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ABSTRACT 
   

Two research questions are examined in this study. First, is there a relationship 

between the type of sexuality education policy (comprehensive vs. abstinence only) and 

adolescent outcomes (teen births, STDs, HIV in Florida)? The study compared two 

periods each with different approaches to sexuality education: 1990-1999 when a 

comprehensive sexuality education policy including abstinence-only was in place, and 

2000-2007 during which federal requirements limited sexuality education to the 

abstinence-only-until-marriage program. Specifically, did sexuality education in Florida 

reduce the outcomes of teen births during the period 1990-2007, gonorrhea and syphilis 

during 1990-2007, chlamydia during 1994-2007 and HIV during1998-2007? The second 

research question examined which risk factors, such as age, race, health, drugs, and 

violence, explain the sub-population differences, if any, in adolescent pregnancy during 

the years 2001, 2003, 2005, and 2007. 

Trend analysis was used to evaluate the first research question. Under a 

comprehensive sexuality education policy, there was a greater reduction of the teen birth 

rate than during the period of federal support for only abstinence-only-until- marriage 

programs. The rate of chlamydia increased across both periods and did not appear to be 

affected by the policy shift. The rate of gonorrhea and syphilis showed a greater decrease 

during the first period of analysis than the second period, a time of federal support for 

only abstinence-only-until-marriage programs. There were insufficient data to test the 

HIV rates for differences between the two time periods. 

Descriptive statistics and logistic regression were used to answer the second 

research question. Non-Hispanic blacks and Hispanics overall showed significantly 

increased odds of becoming pregnant or causing a pregnancy than non-Hispanic whites. 

Students who reported depression, did not use condoms the last time they had sex, and 

who were not taught about HIV/AIDS were more likely to be involved in a pregnancy 

than students who were not depressed, who used condoms, or  who were taught about 

HIV/AIDS. Students who had violent encounters, smoked, used drugs, had multiple 

partners, or initiated sex before age 13 were more likely to become pregnant or cause a 

pregnancy than students who did not. These findings were consistent across race, 

ethnicity, and age. 
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CHAPTER I: INTRODUCTION 
 

Reproductive health is a state of complete physical, mental and social well-being 
and not merely the absence of disease or infirmity, in all matters relating to the 
reproductive system and to its functions and processes. Reproductive health 
therefore implies that people are able to have a satisfying and safe sex life and that 
they have the capability to reproduce and the freedom to decide if, when and how 
often to do so. Implicit to this last condition are the rights of men and women to 
be informed and to have access to safe, effective, affordable, and acceptable 
methods of family planning of their choice, as well as other methods of their 
choice for regulation of fertility which are not against the law, and the right of 
access to appropriate health-care services that will enable women to go safely 
through pregnancy and childbirth and provide couples with the best chance of 
having a healthy infant (UNFPA, 1995, p. 40).  

  
The above definition was used as basis for the discussion of reproductive rights 

and reproductive health at the 1994 International Conference on Population and 

Development (ICPD) in Cairo, Egypt. At ICPD, governments also agreed that adolescents 

have the right to make informed choices about their sexual and reproductive health, and 

that access to sexual and reproductive health information, education, and services should 

be equitable and responsive to the full diversity of young people’s situations. The ICPD 

agreed that empowering young people in particular, to exercise greater control over their 

sexual and reproductive lives is an essential part of ensuring their future. The ICPD 

addressed adolescent reproductive health issues including unwanted pregnancy, unsafe 

abortion, and Sexually Transmitted Diseases (STDs),  including Human 

Immunodeficiency Syndrome (HIV) and Acquired Immunodeficiency Syndrome (AIDS), 

through the promotion of responsible and healthy reproductive and sexual behavior, 

including voluntary abstinence, and the provision of appropriate services and counseling 

specifically suited for that age group. It also aimed to substantially reduce all adolescent 

pregnancies.  In addition, the ICPD recognized reproductive health as a human right for 

health services by 2015 (UNFPA, 1995). 

In 1996, 189 countries alarmed that every year the rate of transmission of sexually 

transmitted diseases was increasing among women and girls, signed the Platform for 

Action in Beijing, China at the Fourth World Conference on Women (FWCW). The 

Platform for Action declared, “The human rights of women include their right to have 

control over and decide freely and responsibly on matters related to their sexuality, 
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including sexual and reproductive health, free of coercion, discrimination, and violence” 

(UNFPA, 1996, 106). All those participating in the FWCW agreed that in order to 

empower women it is necessary to recognize and reaffirm their rights to control all 

aspects of their health, particularly their own fertility.  

Both the 1994 and 1996 conferences received considerable media attention 

because of disputes regarding the affirmation of reproductive rights of women. The 

United States under the presidency of Bill Clinton signed the Program of Action in Cairo-

Egypt 1994 and the Platform for Action in Beijing-China 1996. However, the policy to 

recognize and reaffirm women’s reproductive rights was not embraced by conservative 

religious or political groups (Population Research Institute, 2002). 

At the Hemispheric Conference on Gender and Population 2002, held in Santiago, 

Chile, 40 American countries reaffirmed their commitment to an international program on 

family planning and reproductive health. By acclamation more than 300 participants 

asserted that promoting women’s reproductive and sexual rights and services was central 

to reducing poverty and promoting economic development. The United Stated delegation, 

following directions from the Bush administration, failed to remove references to 

“reproductive health services” (which has been defined as supporting abortion), and to 

insert language asserting parental rights to make all decisions regarding adolescents’ 

sexual and reproductive rights (Common Dreams, 2002). In 2003, the Office of 

Population Affairs (OPA) announced several goals which reflected the Bush 

Administration’s social agenda. It stressed that the broad ranges of services should include 

“extramarital abstinence education and counseling.” It requested Title X funded clinics to 

incorporate the ‘ABC’ message: For adolescents and unmarried individuals, the message 

is ‘A’ for abstinence; for married couples ‘B’ is for being faithful; and for individuals who 

engage in behaviors at risk for HIV, ‘C’ for condom use (Dailard, 2003).   

In Florida, the conservative republican agenda has posed a threat to public funding 

to subsidize family planning services and supplies for disadvantaged individuals. In the 

period 1994-2002 there was a 19.8% decrease in the funding of family planning services 

(Sonfield, Alrich, & Benson, 2005). Since 2006, the Florida Senate and House of 

Representatives (each with a conservative republican majority of 65% and 63% 
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respectively) have rejected several bills related to comprehensive sexuality education 

(Florida Senate, 2008).  

Purpose of Study 

   This study sought to examine the outcomes of sexuality education policies in 

Florida over the last 18 years, in terms of teen births outcomes and STDs, and HIV rates. 

Additionally, this study examined what risk factors place young people at risk of 

pregnancy, STDs and HIV. I examined the effectiveness of Florida policy on sexuality 

education and the impact of the policy on teen birth rates, STDs and HIV, particularly in 

relation to specific racial and ethnic groups.  I compared the relative impact of 

comprehensive sexuality education and abstinence-only-until marriage education, 

assessing which sexuality education has had better outcomes with regard to teen births, 

STDs, and HIV rates in adolescent females. (I will use the terms abstinence-only-until-

marriage and abstinence-only sexuality education interchangeably). 

Comprehensive sexuality education includes medically accurate and 

developmentally appropriate information about sexuality, reproduction, fertility, methods 

of contraception, decision making, delaying first intercourse, abstinence, risk assessment 

and risk reduction, and sexuality transmitted diseases. Abstinence-only-until marriage 

education emphasizes abstinence from sex excluding sexuality and reproductive health 

education regarding birth control and safe sex. 

The first focus of this study was to evaluate whether the goals of Florida’s 

sexuality education policies were being met, that is, reducing the rates of teen births, 

STDs, and HIV. The federal government has promoted premarital abstinence since 1981, 

when it enacted the Adolescent Family Act, but funding was allotted equally to 

abstinence-only education and comprehensive sexuality education. Since 1996 the federal 

government, with matching grants from the states, has spent over one billion dollars to 

promote abstinence-only-until-marriage programs, with zero funding for comprehensive 

sexuality education (Boonstra, 2007). Because the abstinence-only sexuality education 

program was fully implemented in 2000, when Congress funded the Community-Based 

Abstinence Education (Advocates for Youth, www.advocatesforyouth.org), I divided the 

data into two periods: 1990-1999 which I called pre-period and 2000-2007 which I called 

post-period. The pre-period reflected the teen birth rate and STD rate under a 
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comprehensive sexuality education policy (including abstinence-only); the post-period 

reflected the teen birth rate and the STD rate during a time of federal support for only the 

abstinence-only-until-marriage program. Information on HIV rates was only available 

since 1998. 

The second focus of this study was an examination of the factors that place young 

people at risk of pregnancy, sexually transmitted diseases (STDs), and HIV.  I used the 

Youth Risk Behavior Survey (YRBS) state survey conducted in Florida by the 

Department of Health during the years 2001, 2003, 2005, and 2007.  

Hypotheses  

I will test the following null hypotheses: 

• There were no significant differences in the teen birth rate during the periods 

1990-1999 and 2000-2007 all groups and by race, and ethnicity. 

• There were no significant differences in the STDs rates for adolescent females 

during the periods 1990-1999 and 2000-2007 by all groups and race/ethnicity. 

• Being Hispanic or Black female was not a contributing factor associated with 

pregnancy during the school years. 

• Smoking tobacco, drinking alcohol, using drugs, and risky social behaviors were 

not risk factors for become or cause a pregnancy during school years.   

Research Questions 

• Did sexuality education in Florida reduce the outcomes of teen births for an 18 

year period (1990-2007), STDs (gonorrhea and syphilis) for an 18 year period 

(1990-2007), STD (chlamydia) for a 14 year period (1994-2007) and HIV for a 10 

year period (1998-2007)? 

o Was there any difference in the reduction of the teen birth rate per one 

thousand births in teens aged 15-19 years before (1990-1999) and after 

(2000-2007) the policy changed? 

o Was there any difference in the reduction of the chlamydia rate per one 

hundred thousand in adolescent females (aged 15-19 years) before (1994-

1999) and after (2000-2007) the policy changed? 
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o Was there any difference in the reduction of the gonorrhea rate per one 

hundred thousand in adolescent females (aged 15-19 years) before (1990-

1999) and after (2000-2007) the policy changed? 

o Was there any difference in the reduction of the syphilis rate per one 

hundred thousand in adolescent females (aged 15-19 years) before (1990-

1999) and after (2000-2007) the policy changed? 

o Has there been a significant reduction in the HIV rate per one hundred 

thousand in adolescent females (aged 15-19 years) during the period 1998-

2007?  

• Which risk factors, such as age, race, health, drugs, and violence, explain the 

differences, if any, in adolescent pregnancy during the years 2001, 2003, 2005, 

and 2007?  

Ideally, I would examine how the risk factors differ between pre and post 

abstinence only-until-marriage education, but because data from the national survey are 

not representative of Florida prior to the survey of 2001, this analysis included only the 

surveys from 2001, 2003, 2005, and 2007.  

       Conceptual Framework: Implications of Sexual Education Policies and Outcomes  

In this section, I provide the conceptual framework (see Figure 1) that links the 

sexuality education in Florida to pregnancies, births, and STD-HIV/AIDS. I used the 

framework proposed by Handler and Turnock, in 2001 that examines the extent to which 

the system achieves its missions.  

