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Abstract
CONTEXT—Abstinence-only education has had little demonstrable impact on teenagers’ sexual
behaviors, despite significant policy and funding efforts. Given the struggle over resources to
improve teenagers’ reproductive health outcomes, the views of clinicians serving teenagers at high
risk for unintended pregnancy and STDs merit particular attention.

METHODS—In 2005, a qualitative study with 31 clinicians serving low-income, at-risk patients
was conducted. A semistructured interview guide was used to ask clinicians about adolescent
pregnancy, HIV and STD prevention counseling, and when they include abstinence. Thematic
content analysis was used to examine the content of the counseling and the techniques used in
different situations.

RESULTS—Providers reported offering comprehensive counseling, presenting abstinence as a
choice for teenagers, along with information about contraceptives and condoms. Several providers
mentioned that with young, sexually inexperienced teenagers, they discuss delaying sexual activity
and suggest other ways to be affectionate, while giving information on condoms. Providers
explained how they assess whether teenagers feel ready to be sexually active and try to impart
skills for healthy relationships. Some described abstinence as giving teenagers a way to opt out of
unwanted sexual activity. Many support abstinence if that is the patient’s desire, but routinely
dispense condoms and contraceptives.

CONCLUSIONS—Overall, providers did not give abstinence counseling as a rigid categorical
concept in their preventive practices, but as a health tool to give agency to teenagers within a harm
reduction framework. Their approach may be informative for adolescent policies and programs in
the future.

Although the average age at first intercourse in the United States, at 17, is similar to that in
other industrialized countries, U.S. rates of teenage pregnancy and STD are significantly
higher and contraceptive use far lower than in those other nations.1,2 The U.S. government
has promoted abstinence-only sex education programs for adolescents, which teach
abstinence as the only way to prevent pregnancy and HIV and other STDs. A series of
legislative and funding mechanisms in the past 15 years has supported abstinence-only
education over comprehensive sexuality and contraceptive education, and a growing
proportion of adolescents have received abstinence-only education.3,4 The newly signed
health care reform law allocates $75 million for evidence-based sex education programs, and
more than three times more, $250 million, for abstinence-only-until-marriage programs for
teenagers.5 However, several rigorous studies have proven abstinence-only education to be
ineffective at reducing sexual risk behaviors and outcomes, although one recent study did
show some effect for young students in sixth and seventh grade.6–9 The scientific literature
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has also shown that a more comprehensive approach to educating adolescents about
sexuality, which includes dispensing condoms and contraceptives, is superior to abstinence-
only education at reducing sexual risk behavior.10,11

Although abstinence-only policies reigned mainly in the educational realm, they have also
extended into health care services over the past decade. Title × guidelines since 2004 have
encouraged providers to teach adolescents abstinence until marriage in addition to
contraception and safer sex practice options.3,12 Funding decisions on abstinence and
policies on Title × guidelines, however, are under scrutiny.13 Health care providers play a
valuable role in educating their patients, and accuracy and completeness of information are
the accepted standards in medicine.14 Clinicians are held to professional standards
involving medical and public health ethics, and are guided by professional health
organizations. Guidelines in preventive medicine for HIV, other STDs and unintended
pregnancy support the delivery of needed services, including counseling on condom and
contraceptive use.15,16 Although recognition of evidence-based medicine has been
increasing, wide variation exists in medical practices; often, the provider’s judgment is a
component in determining patient care.17 Few studies have assessed the practices of health
care providers regarding abstinence counseling for adolescents within the one-on-one patient
visit, although results from a recent survey of pediatricians show that 62% discuss
abstinence with adolescent patients at preventive care visits.18

Abstinence-only counseling is a charged topic in policy and health funding settings, and to
understand the public health implications, it is important to examine how health care
providers approach it in serving teenagers who are at the highest risk of unintended
pregnancy and HIV and other STDs. The objectives of this study were to gather qualitative
data on provider perspectives on such patients’ needs, and on whether, when and with which
patients they discuss abstinence. We also looked at the content, context and framing of this
topic within the visit. We tried to understand the meaning and utility of abstinence
counseling for health care providers in serving their patients, as well as the role of
professional judgment and scientific evidence in guiding provider practices in this area.

