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Objectives: The effects of the comprehensiveness of sex education on sexual healthmeasures have not beenwell-
studied. We compared trends in comprehensive sex education and its relation to contraceptive use at first inter-
course and current contraceptive use for women ages 15–24 in the United States between 2011 and 2017.
Study design: Analyses included females ages 15–24 from the 2011–2017 National Survey of Family Growth. We
defined comprehensive sex education as including 6 topics queried in the NSFG (how to say no to sex, birth con-
trol methods, where to get birth control, how to use condoms, sexually transmitted infections, HIV/AIDS), and
non-comprehensive sex education as including less than 6 topics. Multivariable regression models investigated
associations with contraceptive indicators.
Results: Among 5445 respondents, percentages of women receiving comprehensive sex education in 2011–2013,
2013–2015, and 2015–2017 were 35%, 40%, and 34%. Across all periods, respondents reporting comprehensive
sex education before first sex were less likely to report first sexual intercourse before age 15 (aOR 0.55; 95% CI:

0.40–0.74) and non-volitional first intercourse (aOR 0.42, 95% CI: 0.26–0.72) compared to those with non-
comprehensive sex education. At first intercourse, those with comprehensive sex education were more likely
to have used any (aOR= 1.63; 95% CI: 1.18–2.25) and very effective (aOR= 1.35; 95% CI: 1.04–1.75) contracep-
tion. Comprehensive sex education was unrelated to current contraceptive use (aOR= 0.87; 95% CI: 0.63–1.21).
Conclusions: Comprehensive sex education was associatedwith increased odds of contraceptive use at first inter-
course, but not current contraceptive use.
Implications: Programs that promote comprehensive sex educationmay have a positive impact on preventive be-
haviors at sexual debut.

© 2020 Published by Elsevier Inc. This is an open access article under the CC BY-NC-ND license
(http://creativecommons.org/licenses/by-nc-nd/4.0/).
1. Introduction

Comprehensive sex education describes a curriculum that teaches
students a full range of topics including sexual consent, contraception,
and sexually transmitted infections (STIs) including HIV/AIDS [1,2].
Sex education is associated with increased rates of contraceptive use
at first sexual intercourse and 15–17 months after interventions [3–5].
Exposure to comprehensive sex education is associated with reduced
teen pregnancy, HIV, and STIs [3,4,6].

Despite evidence showing its effectiveness, a significant proportion
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of adolescents donot receive comprehensive sex education. Alternatives
range from abstinence-only education to non-comprehensive sex edu-
cation, covering only some recommended topics. Programs that teach
abstinence-only education do not delay sexual debut or decrease teen-
age pregnancy risk [7–11].

In 2016, only 14.1 percent of state sex education curricula in
grades 6–8 covered all Center for Disease Control (CDC)-recom-
mended topics addressing pregnancy, HIV, and STI prevention [1].
Current trends suggest a decline in support of comprehensive sex ed-
ucation [12]. In 2018, the Department of Health and Human Services
cut grants to 81 programs that worked to decrease teenage preg-
nancy rates [13,14].

In this changing landscape,we sought to assess associations between
comprehensive sex education and contraceptive behaviors. We specifi-
cally examined trends in comprehensive sex education, and assessed
its association with age at first intercourse, voluntariness of first inter-
course, contraceptive use at first intercourse, and contraceptive use at
the time of the survey.
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2. Methods

2.1. Study design and sample

We conducted a cross-sectional analysis of data from the National
Survey of Family Growth (NSFG), 2011–2017. The dataset comes from
the combined 2011–2013, 2013–2015 and 2015–2017 public-use data
files of 30,715 face-to-face interviews [15–17]. The survey consisted of
a multistage, stratified, national probability sample of respondents
ages 15–44 living in US households, with 5601 women in 2011–2013,
5699 in 2013–2015 and 5554 in 2015–2017. Female participation
rates in the 2011–2013, 2013–2015 and 2015–2017 surveys were
73.4%, 71.2% and 66.7%. The survey oversampled Hispanics, African-
Americans, and teenagers, which are accounted for with survey weights
to produce representative estimates. Study procedures, sample design,
and variance estimation for the surveys were previously published
[18]. The National Center for Health Statistics (NCHS)/CDC and Univer-
sity of Michigan Institutional Review Boards approved data collection.
The Johns Hopkins University Institutional Review Board deemed this
study exempt.

