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The Relationship Between Sex Education Content and Sexual Violence, 
Teenage Pregnancy, STIs, and HIV
Parents everywhere know the difficulties involved in teaching their sons or daughters memorable skills that will carry them forward into adulthood. Along with teaching children to tie their shoes, raise their hands before speaking in class, and say “please” and “thank you,” millions of parents give their versions of “the Talk” about sex that often shapes their children’s morals, ethics, standards, and behaviors as they mature. Because there are so many variations of this discussion, there is little chance of consistency. So, it is up to schools to provide medically accurate information about sex and ensure coverage of all necessary topics related to it. Schools give their own version of “the Talk,” commonly known as “sex ed” or “health” classes. However, only 26 states require both sex and HIV education. Furthermore, only 17 states require their program contents to be medically accurate (Guttmacher Institute, 2022b). This creates problems due to a lack of standardization and regulation of sex education within and across states.
In the real world, confusion regarding sexual conduct arises all the time on a small scale. When two people meet with potentially romantic interests, they may  have different impressions of what constitutes consent. The lack of standardized content within states that require sex education and the lack of requirements in other states promote miscommunication between individuals and can lead to grave misunderstandings that violate personal rights. Inconsistent nationwide sex education means that individuals may be taught different standards and definitions for key concepts, such as consent, even when they attend high schools in the same state. This may occur anywhere in the U.S. but most commonly in the 24 states where sex education is not required (Guttmacher Institute, 2022b). On a larger level, it means high rates of sexual violence, teenage pregnancy, and sexually transmitted infections (STIs) or HIV will continue due to spotty, inconsistent education that does not address these problems directly. 
In states that do require sex and HIV education, there are three main categories of sex education: abstinence-only programs, comprehensive sex education programs, and abstinence-plus programs. The Kaiser Family Foundation (KFF) notes that “abstinence-only programs, also known as ‘sexual risk avoidance programs,’ teach that abstinence from sex is the only morally acceptable option for youth, and the only safe and effective way to prevent unintended pregnancy and STIs” (KFF, 2018, Sex Education Models and State Policies section). These programs generally do not discuss contraceptive methods unless it is to highlight their failure rates and intimidate youth from having sex in the first place. Comprehensive sex education encompasses a broader range of topics and concepts. Generally, these programs include medically accurate, evidence-based information about both contraception and abstinence, condoms to prevent STI transmission, and communication skills  (KFF, 2018). Other programs known as “abstinence-plus” stress abstinence as the best way to prevent pregnancy and STIs, but they also include information on contraception and condoms (KFF, 2018, Sex Education Models and State Policies section). Given the lack of state regulation and the number of options that exist for sex education, researchers need to evaluate the most effective course material related to reductions in real world issues like teen pregnancy, sexual assault, STIs, and HIV.
Background and Significance
Unintended pregnancies in American teens aged 15 to 19 years old have steadily declined since 1991 (Martin et al., 2021). This change has mostly been attributed to increased use of effective contraception and better delivery of information about pregnancy prevention, two topics commonly covered in comprehensive sex education (Lindberg et al., 2016; Livingston & Thomas, 2019). However, sex education courses in general do not appear to have reduced the incidence of STIs, HIV infections, or sexual violence. In the U.S., 81% of women and 43% of men reported experiencing some form of sexual harassment and/or assault in their lifetimes (Kearl, 2018). Female college students ages 18 to 24 are three times more likely to experience sexual violence (Greenfeld, 1997, as cited in Rape, Abuse, and Incest National Network [RAINN], 2022a). In addition, youths aged 15-24 account for almost half of the 26 million new STI cases that occurred in the United States in 2018 (Shannon & Klausner, 2018). Adolescents and young adults made up 21% of new HIV infections in 2019 as the least likely age group to know their HIV-positive status and other medical care information (CDC, 2021a). This issue’s prevalence challenges the content, quality, and effectiveness of abstinence-only education as a popular requirement in many state-mandated sex education programs. Correct contraceptive and condom use are not taught or are rarely taught in abstinence-only education programs, but they are the only methods to avoid STI and HIV infections. If teenagers are not taught these prevention methods, there is a lower probability they will use them and a higher probability they will contract STIs or even HIV. 
Currently, 39 states require that abstinence instruction be included in their sex education programs, and 29 of those states require it to be emphasized (Guttmacher Institute, 2022b). Abstinence-only education persists despite having been widely found to be ineffective and impractical in the real world, as demonstrated by the prevalence of sexual violence and STIs in the U.S. These programs fail to cover important topics like the correct use of contraception, HIV prevention, consent, and healthy relationships. 
It is also important to note the difficulties of comparing current sex education programs in different states because even when sex education is required, it is loosely implemented or regulated. In states where it is not required, researchers have no way to look at individual schools or districts to see which have chosen to teach sex education and which have not. 
The impact of shoddy sex education reaches deep into the lives of adolescents and affect the entire country. For pregnant teens, only about 50% receive a high school diploma by 22 years of age (Perper et al., 2010). Consequently, nearly a quarter of Americans aged 25 or older without a high school diploma live in poverty (Shrider et al., 2020). In addition, 20% of homeless young women become pregnant, largely due to a lack of education and information about sexual health (Thompson et al., 2008). Ultimately, these problems affect everyone. Teen childbearing costs U.S. taxpayers $9.4 billion annually (CDC, 2017). The direct medical cost of STIs is estimated at around $16 billion each year, with HIV infections responsible for 81% of that total cost (Harrell et al., 2021). While sexual violence impacts individuals most directly, it also has broader social and economic implications that must be addressed through adequate comprehensive sex education.
The proposed research will seek to pinpoint the specific topics and concepts of sex education that are associated with a reduction in teen pregnancy, STIs, HIV, and/or sexual violence. It will survey graduating college students who have taken sex education courses prior to college in order to identify which sex education topics correlate with lower incidences of sexual violence, teen pregnancy, STIs, and HIV. 
Literature Review