METHODS
We used data from 31 in-depth interviews with obstetrician-gynecologists, family practice
physicians, nurse practitioners and certified nurse-midwives serving low-income patients at
high risk for unintended pregnancy and STDs. The interviews were conducted as part of a
larger multisite study of providers’ HIV, STD and pregnancy prevention services that took
place in 2005–2009 in the United States and Sub-Saharan Africa. The interviews from the
U.S. component took place in urban, semiurban and rural communities where women were
at high risk of STDs from heterosexual transmission.

Women’s risk of acquiring STDs through heterosexual transmission varies widely by
location and race or ethnicity.19 Therefore, to select potential recruiting areas, we used HIV
and AIDS surveillance data from the Centers for Disease Control and Prevention20 and state
population estimates from the census21 to identify states with high rates of HIV among
women aged 15–44. To find communities within those states where women were at
especially high risk, we requested epidemiologic and surveillance reports from state public
health departments by county, parish or city. Diverse recruitment areas in urban and rural
settings were selected: Essex county, New Jersey; Washington, DC; Edgecombe, Lenoir,
Martin and Durham counties, North Carolina; Bamberg and Sumter counties, South
Carolina; St. Lucie and Miami-Dade counties, Florida; city of Oakland and San Diego
county, California.
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Providers within each recruitment area were identified through professional contacts,
recommendations, provider directories and, when available, HIV surveillance data. Within
each area, we recruited clinicians, taking into consideration provider characteristics (i.e.,
clinical training and specialization, practice setting and clinic type) and patient population
characteristics (i.e., race, ethnicity and HIV risk). Although we recruited both physicians and
advance practice clinicians, we selected twice as many advance practice clinicians because
they provide the majority of prevention counseling. Clinicians were eligible if they routinely
provided family planning or HIV and STD services in communities in the United States in
which women have high rates of HIV and saw at least 10 female patients a week (including
at least two patients for family planning and two for HIV- and STD-related services). The
eligible clinician types were nurse practitioner, certified nurse-midwife, obstetrician-
gynecologist or family practice physician.

Initial contact with providers was through a letter inviting them to participate in a study on
family planning and STD prevention strategies. Follow-up recruitment efforts were made in
person or by mail, telephone or e-mail. Prospective participants were screened for eligibility
by telephone with a standard eligibility screening form. Because we sought 30 interviews, a
total of 39 clinicians were formally screened for eligibility; 31 of the 37 eligible providers
participated. Participants were interviewed in person, usually at their clinical practice, using
a semistructured topic guide with open-ended questions. The topic guide was reviewed by
clinician advisors and pilot-tested with five physicians and nurses (nurse practitioners or
midwives). Interviews were conducted by two trained female interviewers in June–
November 2005, and participants received $100. The study was approved by the University
of California, San Francisco, Committee on Human Research.

The interview topic guide contained questions about providers’ counseling practices related
to pregnancy, HIV and STD prevention. In addition, it contained scenarios that enabled
providers to discuss their approach with different types of patients, which allowed us assess
the degree to which providers tailor messages for different patients and risk levels. The
adolescent patient scenario involved a 16-year-old student, nulliparous and unmarried, who
sometimes used condoms; the reason for visit was to check for an STD. Providers were
asked what HIV or pregnancy prevention approach they would take with the patient, and
what they would discuss with her. Such use of scenarios is considered a high-quality and
valid methodology for collecting data on provider practices.22 The topic guide also included
questions on whether participants discuss abstinence with patients as a prevention strategy.
Clinicians were asked how effective they thought their abstinence message is, and to
describe the patients with whom they discuss abstinence.

