behavioural training in decision-making
skills.
This paper summarizes and updates the results of a review of the impact and
effectiveness of 97 sex education programmes or programmes to reduce the incidence of
sexually transmitted infections that was conducted by UNESCO in 2008-2009
(UNESCO, 2009). The next section presents the criteria used in selecting the
programmes included in this review.

A. CRITERIA FOR SELECTING THE PROGRAMMES REVIEWED
The selection criteria for the studies whose results are reported in this paper are
listed below. To be included in the review, studies had to be completed or published in
1990 or later, and, in an effort to be as inclusive as possible, studies were not required to
have been published in peer-reviewed journals. The full list of documents that served as
sources for this review is presented in the bibliography included at the end of this paper.
The studies selected for review had to meet the following criteria:
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1. The studies should refer to sex education programmes or to programmes
for the prevention of sexually transmitted infections and had to:






be based on a pre-established curriculum and implemented in a group
setting (that is, interventions involving one-to-one interactions or
awareness campaigns of a general nature were not included);
have the objective of changing sexual behaviour (that is, comprehensive
health education programmes aimed at changing other types of risk
behaviours, such as the use of tobacco, alcohol or drugs or the practice
of sex-related violence were not included);
encourage the use of a variety of methods for the prevention of
unintended pregnancy and sexually transmitted infections (that is,
programmes that promoted only abstinence were excluded), and
focus on adolescents and young people under 25 years of age in
countries other than the United States of America and under 19 years of
age in the United States.

2. The research methodology used to assess a programme had to:








include a reasonably strong experimental or quasi-experimental design
with well-matched intervention- and comparison-groups and with data
collection occurring both before the intervention and after;
have a sample size of at least 100;
measure the impact of the programme on the basis of one or more of the
following outcomes: delay in the initiation of sex; reduction in the
frequency of intercourse; reduction of the number of sexual partners;
increased use of contraception or, in particular, of condoms; reduction of
pregnancy rates and adolescent birth rates; reduction of incidence of
sexually transmitted infections; or changes in some other measure of
sexual risk, such as the frequency of unprotected sexual intercourse, and
measure the impact of programmes over a period of at least three months
on those behaviours that can change quickly, such as the frequency of
intercourse, the number of sexual partners, the use of condoms, the use
of contraception, or the incidence of sexual risk-taking, or
measure over a period of at least six months the impact of programmes
on behaviours or outcomes that take longer to occur, such as changes in
the timing of the initiation of sex, changes in pregnancy rates or in the
incidence of sexually transmitted infections.

A brief discussion of the impact of the programmes identified on each relevant
aspect of sexual behaviour is presented below.
B. IMPACT ON SEXUAL BEHAVIOUR
Among the 97 studies identified, 73 assessed the impact of sex education
programmes on the timing of the initiation of sexual intercourse among young people
(table 1). In total, 34 per cent of those 73 programmes delayed the initiation of sexual
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intercourse among either the entire sample of young persons covered by the programme
or among an important sub-group of those covered. The rest of the programmes,
representing 66 per cent of the 73 programmes reviewed, had no impact on the timing of
the initiation of sexual intercourse. Notably, none of the programmes considered hastened
the initiation of sexual intercourse.
Among the 73 studies focusing on the timing of the initiation of sexual intercourse,
40 referred to the United States and in that country 40 per cent of the studies undertaken
reported that the sex education programmes they referred to had delayed the initiation of
intercourse (table 1). In developing countries, where 24 studies had assessed the impact
of sex education programmes on the initiation of sexual intercourse, 29 per cent reported
that the programme they focused on had delayed that initiation among young people.
A smaller number of studies assessed the impact of sex education programmes on
the frequency of sexual intercourse (38 studies in total). Among them, 12 studies (32 per
cent) evaluated programmes that had produced a reduction in the frequency of sexual
intercourse among young people. A reduction in frequency included the cases of young
people who had reverted to abstinence. The rest of the studies included 25 (66 per cent)
which had had no impact on the frequency of intercourse and one (3 per cent) in which
that frequency had increased (that study referred to a programme implemented in a
developed country other than the United States). In both the United States and in
developing countries, the sex education programmes reviewed did not increase the
frequency of sexual intercourse, and in developing countries, 4 out of the 9 programmes
reviewed reduced that frequency.
Regarding the number of sexual partners, 41 studies assessed the impact of sex
education programmes on that number. Among them, 16 studies (39 per cent) showed
that the programmes involved resulted in a reduction in the number of sexual partners
young people had, whereas 25 studies (61 per cent) had no impact in that regard and none
led to an increase in the number of sexual partners. Although the number of studies
focusing on the effect of sex education programmes on the number of sexual partners was
higher for the United States than for developing countries, the percentage of studies
showing a reduction in the number of sexual partners was almost the same in developing
countries as in the United States.
Taken together, the studies reviewed provide solid evidence that sex education
programmes that not only emphasize the avoidance of sexual intercourse among young
people but also discuss the use of condoms and other modern contraceptives to prevent
pregnancy and the spread of sexually transmitted infections do not increase sexual
behaviour among adolescents and young people. On the contrary, a third of the
programmes reviewed delayed the initiation of sexual intercourse and, among those
programmes that evaluated their impact on the frequency of sexual intercourse or on the
number of sexual partners, a third resulted in a reduction of the frequency of sexual
intercourse and nearly 40 per cent resulted in a decrease in the number of sexual partners.
The sole study that reported an increase in the frequency of sexual intercourse is likely to
be a false positive attributable to chance given the large number of tests of significance
that were examined. By the same principle, a few of the results showing a reduction of
risky behaviours may be the result of chance.
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TABLE 1. THE NUMBER OF SEXUALITY EDUCATION PROGRAMMES DEMONSTRATING EFFECTS ON SEXUAL BEHAVIOURS