	Regardless of program content, the timing of sex education is crucial. Guttmacher Institute (2022a) found that less than half the teens who have had penile-vaginal intercourse (43% of females and 47% of males) received education about it before they first had sex. From 2015 to 2019, less than half of teens said they had received instruction on where to get birth control before they had sex for the first time. Typically, students receive sex education in school between grades 6-12 (National Conference of State Legislatures [NCSL], 2020). Nearly 40% of high schoolers say they have had sex; however, only 54% report condom use, and only 30% report using some form of contraception (Szucs et al., 2020). Although condoms are not 100% effective, they can substantially reduce STI transmission (Holmes et al., 2004), and several forms of contraception prevent pregnancy to varying degrees (ACOG, 2021). So, it is extremely important that sex education cover both of these methods before youths become sexually active. 
	The categories of sex education programs are very loosely defined and thus pose difficulties when drawing comparisons between them or assessing their effectiveness. Some studies categorize certain topics under comprehensive sex education while others utilize the abstinence-plus category instead. In addition, most studies clearly label what they define as “comprehensive” or “abstinence only,” and the lack of consistency between these studies’ definitions makes it difficult to draw conclusions. Consequently, it would be more beneficial to examine specific topics and concepts taught in these sex education programs to determine the programs’ effectiveness in terms of certain outcome measures, such as whether students of these programs later experience STIs and/or teen pregancy. 
Abstinence-only education has been shown to have little to no impact on the prevention of STIs, yet it is still extremely common. Better education that is effective for real world issues is needed. Regarding STIs, Hogben et al. (2010) researched sex education programs across the U.S. and their correlation with gonorrhea and chlamydia, two common STIs (CDC, 2021b). The study found that states with no mandates for abstinence had the lowest mean rates of infection while states with mandates emphasizing abstinence had the highest rates of infection in the overall population as well as among adolescents. 
Researchers have also studied whether multiple factors correlate with a decrease in teen pregnancies. Both Hogben et al. (2010) and Stanger-Hall and Hall (2011) found that when state laws and policies stress abstinence, teenage pregnancy and birth rates are higher on average (Standger-Hall & Hall, 2011). States that taught comprehensive sex education combined with abstinence (aka, abstinence-plus education) had the lowest teen pregnancy rates (Standger-Hall & Hall, 2011). 
Common Outcome Measures of Sex Education Effectiveness
	It is worth noting that abstinence-plus programs are not widely used because they are relatively new and not well-defined. This poses a couple of challenges when deciding which type of sex education program is most effective, especially when the comprehensive and abstinence-only programs are already so loosely defined. However, many studies have used different tools to try to measure the success of sex education programs. 
	Ivanova et al. (2020) conducted a meta-analysis that synthesized evaluation methods of sex education programs in lower-middle-income countries and found that three outcomes were commonly used to measure program effectiveness: condom use, sexual debut or delay, and number of sexual partners. Their research determined that sex education programs must also be evaluated in terms of the quality of the program’s development, its implementation, and its impact, rather than based on public health outcomes alone. The study concluded that most assessments of sex education programs lack proper evaluation methods in different settings.
Kidger (2013) examined common tools for evaluating the success of sex education programs in a handful of studies. She determined the primary measure in these studies was use of contraception and/or abstinence. Outcomes were often assessed through changes in knowledge, attitude, intention, and reported behaviors. However, different measures of success were used for different discourses of sex education programs. For example, an empowering discourse, which emphasized consent in a stigma-free context, was used to accomplish different goals compared to a moralistic discourse, which focused more on abstinence as the only moral option in order to delay sexual debut (Kidger, 2013). 
Fonner et al. (2014) also conducted a meta-analysis of various studies involving HIV and identified five outcomes to measure sex education efficacy: HIV knowledge, self-efficacy, sexual debut, condom use, and number of sexual partners. Fonner et al. examined the conclusions of 64 studies to identify which specific program was most commonly found effective for HIV-related behavior intervention. Comprehensive sex education was found to have the most impact on changing HIV-related behaviors (Fonner et al., 2014). 
Taken together, the three meta-analytic studies discussed above indicate that condom use, general contraception use, and sexual debut are common measures of sex education programs’ effectiveness. However, both Ivanova et al. (2020) and Kidger (2013) also indicate that there is no one-size-fits-all program and that it is important to use different evaluation methods for different programs. The American College of Obstetricians and Gynecologists (ACOG) explains that not all programs are equally effective for all ages, races and ethnicities, socioeconomic groups, and geographic areas (ACOG, 2020). However, group-based education is widely found to be effective no matter the ethnographic diversity (ACOG, 2020). For instance, Chin et al. (2012) compared comprehensive risk reduction to abstinence-only education by noting the incidence of adolescent pregnancy, HIV, and STIs in group-based education. A group-based comprehensive risk reduction program was found to be an effective strategy for all three of these outcome measures, while no conclusive results were found for abstinence-only education, which was typically not group-based. This study sheds light on the comprehensive program’s effectiveness as well as how it can be implemented more successfully using the group-based approach rather than a more traditional independent approach.
Many meta-analyses of specific programs have identified outcomes to measure their success. The outcomes identified were drastically different between comprehensive and abstinence-only sex education programs, revealing that different programs are built for different purposes and with different goals in mind. Although understandable, these inconsistencies make it difficult to compare many studies to each other because the desired goals and outcomes are different.
When examining systematic literature reviews of abstinence-only education and comprehensive education, the inconsistencies become readily apparent. Goldfarb et al. (2020) conducted a systematic literature review of 30 years of comprehensive sex education outcomes. Outcome measures identified included appreciation of sexual diversity, dating and intimate partner violence prevention, development of healthy relationships, prevention of child sex abuse, improved social/emotional learning, and increased media literacy. On the other hand, Jeynes’ (2019) systematic literature review of abstinence-only programs identified entirely different outcomes and therefore, goals. The goals of abstinence-only programs were assessed mainly through measures of behaviors and attitudes regarding premarital intercourse. Abstinence-only sex education programs were linked with reduced premarital sexual behavior (Jeynes, 2019).
It appears there has been greater diversity in the outcomes that studies have used to evaluate comprehensive sex education, and these measures have been rather complex and qualitative. In abstinence-only programs, the outcomes have been more limited and directly pertain to the goals of abstinence-only education. Taken together, these studies indicate that research on certain types of programs measure outcomes that suit the intended purpose of the program. For example, a study on comprehensive sex education might look at intimate partner violence and sexuality while a study about abstinence-only education might only look at abstinence and attitudes toward premarital intercourse. This is significant because studies that have only examined whether correlations exist between specific outcomes and different programs generally use more quantitative, objective measures such as condom use or sexual debut. Thus, it would be beneficial to use an array of outcomes that are common in the real world rather than those specifically tailored to certain programs. This approach would be more objective and could be more helpful in addressing real world problems like teen pregnancy, sexual violence, STIs, and HIV.