Interviews averaged 72 minutes (range, 31–110) and were recorded using digital voice
recorders. Interview data were transcribed and coded independently by two researchers
using Atlas.ti software. Deductive topic codes were applied to the interview responses on the
basis of concepts from the literature. Additional topics and conceptual codes were generated
inductively from the data. The responses were organized thematically. The goal of the
analysis was to assess clinicians’ prevention counseling practices by examining the content
of the counseling and the techniques used for different patient situations. Though our
qualitative approach did not allow for formal testing of differences between provider types,
it did allow us to identify the range of approaches used, with an in-depth and nuanced
understanding of providers’ intentions for their counseling messages to patients.
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RESULTS
Sample Characteristics

Ten physicians, 14 nurse practitioners and seven certified nurse-midwives were interviewed
(one nurse practitioner was also a certified nurse-midwife). Most of the practice settings
were nonprofit (17 of 31), but seven were public clinics, and a few were university-based
and private practices. Of the nonprofit clinics, eight were Planned Parenthood clinics, and
nine were community health centers. Eighteen of the 31 clinics received Title × funding.
Providers were based largely in urban or suburban areas, but some worked in rural practices;
practices varied widely in total patient volume, from 50 patients per week to 3,000 per week.
Providers were mainly women, reflecting a high concentration of women in the nurse and
certified nurse-midwife professions, and were from diverse racial and ethnic backgrounds.
They reported that their patients were mostly low-income, and that many patients were
uninsured or on Medicaid. The providers had high concentrations of black and Latina
patients, including immigrants. All providers served females of reproductive age, including
significant adolescent populations.

All of the physicians and almost all of the advance practice clinicians said that they discuss
abstinence with patients. A couple of the nurse practitioners said that they discuss it only
rarely, because their patients are sexually active; commenting on her sexually active
patients, a certified nurse-midwife noted, “it’s hard to put the cat back in the bag.” However,
even after making such statements, most providers gave thoughtful, complex answers
indicating that they included abstinence counseling to address varying needs of patients,
particularly adolescents.

An emphasis on teenage patients emerged in the data. In general, providers said they are
more likely to discuss abstinence, as well as condoms, with teenagers than with adult
patients. When asked with whom they discuss abstinence, providers repeatedly said that they
talk about it with their younger patients:

“Primarily I see that working in young kids.”—Nurse practitioner, Florida

“Well, especially with the younger girls.”—Certified nurse-midwife, New Jersey

“It’s probably more for the very young teens.”—Obstetrician-gynecologist, Florida

Abstinence as Part of Comprehensive Counseling
Providers reported delivering the abstinence message as part of a larger message about
protective behaviors, within a harm reduction approach. Most providers included abstinence
and condoms, as well as contraceptives, in the same sentence. Providers discussed
abstinence with their patients along with recommendations for HIV and STD testing and
limiting the number of lifetime and concurrent partners. Some providers mentioned that a
particular challenge is reaching younger patients who are at risk for HIV, and explained that
they spend more time with teenagers and teach anatomy, safe behaviors and disease risk.
Even with the young teenagers, providers do not see abstinence as having priority, but rather
consider it one point of discussion or one choice. A certified nurse-midwife working in
Washington, DC, explained, “I probably talk a lot more about abstinence to younger
people…. I still would really push condoms.”

The concept of abstinence as part of a comprehensive package was the most prevalent
response. Notably, none of the providers mentioned counseling patients on abstinence until
marriage as a stand-alone approach.

Harper et al. Page 4

Perspect Sex Reprod Health. Author manuscript; available in PMC 2011 June 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



In examining the purpose of the abstinence message, we saw abstinence used as a concept
with multiple meanings. At times, it was used simply for educational purposes to impart
information, such as when discussing noncoital physical pleasure. Other times it was used to
help assess patient needs and to give appropriate guidance to meet those needs. In this sense,
abstinence was sometimes discussed as an important concept for developmental reasons and
identity formation, or as a tool to navigate gender realities and relationships. It was also
viewed as a healthy choice for some patients, and at times was brought up for physical
health reasons (Box).