Handler and Turnock’s framework includes the following components: macro 

context, structural capacity, processes, and outcomes. Macro context represents the supra-

system level that includes the social and political forces operating in the overall society. 

The structural capacity includes the following elements: organizational resources, 

physical resources, human resources and fiscal resources to carry out the important 

process of human health. The processes (outputs) in human health are the interventions, 

policies, regulations, programs, and services informing, educating, and empowering 

people about health issues. Outcomes are the immediate and long term changes 

experienced by individuals, families, communities, providers, and populations. 
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  I adapted the initial framework from Handler and Turnock and incorporated a new 

component “micro context” which represents the individual characteristics (socio- 

demographics, health condition, and behavioral factors) of the population targeted.  

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

Figure 1.1: Conceptual Framework for Understanding the Outcomes of Sexuality Education in Florida 
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Macro Context: In this study, the macro contexts was represented by Florida’s laws and 

policies about sexuality including sexuality education, regulations regarding the use of 

contraceptives, and abortion. Specifically Florida Statute 1003.42 identifies the 

“Standards for Health and Physical Fitness (2007)” education in Florida (Appendix A, the 

2007 Florida Statutes). These standards did not mention instruction in HIV/AIDS or 

sexuality education. Parents or guardians may remove their children from any or all 

sexuality education and/or HIV/AIDS education classes. This is referred to as an “opt-

out” policy.  In Florida as in other states, conservative laws mandate that when sexuality 

education is taught, abstinence must be the focus (SIECUS, 2007). 

Micro Context: In this study the micro context of adolescence influence the immediate 

and long term outcomes. These factors include the demographic characteristics, health 

conditions and behavioral factors, and risky social behaviors. 

Structure: The structure includes schools, the health system operating in schools, teachers, 

and students. Schools deliver sexuality education curriculum specified by laws, rules, and 

regulations.  

Process: The process is the school services that inform, educate, and empower students 

about sexuality.  

In Florida, the sexuality education curricula are grouped in two broad categories  

comprehensive sexuality education and abstinence-only-until-marriage education. 

Comprehensive sexuality education explores the concept of sex, promotes abstinence 

from sex, acknowledges that many teenagers will become sexually active, teaches about 

contraception and condom use, and includes discussions about contraceptives, abortion, 

sexually transmitted diseases, and HIV. Abstinence-until-marriage education includes 

discussion of values, character building, and sexual abstinence. In some cases refusal 

skills are also taught. This approach does not acknowledge that many teenagers will 

become sexually active, avoids discussion of contraception and abortion, and cites 

sexuality transmitted diseases and HIV as reasons to remain abstinent (SIECUS, 2001). 

Outcomes: The purpose of this study was to evaluate the immediate and long term 

outcomes experienced by adolescents (Figure 1.1). In research question one, I analyzed 

the long term outcomes of teen births for an 18 year period (1990-2007), and rate of STDs 

(gonorrhea and syphilis) for an 18 year period (1990-2007), STD (chlamydia) a 14 year 
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period (1994-2007), and HIV for a 10 year period (1998-2007), comparing two periods 

that reflect two different sexuality education policies (comprehensive sexuality education 

and abstinence-only-until marriage program). 

In research question two, I reviewed teen pregnancy data for the period 2001-2007 

(years when YRBS undertook surveys in Florida) in terms of the relationship between the 

immediate outcomes (condom use, tobacco-alcohol-drug use) and the micro context 

(demographics, overall health status, and behavioral factors). 

Significance of the Study 

This study examined what factors place young people in Florida at risk of 

pregnancy and the trends in teen births, STDs and HIV by race and ethnicity over a 

significant period of time. As is highlighted in the literature review in chapter 2, there are 

notable differences in sexuality education and reproductive health for white, black, and 

Hispanic women. Likewise, there was a paucity of research studies that compare 

reproductive health variables resulting from the two different sexuality education 

approaches, during the two times frames of 1990-1999 and 2000-2007. The contribution 

of this study is to address those gaps.  

At the ICPD, policy analysts agreed that in spite of the increased population over 

the last 20 years, there is a lack of data that is most noticeable in relation to gender and 

ethnicity, which are needed to enhance and monitor the sensitivity of development 

policies and programmers (UNFPA, 1995). The special report “Opportunities for Action: 

Addressing Latina Sexual and Reproductive Health,” concluded that there was an urgent 

need to address the knowledge gaps that stand in the way of the design and 

implementation of effective programs and policies for Latina sexual and reproductive 

health (Foulkes, Fredrick, & Singh, 2005).   

This research benefits several stakeholder groups. It informs policy makers to 

create policies that address the health outcomes of adolescents, and program analysts and 

researchers to develop sexuality education curricula.  

The analysis of the risk factors related to adolescent pregnancies provides policy 

makers and researchers with information to help them implement interventions to reduce 

the rate of teen pregnancies, abortions, teen births and the spread of sexually transmitted 

diseases including HIV.  
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The conceptual framework presented in this chapter contributed to a broader 

understanding of these issues, linking the sexuality education polices in Florida to long-

term outcomes related to pregnancies, births, and HIV/AIDS. 

 In the following sections, I review date on multiple health outcomes for teens: 

adolescent pregnancy, teen birth rates, unintended pregnancy, contraceptive use, abortion, 

STDs, and HIV/AIDS.  This background information illustrates the seriousness of these 

health indicators among adolescents in Florida.   

Adolescent Pregnancy, Teen Birth Rates, Unintended Pregnancy, Contraceptives 

Use, and Abortions among Florida Adolescents 

   In 2002, the rate of teen pregnancy in Florida was 97 pregnancies per 1000 

females. This was higher than the national average, and Florida ranked 6th in the nation 

for teenage pregnancies (Alan Guttmacher Institute, 2006). During the same year, the teen 

(15-19 years of age) birth rate was 44.3 per one thousand in Florida, while this rate was 

43.0 in the United States (CHARTS, 2008). In 2002, teen mothers (less than 20 years of 

age) accounted for 24.4% of births to unwed mothers in Florida (FDOE, 2005).   

  According to the Florida Pregnancy Risk Assessment Monitoring System 

(PRAMS), 46.4% of the births in Florida during the period 2000-2005 were unintended. 

Women less than 18 years were six times as likely to have unintended births than those18 

years and older (PRAMS, 2000-2006).  

  Contraceptive use among Florida women was significantly lower (57.8%) than in 

the Southeast region overall (69.8%). Florida has the lowest rate (30.4%) of use of 

effective reversible method (as pills and injections) of contraceptive use among women 

18-44 years in the United States, based on data from the Behavioral Risk Factor 

Surveillance System (BRFSS) (Zapata et al., 2006). 

The publication “State Facts about Abortion,” from the Alan Guttmacher Institute, 

states that in Florida, 373,000 of the 3,448,596 women of reproductive age became 

pregnant in 2005. Of these pregnancies, 61% resulted in live births and 25% in induced 

abortion. In 2005, 92,300 women obtained abortions in Florida, at a rate of 28.6 abortions 

per 1,000 women of reproductive age. This is a decrease of 16% from 2000, when the 

abortion rate was 21.3 abortions per 1,000 women of reproductive age. Abortions in 

Florida represented 7.7% of all abortions in the United States (Guttmacher, 2008). A 
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portion of these could be attributed to teens but the exact number are not known at this 

time. 

Sexually Transmitted Diseases 

The major sexually transmitted diseases (STDs) of interest are chlamydia, 

gonorrhea, and syphilis. The national rate of reported chlamydia in 2006 was 347.8 cases 

per 100,000 population, an increase of 5.6% from 2005 (329.4).  Women, especially 

young women, are affected by chlamydia. The chlamydia case rate for females in 2006 

was three times higher than for males (515.8 vs. 173.0). Up to 40% of females with 

untreated chlamydia infections develop pelvic inflammatory disease (PID), and 20% of 

those may become infertile, and be at increased risk of contracting HIV (CDC, 2007). 

In Florida, of the 17,106 cases of chlamydia reported in 2006 for those between 

the ages of 15-19 year, 14,815 (86.6%) were female. The rate for females was seven times 

higher than for males (2,528.9 vs. 373.6).  

Gonorrhea is the second most commonly reported sexually transmitted infectious 

disease in the United States. In 2006, the gonorrhea rate was 120.9 cases per 100,000 

population, showing an increase of 5.5% since 2005. In both 2005 and 2006, the Southern 

states had the highest gonorrhea rate. While gonorrhea is easily cured, untreated cases can 

lead to serious health problems. Among women, gonorrhea is a major cause of pelvic 

inflammatory disease (PID), and can lead to chronic pelvic pain, ectopic pregnancy, and 

infertility (CDC, 2007).  

In Florida, of the 6,748 reported cases of gonorrhea in 2006, 4,617 (68%) occurred 

in females between the ages of 15 and 19 years and the rate of gonorrhea was three times 

higher than for males (788.1 vs. 348.3). 

Between 2005 and 2006, the rate of primary and secondary syphilis increased 

13.8%, from 2.9 to 3.3 cases per 100,000 population. Nationally the disparity between 

male primary and secondary case rate has grown considerably. In Florida in 2004, 58.2% 

syphilis cases were reported by adolescent females between 15-19 years of age. 

Adolescent females are particularly at risk, biologically and socio-culturally for STDs. In 

Florida, of the 177 cases of syphilis reported in 2006 99 (56%) occurred in females 15-19 

years of age, and the rate of syphilis for adolescent females was 1.3 times higher than for 

males (16.9 vs. 12.8) (FDOH, 2006).  
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When comparing females and males, adolescent females in Florida have higher 

rates of STDs including chlamydia (seven times higher), gonorrhea (three times higher), 

and syphilis (1.3 times higher). The higher rates of all STDs among minority racial and 

ethnic populations when compared to whites indicate the need for more analysis of the 

risk factors related to race and ethnicity in young people (CDC, 2007).  

Human Immunodeficiency Virus (HIV) and Acquired Immunodeficiency Syndrome 

(AIDS)      

The effects of HIV and AIDS among adolescents continue to be of concern. In 

2003, the CDC reported 38,490 cases of AIDS among those ages 13 to 24 years. Since the 

epidemic began in the United States in 1980, an estimated 10,041 adolescents and young 

adults with AIDS have died. The proportion of adolescents and young adults with an 

AIDS diagnosis has increased from 3.9 percent in 1999 to 4.7 percent in 2003 (National 

Institute of Allergy and Infectious Diseases, 2005). 

In the 1980s, HIV/AIDS disproportionately affected men but increasingly it is 

young women who are affected worldwide. Women between the ages 15 and 24 years of 

age are 1.6 times as likely than young men to be HIV-positive (UNPPA, 2005). Women 

are more vulnerable to the infection than men for biological, socio-cultural and economic 

reasons, and adolescent girls and young women face additional risks. The reproductive 

tracts of girls under the age of 14, for example, are more susceptible to tearing, because 

they are not yet fully developed. This increases the risks of HIV and other sexually 

transmitted infections. Younger women and girls are especially vulnerable to sexual 

violence and exploitation, and are at a disadvantage in negotiating the terms of sexual 

relations, including the right to say “no” and to insist on condom use (UNFPA, 2005).  