Existing research demonstrates more conclusive results when programs that employ the general labels of “comprehensive” and “abstinence only” education have been studied. Kohler et al. (2008) examined the relationship between sex education and the initiation of sexual activity as well as risk of teen pregnancy and STIs by comparing abstinence-only and comprehensive education. Unexpectedly, teaching about contraception was not associated with increased risk of adolescent sexual activity or STIs. In addition, adolescents who received comprehensive sex education had a lower risk of pregnancy than adolescents who received abstinence-only or no sex education. This is important because many parents oppose sex education for fear that the lessons may encourage children to think about sex more, making them more likely to engage in sex. However, this was clearly not the case according to Kohler et al.’s (2008) findings.
Goldfarb et al.’s (2020) extensive literature review of comprehensive sex education outcomes commonly identified successful measures that indicated comprehensive sex education correlates with a decrease in homophobia and bullying, an improved understanding of gender norms, stronger relationship skills, and better acquisition of skills to avoid child sex abuse and reduce partner abuse. While most studies have concluded positive results in favor of comprehensive sex education, the specific topics included in this form of sex education that led to these results are still unclear.
One topic that could have a positive impact in comprehensive sex education deals with a concept that RAINN (2022c) describes as “enthusiastic consent,” a helpful idea that should be applied in the real world. Enthusiastic consent means that both partners must assert their interest in having sex with each other by saying “yes” rather than merely requiring that they not say “no” to ensure that both parties feel safe and comfortable. Evidence supporting the effectiveness of “enthusiastic consent” has not yet been obtained. However, sex education programs may want to spend time on this topic when discussing refusal skills and ways of avoiding sexual assault. 
Exploring the outcome measure of sexual violence, a widely cited study by Santelli et al. (2018) involved college students who experienced penetrative sexual assault (PSA) and determined their historical risk factors before college. Using surveys and interviews, the researchers found that unfavorable childhood experiences, unwanted sexual contact before college, use of alcohol and marijuana, and sexual behaviors before age 18 were all associated with PSAs in college. However, comprehensive sex education, including training in refusal skills rather than abstinence only, was related to fewer PSAs. Sex education was lightly covered in the survey; questions focused more on whether students had any sex education rather than its type or topics covered. However, this study’s results support the protective role of sex education.
Purpose of the Proposed Research
Given the range of materials covered in sex education programs, the programs’ varying goals, and the different related outcomes that may occur following course completion, more topic-specific research that examines links to outcome measures is necessary. To address this need, the proposed study will evaluate the relationship between prior sex education topics and four relevant outcomes to see which sex education topics are most directly related to these real world experiences. A methodology similar to Santelli et al.’s (2018) will be followed using a survey to gather information regarding post-graduates’ prior sex education and whether they have experienced the four outcome measures of sexual assault, teen pregnancy, STIs, and/or HIV. Previous research has included a wide array of predicted benefits to comprehensive sex education (as included in the Literature Review), but the effectiveness of these programs has not been analyzed in terms of the specific topics covered in their courses as compared to other types of sex education programs’ topics. Therefore, a modification of Santelli et al.’s survey used in the proposed study will include items that ask respondents to identify these topics more specifically. Reported outcomes will be used to judge the effectiveness of these course topics. 
Method
Participants
	The proposed research will involve recently graduated college students, who are anticipated to be approximately ages 21 to 25 and may include independent students who have taken time off between high school and college. They will be obtained from the University of California and California State University systems. This age group was chosen because the majority of sexual assault victims and new STI cases are under the age of 30 (Greenfeld, 1997, as cited in RAINN, 2022b; Shannon & Klausner, 2018). Participation will be voluntary. A larger sample size of about 1,000 participants will be needed in order to obtain enough participants who have experienced sexual violence, teen pregnancy, STIs, or HIV, This should allow for meaningful comparisons to be made for each type of sex education course taken by participants, and it will increase the power of statistical tests performed on the data later. 
In order to participate in the study, individuals must have taken a sex education course prior to college. No racial, religious, cultural, or gender-based criteria will be used for participation because the study aims to survey an unrestricted sample of the population. However, this information will be gathered for general demographics. Recruitment will not attempt to pressure potential participants to ensure their complete comfort. Those who volunteer for the study will be treated in accordance with the American Psychological Association's Guidelines for Ethical Conduct of Behavioral Projects Involving Human Participants by High School Students (APA, 2022), and they will sign informed consent forms before participating.
Materials
	Recruitment flyers will include a brief overview of the study’s general topic as well as participation criteria. These flyers will be posted and distributed at either all nine Universities of California, all 23 California State Universities, or both depending on whether the study obtains sufficient funding and participation. The flyers will explicitly state that eligible participants will be asked about heavy topics (i.e., sexual violence, STIs/HIV, and teen pregnancy). Flyers will be strategically posted on campuses near the end of the school year to improve the chances that more graduating seniors will participate. Gift cards to stores, such as Target or Amazon, will be mentioned on the flyers as incentives for participation, and all individuals who complete the study will receive these.
	Because Santelli et al.’s (2018) original survey (see Appendix) focused on sexual assault and sex education broadly, the survey used in the proposed study will add multiple-choice questions about specific details of participants’ prior sex education courses to examine the relationship between these variables more closely. Examples of these additional questions appear in Table 1. These questions will be used to gain general information about the sex education program received. In addition, examples of questions about the outcome measures for sexual violence, teen pregnancy, STIs, and HIV appear in Table 2 below. Basic demographic questions will be included in the survey to obtain general background information on the sample population as well.