• Preteenage education—Several providers mentioned that they address abstinence
during conversations with sexually inexperienced preteenagers to provide information. They
view it as a way of preparing these young females for sexual maturation and for the future
when new choices will be available to them. In one provider’s words:

“One of the reasons why we started getting adolescents at age 11 into the teen
clinic [was] because at that time we thought 11 was a reasonable age to promote
abstinence, so we’re trying to get people before they actually become sexually
active. So abstinence is something that we do encourage.”—Nurse practitioner,
Washington, DC

Another provider noted that her office is not the place for young people to get the abstinence
message because she sees sexually active patients. However, she also mentioned the
informational purpose of the abstinence message, and said that mothers bring in their
daughters for education before they are sexually active.

• Sexual pleasure—Providers mentioned that they discuss with younger patients ways of
achieving pleasure and physical closeness without having intercourse. A midwife from
South Carolina talked about acknowledging that sex feels good, but letting her patients
know that other things feel good, too. A nurse practitioner also brought up her educational
role as a provider in discussing pleasure, healthy sexuality and sexual satisfaction without
intercourse:

“We see patients 13–15, 16 years old, and sometimes they come in and they’re not
having sex yet, but thinking about it because they’re dating someone and want to be
armed with information. So that’s something we’re always encouraging and letting
them know the things that might give them some satisfaction without actual
intercourse.”—Nurse practitioner, Florida

Although providers discuss behaviors apart from intercourse, such as kissing and hugging,
they also discuss contraception, so patients can be protected in case they have intercourse.

• Development and identity formation—Providers frequently discussed abstinence in
relation to readiness for sex—that is, as a normal developmental stage before an individual
is ready to become sexually active. The focus is not necessarily on keeping patients
abstinent, but rather on acknowledging the period in their lives before sexual initiation and
their need to get appropriate health information.

Several providers commented on the importance of the developmental process and that it
can be beneficial for female teenagers to look inward or to be involved in their own
activities and school, rather than looking to males for growth and affirmation. The focus is
on the emotional well-being of the female teenagers, and giving patients support to develop
their own identity, not always vis-à-vis a male partner. The gendered nature of a teenager’s
development is recognized, along with the losses that can occur for a female teenager who is
dependent on male approval or needs.
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“I always bring up that it’s okay not to have intercourse. I always talk about
abstinence as being totally cool. [Just because] all of the sudden, you become
somebody’s girlfriend or somebody’s property…don’t forget to keep your own
identity…it’s okay not to have intercourse…but if you’ve really thought this
through, then make sure you use condoms.”—certified nurse-midwife, Washington,
DC

Many providers reported emphasizing school involvement, homework and the importance of
finishing schooling with their teenage patients. In this way, they simultaneously address the
emotional development needs of adolescent patients and opportunity-building for their
future.

• Healthy patient choice—Providers regard abstinence as a healthy choice for some of
their patients, depending on the overall context and patient preference. An obstetrician-
gynecologist explained that her first goal is to promote healthy sexuality and an adolescent’s
healthy development, and that within that framework, abstinence can be a tool if it helps to
reach the overall goal of optimal health. A nurse practitioner commented that she supports
abstinence as an option for patients who express a preference for it:

“I think you have to come from a place of seeing abstinence as something that’s a
choice for some women. And promoting that. If that’s what they want, then we
want to support that as an option. Certainly they don’t need to base their identity on
their sexuality completely.”—Nurse practitioner, Florida

Providers talk to teenagers about not feeling as though they have to have sex—about being
able to choose. The themes of provider support for patients’ decisions and respect for
autonomy arose throughout the interviews.