We analyzed data for all female respondents aged 15–24years, as sex
education questions are only asked of respondents in this age group.We
selected female respondents because we were specifically interested in
assessing relationships between comprehensive sexual education and
patterns of contraception use. We included female respondents irre-
spective of sexual activity or sexual orientation.

2.2. Measurement of comprehensive sex education, sexual health behaviors,
and contraception use

The NSFGmeasures sex education by asking participants if they ever
received formal sex education at school, church, or a community center
before age 18. The survey assesses seven topics: whether participants
learned about how to say no to sex, methods of birth control, where to
get birth control, how to use a condom, sexually transmitted infections,
HIV/AIDS, and waiting until marriage to have intercourse. The survey
also collects information on the grade that respondents first learned
about each topic and whether they learned it before or after sexual
debut.

We defined comprehensive sex education as learning about the fol-
lowing six topics: how to say no to sex, methods of birth control, where
to get birth control, how to use a condom, sexually transmitted infec-
tions, and HIV/AIDS. We did not include waiting for marriage as a re-
quired topic in our definition of comprehensive sex education because
it is not included in definitions provided by the American College of
Obstetricians and Gynecologists and the CDC [1,2]. We defined non-
comprehensive sex education as learning fewer than the six topics com-
prising comprehensive sex education, but one or more of the seven
topics surveyed, including waiting until marriage. Thus, participants
who learned about waiting until marriage but not about all six other
topics were included in the non-comprehensive sex education category
because learning about this topic demonstrates that they received some
form of sex education, including abstinence-only or abstinence-based
education. We classified respondents as receiving no sex education if
they did not learn about any of the seven topics.

Dependent variables were age at first sex, voluntariness of first sex,
contraception use at first sex and current contraceptive use. We used
the SEX1AGE recoded variable, which describes age at first sex if the re-
spondent had vaginal intercourse with a male partner since menarche.
We used the SEX1AGE categories of 14 and under and 15 and above to
be consistent with NSFG literature [19]. We used the VOLSEX1 variable
to determine voluntariness of first sex. This survey question was asked
to respondents aged 18 years and older if they ever had vaginal inter-
course with a male partner. We used the SEX1MTHD1 recoded variable
to determine the type of contraception used at first sex. For our analysis
of age at first sex, volitional first sex, and contraceptive use at first sex,
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we defined comprehensive first sex as receiving all six key topics prior
to first sex. We used the GRFSTSX variable, which determines the
grade at first sex, along with variables for each topic that determined
which grade they learned about the topic. In the case where the grade
was the same for first sex and the topic learned, another variable (e.g.
SEDNOSX for learning about saying no to sex) was used to distinguish
whether the topic was learned before or after first sex. In our analysis
of contraceptive use at first sex, we only included those who reported
volitional first sex. We used the CONSTAT1 recoded variable for current
contraceptive use status (within the month of the interview). In our
analysis of current contraceptive use, we excluded individuals who
were sterile for non-contraceptive reasons, pregnant, seeking preg-
nancy, postpartum up to 2 months, or not sexually active in the last 3
months. Contraceptive measures were categorized based on typical-
use effectiveness rates: very effective (sterilization, IUDs, contraceptive
implants, oral contraceptive pills [OCPs], contraceptive patch, contra-
ceptive ring, and injectable contraception), and less effective (male con-
doms, female condoms, withdrawal, cervical cap, periodic abstinence,
diaphragm, foam, sponge, jelly or cream without a diaphragm, suppos-
itory, and emergency contraception) [20]. In our analysis of contracep-
tive effectiveness at first sex, we excluded individuals who used
vasectomy (n=1) because it did not represent a female's contraceptive
choice, and those who responded with other methods (n = 2) because
we could not determine the efficacy of these other methods.

2.3. Statistical analysis

We conducted a descriptive analysis to assess trends in the preva-
lence of comprehensive sex education over three time periods. We
then examined factors related to comprehensive sex education across
the three periods after testing for potential interactions by survey year.
In the absence of interactions, we pooled survey years for this analysis.
Next, we assessed bivariate and multivariate associations between type
of sex education (comprehensive sex education or non-comprehensive
sex education) and age at first sex, voluntariness of first sex, contracep-
tive use at first sex, and current contraceptive use. We also analyzed the
number of topics included in comprehensive sex education as our key in-
dependent measure to assess differences in the odds of outcome mea-
sures with each additional comprehensive sex education topic learned.
Multivariable regression models adjusted for sociodemographic charac-
teristics previously shown to be associated with contraceptive use and/
or adolescent sexual behavior: age, race/ethnicity, income, education,
place of residence, living with parents, insurance, religion and religiosity
(defined as frequency of attending services at age 14). We checked for
multicollinearity using the variance inflation factor. We analyzed data
using Stata version 15.1, using the svy command to account for complex
survey design and sampling weights.