In Florida, AIDS-related illnesses are the ninth leading cause of death among 

people between the ages 15-19 and the fifth leading cause of death among people between 

the ages of 20-24 (FDOH, 2006). Most people diagnosed with AIDS before the age of 30 

were infected with HIV in their teens or early twenties. Currently in Florida, 55% of the 

AIDS cases are female adolescents (15-19); of those cases, 10% are whites, 78% blacks, 

11% Hispanics, and 1% other races. During the period 2002-2004, 82 AIDS cases and 381 

HIV cases (regardless of AIDS status) were reported in females aged 13-19. Of those 82 

AIDS cases in female adolescents, 69% were from heterosexual contact, 28% were from 
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perinatal transmission, 2% injection drug users (IDU) and 1% other. Of those with HIV, 

95% were from heterosexual contact, 3% IDU transmission, and 2% perinatal 

transmission (FDOH, 2006).  

Summary of Significance of the Study     

In 2002, Florida had a higher teen birth rate than the national average (44.3 vs. 

43.0 per thousand). In the same year Florida ranked 6th in teen pregnancy, 7th in 

adolescent abortions, and 16th in teen births (15-19 years) (Guttmacher, 2006). In 2006, in 

Florida female adolescents accounted for 87% of cases of chlamydia, 68% of gonorrhea, 

58% of syphilis and 55% of the presumed HIV/AIDS.  

This study seeks to assess the most successful educational approaches for reducing 

undesired outcomes, and provide policy makers with information to guide decisions about 

sexuality education programs. 

Data from the analysis of the risk factors that affect adolescent pregnancies 

provides policy makers and researchers with additional information to use in the design of 

interventions that would possibly reduce the rate of teen pregnancies, abortions, teen 

births, and the spread of sexually transmitted diseases.  

Florida Adoption of Abstinence Only-Until-Marriage Program and Current Focus 

Florida public K-12 education instruction is based on the “Sunshine State 

Standards” required by the Florida Statutes and approved by the State Board of Education 

in 1996. These standards guide the content of education in K-12, including the curriculum 

of health education. Statute 1003.42 of the Florida Legislature part IV of the required 

instruction says in section (2).  

“Members of the instructional staff of the public schools, subject to the rules of the 
State Board of Education and the district school board, shall teach efficiently and 
faithfully, using the books and materials required that meet the highest standards 
for professionalism and historic accuracy, following the prescribed courses of 
study, and employing approved methods of instruction, the following: … 
(n) Comprehensive health education that addresses concepts of community health; 
consumer health; environmental health; family life, including an awareness of the 
benefits of sexual abstinence as the expected standard and the consequences of 
teenage pregnancy; mental and emotional health; injury prevention and safety; 
nutrition; personal health; prevention and control of disease; and substance use and 
abuse.”  

 

Section (3), of the Statute states,  
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“Any student whose parent makes written request to the school principal shall be 
exempted from the teaching of reproductive health or any disease, including 
HIV/AIDS, its symptoms, development, and treatment. A student so exempted 
may not be penalized by reason of that exemption. Course descriptions for 
comprehensive health education shall not interfere with the local determination of 
appropriate curriculum which reflects local values and concerns.”  

 
In addition, local school boards have the authority to decide which additional 

sexuality education topics, if any, should be addressed by the school (Appendix A) 

(Florida Senate, 2007).  

Florida Department of Education requires schools to teach sexuality education and 

HIV prevention classes during the course of the students’ academic careers, but it is 

unclear whether scientifically accurate and comprehensive information regarding the risk 

and benefit of sexuality education is being offered to students and little is known about 

what topics are covered (Dodge, et al., 2007). Florida received more than $25m during 

2000-2007 to promote abstinence-only-until marriage programs to adolescents. 

Additionally, the Title V Abstinence-Only-Until Marriage Program grant requires states 

provide three state-raised dollars or the equivalent in services for every four dollars 

received from the federal government (SEICUS-Florida State Profile). 

Definitions 

Sexuality Education Programs 

Comprehensive sexuality education program. The primary goal of comprehensive 

sexuality education is to promote sexual health. The program should assist young people 

in developing a positive view of sexuality, provide them with information they need to 

take care of their sexual health, and help them acquire skills to make decisions now and in 

the future. Sexuality education seeks to provide accurate information about human 

sexuality including growth and development, human reproduction, anatomy, physiology, 

masturbation, family life, pregnancy, childbirth, parenthood, sexual response, sexual 

orientation, gender identity, contraception, abortion, sexual abuse, HIV/AIDS, and STDs. 

Sexuality education seeks to provide an opportunity for young people to question, 

explore, and assess their own and their community’s attitudes about society, gender, and 

sexuality. Sexuality education helps young people understand their family’s values, 

develop their own values, improve critical-thinking skills, increase self-esteem and self-
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efficacy, and develop insights concerning relationships with family members, individuals 

of all genders, sexual partners, and society at large. Sexuality education can help young 

people understand their obligations and responsibilities to their families and society. 

Sexuality education seeks to help young people develop interpersonal skills and exercise 

responsibility regarding sexual relationships by addressing such issues as abstinence, how 

to resist pressures to become involved in unwanted or early sexual intercourse, and the use 

of contraception, and other sexual health measures (SIECUS, 2001). 

Abstinence-only-until-marriage program. There are three main federal abstinence-

until-marriage education programs- the State Program, the Community-Based Program, 

and the Adolescent Family Life Act (AFLA) Program. These programs provide grants to 

recipients to support abstinence-until-marriage education programs at the local level 

(Dailard, 2006). These programs must comply with the statutory definition of abstinence 

education: 

 Abstinence education means an educational or motivational program which, 

1. has as its exclusive purpose teaching the social, psychological, and health 

gains to be realized by abstaining from sexual activity; 

2. teaches abstinence from sexual activity outside of marriage is the expected 

standard for all school-age children; 

3. teaches that abstinence from sexual activity is the only certain way to avoid 

out-of-wedlock pregnancy, sexual transmitted diseases, and other associated 

health problems; 

4. teaches that a mutually faithful monogamous relationship in the context of 

marriage is the expected standard of sexual activity; 

5. teaches that sexual activity outside the context of marriage in likely to have 

harmful psychological and physical side effects; 

6. teaches that bearing children out-of-wedlock is likely to have harmful 

consequences for the child, the child’s parents, and society; 

7. teaches young people how to reject sexual advances and how alcohol and drug 

use increase vulnerability to sexual advances, and 

8. teaches the importance of attaining self-sufficiency before engaging in sexual 

activity (SIECUS, 2001). 
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  In Florida, the abstinence-only-until-marriage program was designed to prevent 

teen pregnancy by promoting chastity and self-discipline. The short term objectives were: 

to reduce the pregnancy rate among females 15-19 years old; to reduce the proportion of 

adolescent under 17 years of age that have engaged in sexual activity; to reduce the 

incidence of adolescents 15-19 years of age who have contracted sexually transmitted 

diseases; and to reduce the birth rate among females 15-19 years of age. The long term 

goals were to reduce the rate of abortions, to reduce the unintended pregnancies, and to 

increase the age of first birth (FDOH, 2008). This study examines whether these outcomes 

were realized for abstinence-only-until marriage programs, 

Maternal and Child Health Services Title V Block Grant     

 One of the largest federal block grant programs is Title V. This is the key source 

of support for promoting and improving the health of all mothers and children.  When 

Congress passed the Social Security Act in 1935, it contained the landmark legislation 

which established Title V.  This legislation is the origin of the federal government’s 

pledge of support to States and their efforts to extend and improve health and welfare 

services for mothers and children.  The Title V Federal-State partnership continues to 

provide a dynamic program to improve the health of all mothers and children, including 

children with special health care needs.  

   Each year, all states are required to submit an Application and Annual Report for 

Federal funds for their Maternal and Child Health (MCH) programs to the Maternal and 

Child Health Bureau (MCHB) in the Health Resources and Services Administration 

(HRSA).  

Section 510 of the Title V is a separate program for abstinence-only-until marriage 

education. The purpose of this funding is to enable the State to provide abstinence 

education, and at the option of the State, where appropriate, mentoring, counseling, and 

adult supervision to promote abstinence from sexual activity, with a focus on those groups 

which are most likely to bear children out-of-wedlock (HRSA, 2008). 

 Title X Family Planning Program 

The Title X program provides public funding for family planning and preventive 

health screening services. Established by Congress in 1970, the aim of the program is "to 

assist in making comprehensive voluntary family planning services readily available to all 
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persons desiring such services (Center for Reproductive Rights, 2008)." The Department 

of Health and Human Services administers the Title X program through its Office of 

Family Planning. Approximately 4,600 public and private entities, including non-profit 

family planning clinics, hospitals and public health departments, receive Title X funds 

each year. 

Services at Title X facilities are provided on a sliding scale based on income, so 

that people at or below the federal poverty level receive services at no cost. No one is 

refused services because of an inability to pay.  

The Title X program has always provided family planning services to adolescents. 

In 1978, Congress amended Title X to place "a special emphasis on preventing unwanted 

pregnancies among sexually active adolescents (Center for Reproductive Rights, 2008)," 

adding services specifically for teenagers.  

Family planning services provided through Title X include contraception, 

treatment of STDs, preventive services, such as screening for breast and cervical cancer, 

pregnancy tests and counseling, and educational programs. Title X funding does not cover 

pregnancy care, such as obstetric or prenatal care.   

Title X funds cannot be used to provide abortions. However, Title X projects must 

offer pregnant women neutral and factual information, non-directive counseling, and 

referrals upon request for all their pregnancy options. This includes prenatal care and 

delivery, infant care, foster care or adoption, and abortion (Office of Population Affair 

(OPA), 2008).  
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CHAPTER 2: LITERATURE REVIEW 

Introduction 

This literature review encompasses two major sections: background and research. 

The background includes the history of federal sexuality education policies with emphasis 

on abstinence-only-until marriage programs and Title V the federal program that funds 

abstinence-only-until marriage program. Policies about contraception, abortion, and 

sexuality education services were also examined. This section also includes the history of 

Title X, the federal program that funds family planning and the most recent bills related to 

sexuality education in Florida. The second section examines research literature about 

sexuality education programs with particular emphasis on those in Florida, high risk 

behaviors in adolescence, teen pregnancies, teen births, women sexuality, unintended 

pregnancies, use of contraceptive, and sexually transmitted diseases.  The review of the 

literature is based on articles from journals, books, government documents, and 

information from the internet. The chapter closes noting the gaps in the literature, and a 

discussion of the importance of this study.  