Table 1
Sample Survey Questions About Participants’ Prior Sex Education
______________________________________________________________________________
Survey Questions		         			Possible Responses
______________________________________________________________________________
	1. What grade were you in when you received
sex education?
	a. First grade 
b. Second grade 
c. Third grade 
d. Fourth grade 
e. Fifth grade 
f. Sixth grade 
g. Seventh grade
h. Eighth grade 
i. Freshman year of highschool
j. Sophomore year of highschool 
k. Junior year of highschool 
l. Senior year of highschool 
m. I don’t remember

	

	Survey Questions
	Possible Responses

	2. Was your sex education class split into separate groups by gender?
	a. Yes
b. No
c. Not applicable
d. I don’t remember

	3. How long did the sex education course last?
	a. Only occurred once
b. The entire school year
c. 1-3 months
d. 4-6 months
e. I don’t remember

	4. How often did the sex education class occur?
	a. Once
b. Every day
c. 2-4 times a week
d. Every week
e. A couple times a month
f. Every month
g. I don’t remember






Table 2
Sample Survey Questions on Outcome Measures ______________________________________________________________________________
Survey Questions				      Possible Responses
______________________________________________________________________________
	1. Have you ever experienced unwanted sexual attention?
	a. Yes
b. No
c. Refuse to answer

	1a. If yes, did it progress to harassment, unwanted touching, or assault?
	a. Yes
b. No
c. Refuse to answer
d. Not applicable