3. Results

3.1. Sample characteristics

Altogether 5628 female respondents were 15–24 years (1997 in
2011–2013, 1963 in 2013–2015, 1668 in 2015–2017). Table 1 describes
sample characteristics by time period. The mean age was 19.5 years,
with little variation over time. Twenty-two percent of the sample was
Hispanic, and 14.6% African American, with stable proportions over
time. Approximately 40% of the sample had some college education
or more.

According to our specified criteria, only 36% of respondents received
comprehensive sex education over the study period 2011–2017,
peaking at 40% in 2013–2015 and dropping to 34% in 2015–2017. A mi-
nority (2.8% - 3.3%) indicated receiving no sexual education. The per-
centage of respondents receiving non-comprehensive sex education
increased from 57% to 63% between 2013–2015 and 2015–2017.
Among respondents who received sex education, 24.8% reported



Table 1
Sociodemographic characteristics of all women 15–24 years in the United States in 2011–2013, in 2013–2015 and in 2015–2017

Characteristic N 2011–2017 (%) 2011–2013 (%) 2013–2015 (%) 2015–2017 (%)

Total (n) 5628 1997 1963 1668
Age
15 532 8.2 8.0 8.3 8.4
16 588 9.3 9.9 7.4 10.7
17 624 9.9 10.1 9.8 9.8
18 639 10.1 8.9 9.6 12.1
19 588 9.9 10.6 9.3 9.8
20–21 959 20.4 22.1 21.2 17.6
22–24 1698 32.2 30.5 34.4 31.7

Race/ethnicity
Hispanic 1511 22.2 21.4 22.2 23.1
Non-Hispanic white 2390 52.7 52.8 53.7 51.9
Non-Hispanic black 1182 14.6 15.1 14.3 14.1
Non-Hispanic other or multiple 545 10.5 10.8 9.8 10.9

Income (% Federal poverty level)
0–99 2234 34.9 36.7 35.5 32.0
100–199 1374 23.8 23.9 22.1 24.9
200–299 822 16.0 14.9 16.7 16.5
>300 1198 25.5 24.5 25.8 26.6

Education
Currently in high school 1920 30.1 29.9 30.2 31.5
Did not complete 12th grade 375 5.3 6.8 4.9 4.2
High school 1507 25.5 25.7 24.7 24.6
Some college or higher 1826 39.2 37.7 40.2 39.7

Insurance
Private or Medi-Gap 2694 54.5 51.5 57.4 55.6
Medicaid, CHIP, state sponsored 1772 24.9 24.0 25.8 24.8
Medicare, military, other government 328 5.4 6.0 4.5 5.5
No insurance, single service, Indian Health Service 834 15.2 18.6 12.4 14.2

Place of residence
Metropolitan Statistical Area (MSA) 2303 35.4 35.0 39.0 31.7
Other MSA 2479 48.7 49.6 47.0 51.9
Not MSA 846 15.9 15.5 14.0 16.4

Mother (or mother figure's) education
Less than high school 1117 16.3 16.9 15.7 15.4
High school 1590 27.1 29.1 26.7 26.2
Some college 1553 28.3 30.3 26.4 27.6
Bachelor's 1313 27.7 23.1 30.1 30.3
No mother-figure identified 55 0.7 0.5 1.0 0.6

Living with parents or parent-figures
Both biological parents 1693 31.5 30.3 31.9 32.5
Other or no parental figures 3935 68.6 69.7 68.1 67.5

Religion
No religion 1314 24.0 21.5 25.2 25.5
Catholic 1280 22.5 22.1 22.5 22.3
Protestant 2625 45.2 47.5 45.4 43.0
Other 409 8.3 9.0 6.9 9.3

Religiousness (frequency of attending religious services) at age 14
More than once a week 1031 17.5 18.1 16.8 17.3
Once a week 1853 33.0 34.7 31.9 31.7
1–3 times a month 876 15.8 15.4 15.7 16.9
1–11 times a year 846 15.3 13.7 17.0 15.0
Never or unknown 1022 18.5 18.1 18.6 19.1

*All percentages are weighted.
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receiving zero to three comprehensive sexual education topics, 38.7%
reported receiving four or five, and 37% reported receiving all six topics.
Thirty-nine percent of respondents who received non-comprehensive
sex education did not report learning about contraceptive methods or
where to receive contraception.