Background 

A History of Policy Related to Reproductive Health and Sexuality Education 

During the period 1954-1980, Democrats had control of both houses of Congress 

and during the 1960s and early 1970s women acquired greater rights to control their 

fertility through the funding of contraceptives and abortions. In the 1980s, Republicans 

took control of the Senate and during seven year period 1981-1987, they fought to limit 

government support for abortion, and to strengthen the right of parents. Specifically, they 

permitted states to pass laws requiring parental consent or notification of an adolescent’s 

abortion, and the right to determine whether adolescents should have access to sexuality 

education and contraception. The Republicans controlled both houses from 1994 until 

2006 when the Democratic Party regained control of the House of Representatives and the 

Senate in 2007. Kristin Luker, writes in “Dubious Conceptions: The Politics of Teenage 

Pregnancy,” that since the 1980s, Congress “seems to have become committed to increase 

the rate of pregnancy among teens, especially among those who are poor and those who 

are more at risk,” (p. 189) by cutting the funding of access to contraceptives and imposing 

parental-consent requirements.  Previously, in 1976 Congress passed the Hyde 
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Amendment, a provision barring the use of federal funds to pay abortions for low income 

women. This amendment ended the provision of abortions through Medicaid, the federal 

health insurance program for poor people, and has been reauthorized in every subsequent 

Congress (Luker, 1997). 

      Initially the measure provided no exception for rape, incest, or the life of 

the mother, but this changed in 1977 as result of women’s rights advocates. During the 

period 1994-2006, the conservative-dominated Congress funded abstinence-only-until-

marriage programs which grew increasingly popular in the United States. In 1996, the 

federal government attached a provision to the welfare reform law establishing a program 

of special grants to states for abstinence-only-until-marriage programs as part of the 

Social Security Act, commonly known as Title V. Congress has extended funding of Title 

V several times through fiscal year 2006. In October 2007, Congress extended funding 

only until December 31, 2007.  

Advocacy groups, both those favoring and opposing reproductive rights, influence 

federal and state policy regarding sexuality education. 

Republican members of Congress that oppose reproductive rights and favor 

abstinence-only-until-marriage programs, belong to organizations that are at the core of 

these efforts. Beginning with the Cairo Conference in 1994 and intensifying after the 

election of a Republican president in 2000, groups such as Concerned Women for 

America, National Right to Life Committee, United Families International, Christian 

Coalition, and Family Council have monitored United Nations (UN) reproductive rights 

initiatives with the express purpose of attacking pro-choice policies.  

Concerned Women for America (CWA) is a conservative Christian political group 

active in the United States since 1979. The group promotes “Biblical values among all 

citizen- first through prayer, then education, and finally by influencing our society- 

thereby reversing the decline in moral values in our nation 

(www.wikipedia.org/wiki/Concerned_Women_for_America).” The group opposes gay 

political causes, promotes anti-abortion laws, and supports the ban an embryonic stem-cell 

research (Concerned Women for America, www.cwfa.org).  

The National Right to Life Committee (NRLC) founded in 1973 is the largest pro-

life organization in the United States. The group works through legislation and education 
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to attack abortion, infanticide, euthanasia and assisted suicide (National Right to Life 

Committee, www.nrlc.org ). 

       United Families International (UFI) was founded in 1978. This organization works 

for the unity of the families, and marriage as the foundation of family. They believe that 

the greatest fulfillment and peace in life is based on abstinence before marriage and 

fidelity within marriage (United Families International, www.unitedfamilies). According 

to their website, they are “a non-profit organization devoted to maintaining and 

strengthening the family.” 

The Christian Coalition (CC) founded in 1990 is the largest and most conservative 

grassroots political organization in the United States. This organization is dedicated to 

“defending America’s godly heritage (Christian Coalition, www.cc.org)” by getting 

Christians  to represent the pro-family point of view at local councils, school boards, state 

legislatures, and Congress (Christian Coalition, www.cc.org). 

The Family Research Council (FRC) is a right-wing Christian lobby group 

founded in 1981 and dedicated to promoting traditional family values by campaigning for 

abstinence-only-until marriage sexuality education, and against legal abortion and 

embryonic stem cell research (Family Research Council, www.frc.org).  

Title V and Abstinence-Only-Until-Marriage Program 

Since 1996 the U.S. Congress has committed over 1.1 billion dollars (through both 

federal and state matching funds) to abstinence-only-until marriage programs No federal 

funds have been appropriated specifically for comprehensive sexuality education during 

the same period.  

In 1996 Congress authorized $50 million annually for five years to promote 

abstinence-only-until marriage education. This grant program became available to states 

in 1998, and until 2004 was administered by the Maternal and Child Health Bureau 

(MCHB). In 2004 it was reassigned to the administration for Children and Families (ACF) 

and Family and Youth Services Bureau (FYSB). Grants are awarded to states based on a 

statutory formula determined by the proportion of low-income children in a state to the 

number of low-income children in all states according to the latest census data. The state 

is required to match 75 percent of federal Title V funds (Administration for Children and 

Families, 2008). 
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In 2002, the Subcommittee on Health discussed the extension for 5 years of the 

Title V of the Social Security Act. Republicans that controlled the subcommittee 

supported the 5 years extension and denied an amendment that would have given the 

states the option to add information about the use of contraceptives to the program 

curriculum (The House Committee on Energy and Commerce, 2008). In fiscal year 2006, 

for example, Florida received $10,700,147 in federal funds for sexual abstinence 

programs 75 percent of which it was required to match (SIECUS, 2007).  

 Although funds for abstinence-only-until marriage education are available for all 

states, twenty five states have rejected federal funds for abstinence-only-until marriage 

programs as of August 2008 (RH Reality Check, www.rhrealitycheck.org). To receive 

Title V funds states must adhere to certain requirements including barring teachers from 

discussing contraceptive methods (except to talk about their failure rates), and requiring 

them to teach that sexual activity outside the marriage brings harmful psychological and 

physical effects. “The governors rejecting federal funds are saying, 'Even if this 

administration is going to continue to push abstinence-only, we in the states are going to 

do the right thing by teens and actually give them the information they need to actually 

prevent an unintended pregnancy,'" said Cecile Richards, president of the Planned 

Parenthood Federation of America ( CBS Evening News,  www.cbsnews.com). The states 

that have rejected the funds are Alaska, Arizona, California, Colorado, Connecticut, 

Delaware, Idaho, Iowa, Maine, Massachusetts, Minnesota, Montana, New Jersey, New 

Mexico, New York, Ohio, Pennsylvania, Rhode Island, Tennessee, Vermont, Virginia, 

Washington State, Washington, DC, Wisconsin, and Wyoming. (Science Daily, 

www.sciencedaily.org). To date Florida has met the requirements and accessed federal 

funds for the abstinence-only-until marriage program.   

Title X Funds for Family Planning 

In 1970 President Nixon signed into law Title X of the Public Health Act., the 

federal program devoted to the national provision of Family Planning. The new program 

sought to fulfill Nixon’s historic 1969 promise that no American woman should be denied 

access to family planning assistance because of her economic condition (Dailard, 2001). 

   In 2000, thirty years later, Title X continued to be the center piece of family 

planning policy. Title X enabled Medicaid reimbursement and state appropriations for 
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254 million. Of the 6.5 million women who receive subsidized family planning each year, 

two thirds do so at the Title X supported clinics. Title X provides high quality services 

that are voluntary, confidential, and affordable. Women are offered a broad range of 

contraceptives without pressure to accept any particular method. Confidentiality is 

guaranteed, even to teenagers. Services are offered at no charge to clients with incomes 

below the federal poverty levels and at a sliding fee scale for clients with incomes 

between 100% and 250% of poverty levels. 

   Women who visit the clinics are offered a variety of services such as pelvic and 

breast examinations, blood pressure checks, pregnancy tests, Pap smears, and STDs/HIV 

tests. Title X clinics do not offer abortions but gave counseling to pregnant women about 

all options (Dailard, 2001). 

    In 2003, the Office of Population Affairs (OPA) announced several new 

overarching goals which reflected the Bush administration’s social agenda and a shift in 

Title X policy. It stressed that services should include “extramarital abstinence education 

and counseling.”(OPA, www.hhs.gov) and called on Title X funded clinics to incorporate 

the ‘ABC’ message. For adolescents and unmarried individuals, the message is ‘A’ for 

abstinence; for married women is ‘B’ for being faithful; and, for individuals who engage 

in behaviors at risk for HIV, ‘C’ for condom use (Dailard, 2003). 

Policies about Contraceptive, Abortion, and Sexuality Education Services in Florida 

Contraceptive services. The United States Supreme Court gave a constitutional 

right to privacy to a minor’s decision to obtain contraceptives in 1977 decision. In Carey 

vs. Population Services International, the Court invalidated a New York statute making it 

a crime to sell or distribute contraceptives to minors under 16, for anyone other than a 

pharmacist to distribute contraceptives to anyone over 16, and for anyone to display or 

advertise contraceptives. The Court thus expanded the right to obtain and use 

contraceptives as established in Griswold vs. Eisenstadt (June 7, 1965) to minors 

(Reproductive Rights, 2008). The Supreme Court recognized that while parental 

involvement is desirable, many minors will remain sexually active but not seek services if 

they have to tell their parents (Alan Guttmacher Institute, 2008). 

The Alan Guttmacher Institute (2008), summarizing the Florida rules for minors’ 

access to contraceptive services, explained that Florida allows minors to consent to 
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contraceptive services in the following circumstances: a) if a physician determines that the 

minor would face a health hazard if she or he is not provided with contraceptive services 

and b) if the minor is married or she/he is a parent or has ever been pregnant.  

In 1999 Planned Parenthood conducted a survey of 1,118 females less than 18 

years old when reviewing the services offered by their family planning clinics.  The study 

was published as “Effect of Mandatory Parental Notification on Adolescent Girls’ Use of 

Sexual Health Care Services.” Teens were asked whether informing their parents about 

use of contraception would cause them to stop using Planned Parenthood services. Fifty-

nine percent of the sample replied they will stop using all sexual health services.  Twelve 

percent indicated they would change the use of the clinic altogether. If parent notification 

were mandatory, seven percent declared that they would delay testing or treatment for 

HIV or other STDs, and five percent, would discontinue using specific sexual health care 

services. The study authors concluded that requiring parental notification would not 

decrease the proportion of teens having sex but would increase unintended pregnancies, 

abortions, out-of-wedlock births, and health complications related to STDs untreated 

(Reddy, Fleming, & Swain, 2002). 

Abortion services. Thirty five states require parental involvement in relation to 

teen abortion. Florida requires that one or both parents be notified (Guttmacher, 2008). In 

addition, Florida law (a) requires an abortion to be performed by a licensed physician; (b) 

requires the involvement of a second physician after a specified point in the pregnancy; 

(c) prohibits abortions, except when necessary to protect the woman’s life or health, after 

24 weeks of pregnancy; (d) permanently enjoined, but law not in effect that prohibit 

“partial-birth” abortion; (e) prohibits the use of state funds except in those cases when 

federal funds are available (where the woman’s life is in danger or the pregnancy is the 

result of rape or incest); (f) allows individual health care providers to refuse to participate 

in an abortion; (g) allows private institutions to refuse to perform abortions; and (h) 

mandates that women be given counseling before an abortion informing them about the 

availability of ultrasound (Guttmacher, 2008).  

        In their research about motherhood and abortion Jones, Frohwirth and Moore 

(2008) found that abortion decisions were influenced by perceived disadvantages. In their 

study, most of the respondents who had abortions had children (61%), were poor or had 
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low income (57%) and never got married (67%). They answered that they decided to seek 

abortions because, according to them, children are entitled to high level of care and 

attention and the responsibilities for existing children affected their decision of seeking 

abortions (Jones el at., 2008).  