	2. Did you use any method of contraception during your first experience of sexual intercourse?
	a. No
b. Yes; the birth control pill
c. Yes; an IUD (Paragard, Mirena, Kyleena, etc.)
d. Yes; the patch (Xulane, Twirla)
e. Yes; the ring (NuvaRing, Annovera)
f. Yes; other method
g. Refuse to answer
h. Not applicable



	
	

	Survey Questions
	Possible Responses

	3. Have you experienced an unwanted or unplanned pregnancy?
	a. Yes
b. No
      c.   Refuse to answer
      d.   Not applicable

	4. Have you ever contracted a sexually transmitted infection (STI) or sexually transmitted disease (STD)?
	a. Yes
b. No
c. Refuse to answer

	5. Have you contracted  the human immunodeficiency virus (HIV)?
	a. Yes
b. No
c. Refuse to answer


______________________________________________________________________________

The Santelli et al. (2018) survey also included a wide variety of questions specific to sexual assault and questions about participants’ caregivers. The proposed survey will reduce the number of questions related to these subjects to focus more on sex education course content. Participants will be asked to identify which common sex education topics were covered in their classes. Table 3 presents examples of the specific topics they will be asked about to see if these topics were included in their sex education courses. 


Table 3
Specific Topics in Partcipants’ Sex Education Courses

									Possible Responses
							___________________________________________
	
Topics Covered in Courses
	
Yes
	
No
	Can’t recall
	Refuse to answer

	How to say no to sex
	🮖
	🮖
	🮖
	🮖

	Methods of birth control
	🮖
	🮖
	🮖
	🮖

	Methods of STI prevention
	🮖
	🮖
	🮖
	🮖

	Different STIs, how they spread, & symptoms
	🮖
	🮖
	🮖
	🮖

	How to prevent HIV/AIDS
	🮖
	🮖
	🮖
	🮖

	Healthy relationships and what they look like
	🮖
	🮖
	🮖
	🮖

	Stages of puberty for your sex
	🮖
	🮖
	🮖
	🮖

	Stages of puberty for the opposite sex
	🮖
	🮖
	🮖
	🮖

	Teen pregnancy resources, hotlines, & programs
	🮖
	🮖
	🮖
	🮖

	Sexual violence resources, hotlines, & programs
	🮖
	🮖
	🮖
	🮖


______________________________________________________________________________

Procedure
Eligible post-graduates will be emailed a simple introduction summarizing just the general purpose of the study to avoid participant bias. They will be warned about the sensitive survey content. Interested individuals will be emailed the informed consent form. Once they have returned their signed forms, a link with the survey will be emailed to them. After completion, participants will click “Submit” to finish. The survey will be set up with its own web-based form rather than a PDF or simple text format to reduce chances of human error. 
Once participants have submitted their surveys, they will receive an email containing a digital gift card and a debriefing document that explains the purpose of the study in much more detail than what they were told during recruitment. Participants will be reminded that they may contact the researcher with any questions. 
Planned Data Analysis 
	Once the survey data has been collected, participants’ responses will be analyzed for patterns, trends, and correlations. The primary data of interest will be participants’ survey responses regarding topics covered in their sex education courses and their responses regarding occurrences of sexual violence, teen pregnancy, STIs, or HIV. Correlational tests will be conducted to answer questions about the relationships between these survey measures. For example, if a student answers “yes” to having contracted an STI, did they learn about STI prevention in their sex education class? Or if a student answers “yes” to having had an unwanted teen pregnancy, did they learn about methods of proper contraception usage in their sex education class? By focusing primarily on affirmative responses to the four outcome measures, it should be easier to determine whether a correlation exists between certain topics of sex education and those outcomes. 
If correlations are revealed between any of the outcome measures and a lack of sex education or specific sex education topic, it could mean that learning about that sex education topic in middle school, for instance, was instrumental later on. Additionally, if a large number of respondents check “yes” for learning all of the sex education topics listed and “no” for the outcome measures, it could mean that comprehensive sex education has helped them avoid negative outcomes. 
Preliminary Suppositions and Implications
The proposed research has two main goals. First, it will clarify current inconsistencies in how sex education programs are labeled and how this affects research regarding their  effectiveness. The lack of consistency between how schools and programs label their sex education content poses difficulties for researchers examining different types of sex education because they cannot categorize the programs properly for comparison. In addition, the new label “abstinence-plus”  is being applied to some  but not all sex education courses that include more than just abstinence instruction. Consequently, “abstinence-plus” education has its own category in some studies, while in others, it is grouped with comprehensive sex education. Plenty of research already exists on these individual programs and some have even concluded that comprehensive education is the better alternative (Hogben et al, 2010; Standger-Hall & Hall, 2011; Kohler et al., 2008; Goldfarb et al., 2020). However, when educators or legislators choose the specific topics that are most critical, the scattered and inconsistent nature of these program labels used in the research impedes effective curriculum selection. By looking at specific topics and concepts rather than general labels, the proposed research strives to bypass those issues by identifying which topics correlate most with real-world outcomes. 