Table 2 presents pooled analysis of factors related to comprehensive
sex education across survey years. Results indicate younger adolescents,
livingwith their parents, andwhowere still enrolled in high schoolwere
less likely to have reported receiving comprehensive sex education
(Table 2). Receipt of comprehensive sex education was not associated
with race, income, insurance, or mother's education. Age was related
3

to receipt of comprehensive sex education in the survey periods from
2011 to 2013 and 2013–2015, but not 2015–2017.

3.2. Characteristics of first sex

Overall, 16.6% of adolescents initiated sex before age 15, and 6.2%
reported non-volitional first sexual intercourse, which remained sta-
ble over time. In our sample, 1830 adolescents reported receiving
comprehensive sex education prior to first sex, 3367 reported receiv-
ing non-comprehensive sex education, and 431 reported learning no
sex education topics prior to first sex. When analyzing differences



Table 2
Sociodemographic characteristics associated with receipt of comprehensive sex education
among women ages 15–24 in the United States between 2011 and 2017

Characteristic % Comprehensive
sex education

p Value⁎

Overall 36.3
Age <.001
15–18 30.6
19–21 38.8
22–24 40.7

Race/ethnicity .35
Hispanic 39.4
Non-Hispanic white 35.3
Non-Hispanic black 37.1
Non-Hispanic other or multiple 34.4

Income (% Federal poverty level) .07
0–99 33.8
100–199 35.9
200–299 35.4
>300 40.8

Education <.001
Currently in high school 28.2
Did not complete 12th grade 36.7
High school 39.7
Some college or higher 40.3

Insurance .07
Private 37.7
Medicaid, CHIP, state sponsored 37.2
Medicare, military, other government 28.3
No insurance, single service, Indian Health
Service

32.9

Place of residence .08
Metropolitan Statistical Area (MSA) 39.1
Other MSA 34.1
No MSA 37.0

Mother (or mother figure's) education .57
Less than high school 35.0
High school 38.3
Some college 36.9
Bachelor's 34.6
No mother-figure identified 36.7

Living with parents or parent-figures <.001
Both biological parents 30.9
Other or no parental figures 38.8

Religion 0.20
No religion 38.4
Catholic 38.0
Protestant 35.8
Other 29.1

Religiousness (frequency of attending
religious services)

.37

More than once a week 33.9
Once a week 34.7
1–3 times a month 38.7
1–11 times a year 38.2
Never 38.0

%s are weighted.
⁎ chi-Square tests assessing the statistical differences in the percentage of respondent

receiving comprehensive sex education by sociodemographic characteristics.
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Fig. 1. Percentage of women ages 15–24 in the United States who had first sexual inter-
course before age 15, who reported non volitional first intercourse, who reported contra-
ceptive use atfirst sex andwho reported current use of contraception according to number
of key sexual education topics learned* *The six key topics include: How to say no to sex,
methods of birth control, where to get birth control, how to use a condom, sexually trans-
mitted infections, and HIV/AIDS. Age at sexual debut, non-volitional first sex, and contra-
ceptive use at first sex measures are based on key topics learned prior to first sex.
**Non-volitional first sex and contraceptive use at first sex assessed among women who
reported ever having had vaginal intercourse. ***Current contraceptive use evaluated
among women in need of contraception at the time of the survey (sexually active in last
3 months, not pregnant or trying to conceive, not sterile or in the 2 months postpartum
period).
according to type of sex education prior to first sex, 8.9% of adoles-
cents who reported receiving comprehensive sex education initiated
first sex before age 15, compared to 16.4% among those who reported
receiving non-comprehensive sex education; this effect remained
after sociodemographic adjustments (aOR 0.55; 95% CI 0.40–0.74).
Adolescents who received comprehensive sex education prior to
first sex were less likely to have experienced non-volitional first
sex compared to non-comprehensive sex education (3.2% versus
7.6%, p = 0.0003); this effect remained after sociodemographic ad-
justments (aOR 0.42, 95% CI 0.26–0.72). Among adolescents who
4

initiated sex before age 15, the adjusted odds of non-volitional first
sex were not reduced among those who received comprehensive
sexual education compared to those who had not (aOR = 0.31, 95%
CI 0.09–1.04). For those who initiated sex at 15 years or above, the
odds of non-volitional sex were reduced with receipt of comprehen-
sive sex education in the adjusted model (aOR = 0.54, 95% CI
0.35–0.94).