The providers also explain to patients that abstinence can be a viable choice after sexual
initiation. A family practice physician who counsels abstinence for HIV prevention
described a teenage patient who decided to take a hiatus from a sexual relationship once she
was educated on the risk of HIV. The provider saw it as a healthy choice for the patient that
came from enhanced education.

• Voluntary, wanted sexual activity—Another theme that arose in discussions of
abstinence counseling was unwanted sexual activity, with subthemes of addressing regret,
empowering female teenagers and supporting them to leave relationships. Many providers
were aware that a teenager might not really want to be sexually active or might not want to
be with a particular partner. Some discuss with teenage patients how to turn their negative
experiences into valuable lessons that might lead to changes, including finding the right
partner or saving sexual activity for voluntary and wanted activity; some see their role as
giving support for these possibilities. One provider said:

“I had a couple of patients who had sex for the first time and were kind of freaked
out about it. So [I told them], ‘Just because you’ve done this and you’re mature
enough to realize that you weren’t ready for this, it doesn’t mean you can’t stop
right now. Take a breather, spend a few years thinking about it or whatever you
need to do, and remain abstinent…until you’re actually really ready for it…. When
you decide to have sex, make sure you’re on birth control.’”—Nurse practitioner,
Washington, DC

Providers take into account the context of pressured or unwanted sexual activity in the ways
in which they serve their young female patients. Clinicians tell their teenage patients that
they can always say no to sex and never to allow someone to pressure them into sex. They
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consider abstinence counseling effective for that purpose, but also recognize the power
imbalance inherent in a pressure situation. One clinician remarked:

“I always tell young women they should never allow someone to pressure them into
having sex. But I know from my interviews every day that it happens all the time.”
—Certified nurse-midwife, Washington, DC

One provider mentioned that for the highest risk patients—those without a choice over the
sexual act—abstinence counseling can be futile. Many providers address nonconsensual sex
by discussing with their patients their right to say no and giving them support for leaving
unhealthy relationships.

A nurse practitioner explained that she discusses abstinence as a patient’s choice, but also
suggests alternate ways to have pleasure and emphasizes the importance of condom use. She
commented:

“I’ll also remind them that abstinence is an option, even if they’ve been sexually
active in the past. It’s not very effective. I…try and send them out the door with
condoms…but I also let them know that you can just say no. We have posters up
about other ways to be affectionate—one of the posters is ‘How to Make Love
Without Actually Doing It.’ I think another is ‘101 Ways to Say No.’”—Nurse
practitioner, Florida

• Physical health—Although the providers discuss important psychosocial issues with
their patients in assessing their health care needs, they also talk with them (albeit less
frequently) about the health and medical reasons to delay sexual activity. The obstetrician-
gynecologists are more likely to give reasons based on physical health outcomes than are the
other providers, although they also take into account the importance of relationships and
other factors. One noted:

“With the very young teenagers, we ask them to delay as long as possible.
Medically it would be great if they would wait…. At least the lower genital tract is
more mature and more resistant [i.e., to infection].”—Obstetrician-gynecologist,
New Jersey

Providers also reported discussing their patients’ elevated risks for some infections, such as
chlamydia, because of their young age. Several providers mentioned that they may discuss
abstinence with teenage patients who have received an STD diagnosis. In this context, they
present abstinence as a way for teenagers at high risk for STDs to end an unhealthy pattern
of infections or risk behaviors. One clinician remarked:

“If they come to me with an STD and it’s, like, their second or third time, I’m like,
‘Is sex really worth it?’ I just come very bluntly out with it. ‘Is it really worth all
this infection?’… And that’s how we may get on the topic of abstinence.”—
Obstetrician-gynecologist, Washington, DC

Providers give their patients suggestions for other ways to prevent infections, such as
leaving high-risk partners, not having sex until they are sure they want to or finding the right
person (i.e., one who will use condoms). A few providers suggest abstinence rather than a
relationship with an unfaithful partner. One said:

“And of course the other [option]…if she has a proven STD with [her] partner is to
consider abstinence until she can find a relationship with someone who would treat
her with respect, but that’s a hard call.”—Obstetrician-gynecologist, North
Carolina
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Effectiveness of Abstinence Counseling
Asked whether they thought their abstinence counseling is effective for patients, about half
of providers acknowledged that it is not very effective, but the other half said it can be fairly
or very effective if it is used in certain ways. The providers who said that it can be effective
referred to tailored counseling based on patient preference or circumstance, rather than a
standard approach of emphasizing abstinence for all young patients. One clinician noted:

“I don’t promote abstinence unless that’s a cue from the person, because I don’t
think it’s realistic. If I get a cue from the person that that’s what they want to do, I
would definitely support that as a choice—a viable choice. Certainly effective. But
it’s not realistic for the majority of our patients.”—Nurse practitioner, Florida

For example, several providers thought that abstinence counseling may be effective for very
young patients or for patients who have that preference, but that it otherwise is not realistic.
They felt that abstinence counseling may give a woman a way to opt out of something she
does not want to do, or may give patients a “very effective” option during a period when
they are open to that choice. Overall, providers tend to view the effectiveness of abstinence
counseling as highly contingent on patient preference or circumstance, and are more attuned
to the usefulness of the message in specific circumstances, rather than its overall
effectiveness for delaying sexual activity.

DISCUSSION
Through in-depth interviews with health care providers serving high-risk teenage
populations in different regions of the country, we found that practitioners at various levels
—physicians, nurse practitioners and certified nurse-midwives—see abstinence as a
multifaceted idea, which they integrate into many counseling approaches. The patient
situation and context, including age, developmental stage, gender concerns and health risks,
are central to how these providers discuss abstinence in prevention counseling. The concept
of abstinence as not being sexually active until marriage appears absent in their approach.
Instead, providers more commonly bring up abstinence as a way to discuss with female
teenage patients wanted and healthy sexual activity, and integrate it into discussions of
protective behaviors for pregnancy and STD prevention. Although providers’ language and
conceptual focus differed somewhat, clinicians were unanimous in their comprehensive,
harm reduction approach.

These providers were aware of their important role in educating young patients on basic
anatomy, fertility and transmission of reproductive tract infections. Their reported
preventive practices were consistent with the educational roles delineated by professional
medical organizations. The American Academy of Pediatrics emphasizes the role of the
health care provider in patients’ sexuality education, and the importance of delivering
information in a personalized way, with confidential assessment and preventive health
promotion and counseling; it also supports counseling on abstinence as a prevention
strategy, and states that discussion of contraception and barrier methods ideally takes place
before the onset of sexual intercourse.23 Abstinence as a healthy patient choice, but one that
needs to be supplemented with information on condoms and contraception, is supported by
the scant medical literature on counseling adolescents about abstinence24 and by the Society
for Adolescent Medicine.25 The comprehensive care given by providers in this study, as
opposed to selective withholding of health protection information, follows guidelines of
other professional health organizations as well.15,16,26

The providers also described their efforts to address patients’ underlying psychosocial and
developmental needs. They explained how they address abstinence in an effort to counsel
young women to attend to their health needs—for example, by leaving relationships if
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necessary. Teaching assertiveness and decision-making skills to adolescents, as well as
helping teenage patients refuse unwanted sexual activity and leave unhealthy or coercive
relationships, is another measure that professional organizations recommend to health care
providers.23,27 The providers spoke about the appropriateness of abstinence during the
stage before sexual readiness. Similarly, a study of adolescents in primary care clinics found
that the adolescents saw abstinence as an expected behavior until they reached readiness,
defined in various ways by the adolescents themselves, their families and other social
institutions.28 In that study, some female patients, in retrospect, did not see themselves as
having been ready for sexual initiation. Our findings show that when patients share the
experience of not feeling ready with their provider, the provider may reintroduce the concept
of abstinence as a way to bolster their sense of efficacy in sexual decision making. The way
in which providers conceptualize abstinence and address it in counseling for adolescents is
complex and varied, but also targets the particular need of the patient.