Sexuality education services. The Alan Guttmacher Institute presented a summary 

of state sexuality and STI/HIV education in their State Policies in Brief. Florida mandates 

that public schools teach sexuality education with emphasis in abstinence and does not 

require that schools cover contraception during instruction. When teaching about 

STD/HIV, Florida requires covering abstinence but not the use of contraceptives. Florida 

requires school districts to permit parental involvement in sexuality and STI/HIV 

education by allowing parents to remove their children from instruction (Guttmacher, 

2008). 

Florida Legislative Bills Related to Sexuality Education 

In Florida, during the period 2000-2007, conservative republican lawmakers 

dominated the Florida Senate and the House of Representatives. During this period, all 

bills related to reproductive rights were defeated, denying Florida more flexibility in the 

type of programs offered to young people. As an illustration, in Appendix B I included the 

bills defeated since 2006 (SB 1728, SB2248, SB1191, and SB848) that were related to 

development and expansion of comprehensive sexuality education programs. 

Background Summary     

This review of relevant national and Florida legislation related to contraceptive, 

abortion, and sexuality education services demonstrates how politics affects policies and 

how these policies in turn affect the type of sexuality education adolescents receive and 

the outcomes of teen pregnancies, teen births, STDs, and HIV; and how Florida has 

maintained great support for abstinence-only-until marriage education. The relationship 

between the sexual and political forces that affect the sexuality education taught in 

schools is described in the framework included in chapter 1. 

Research 

Sexuality Education 

Some studies have suggested that the U.S. government’s approach to sex 

education is dysfunctional and that the decline in teen pregnancy between 1995 and 2000 
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occurred primarily because teens were using contraceptives better (Guttmacher, 2006; 

Santelli, Lindberg, Finer, and Singh, 2007).  Much of the decline (86%) was the result of a 

dramatic improvement in contraceptive use, including increases in the use of multiple 

methods and substantial declines in nonuse. Just 14% of the decline could be attributed to 

a decrease of sexuality activity. The research highlighted the need to vigorously promote 

provision of accurate information on contraception and sexual behavior, and demonstrated 

that abstinence-only programs are not enough to help adolescents prevent unintended 

pregnancies (Santelli et al., 2007). 

Another study, “Trends in Premarital Sex in the United States, 1954-2003” 

claimed that the goals of abstinence until marriage were unrealistic and have been so for 

decades. The study analyzed data from the National Survey of Family Growth (NSFG) for 

the years 1982, 1988, 1995, and 2002. The researcher constructed a measure of premarital 

sex by combining measures of the age (in years and months) at which the respondents had 

sexual intercourse and the age he or she got married, and applied event curves using 

Kaplan-Meier life table procedures.  The author found that premarital sex was a normal 

behavior for the vast majority of Americans. By the time they reach 44, 99% of 

Americans have had sex, 95% have done so before marriage, and 77% have done so 

before age 20. Even among those who abstain from sex until age 20 or older, 81% 

eventually have premarital sex. The study concludes that premarital sex was a normative 

behavior and that establishing abstinence until marriage as normative behavior was a 

challenging policy goal. The author highlights the need for sex education and other 

interventions that provide young people with the skills and information they need to 

protect themselves from unintended  pregnancy and sexually transmitted diseases when 

they become sexually active (Finer, 2007).   

A study entitled “Changes in Formal Sex Education: 1995-2002” was based on 

data from the 1995 National Survey of Adolescent Males, the 1995 National Survey of 

Family Growth (NSFG) and the 2002 NSFG. The authors looked at the timing of 

instruction about birth control, contraceptive methods, and abstinence only approaches. 

They used life-table methods to calculate the proportion of adolescents who had received 

instruction by each age and the median age at first instruction. The study showed that 

during the period 1995-2002, the proportion of teens who received any formal instruction 
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about birth control methods declined sharply, while the proportion who received 

information only about abstinence more than doubled. Many did not get birth control 

information when they needed it most. In 2002, slightly more than half the sexually 

experienced males and six in ten females had received any instruction about birth control 

methods before they first had sex. The authors showed how poor and minority youth were 

especially disadvantaged; pointing out that one-third of black males had received 

instruction about birth control prior to their first experience of sex, compared with two-

thirds of white youth. Teens living below 200% of the poverty line were less likely than 

their high-income peers to have received birth control education. Some limitations of this 

study include of the fact that it was self report and did not include questions about STDs 

and HIV/AIDS (Lindberg, Santelli, & Singh, 2006). 

An evaluation of Abstinence Education Programs was undertaken by Devaney, 

Fortson, Quay, Wheeler & Clark (2007) and was a multi-year (1998-2006), impact study 

in four selected Title V funded, section 510 abstinence education programs. These 

programs were My Choice, My Future!  in Powhatan, Virginia, ReCapturing the Vision, 

in Miami, Florida, Families United to Prevent Teen Pregnancy in Milwaukee, Wisconsin, 

and Teens in Control in Clarksdale, Mississippi. The evaluation examined the program 

impacts on youth behavior, sexual abstinence, risk of pregnancy, and sexually transmitted 

diseases (STDs).The evaluation used an experimental design. Eligible youth were 

randomly assigned to either the program group, which was offered abstinence education 

program services, or the control group that was not offered these services. The findings 

indicated that youth in the program group were as equally likely as the control group to 

have abstained from sex and, among those that reported having had sex they had similar 

numbers of sexual partners and had initiated sex at the same mean age. Both program and 

control groups had an understanding of the risk of pregnancy but less of an understanding 

of STDs and their health consequences (Trenholm et al., 2007). 

In the article, “Abstinence and abstinence-only education: A review of U.S. 

policies and programs,” Santelli, Ott, Lyon, Rogers, Summers, & Schleifer (2006), 

presented an analysis of the abstinence policies.,  They provide an overview of the 

abstinence programs and explain how the term abstinence is presented by the government 

in moral terms, using words such as “chaste” or “virgin.”   They point out that the Federal  
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regulations for abstinence-only-until marriage education state that the school should teach 

that “a mutual faithful monogamous relationship in the context of marriage is the expected 

standard of human sexual activity.” The fund to promote abstinence in school is 

administered by community-based organizations and eligible applicants include faith-

based organizations. The program prohibits disseminating information about 

contraceptive services, sexual orientation and gender identity, and other aspects of human 

sexuality. Abstinence-only- until marriage programs  are intended to promote abstinence 

outside of marriage and should not advocate contraceptive use or discuss contraceptive 

methods except to emphasize their failure rates (Santelli et al., 2006). 

Numerous studies have documented the effectiveness of comprehensive sexuality 

education programs in preventing adolescent STDs, HIV and pregnancy (Dawson 1986; 

Marsiglio & Mott, 1986; Zelnic & Kim, 1982; as cited in Kirby, 2002). Programs which 

teach about contraceptives in addition to abstinence, like comprehensive sexuality 

education, have been found to delay the initiation of sexual intercourse, decrease the 

frequency of sexual intercourse, decrease the number of sexual partners, and increase the 

use of condoms and contraception.  

In Florida, one of the reasons for not teaching comprehensive sexuality education 

is the misperception that local residents do not support this type of education.  In 2004,  a 

survey of 641 randomly sampled Florida residents was undertaken, and the results showed 

overwhelming support for a comprehensive sexuality education, that includes information 

regarding contraceptives as disease prevention and pregnancy prevention methods. 

Respondents who preferred an abstinence-only-until marriage approach were those with 

less education and in the oldest age category. This study highlighted the need to increase 

public support for sexuality education in Florida and to use this information to improve 

the implementation of sexuality education (Howard-Barr & Moore., 2007). 

Sexuality Education in Florida 

During 2006, the University of Florida in partnership with the community-based 

coalition ‘Get Real Indiana’ collected quantitative and qualitative data from 479 public 

school personnel throughout Florida. The purpose of this study was to assess Florida’s 

public schools’ sexuality-related curricula, and identify the challenges to providing 

comprehensive sexuality education. When asked about the content of sexuality education, 
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97% of the teachers who taught sex education during 2005-2006 reported that they taught 

that abstinence from sexual activity is the only certain way to avoid out-of-wedlock 

pregnancy, STDs, and other health problems. Respondents reported that the next most 

widely covered topics were HIV/AIDs, sexually transmitted diseases, and reproductive 

health. The topic least likely to be covered was abortion. The majority of the respondents 

adhered strictly to the federal requirements for abstinence-only-until marriage education. 

The survey was sent to 1,000 teachers, and 250 (25%) responded (Dodge et al., 2007). 

The purpose of the 2008 study entitled “Regional Differences in Sexuality 

Education in Florida” by Bandiera, Jeffries, Dodge, Reece, and Herbenick, was to 

examine differences in sexuality education, attitudes and practice among a statewide 

sample of Florida teachers. The authors explained how Florida has three regions where 

population characteristics vary dramatically. North Florida is predominantly rural and 

conservative; Central Florida is agrarian but with an influx of international tourism, and 

South Florida is heavily urbanized with a significant number of blacks and Latinos. The 

study found that the attitudes toward sexuality correlate with geographic residency. Rural 

individuals tend to have more conservative attitudes toward sexuality education, while 

urbanized populations have more liberal attitudes. Black and Latinos have more 

conservative attitudes than Euro-American individuals. 

North Florida teachers were one-third and one-ninth less likely to believe that 

students should receive accurate safer sexuality education than Central Florida and South 

Florida teachers respectively. Black and Latino teachers believed that students should be 

given accurate information about sexuality. North Florida teachers taught more about 

abstinence than Central and South Florida. These guidelines remained when adjusted with 

covariates race/ethnicity, age, and formal training (Bandiera et al., 2008). 

High Risk Sexual Behaviors in Adolescents 

The micro-context presented in the conceptual framework in page 5, explains how 

social factors influence the immediate and long term outcomes. These factors include the 

demographic characteristics, health and behavioral factors, and risky social behaviors. 

 It is accepted that adolescent pregnancy is associated with risk behaviors that 

increase the odds of adverse pregnancy outcomes (Warren et al., 1998). In the next 

subsections, I include research related to high risk sexual behaviors in adolescents.  
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Demographic factors. The article “US Teenage Pregnancy Statistics National and 

States Trends and Trends by Race and Ethnicity” from the Alan Guttmacher Institute 

shows how birth and pregnancy rates vary greatly by race, ethnicity and age in the United 

States (Guttmacher, 2006). The article states that in 2000 the pregnancy rate for Black 

adolescents was 153 per thousand female adolescents aged 15-19, compared with 55 per 

thousand for White females same age.  The same year, the rate for Hispanic adolescents 

was 138 per one thousand. The study concluded that two thirds of all teen pregnancies in 

2000 occurred among adolescents 18-19 years old. 

Health condition and behavioral factors. The article “Adolescent depression and 

suicide risk: Association with sex and drug behavior,”  reported a strong association 

between teens engaging in sex or drug use and depression, suicidal ideation, and suicidal 

attempts, after controlling for gender, age, and race/ethnicity (Hallfors, Waller, Ford, 

Halpen, Brodish, & Iritani, 2004). 