Second, the proposed research will attempt to develop further a strength of Santelli et al.’s (2018) study: the evaluation of real world outcomes after sex education. Before incidents of sexual violence, teen pregnancy, STIs, or HIV can be linked to deficient sex education programs, more studies on real world outcomes are needed. Only then can we determine the value of specific types of sex education. This may then lead to more care and awareness given to the selection of relevant content by the education system, state governments, and parents. Ultimately, state governments have the greatest power in determining what each state’s sex education should teach, so having conclusive results should urge them to take action in regulating their sex education curricula. These choices will be facilitated  by clearer, more conclusive results that demonstrate programs’ effectiveness. Parents may also be more likely to allow their children to partcipate in  research-based sex education courses that have been shown to benefit students as they grow into adults. The end goal for this entire line of research is to demonstrate the importance of including specific sex education topics in programs so that local governments reallocate funds from less effective programs to those supported by empirical evidence. 
Suggestions for Subsequent Research
	If the proposed study is successful and proper funding can be obtained, longitudinal research extending the study would be beneficial. The age range of participants in the proposed study is relatively young, and they may have limited life experience. Therefore, following up with them when they are older could provide further insights on whether their sex education had long-lasting effects. As more time passes, participants may remember less instruction received in school and may, therefore, have a greater probability of experiencing sexual assaults, unwanted pregnancies, STIs, and/or HIV later in life. However, the conclusions drawn may be complicated by an increasing number of  alternative explanations for outcome incidents. So, these alternative explanations would need to be controlled for in such an investigation. Future research could also survey younger participants, such as high schoolers, to examine the more immediate effects of sex education on students when course material is relatively fresh. 
	Another useful future study could include a control group that has never taken sex education in school. They could be given a survey that asks questions about specific sex education topics from the perspective of wherever they obtained their current knowledge about sex, contraception, STIs, and HIV. The study could compare the effectiveness of sex education received from parents, for instance, and that of sex education obtained from school. These responses could then be compared to responses regarding the outcome measures (i.e., incidents of sexual assault, teen pregnancy, STIs, and HIV) across control and sex education groups.
The proposed research must first determine whether specific sex education content and concrete outcome measures exist, so it will focus on students within California, a local sample population more accessible for the researcher. Since the state is a predominantly Democratic and liberal (McGhee, 2020), results may not be generalizable to the rest of the United States. California mandates medically accurate sex and HIV education, and content is not allowed to promote religion (Guttmacher Institute, 2022b). In more conservative or religious states, results for some outcome measures, such sexual violence and teen pregnancy, could be different due to under-reporting of these issues and less sex education overall. Therefore, subsequent research could survey students from states that do not have sex or HIV education mandates, such as Arizona, Colorado, or Virginia. This could allow for the comparison of findings in different regions of the United States, which differ in terms of their political and religious beliefs.
	Future research could also use the data collected on effective topics to determine how best to construct curricula before testing them in different schools. Key factors to consider could include the optimal ages of students when they should begin sex education, the most appropriate duration of sex education courses, the ideal size of classes, and how best to present the information in a way that is memorable and impactful. Afterall, how sex education is implemented may be just as important as the content of the curriculum. 
Long-term Contributions of the Proposed Research
	On an individual level, sexual violence, unwanted teenage pregnancy, STIs, or HIV are incredibly impactful events that can change the course of someone’s life. Sex education is one powerful way to combat these widespread issues along with their detrimental long-term psychological and health-related effects. These include depression, panic attacks, PTSD, and paranoia (Washington Coalition of Sexual Assault Programs, n.d.). Most of these issues are chronic, and many people struggle with them for years. Quality sex education programs that instruct students in how to avoid being assaulted could help reduce the likelihood that individuals will experience sexual violence and its life-changing consequences. 