Developing
countries
(N=30)
Initiation of sex
Delayed initiation
Had no significant impact
Hastened initiation
Frequency of sex
Decreased frequency
Had no significant impact
Increased frequency
Number of sexual partners
Decreased number
Had no significant impact
Increased number
Use of condoms
Increased use
Had no significant impact
Decreased use
Use of contraception
Increased use
Had no significant impact
Decreased use
Sexual risk-taking
Reduced risk-taking
Had no significant impact
Increased risk-taking

United States
(N=55)

Other
developed
countries
(N=12)

Total
number of
countries
(N=97)

Percentage

7
17
0

16
24
0

2
7
0

25
48
0

34
66
0

4
5
0

8
19
0

0
1
1

12
25
1

32
66
3

5
8
0

11
17
0

0
0
0

16
25
0

39
61
0

8
15
0

14
22
0

3
4
0

25
41
0

38
62
0

2
3
0

4
8
1

1
1
0

7
12
1

35
60
5

3
3
1

15
12
0

0
1
0

18
16
1

51
46
3

C. IMPACT ON THE USE OF CONDOMS AND CONTRACEPTION
Among the 66 studies that measured the impact of sex education programmes on
condom use, 25 (38 per cent) found that the programmes they evaluated increased
condom use, while 41 (62 per cent) concluded that the programmes evaluated had had no
impact in changing condom use. In no case did the studies available indicate that sex
education programmes reduced the level of condom use. Among the 36 studies referring
to the United States, the proportion of programmes that increased condom use was also
38 per cent. The number of programmes in developing countries that were the object of
evaluation was smaller (23) and a similar proportion increased condom use (35 per cent).
Among the seven programmes in developed countries other than the United States, three
(43 per cent) increased condom use.
The number of studies that measured whether sex education programmes increased
the use of other modern methods of contraception was smaller (only 20 studies did so).
Among them, seven (35 per cent) increased contraceptive use; 12 (60 per cent) had no
impact, and one (5 per cent) reduced contraceptive use.
Some studies used composite measures of sexual activity in combination with
indicators of contraceptive use. For instance, some studies measured the frequency of
intercourse without using condoms or the number of sexual partners with whom condoms
were not always used in order to assess “sexual risk-taking”. Among the 35 studies with
data on composite measures of sexual risk-taking, 51 per cent found that sex education
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programmes decreased sexual risk-taking; 46 per cent found no impact and 3 per cent
(representing one programme) found an increase in sexual risk-taking. The distribution of
the studies with larger samples and the most rigorous methodology is very close to that of
all studies reviewed.
D. IMPACT ON ONE OR MORE SEXUAL BEHAVIOURS
The results presented above have examined the impact of programmes on each
behaviour separately. However, those results understate the overall impact of
programmes because a programme may affect one or more behaviours, but not all
measured behaviours simultaneously. When the effect of programmes on one or more
behaviours is considered, 62 of the 97 studies available influenced at least one behaviour
in a positive way either for the entire sample in the programme or for a relevant subgroup. In addition, 28 per cent of the 97 programmes improved at least two behaviours
among young people.