Evidence of effectiveness of condom use is supported by the National Institute of 

Allergy and Infectious Diseases (NIAID) which states that consistent and correct condom 

use can reduce the risk of pregnancy and many sexually transmitted diseases including 

HIV by about 80-90% (NIAID, 2005). A study by Ku, Sonenstein, and Pleck in 1992 

found that male teenagers who had received HIV/AIDS education had fewer partners in 

the previous year, less frequent intercourse, and greater condom use. 

Risky social behaviors. Physical dating violence affects a substantial number of 

high school students. One in 11 high school students reports victimization, which means 

that approximately 1.5 million students nationwide are victims of this behavior. 

(Morbidity and Mortality Weekly Report, (MMWR), 2006).  Dating violence is defined as 

physical, sexual, or psychological violence within the dating relationship. Using data from 

YRBS, the Centers for Disease and Control (CDC) analyzed the prevalence of physical 

dating violence (MMWR, 2006) among students and its association with five risk 

behaviors. CDC used the YRBS question “During the past 12 months did your boyfriend 

or girlfriend ever hit, slap, or physically hurt you on purpose?” The results indicated that 

8.9% males and 8.8% females reported physical dating violence (PDV) victimization 

during the 12 months preceding the survey. Students who reported PDV were more likely 
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to engage in four risk behaviors (sexual intercourse, attempted suicide, episodic heavy 

drinking, and physical fighting). 

O’Hara, Parris, Fichtner, and Oster (1998), surveyed 212 youth in an HIV 

prevention program. The use of alcohol, drugs, and early age of sexual intercourse were 

significantly associated with the risk of acquiring HIV. Males were more likely than 

females to use alcohol and drugs before having sex, and more likely to have more sexual 

partners (O’Hara et al., 1998). Risk behaviors in adolescents have been associated with 

teen pregnancy and the likelihood of getting STDs. Adolescents with a history of 

externalizing behavior, including substance use and conduct disorder, tend to be young at 

first intercourse, have a large number of sexual partners, and use condoms less often when 

they engage in intercourse (Biglan et al., 1990). 

A study “Early Alcohol Initiation and Subsequent Sexual and Alcohol Risk 

Behaviors among Urban Youths” by Stueve & O’Donnell (2005) examined the relations 

between early alcohol use and subsequent sexual behaviors. The study included the 

analysis of the survey “Reach for Health Study,” in Brooklyn, NY, during the 1994-1996 

school years. A total of 1,034 middle school students were surveyed. Logistic regression 

was used to examine the relations between early alcohol initiation and the outcome of 

sexual initiation, recent sexual intercourse, more than two lifetime sexual partners, and 

lifetime pregnancy. Early alcohol initiation was associated with number of partners and 

pregnancy for both males and females. There were significant gender-by-alcohol-

initiation interactions for sexual initiation and recent intercourse (Stueve et al. 2005).    

The study “Substance use and other factors associated with risky sexual behavior 

among pregnant adolescents” found that use of cigarettes and alcohol in general, and use 

of alcohol and drugs during sex were positively associated with risky sexual behavior 

(Gillmore, 1992). Santelli, Robin, Brener, & Lowry (2001),  state that the use of alcohol 

and other substances increases risky behavior, and condom use at last intercourse declines 

with increasing use of alcohol and other drugs. On the other hand, the use of drugs 

increases the likelihood of having more than one sexual partner. Santelli et al., (2001) 

found that 61 percent of men and 44 percent of women had had multiple partners among 

sexually active young people aged 14-22 used a substance the last time they had 

intercourse.   
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Drug-using women are more vulnerable than drug-using men to exposure to HIV 

and STDs due in part to their increased biological susceptibility to STDs and greater 

likelihood of asymptomatic infections. Women who use drugs are more likely to have 

sexual partners who use drugs too, or have history of other risky behaviors and engage in 

prostitution to support drug addiction (CASA, 1999). Substance use and unintended 

pregnancies often occur among the same population. “Alcohol or drug use and unintended 

pregnancies often occur together. White women who had ever used illicit drugs other then 

marijuana have been found four times more likely than women who never used drugs to 

have premarital teen pregnancy. In Ohio, high school girls who had tried cocaine were 

found nearly five times likelier to have experienced an unintended pregnancy than peers 

who had not” (CASA, p. 31).  

  During 1997-1999, using data from the YRBS for female adolescents in 

Massachusetts, Silverman, Raj, Mucci, and Hathaway found that physical and sexual 

dating violence was a significant predictor of substance use, unhealthy weight control, 

sexual risk behavior (sex before 15 and multiple partners) and pregnancy (Silverman et 

al., 2001). In a face to face interview conducted to STDs’ patients in five STD clinics in 

Los Angeles, patients reported that they initiated sex at very young age and most of them 

had unprotected sex with multiple partners (Maxwell, Bastani, & Yan, 1995). 

Teen Pregnancy and Teen Birth Outcomes 

 The long term outcomes of sexuality education programs include teen pregnancy, 

births, and STDs.There are different points of view about how to solve the problem of 

teenage pregnancies. Some support abstinence-only-until marriage education, some 

comprehensive sexuality education, some school-based adolescent health programs, and 

some highlight the need to resolve socio-economic inequities and poverty (Trussell, Card, 

& Rowland, 1998).  

      Those supporting abstinence focus on how schools have abandoned the teaching of 

traditional values. Their solution is a vigorous campaign to promote chastity among 

adolescents. The target group is very large. More than 95% of women aged 15-19 have 

never married and only 52% of these are still virgins according to the National Survey of 

Family Growth in 1995 (Saluter, 1994; as cited in Trussell et al., 1998). More than 98% 
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of men aged 15-19 have never married and only 45% were still virgins in 1997 according 

to the Urban Institute (Sonenstein, Pleck, Ku, Lundberg, & Turner, 1997). 

       The supporters of comprehensive sexuality education claim that because 

campaigns promoting chastity only have proven to be ineffective, it is necessary to 

provide accurate information on reproductive biology and contraception at early age. The 

primary goal of this educational approach is to promote rational and informed decision-

making about sexuality. 

       Those favoring school-based adolescent health programs explain that even with 

the most appropriate sexuality education and contraceptive services available, some 

adolescents will nevertheless become pregnant.  Emergency contraception, abortion 

services or programs to ameliorate the adverse consequences of adolescent childbearing 

must be available to pregnant teenagers who do not wish to carry their pregnancy to term, 

and ameliorative programs for the ones who decided to deliver. 

      Those who support the need to resolve socio-economic inequities and poverty 

claim that societal restructuring that includes better schools, safer neighborhoods, access 

to health care and decent jobs could ameliorate the problem of teen pregnancy. Many 

teenage girls from lower socio-economic backgrounds seek meaning and identity in being 

a mother (Trussell et al., 1998). 

       Why are the teenage birth rates in the United States four times those in the 

countries of the European Union? American teenagers are less likely to use 

contraceptives, or less likely to use them effectively than adolescents in Europe (Trussell 

et al., 1998). In United States, a lower proportion of adolescent use contraceptives 

regularly than do female teenagers in other industrialized countries. In the Netherlands, 

England, and Wales contraceptive supplies and services are more widely available, and 

free of charge or at a lower cost (Trussell et al., 1998).  In Sweden, sexuality education is 

compulsory and is taught in schools in all grade levels. Information on contraceptives is 

provided and its effectiveness is accentuated by the links between schools and adolescent 

family planning clinics. In the Netherlands, sexuality education begins at an early age and 

is an ongoing educational process that involves the media and teen magazines. 

Additionally, in these north European countries there are strong cultural norms that 

emphasize sexual activity should occur within a committed relationship married or 
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otherwise, and as a result relationships tend to be longer lasting (Dailard, 2006; Trussell et 

al., 1998).  

   Adolescent pregnancy brings medical and psychosocial risks. Pregnant adolescents 

are more likely to experience hypertension, anemia, toxemia, premature birth, and perinatal 

and maternal mortality than adult women. As James Trussell et al. (1998) says “The 

problem, of course, is that adolescents, especially the very young, are much less likely to 

receive any prenatal care or, if they do, are more likely to initiate it later in the pregnancy” 

(p.716). Adolescents are two times as likely as adult women to have a low birth weight and 

three times as likely to have a neonatal death. On the other hand, pregnant adolescent are 

two times as likely as adult women to die from pregnancy related causes (Klein, 2005). 

  If they become pregnant, most young women quit high school, and only a small 

percentage return to complete their studies. These young women have to find a job and 

some of them live in shelters with their babies. “Evidence from the United States suggests 

women who have first births at an early age bear subsequent children more rapidly and 

have more unwanted and out-of wedlock birth, face greater marital instability, are more 

poorly educated, and have fewer assets and lower incomes later in life” (Trussell, 1998, 

p.718). 

  In 2005, results from the Youth Risk Behavior Survey (YRBS), found that 35.3% 

of the adolescent females reported having had sexual intercourse with one or more people 

during the three months before to the survey (YRBS, 2005). 

              Teen pregnancy, fertility and abortion rates differ by race and ethnicity. For every 

1,000 females 15 to 19 years in Unites States in 2000, 55 white non-Hispanics became 

pregnant compared to 153 black non-Hispanics and 138 Hispanic girls. Black non-

Hispanics and Hispanics were almost three times as likely to get pregnant than white non-

Hispanic girls. For every 1,000 females 15-19 years, 32 white non-Hispanic girls had a 

birth compared to 77 black non-Hispanic and 87 Hispanics. Black non-Hispanic and 

Hispanic girls were almost three times as likely to be a teen mother as white non-Hispanic 

girls. Black non-Hispanics and Hispanics were four and two times respectively as likely 

to get an abortion as white non-Hispanic were (Guttmacher, 2006). 
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      Additionally, Hispanics represent one of the fastest growing segments of the US 

population, and this rapid growth is projected to be even more dramatic for Hispanic 

teens. One in three Hispanics is under the age of 18, and the Hispanic teen population 

continues to grow at a faster rate than does the rest of the teen population. The number of 

states in which Hispanics comprise more than one-fifth of the population is growing. In 

1990 20 percent of the female population (aged 15-19) in Arizona, California, New 

Mexico, and Texas were Hispanic, but by 2004 Hispanics comprised more than 20 

percent of the female population in this age group in seven states. These states are New 

Mexico (49%), California (41%), Texas (34%), Arizona (34), Nevada (27%), Colorado 

(22%), and Florida (20%).  

      Even states with small percentages of Hispanics have experienced large increases 

in the Hispanic birth rate (Franzetta, Schelar, & Manlove, 2007). Few programs designed 

to improve positive reproductive health choices among Hispanic teens have been 

rigorously evaluated. Franzetta et al. argue that practitioners should understand the culture 

and language of Hispanic youth and develop relevant sexuality education programs. 

People who work in the specialty field of adolescents should engage the parents, families, 

and communities of Hispanic teens in programs to help teens set goals for the future. 

Expanding the state level knowledge about the Hispanic teen population and effective 

interventions can help state-level agencies and local program providers meet the needs of 

the communities they serve (Franzetta et al., 2007). 

Unintended Pregnancies, Sexuality, and Use of Contraceptives  

       In Florida, there is a high rate of unintended births to teens. According to the 

Florida Pregnancy Risk Assessment Monitoring System (PRAMS), during the period 

2000-2005, 46.4% of the births in Florida were unintended. Women less than 18 years 

were six times as likely to have unintended births as older women were (PRAMS, 2000-

2006).  