	On a nationwide level, conclusive research of effective sex education could help reallocate current sex education funding to better programs and also decrease the amount of taxpayer dollars the government spends on sexual violence, teenage pregnancy, STIs, and HIV each year. In 2017, nearly one-third of federal funding for teen sexual health programs went to abstinence education (KFF, 2018). However, Fox et al. (2019) reported that the millions of dollars we devote to abstinence-only education have no substantial effect on adolescent birth rates. Consequently, the U.S. has had to spend approximately $9.4 billion on teen childbearing annually (CDC, 2017). 
	Regular funding for sex education programs has at times been uncertain. During the Trump Administration, the 2017 Teen Pregnancy Prevention Program grant recipients were notified by Health and Human Services that their funding was ending two years early due to a lack of evidence of the program’s impact (KFF, 2018). Fortunately, with the 2018 Consolidated Appropriations Act, new funding was announced for sexual health programs, but we must not risk losing funding again. Significant evidence of sex education programs’s impact on real world issues, such as sexual violence, teen pregnancy, STIs, and HIV, is urgently needed.
Conclusion
	Sexual violence, including harassment and assault, has been a major global problem for a long time. Unwanted teen pregnancy still occurs within the U.S., draining billions of taxpayer dollars into welfare programs for teens. STIs and HIV in adolescents and young adults are increasing. Solving all of these issues directly is a challenging task, but one practical option is better sex education during middle and high school. 
	Sex education in the U.S. is currently underdeveloped and underregulated, which may contribute to the prevalence of sexual assaults, teen pregnancies, STIs, and HIV seen in young people today. Not all states mandate sex education or its inclusion of HIV education, medically accurate sex information, or fundamental topics like contraception and consent. These are just a few of the issues related to sex education that need to be addressed nationwide. 
	Research identifying effective sex education programs exists, yet inconsistencies in program labels continue to obscure the precise topics that must be included for an effective curriculum to impact real world outcomes. The proposed research will target these challenges by disregarding sex education program labels and focusing instead on their specific content and concepts. Emphasizing research-based instruction topics that correlate with fewer reports of sexual violence, teen pregnancy, STIs, and HIV should reassure educators, parents, and government decision-makers that their sex education dollars will be well-spent. 
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Appendix
Quantitative Survey: Items Used in this Analysis
From Santelli et al., 2018
*Item was modified to suit the participants involved in the proposed study.
Predictor Variables:
Q1 How old are you? *
⃞  21
⃞  22
⃞  23
⃞  24
⃞  25
⃞  Refuse to answer
Q2 What is your current gender identity?
⃞  Male
⃞  Female
⃞  TransMale/Transman
⃞  TransFemale/Transwoman
⃞  Genderqueer or gender non-conforming
⃞  Other (please specify) ____________________
⃞  Refuse to answer
Q3 What sex were you assigned at birth?
⃞  Male
⃞  Female
⃞  Intersex
⃞  Refuse to answer
Q4 Are you of Hispanic or Latino origin?
⃞  Yes
⃞  No
⃞  Refuse to answer
Q5 What is your race? (Select all that apply)
⃞  American Indian or Alaska Native
⃞  Asian
⃞  Black or African American
⃞  Native Hawaiian or Pacific Islander
⃞  White or Caucasian
⃞  Other (please specify) ____________________
⃞  Refuse to answer
Q6 Were you born in the United States?
⃞  Yes
⃞  No
⃞  Refuse to answer
Q9 Which of the following best describes the place where you grew up? If you lived in multiple places, please select the one where you spent the most time. 
⃞  Urban
⃞  Suburban
⃞  Rural
⃞  Other (please specify) ____________________
⃞  Refuse to answer
Q30 What is your religious faith or belief? (Select all that apply)
⃞  Buddhism
⃞  Christianity
⃞  Islam
⃞  Judaism
⃞  Hinduism
⃞  Sikhism
⃞  Spiritual, but not religious
⃞  Other (please specify) ____________________
⃞  None
⃞  Refuse to answer
Q31 How often do you participate in your religious/spiritual services or practices? 
⃞  Daily
⃞  Weekly
⃞  Monthly
⃞  Only on special occasions
⃞  Never
⃞  Refuse to answer
Q32 Please check if you receive any of the following kinds of financial aid. (Select all that apply)  
⃞  Pell grant
⃞  Federal
⃞  State/Local
⃞  Institutional
⃞  Columbia/Barnard need based aid
⃞  Other (please specify) ____________________
⃞  None
⃞  Refuse to answer
Q47 How old were you when you had your first drink of alcohol other than a few sips?
⃞  I have never had a drink of alcohol or have only ever had a few sips
⃞  Less than 12 years
⃞  13-14 years old
⃞  15-17 years old
⃞  18-20 years old
⃞  21 or older
⃞  Refuse to answer
Q56 Please indicate whether you have ever used the following, and if so, whether you have used it since entering Columbia/Barnard, and/or in the last 30 days. (Select all that apply). You MUST choose one response for each column. If you haven't used any of the following in the designated time period, please select the response option "None of the above" for the appropriate column.
Q64 What is your sexual orientation?
⃞  Asexual
⃞  Pansexual
⃞  Bisexual
⃞  Queer
⃞  Heterosexual
⃞  Homosexual
⃞  A sexual orientation not listed here (please specify) ____________________
⃞  Refuse to answer
Q67 Which of these have you ever done? (Select all that apply.)
⃞  Kissed or made out