E. IMPACT ON THE REDUCTION OF PREGNANCY RATES AND ON THE INCIDENCE OF
SEXUALLY TRANSMITTED INFECTIONS

Because sexually transmitted infections and pregnancies occur less frequently than
sexual activity, condom use or contraceptive use, determining whether sex education
programmes have an impact on reducing the incidence of sexually transmitted infections
or on pregnancy requires considerably larger samples. Most of the studies reviewed do
not present adequate statistics in that regard. Among the 18 studies that used biomarkers
to measure the impact of sex education programmes on the incidence of pregnancy or
sexually transmitted infections, five showed significant reductions while 13 did not.
The studies reviewed revealed that even effective sex education programmes
reduced risky sexual behaviour only moderately. The most effective programmes tended
to reduce risky sexual behaviour by one-fourth to one-third. Thus, if 30 per cent of the
young people in the control group had unprotected sex during a given period, a successful
programme might reduce the prevalence of that behaviour to 20 per cent among the group
of young people participating in the programme. The overall reduction in risky behaviour
amounted therefore to 10 percentage points or one third with respect to the prevalence of
risky behaviour in the control group. A meta-analyses of studies carried out in the United
States shows that behavioural change of this magnitude can lead to significant reductions
in pregnancy rates and in the incidence of sexually transmitted infections.
F. IMPACT ON COGNITIVE FACTORS
Nearly all sexual education programmes that have been studied increased
knowledge about different aspects of sexuality, risks of getting pregnant, HIV and other
STIs. Programmes that were designed to reduce risks associated with sex and employed a
logic model also relied on other factors affecting sexual behaviour. Programmes that
were effective at either delaying or reducing sexual activity or increasing condom or
contraceptive use typically focused on:
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Imparting knowledge about the risks associated with sexual activity,
including pregnancy and the risk of acquiring a sexually transmitted
infection, including HIV;
Imparting information about methods to reduce or prevent such
risks;
Discussing personal values about sexual activity and abstinence;
Examining attitudes regarding the use of condoms and contraception;
Addressing perceptions of peer norms about sexual activity, condom
use and the use of contraception;
Increasing skills and self-efficacy to refuse sexual intercourse and to
use condoms;
Following through with intentions to abstain from sexual intercourse
or to restrict sexual activity or the number of partners, or to use
condoms, and
Encouraging better communication with parents or other adults as
well as with sexual partners.












Some studies showed that particular programmes were effective in improving these
factors listed (Kirby, Obasi and Laris, 2006; Kirby, 2007). In addition, other studies have
demonstrated that these factors, in turn, have an impact on adolescent sexual decisionmaking (Blum and Mmari, 2006; Kirby and Lepore, 2007). Thus, there is considerable
evidence that effective programmes actually changed behaviour by having an impact on
these factors, which then positively affected young people’s sexual behaviour.
G.

BEHAVIOURAL IMPACT IN DIFFERENT LOCATIONS AND REPLICATIONS

Overall, sex education programmes that discuss both the benefits of abstinence and
the need to use condoms and contraception to prevent the risks associated with sexual
intercourse among adolescents and young people have been effective in changing their
behaviour when implemented in school, clinic or community settings and when they
involve different groups of young people (that is, males and females; sexually
inexperienced and sexually experienced adolescents and youth, and young people at
lower and higher risk in disadvantaged and better-off communities).
It bears noting that the sex education programmes that had measurable impacts in
reducing risky sexual behaviour include those implemented in countries as diverse as
Chile, China, Kenya, Mexico, the United Kingdom and the United States. Thus, their
effectiveness is not limited to any particular region or culture.
Furthermore, results from several replication studies in the United States have
shown that when programmes found to be effective at changing the sexual behaviour of
adolescents and young people are replicated in similar settings, either by the same or
different researchers, they produce consistent results (Kirby, 2007). Studies have also
shown that programmes demonstrated to be effective were less likely to remain so when
their duration was shortened, when activities that focused on increasing condom use were
dropped from them, or when they were implemented in classrooms after being designed
for and evaluated in community settings.
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H. STRENGTHS AND LIMITATIONS OF STUDIES ON THE IMPACT OF SEX EDUCATION
PROGRAMMES