Although the concept of abstinence is a way for providers to discuss noncoital pleasure, it is
also a limited concept for discussion of when and how sexuality can have healthy expression
among adolescents. A nascent social scientific and public health literature suggests that it is
important to include the experience of pleasure and physical or emotional desires in
recommendations for preventive methods.29 Although providers mentioned positive aspects
of sexuality, their counseling appears to emphasize risk reduction, as do current
recommendations of professional organizations. Adolescent sexual health policies, as well
as professional guidelines, should be rethought to include a fuller discussion of sexuality,
which encourages providers and educators to address positive aspects and healthy decision
making.

Limitations
Our findings must be viewed in light of a number of limitations. The study was designed to
examine prevention practices among clinicians of different types serving high-risk patient
populations. But results may not be generalizable beyond the providers in our purposive
sample, who may have more highly developed counseling approaches than providers in
general. In addition, these providers agreed to participate in a research study, and might
therefore be especially conversant with the best practices for preventive care for adolescents.
Social desirability bias may have caused providers to present their interactions with patients
in a caring light. Providers also may be likely to bring up visits that were memorable
precisely because of the in-depth and thoughtful discussion that occurred; these descriptions
may represent the best care that providers have given, rather than their typical care. Many of
the providers practiced in clinics receiving Title × funding and would have been under
pressure to report that they offer abstinence counseling to teenagers; the providers may have
exaggerated the extent to which they offer this counseling, although most specified the
patients and circumstances under which they offer it, i.e., to younger teenagers. Providers
serving adolescents in the general population—for example, at a pediatrician’s office—
would undoubtedly have different prevention messages appropriate to their patients’ needs.

Furthermore, our study was designed to reveal strategies and conceptual underpinnings in
prevention counseling, as well as the content matter. It focused on the providers’ perspective
on adolescent care, but does not capture the patient experience, also an important subject of
research.

Conclusion
Despite the study’s limitations, data from health care providers lend a refreshing expert
voice to a controversial policy area. The providers’ approach takes into account both
individual patient needs and the elevated epidemiologic and fertility risks in this age-group.
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30–32 Their conceptualizations of abstinence allow for individual teenagers to grow and
change, rather than requiring one standard for all patients. The interviews revealed the
multitude of ways that providers define abstinence and use it as a health prevention tool. Our
findings show how providers use the concept of abstinence creatively to promote what they
perceive as their patients’ overall health needs. These providers use abstinence counseling
not as an all-or-nothing approach to adolescent sexuality and developmental needs, but as a
framework for educating adolescents about forms of noncoital pleasure, assertiveness within
relationships and the importance of non–relationship-based activities and identities. They
also encourage their patients to consider whether they want to be sexually active and to
make choices of their own volition, even as they recognize that for some patients, sexual
activity is not always based on choice. And by incorporating the abstinence message within
a comprehensive set of messages, including encouraging condom and contraceptive use,
providers recognize the risks their patients face.

Our findings also point to the limitations of abstinence counseling. This counseling can
address developmental and relationship issues only indirectly and, by its nature, is
restrictive. Investigating the provider approach is one avenue for evaluating the
effectiveness of counseling, particularly in the area of pregnancy prevention, where little
evidence on effectiveness has been established.33 Thoughtful, comprehensive approaches
from providers are important, given that much of the information adolescents receive on
sexuality and sexual risk is erroneous and unhealthy for them.34,35 Although this study has
explored the content of preventive care received by adolescents at high risk, access to care is
also critical, because most adolescents—particularly low-income adolescents, who are at
highest risk of pregnancy and STDs—do not make regular preventive care visits.36 For the
at-risk adolescents who do present for a clinic visit, it is all the more important to reach them
with effective prevention counseling.
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