Fig. 1 depicts thepercentage of sexually active respondents reporting
sexual activity and contraceptive use according to number of topics
learned comprising comprehensive sex education.With each additional
topic that participants reported learning prior to first sex, the adjusted
odds of first sex at age 15 or above increased by 39% (aOR 1.39, 95% CI
1.30–1.48). Similarly, with each additional topic reported prior to first
sex, the adjusted odds of volitional first sex increased by 42% (aOR
1.42, 95% CI 1.2–1.65).

3.3. Contraceptive use at volitional first sex

Altogether, 79% of respondents used contraception at volitional first
sex, with little change over time: 63.6% used condoms, 29.3% used OCP
and 2.6%used other hormonalmethods, including LARC.Womenwho re-
ceived comprehensive sex education prior to first sexweremore likely to
report contraception at volitional first sex than those who received non-
comprehensive sex education (84.3% versus 76.8%, p < 0.004) (Table 3),
even after adjusting for covariates (aOR 1.72, 95% CI 1.27–2.33). Among
those who used contraception at volitional first sex, women who re-
ceived comprehensive sex education were more likely to select a very
effective method (hormonal contraception or LARC) than those who re-
ceived non-comprehensive sex education even after sociodemographic
adjustments (aOR 1.35, 95% CI 1.04–1.75).When comparing comprehen-
sive sex education to non-comprehensive sex education before first sex,
28.0% versus 18.9% selected the pill and 0.2% versus 0.7% chose LARC at
first sex. For each comprehensive sex education topic learned, the ad-
justed odds of using contraception at volitional first sex increased by 6%
(aOR= 1.06, 95% CI 1.00–1.21) while the adjusted odds of using very ef-
fective contraception at volitional first sex increased by 13% (aOR=1.13,
95% CI 1.05–1.21).
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3.4. Current contraceptive use

The time elapsed between time of first sex and survey administra-
tion averaged 4.4 years. Eighty-seven percent of respondents in need
of contraception had used contraception at the time of the survey,
with no change over time (Table 3), with no difference between those
who had received comprehensive sex education and those who had
not (86.4% versus 87.7%, aOR = 0.87; 95% CI 0.63–1.21). The odds of
using any contraception or very effectivemethods at the time of the sur-
vey did not change based on the number of topics learned. Among con-
traceptive users, choice of methods did not significantly differ based on
type of sex education: 14.9% of those who received comprehensive sex
education used LARC compared to 15.2% of those who had not, 58.1%
of those who received comprehensive sex education used other hor-
monal methods compared to 54.4% of those who had not, and 15.9% of
those who received comprehensive sex education used condoms com-
pared to 19.6% of those who had not. Subgroup analysis showed no
differences in contraceptive use between comprehensive sex educa-
tion and non-comprehensive sex education by age groups, 15–19 or
20–24 years.

4. Discussion

Comprehensive sex educationwas associatedwith an increase in the
likelihood of contraception at first sex compared to non-comprehensive
sex education. Comprehensive sex educationwas also associated with a
lower likelihood of non-volitional first sex and higher age at first sex.
Both types of sex education have similar associations with current con-
traceptive use. The findings mirror previous articles that determine that
birth control education is associated with delayed age at first sex, in-
creased use of contraception at first sex and use of more reliable
methods at first sex [3,4,10], but consolidates the generalizability of
these results using recent data from a national sample. In addition, our
results add to previous literature comparing abstinence-only education
and comprehensive sex education by comparing the recalled content,
rather than intent, of sex education and its effects on contraceptive
use and showing that comprehensive sex education has an effect on
the voluntariness of first sex.