The studies reviewed in this paper provide strong evidence that sex education
programmes can be effective at reducing risky sexual behaviour among adolescents and
young people. This conclusion is warranted because all the 97 studies reviewed were
based on experimental or quasi-experimental designs and more than half of them
involved randomized controlled trials (the gold standard in experimental design). In
addition, when the same programme was evaluated multiple times, the results obtained
were generally consistent. Lastly, the programmes that were effective at changing sexual
behaviour often shared common characteristics (see next section).
However, the studies reviewed had a number of limitations. Relatively few of them
were conducted in developing countries and some studies lacked an adequate description
of the programme being assessed. Some studies had only barely adequate evaluation
designs and many were based on small samples. Most did not adjust their results to take
account of the effects of chance on multiple tests of significance. Few studies measured
the impact of programmes on either pregnancy rates or the incidence of sexually
transmitted infections, both of which require long periods of observation. Fewer still used
biological markers to measure the incidence of sexually transmitted infections or
pregnancy. There was a dearth of studies focusing on long-term results and no study
examined the impact of sex education programmes at population-level.
The last caveat is that the studies reviewed may constitute a biased sample because
researchers may be more likely to publish reports that support their hypotheses or
journals may be more likely to accept for publication studies that show that interventions
have an effect and less likely to publish those showing that interventions are ineffectual.
In preparing this review, it was not possible to assess whether this is indeed the case.
I. CHARACTERISTICS OF EFFECTIVE PROGRAMMES
This review has provided evidence that some sex education programmes have been
effective in changing the sexual behaviour of adolescents and young people in ways that
protect them from the risks of pregnancy and from being infected by a sexually
transmitted agent. In order to understand what makes a programme successful, Kirby,
Laris and Rolleri (2006) have carried out a detailed analysis of the different elements in
the development, content and implementation of effective programmes in an effort to
capture the features that make them successful. They have concluded that the large
majority of effective sex education programmes include a core set of characteristics that
are not always part of programmes that had only a limited impact on sexual behaviour.
The characteristics of effective sex education programmes are summarized below.
During the development of the curriculum, the development team should:
1. Involve experts in research on human sexuality, behaviour change and

related pedagogical theory.
2. Consult with young people.
3. Assess young people’s reproductive health needs, their behaviours, their

beliefs and perceptions of risk, their attitudes and skills, and their
intentions regarding sexual behaviour, condoms and contraception and
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4. Use a logic model approach that specifies the reproductive health goals

the programme wants to achieve, the specific sexual behaviours that
would lead to those goals, the cognitive risk and protective factors
affecting those behaviours, and activities involved in changing those
cognitive factors.
5. Design activities that are sensitive to community values and consistent
with available resources including staff time, staff skills, the space
available for group activities and access to supplies.
6. Test the programme using a pilot programme and obtain on-going
feedback from the learners about whether and how the programme meets
their needs.
The curriculum itself should:
7. Focus on clear reproductive health goals in determining the curriculum

8.
9.

10.
11.

12.

13.
14.

15.

content, approach and activities. These goals should include the
prevention of unintended pregnancy and sexually transmitted infection,
including HIV.
Focus on specific sexual risk behaviours and protective behaviours
leading directly to those health goals.
Address specific situations that might lead to unwanted or unprotected
sexual intercourse and develop skills to avoid them and to get out of
them if they occur.
Give clear information and messages about behaviours to reduce risk of
sexually transmitted infections or pregnancy.
Focus on specific cognitive factors that affect the risk of engaging in
particular sexual behaviours and that are amenable to change by the
programme including, for example, knowledge about human sexuality,
pregnancy and sexually transmitted infections; accurate perceptions of
risk for pregnancy and sexually transmitted infections if engaging in
different sexual behaviours; values about having sex or having sex with
multiple partners and about using condoms or contraception; attitudes
about using condoms and contraception; perception of peer norms about
sex and use of protection against pregnancy and sexually transmitted
infections; skills to avoid sex, to insist on using condoms or
contraceptives, and to actually use condoms and contraceptives
correctly; and intentions to avoid sexual risk behaviour.
Employ participatory teaching methods that actively involve students
and help them integrate, internalize and act on the information that they
are getting. Ensure that the methods are validated by pedagogy and
behaviour-change science.
Implement multiple, educationally sound activities designed to change
each of the targeted cognitive factors.
Provide scientifically accurate information about the risks of having
unprotected sexual intercourse and the effectiveness of different
methods of protection.
Address individual perceptions of risk and individual susceptibility to
unwanted outcomes.
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16. Address personal values and perceptions of family and peer norms about

engaging in sexual activity or having multiple partners.
17. Address individual attitudes and peer norms toward the use of condoms

and contraception and combat barriers to their use.
18. Address skills to avoid unwanted sex and to use protection correctly

during intercourse, and increase self-efficacy in the use of those skills.
19. Create a safe social environment for youth to participate in.
20. Cover topics in a logical sequence.

During the implementation phase, effective programmes should:
21. Ensure that the educators selected to implement the curriculum can

22.
23.
24.
25.