⃞  Touched someone's breast, chest, or buttocks area with your hand
⃞  Had your breast or buttocks area touched by someone's hand
⃞  Stimulated someone's genitals with your hand
⃞  Had your genitals stimulated by someone's hand
⃞  Performed oral sex on someone
⃞  Had someone perform oral sex on you
⃞  Had vaginal sexual intercourse
⃞  Had anal intercourse: you penetrated someone
⃞  Had anal intercourse: you were penetrated by someone
⃞  Masturbated or stimulated your own genitals
⃞  Had an orgasm
⃞  None
⃞  Refuse to answer
Q92 When you were in high school, how frequently did you view pornographic material (such as magazines, movies, and/or Internet sites)?
⃞  Once a month or less
⃞  2 or 3 days a month
⃞  1 or 2 days a week
⃞  3 to 5 days a week
⃞  Every day or almost everyday
⃞  Never
⃞  Refuse to answer
Q225 Prior to enrolling at Columbia/Barnard, did you experience unwanted sexual contact?
⃞  No
⃞  Yes
⃞  Refuse to answer
Q228 The following questions ask about stressful or traumatic events that may have occurred in your childhood or adolescent years. Remember that your responses are completely confidential. At the end of the survey you’ll be provided with support resources if you’d like to speak with someone.  While you were growing up:
Q249 Which of the following best describes the high school from which you graduated.
⃞  Public high school open to all people who lived where I did
⃞  Public high school, competitive entry or magnet school
⃞  Private high school, not boarding school
⃞  Parochial school, not boarding school
⃞  Boarding school
⃞  Refuse to answer
Q250 What was the gender make-up of the high school you attended? 
⃞  Co-ed
⃞  Single sex
⃞  Refuse to answer
Q251 While in high school, how often did you participate in religious/spiritual services or practices? 
⃞  Daily
⃞  Weekly
⃞  Monthly
⃞  Only on special occasions
⃞  Never
⃞  Refuse to answer
Q252 While in high school did you have any of the following sexual/ romantic relationships?
Q253 In general, when you were in high school, how often did you usually have any kind of drink containing alcohol?
⃞  I never drank any alcohol in high school
⃞  A few times per year
⃞  Once a month
⃞  2 to 3 times a month
⃞  Once a week
⃞  Twice a week
⃞  3 to 4 times a week
⃞  5 to 6 times a week
⃞  Every day
⃞  Refuse to answer
Q254 Before you were 18, did you ever have any formal instructions at school about:
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Q255 Where did most of your knowledge about contraception and safe sex come from? (Select all that apply)
⃞  I have no knowledge of contraception or sexual health
⃞  Parents/guardian
⃞  Other family member (brother, sister, cousin, etc.)
⃞  School
⃞  Friend(s)
⃞  Doctor, nurse, or other healthcare professional
⃞  Media (e.g. magazines, Internet, TV, books)
⃞  Other (please specify) ____________________
⃞  Refuse to answer
Q257 What is your relationship with Caregiver #1?
⃞  Birth parent
⃞  Adoptive parent
⃞  Foster parent
⃞  Other relative
⃞  Other (please specify)  ____________________
⃞  Refuse to answer
Q258 What is the gender of Caregiver #1?
⃞  Male
⃞  Female
⃞  TransMale/Transman
⃞  TransFemale/Transwoman
⃞  Genderqueer or gender non-conforming
⃞  Other (please specify) ____________________
⃞  Refuse to answer
Q259 What level of education has Caregiver #1 completed?
⃞  No High School Diploma
⃞  High School Diploma
⃞  Associate Degree
⃞  Bachelor Degree
⃞  Graduate Degree
⃞  Unknown
⃞  Refuse to answer
Q260 Was Caregiver #1 born in the US?
⃞  Yes
⃞  No
⃞  Refuse to answer
Q261 Please indicate the number of years Caregiver #1 has lived in the US.
⃞  Whole life
⃞  If not whole life, number of years (please write in):  ____________________
⃞  Never lived in US
⃞  Refuse to answer
Q262 What is your relationship with Caregiver #2?
⃞  Birth parent
⃞  Adoptive parent
⃞  Foster parent
⃞  Other relative
⃞  Other (please specify) ____________________
⃞  I do not have a second caregiver
⃞  Refuse to answer
Q263 What is the gender of Caregiver #2?
⃞  Male
⃞  Female
⃞  TransMale/Transman
⃞  TransFemale/Transwoman
⃞  Gerderqueer or gender non-conforming
⃞  Other (please specify)  ____________________
⃞  Refuse to answer
Q264 What level of education has Caregiver #2 completed?
⃞  No High School Diploma
⃞  High School Diploma
⃞  Associate Degree
⃞  Bachelor Degree
⃞  Graduate Degree
⃞  Unknown
⃞  Refuse to answer
Q265 Was Caregiver #2 born in the US?
⃞  Yes
⃞  No
⃞  Refuse to answer
Q266 Please indicate the number of years Caregiver #2 has lived in the US
⃞  Whole life
⃞  If not whole life, number of years: ____________________
⃞  Never lived in US
⃞  Refuse to answer
Outcome variables for this paper:
The following questions concern sexual contact that you may have had that you did not want. Unwanted sexual contact is sexual contact that you did not consent to or agree to and that you did not want to happen. We know these are personal questions, so please remember your information is completely confidential and will not be connected to your name.  We hope this helps you to feel comfortable answering each question. We want to know about your experiences since you enrolled at Columbia/Barnard.  These experiences could have occurred on or off campus, when school was in session or when you were on a break. If several experiences occurred on the same occasion—for example, if one night someone told you some lies and had sex with you when you were too drunk, you should indicate both.
161 Someone had oral, anal, vaginal, or other penetrative sex me without my consent or agreement by (Select all that apply):	 [image: ]
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