Respondents who received non-comprehensive sex education were
more likely to be younger, live with both parents, and have a lower
Table 3
Sexual and contraceptive behaviors according to type of sex education received among women
tivariate logistic regression

Comprehensive
sex education⁎
(weighted %)

Age at first sex before age 15 8.9

Non-volitional first sex (all) 3.2

Non-volitional first sex, age at first sex before age 15 4.5

Non-volitional first sex, age at first sex 15 and above 3.0

Contraceptive use at volitional first sex 84.3

Use of very effective methods† at first sex among contraceptive
users at volitional first sex

36.3

Current contraceptive use 86.4

Use of very effective methods among current contraceptive
users†

75.2

Notes: ref. = reference group.
⁎ Comprehensive sex education: participants learned about all of the following six topics befo

age 18 (current contraceptive use): how to say no to sex, methods of birth control, where to ge
comprehensive sex education: participants learned one or more, but not all, of the sex educati
⁎⁎ adjusted odds ratio adjusted for age, race, federal poverty level (%), education,mother's educati
† Methods of hormonal contraception or long acting reversible contraception.
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education level, whichmay reflect the fact that comprehensive sex educa-
tion is delivered at a later time in school curricula. Delayed programing is
concerning given the fact that 58% of adolescents 15–16 years who had
initiated sexual activity in our study had not received comprehensive
sexual education. The lower proportion of respondents receiving compre-
hensive sex education at a younger age could beoneof the factors contrib-
uting to lower levels of contraceptive protection at first sex when sexual
activity starts at a younger age. Previous studies have shown age, race, ed-
ucation, and family incomeare related to likelihoodof using contraception
at first sexual intercourse among teenage girls [21,22].

Our study found that while the prevalence of formal sex education
increased between 2011 and 2015, it decreased in 2015–2017. This
may be due to decreased government support for comprehensive sex
education programs and increased promotion of abstinence-only pro-
grams [23,24].

The variation in contraceptive use for individuals who received com-
prehensive versus non-comprehensive sex education suggests that
comprehensive sex education informs contraceptive use atfirst sex. Pre-
vious studies report similar findings when comprehensive sex educa-
tion is compared to abstinence-only education [1,3,8,10]. By applying
stringent criteria to our comprehensive sex education category, we
sought to emphasize the importance of receiving all major components
of sex education, including sexual consent, pregnancy and STI preven-
tion on young women's autonomy and protection at sexual initiation
and its potential sustained effect over time.

A major limitation of this study is the recall of individuals reporting
the sex education topics they received through formal education,
which may be prone to recall bias and social desirability bias. There is
also the potential for recall bias in the timing of sex education relative
to sexual initiation, which in the case of cross-sectional data is difficult
to address and therefore causality cannot be assumed. We also could
not determinewhere individuals received sex education, as thequestion
stem included school, church and community programs. In addition,
other confounding variables such as region or state may have been
missed in this analysis. Finally, we could not compare effects of any
sex education to no sex education because the sample size of those
who received no sex education was small.

Our study found that comprehensive sex education is associated
with later, less non-volitional, and more protected sexual debut in
adolescents and young adults, and that the proportion of individuals
15–24 years in the United States between 2011 and 2017, results from bivariate and mul

Non-comprehensive
sex education⁎
ref. (weighted %)

Total
(weighted %)

Odds ratio
(OR) (95%
CI)

Adjusted odds ratio⁎⁎
(aOR) (95% CI)

16.4 13.6 0.45
(0.37–0.67)

0.55
(0.40–0.74)

7.6 5.9 0.39
(0.24–0.66)

0.42
(0.26–0.72)

18.1 14.1 0.22
(0.08–0.59)

0.31
(0.09–1.04)

6.0 4.8 0.49
(0.28–0.85)

0.54
(0.31–0.94)

76.8 79.8 1.62
(1.17–2.25)

1.63
(1.18–2.25)

30.4 32.9 1.30
(0.98–1.73)

1.35
(1.04–1.75)

87.7 87.2 0.90
(0.64–1.26)

0.87
(0.63–1.21)

71.5 73.1 1.21
(0.93–1.56)

1.22
(0.95–1.59)

re first sex (age at first sex, non-volitional first sex, contraceptive use atfirst sex) or prior to
t birth control, how to use a condom, sexually transmitted infections, and HIV/AIDS; non
on topics surveyed.
on,metropolitan statistical area (community type), insurance, religion, and religiosity at age 14
-

-

.
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reporting receipt of comprehensive sex education has decreased in re-
cent years. These results suggest that public health and policy efforts
should aim to preserve comprehensive curricula and improve existing
sex education curricula to cover essential components of decision-
making regarding safe sex, STIs, and contraception.
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