      Half of unintended pregnancies end in abortion, and the ones that continued to 

term are associated with increased risk of detrimental prenatal parental behaviors, such as 

smoking and drinking, as well as of negative health and social outcomes for both mother 

and babies (Finer & Henshaw, 2006). Unintended pregnancies are associated with adverse 

child health outcomes and risk factors for poor health outcomes. Women with unintended 
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pregnancies are less likely to seek prenatal care during the first trimester than those with 

intended pregnancies, and more likely to use alcohol and tobacco during pregnancy. 

Unintended pregnancy that results in a live birth is associated with physical abuse, 

violence during pregnancy, household dysfunction and exposure to psychological, 

physical or sexual abuse (Santelli et al., 2003). According to Gazmerarian, Adams, 

Johnson, Bruce, Marks, & Zahniser (1995), women with unwanted pregnancies have 4.1 

times the odds of experienced physical violence than do women with intended 

pregnancies (Gazmerarian et al., 1995). The Pregnancy Risk Assessment Monitoring 

System, PRAMS 2001-2002 found that in the Unites States, unintended pregnancies  were 

associated with adverse outcomes such as premature delivery, low birth weight of the 

baby and small size for gestational age (PRAMS, 2002).  

      On the contrary, intended pregnancies give families time for preconception 

planning, so women with intended pregnancies are more likely to recognize their 

pregnancy within the first six weeks, to have their first prenatal visit during the first 

trimester, and to have at least 90% of the recommended number of visit to their health 

provider. Additionally, women with intended pregnancies are more likely to quit smoking 

if they smoked prior to pregnancy, more likely to quit or reduce alcohol consumption and 

more likely to take vitamins and gain the weight recommended by their prenatal care 

provider (Kost, Landry, & Darroch, 1998). 

     The report entitled “Use of Contraception and Use of Family Planning Services in 

the United States: 1982-2002” (Mosher, Martinez, Chandra, Abma, & Wilson 2004), 

highlights the importance of knowing about contraceptive use at the first experience of 

intercourse. According to the authors, 90% of women aged 15-44 in the US have had 

premarital intercourse, marking the beginning of exposure to the risk of pregnancy, birth, 

and sexually transmitted infections.  The proportion using a method at first intercourse 

was higher for women whose mother had their first birth at age 25 (71%) than for those 

whose mother had their first birth before age 18 (54%). Mother’s education was related to 

the age their daughter had her first intercourse, with 72% of women whose mother had a 

college education using a contraceptive method at first intercourse. Only 48% of women 

whose mother had only high school used a method at first intercourse (Mosher, et al., 

2004). 
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Sexually Transmitted Diseases 

Genital chlamydia is the leading cause of preventable infertility and ectopic 

pregnancy and is the most reported infectious disease in the United States. An estimate of 

2 to 4 million cases occurs annually. Many chlamydia infections are asymptomatic and 

probably chronic. Widespread screening is necessary to control this infection and its 

sequel (Cates, 1998). 

    Gonorrhea is the second most commonly reported infectious disease. Up to 40% of 

untreated women with cervical gonorrhea develop pelvic inflammatory disease and are at 

risk for involuntary sterility and pelvic abscesses. Men are at risk for epididymitis, 

urethral stricture, and sterility (Cates, 1998). 

       Primary and secondary syphilis currently affect approximately 20,000 persons 

each year. Congenital syphilis occurs in about 1 in 10,000 pregnancies. Florida has one of 

the highest rates of both syphilis and congenital syphilis (Cates, 1998). 

        Since 1981, when the first cases of AIDS in the United States were reported, it is 

estimated that more than 1.5 million people have been infected with HIV and over 

900,000 had developed AIDS by 2004. (CDC, 2004).  

       In November 2007, the Centers for Disease Control (CDC) presented the National 

Surveillance Data for chlamydia, gonorrhea, and syphilis. The report states that sexually 

transmitted diseases (STDs) remain a major public health challenge in the US. The CDC 

estimates that approximately 19 million new infections occur each year and almost half of 

them among young people ages 15 to 24. 

     The national rate of reported chlamydia in 2006 was 347.8 cases per 100,000 

population, an increase of 5.6 percent from 2005 (329.4). Women especially young 

women are affected by chlamydia. Studies have found that chlamydia is more common 

among adolescent’s females than adolescent males, and the consequences are severe for 

females. Young females aged 15 to 19 had the highest chlamydia rate (2,862.7), followed 

by females aged 20 to 24 (2,797.0). African-American women are disproportionately 

affected by chlamydia. In 2006, the rate of reported chlamydia for African-American 

women (1,760.9) was more than seven times that of white women (237.0) and more than 

twice of Hispanic women (761.3).  
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In 2006, the gonorrhea rate was 120.9 cases per 100,000 population, with an 

increase of 5.5 since 2005. The South in the United States had the highest gonorrhea rate 

among the four regions of the country, increasing 12.3 percent between 2005 and 2006 

from 141.8 to 159.2 per 100,000 population. While gonorrhea is easily cured, untreated 

cases could lead to serious problems. Among women, gonorrhea is a major cause of 

Pelvic Inflammatory Disease, which can lead to chronic pelvic pain, ectopic pregnancy, 

and infertility. In men, untreated gonorrhea can cause epididymides, a painful infection in 

the tissue surrounding the testicles that can result in infertility. In addition, studies suggest 

that presence of infection makes an individual more likely to acquire HIV, if exposed. 

       The syphilis rate in the US has been increasing. Between 2005 and 2006, the 

national primary and secondary syphilis rate increased 13.8 percent, from 2.9 to 3.3 cases 

per 100,000 population, and the number of cases increased form 8,724 to 9,756. Syphilis 

is more common among men that women. Syphilis can lead to serious long-term 

complications, including brain, cardiovascular, organ damage, and even death. Congenital 

syphilis can cause stillbirth, death soon after birth, and physical deformity and 

neurological complications in children who survive. Syphilis, like many other STDs, 

facilitates the spread of HIV by increasing the likelihood of transmission of the virus. 

           Only a small percentage of teens receive STD counseling, education and screening 

(ASHA, 2005).  According to Hook (2005) Professor of Medicine, Division of Infectious 

Diseases, at the University of Alabama at Birmingham, “Rates are even higher among 

subgroups such as women of color or adolescents of all racial/ethnic subgroups. We have 

effective, affordable tools to address this threat to women’s health but fail to use them. As 

a result, U.S. chlamydia infection rates are the highest in the developed world” (ASHA, 

Page 19). 

      In Florida, the rate of chlamydia, gonorrhea, and HIV in pregnant women per 

1,000 births have increased or remained steady since 1999. Chlamydia rate has increased 

from 19.2 in 1999 to 30.3 per 1,000 births in 2004; the gonorrhea rate has increased from 

4.1 in 1999 to 5.5 per 1,000 births in 2004 and the HIV rate has been constant during the 

period 1999-2005. The early recognition of STDs in pregnant patients reduced congenital 

STDs by 72% in the period 1996 to 2005. The lack of early detection and effective sex 
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education is a major barrier to the preventions of STDs (Schmitt, Cooksey, Cuervo & 

LaLota, 2006). 

       In 1997, the Advisory Committee for HIV and STD prevention (ACHSP) in their 

guidance to CDC on the prevention of HIV infection concluded that early intervention of 

STD should be implemented as an HIV prevention strategy. The reason for this is the shift 

in the HIV/AIDS epidemic in the United States. The HIV/AIDS epidemic has evolved in 

three ways that suggest STDs as a cofactor in the recent spread of the infection, due to 

heterosexual HIV transmission that is responsible for the most increasing subset of AIDS. 

First, heterosexual HIV transmission is quite pronounced among women less than 25 

years. Second, HIV/AIDS has increased among African-American women, where the 

prevalence of other STDs is disproportionately high and finally, an increasing proportion 

of all AIDS cases, particularly among young women, were reported in the Southeastern 

states. This region had the most cases of STDs (gonorrhea and syphilis) nationwide in the 

period 1991-1995 (Wortley & Fleming, 1997), these factors suggest a need to strengthen 

early STD detection and treatment among persons at risk for HIV infection. The ACHSP 

also concluded that in areas where STDs facilitate HIV transmission, screening and 

treatment programs should be expanded (MMWR, 1998). 

Research Summary 

      The research section covered most of the topics that comprised the research 

questions. First, a review of the sexuality education programs in the United States with 

emphasis in Florida, whose results highlighted the need of promote adequate information 

about sexual behavior and contraception. The literature review showed how in Florida 

local residents support comprehensive education for adolescent (despite bills no passing 

in Florida legislature that support comprehensive sexuality education). Second, the review 

of sexuality behavior in adolescents showed how risky behaviors in the adolescence as 

violence, alcohol and drugs increased the odds of adverse pregnancies. Third, the 

literature review showed how teen pregnancy, teen births and rates of STDs and 

HIV/AIDS differ by race and ethnicity emphasizing about specific studies for Hispanic 

females. Blacks and Hispanics are vulnerable groups of adolescents for prevention and 

intervention. 
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CHAPTER 3: METHODOLOGY 

Introduction 

This research was a non-experimental cross sectional study that utilized 

quantitative methods to examine the trends and associations of variables using correlative 

designs. The main focus of this study was to evaluate whether the goals of Florida’s 

sexuality education policies were being met, i.e., reducing the rates of teen births, STDs 

and HIV. I divided the data into two periods: 1990-1999 and 2000-2007. The first period 

reflected the behavior of the teen birth rate, STD rate, and HIV rate under a 

comprehensive sexuality education policy; the second period reflected teen birth rate, 

STD rate, and HIV rate during a time of federal support for only the abstinence-only-

until-marriage program.  

Specifically, I answered the following questions: First, did sexuality education in 

Florida reduce the outcomes of teen births for an 18 year period (1990-2007), STDs 

(Gonorrhea and Syphilis) for an 18 year period (1990-2007), STD (Chlamydia) for a 14 

year period (1994-2007) and HIV for a 10 year period (1998-2007)? In relation to this 

general question, I compared the trend in two different periods (1990-1999 vs. 2000-

2007) for teen births, gonorrhea and syphilis, and (1994-1999 vs. 2000-2007) for 

chlamydia and (1998-2007) for HIV. I conducted trend analyses using vital records that 

include information about teen births rates and databases for STD and HIV. Second, 

which risk factors, such as age, race, health, drugs, and violence, explain the differences, 

if any, in adolescent pregnancy during the years 2001, 2003, 2005, and 2007? To answer 

this question, I used logistic regression to examine the 2001, 2003, 2005, and 2007 data 

from the Youth Risk Behavior Survey (YRBS).  

Data Collection 

I used data from state and federal secondary sources. In regard to research 

question 1, I used vital statistics and STD and HIV surveillance statistics from the State of 

Florida (Table 3.1). Vital statistics are the information maintained by the state government 

(Florida) recording the birth, death, fetal death, marriage, and dissolution of marriage of 

individuals within the government jurisdiction. Florida is the legal proprietor of these data 

and is responsible for maintaining registries and issuing copies of the records. STD and 
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HIV/AIDS surveillance statistics from the Florida Department of Health are included in 

the STD-HIV/AIDS reporting and surveillance system.  