26.

relate to adolescents and young people and are knowledgeable and
comfortable with the material they have to present.
Provide training to the educators.
Provide on-going support, supervision and oversight from the
appropriate authorities.
When implemented in schools, programmes should include at least 12
sessions.
When implemented in other than school or clinic settings, programmes
should use appropriate incentives and integrated activities to recruit and
retain participants.
Implement virtually all the activities included in the curriculum with
reasonable fidelity.
J. CONCLUSIONS

This review of studies evaluating the impact of sex education programmes supports
the following conclusions about the impact of those programmes on the sexual behaviour
of young people.
•

•

•
•

Sex education programmes and those aimed at reducing the incidence of
sexually transmitted infections, including HIV/AIDS, that are based on a
set curriculum and implemented in schools or communities can delay the
onset of sexual activity among adolescents and young people, reduce the
frequency of intercourse, reduce the frequency of unprotected sex,
reduce the number of sexual partners, and increase condom use and
contraceptive use.
Sex education programmes do not increase sexual activity among
adolescents and young people but they are not always effective at
reducing it or in promoting safer sexual behaviour.
Sex education programmes generally result in increased knowledge
about human sexuality.
To be effective, sex education programmes need to be comprehensive,
provide unbiased and scientifically based information; emphasize risks
of unprotected sex; explain the various practices and methods that can
reduce the risks of pregnancy and of acquiring a sexually transmitted
infection during intercourse; discuss values about sex and condoms and
other contraceptives; address attitudes to using condoms and other
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•

•

•

Sex education programmes can be an important component of
comprehensive strategies to reduce the incidence of unintended
pregnancies and sexually transmitted infections, including HIV.
Although the studies reviewed in this paper indicate that even the
effective sex education programmes have a modest effect in changing
behaviour, the impact of such effect at the population level could be
significant if the programmes were to be scaled up.
Because of the societal costs involved in addressing the consequences of
risky sexual behaviour among adolescents and young people, effective
sex education programmes can be a cost-effective method for changing
those behaviours and avoiding their detrimental consequences.

In many countries premarital sex is common among adolescents and young people.
Such behaviour is associated with high risks of unintended pregnancies, which are
detrimental to the lives of adolescents and, in particular, to the girls and young women
who become pregnant and are often forced to change their life courses because of those
early pregnancies. Premarital or extra-marital sexual intercourse also exposes adolescents
and young people to elevated risks of becoming infected with HIV or other sexually
transmitted infections, with potentially catastrophic consequences for their health and
wellbeing. Because HIV/AIDS is incurable and the costs of treatment are high,
preventing infection is urgent. Effective prevention requires behavioural change.
Effective sex education programmes that take account of the latest findings of
pedagogical and behavioural-change research provide an important tool for producing
that behaviour change. This review has shown that, in order to be effective, sex education
programmes have to meet a number of characteristics and need to be implemented by
trained educators who are knowledgeable about human sexuality, understand behavioural
training and are comfortable in interacting with adolescents and young people on
sensitive topics. Because few programmes currently being implemented have all the
characteristics described in the previous section, their impact at the population level is
still minor. It is urgent, however, that the lessons learned so far about how to develop and
implement effective sex education programmes be used to guide efforts to scale up those
programmes, particularly in countries where adolescents and young people are at high
risk of becoming pregnant too early in life or of contracting a sexually transmitted
infection.
In order to scale up effective sex education programmes, strong national and
international leadership are required. Programmes with demonstrated effectiveness
should be replicated in similar cultural environments, adapted to other cultures or redesigned if necessary, taking account the lessons learned and incorporating key
characteristics of programmes with proven effectiveness. Rigorous evaluation and
research are important to assure the effectiveness of the programmes developed.
To achieve all that, national and local authorities must support the development and
implementation of sex education programmes. In countries where engaging in premarital
sex is considered immoral, talking about sex is taboo and teaching about sexuality in the
classroom is highly controversial, leadership from policy-makers and opinion shapers is
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necessary to change minds and garner support for sex education in the classroom. It is
also important to engage all key stakeholders in raising awareness about the opportunities
lost and the risks arising from a failure to provide adolescents and young people with the
information and behavioural skills that they need in order to avoid risky sexual
behaviours. The support of stakeholders will be crucial in launching and scaling up sex
education programmes. Ministries of education may take the lead in encouraging or
mandating sexuality education, developing and disseminating effective curricula and
providing training for educators. They can also assist in garnering grassroots’ support by
disseminating information on what effective programmes can achieve and the risks
involved in doing nothing.
As the world is confronted with the largest generation ever of adolescents and
young people, there is no time to lose in investing in their future by providing them with
the information and skills needed to ensure their sexual and reproductive health over a
lifetime. Careful studies have already provided a road map on how to proceed; we just
need the courage and foresight to actually embark on the journey.
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