 

Table 3.1: Research Questions and Sources of Data 

1. Did sexuality education in Florida reduce the outcomes of teen births for an 18 year period (1990-

2007), STDs (Gonorrhea and Syphilis) for an 18 year period (1990-2007), STD (Chlamydia) for a 14 year 

period (1994-2007), and HIV for a 10 year period (1998-2007)? 

 Data Type/Source Variable and No of Cases Data Analysis 

a. Was there any difference in the 
reduction of teen birth rate per one 
thousand births in teens aged 15-19 
years before (1990-1999) and after 
(2000-2007) the policy changed?  

Secondary Data. 
Vital Statistics 
produced by the State 
of Florida  

Average births period 
1990-2007= 
24,832. 
Average female population 
(15-19yrs) period 1990-
2007= 476,136 . 

Trend Analysis 
(Graphics- Annual 
Percent Change 
(APC),Cochran-
Armitage Chi-
Square test). 

b Was there any difference in the 
reduction of chlamydia rate in 
adolescent females aged 15-19 
years per 100,000 adolescent 
females before (1994-1999) and 
after (2000-2007) the policy 
changed? 

Secondary Data. 
Surveillance Stats 
collected by the State 
of Florida and funded 
by State Legislature 
and CDC. 

Average chlamydia cases 
period 1994-2007= 11,640. 
Average female population 
(15-19yrs) period 1994-
2007= 501,946   

Trend Analysis 
(Graphics- 
(APC),Cochran-
Armitage Chi-
Square test). 

c. Was there any difference in the 
reduction of gonorrhea rate in 
adolescent females aged 15-19 
years per 100,000 adolescent 
females before (1990-1999) and 
after (2000-2007) the policy 
changed? 

Secondary Data. 
Surveillance Stats 
collected by the State 
of Florida and funded 
by State Legislature 
and CDC. 

Average gonorrhea cases 
period 1990-2007= 3,705. 
Average female population 
(15-19yrs)  period 1990-
2006= 
476,136. 

Trend Analysis 
(Graphics- 
(APC),Cochran-
Armitage Chi-
Square test). 

d. Was there any difference in the 
reduction of syphilis rate in 
adolescent females aged 15-19 
years per 100,000 adolescent 
females before (1990-1999) and 
after (2000-2007) the policy 
changed? 

Secondary Data. 
Surveillance Stats 
collected by the State 
of Florida and funded 
by State Legislature 
and CDC. 

Average syphilis cases 
period 1990-2007= 200. 
Average female population 
(15-19)  period 1990-
2007= 
476,136. 

Trend Analysis 
(Graphics- 
(APC),Cochran-
Armitage Chi-
Square test). 

e. Was there a significant reduction 
in the rate of HIV in adolescent 
females (aged 15-19 years) per 
100,000 adolescent females during 
the period 1998-2007? 1998 is the 
first available year. 

Secondary Data. 
Surveillance Stats 
collected by the State 
of Florida and funded 
by State Legislature 
and CDC. 

Average HIV cases period 
1998-2007= 1,489. 
Average female population 
(15-19) period 1998-2007= 
533,243. 

Trend Analysis 
(Graphics- 
(APC),Cochran-
Armitage Chi-
Square test). 

2. Which risk factors such as age, race, health, drugs, and violence explain the differences, if any, in 

adolescent pregnancy during the years 2001, 2003, 2005, and 2007? 

 Data Type/Source Variable and No of Cases Data Analysis 

 Secondary Data. 
YRBS. Collected in 
the State of Florida 
and funded by CDC. 

Average sample cases 
=4,525. 
Weighted cases 781,532. 

Odds ratio, logistic 
regression. 
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This system includes analysis of STD-HIV/AIDS case rates, trends, and routine 

surveillance of disease distribution in Florida. While states have the statutory and 

regulatory authority for disease reporting and data protection, the Centers for Disease 

Control (CDC) provides funding, technical assistance, and coordinates activities with 

states for the aggregation of data for the national surveillance system.      

In regard to research question 2, this study utilized the Youth Risk Behavior 

Survey (YRBS), which is part of the Youth Risk Behavior Surveillance System developed 

by CDC in 1990. The CDC funds and assesses the survey which is administered every 

two years. Every odd-numbered year, a new sample of schools and students is drawn. 

Students who participate cannot be tracked because no identifying information is 

collected.  

For the analysis of data for the two research questions, I used the statistical 

packages STATA SE, V.9 and SPSS V.14. 

Data Analysis 

Trend Analysis 

Trend analysis is the analysis of change in some outcome over time, space, or 

some other quantitative factor. In relation to this study, a decreasing trend may be 

indicative of reduction in the teen birth rates or STDs/HIV rates. Exploratory techniques 

include descriptive tabulations, display, and hypothesis testing. These techniques are 

useful for investigating bivariate relationships without controlling for other risk factors. It 

is common practice to express trend data in the form of rates over time. In this study, 

these rates were in the form of prevalence and fertility. 

The trend analysis was done in three ways. First, a visual inspection permitted a 

preliminary assessment of the overall direction and shape of the trend. This initial step 

was indispensable for understanding the general shape of the trend, for identifying any 

outliers in the data, and for becoming familiar with both the absolute and relative levels of 

the numbers included in the analysis.   

Second, I calculated the annual percent change (APC) and the significance test: 

APC pre to APC post. APC was calculated by fitting a least squares regression line to the 

natural logarithm of the rates, using the calendar year as a regressor variable using the 

following equation: 
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Y = mx+b 

APC = 100*(em-1) 

N = number of years 

r = rates 

Y = LN(r) 

X = calendar year 

The differences APC to APC or the differences between trends for two time 

periods were tested for statistical significance by comparing the difference in regression 

coefficients or slopes divided by the standard error of the difference with a T distribution 

with degrees of freedom defined as the sum of the years in both time periods minus 4 

(Kleinbaum, 1988). This computation confirms if there is a statistical difference between 

the two trends. 

Third, I used the Chi-Square test of Cochran and Armitage to statistically 

determine whether the observed differences in the trend were real or spurious. The 

Cochran-Armitage test was developed by Cochran (1954) and Armitage (1955) and is 

appropriate for testing the relationship between an ordinal variable and a dichotomous 

variable. The test is sensitive to the linearity between the response variable and 

experimental variables, and detects trends that would not be noticed by more crude 

methods. The formula of the Cochran-Armitage test is:  

 

 

 

.    

    

 

 

b = slope of a linear regression for the proportion Y on X. The slope determines the 

direction of the trend. A negative slope indicates a decreasing trend. A positive slope 

indicates an increasing trend.  

        b
2
 

 
     p+1  p+2 
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The null hypothesis of the Cochran-Armitage test is that there is no trend or that 

slope is zero, and the test concludes that the function is non monotonic, which means that 

there is not a decreasing or increasing trend. I used the STATA program to calculate the 

Cochran-Armitage test.   

Logistic Regression   

Logistic regression describes the relationship between a set of explanatory factors 

and one or more categorical outcomes. In much the same way as the mean is the key 

quantity to be modeled in ordinary multiple regressions, so the log odds parameter plays a 

prominent role when outcome variables are categorical. Due to its wide applicability, 

logistic regression has become the standard tool for analyzing categorical data (Pagano & 

Vauvreau, 1992).  

For this analysis, bivariate and multivariate logistic regressions were performed to 

identify variables associated with pregnancy. Bivariate logistic regression is the 

simultaneous analysis of two variables. It is usually undertaken to see if one variable, 

such as gender, is related to another variable, pregnancy. Multivariate logistic regression 

is the simultaneous analysis of three or more variables. It is frequently done to refine a 

bivariate analysis, taking into account the possible influence of a third variable on the 

original bivariate relationship. Multivariate analysis is also used to test the joint effects of 

two or more variables upon a dependent variable (Fleiss, Levin and Paik, 2002). 

Logistic regression applies maximum likelihood estimation after transforming the 

dependent into a logit variable (the natural odds of the dependent occurring or not). 

Logistic regression has many analogies to ordinary least square regression (OLS): the 

logit coefficient corresponds to “b” coefficient in the logistic regression equation, the 

standardized logit coefficients correspond to beta weights, and pseudo R2 statistic is 

available to summarize the strength of the relationship. Unlike OLS regression, logistic 

regression does not assume linearity of relationship between the independent variables 

and the dependent, does not require normally distributed variables, does not assume 

homoscedasticity, and in general has less stringent requirements. 

Logistic regression requires that observations be independent and that the 

independent variables be linearly related to the logit of the dependent. The predictive 

success of the logistic regression can be assessed by looking at the classification table, 
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showing correct or incorrect classifications of the dichotomous, ordinal, or polytomous 

dependent. Goodness-of-fit tests such as the likelihood ratio test are available as indicators 

of model appropriateness, as is the Wald statistic to test the significance of individual 

independent variables (Agresti, 1996). 

   The logistic regression function has the following form: 

 

  

Logistic regression can be used to predict a dependent variable on the basis of 

continuous and/or categorical independents and to determine the percent of variance in the 

dependent variable explained by the independents, to rank the relative importance of 

independents, to assess interaction effects, and to understand the impact of covariate 

control variables. The impact of predictor variables is usually explained in terms of odds 

ratios (Agresti, 1996). This procedure explains whether the independent variables 

(demographics, health and behavioral factors, and risky social behaviors) affect the 

dependent variable (pregnancy). I used prevalence and logistic regression for research 

question two. 

Measures 

First Research Question 

Did sexuality education in Florida reduce the outcomes of teen births for an 18 

year period (1990-2007), STDs (gonorrhea and syphilis) for an 18 year period (1990-

2007), STD (chlamydia) for a 14 year period (1994-2007) and HIV for a 10 year period 

(1998-2007)? 

First, a visual inspection permitted a preliminary assessment of the overall 

direction and shape of the trends. This initial step was necessary to understand the general 

shape of the trends, and to identify any outliers in the data. Second, I calculated the annual 

percent change (APC) and the significance test APC to APC. Finally, I applied the 

Cochran-Armitage test to determine if there is a significant monotonic trend in each one 

of the period studied (1990-1999) and (2000-2007) for birth rates, STD rates, and HIV 

rates. 

 



 44

 

 

First subsidiary research question 

• Was there any difference in the reduction of the teen birth rate per one 

thousand births in teens aged 15-19 years before (1990-1999) and after (2000-

2007) the policy changed? 

 I analyzed the teen birth rates for Florida from 1990 to 1999 and from 2000-2007. 

The definition of teen birth rate is the number of births to women 15-19 years old, divided 

by the total number of women 15-19 years old. I analyzed the trend on birth rates by total 

teens, race, and ethnicity.  

      The null hypothesis was expressed as: 

 

and the research  hypothesis was 

 

 

where BR is the birth rate and Yi is the year of reference. 

              Second subsidiary research question 

• Was there any difference in the reduction of the chlamydia rate per one 

hundred thousand in adolescent females (aged 15-19 years) before (1994-

1999) and after (2000-2007) the policy changed? 

I analyzed the teen chlamydia rate for Florida for the period 1994-1999 and 2000-

2007. The definition of teen chlamydia rate is the number of cases of chlamydia among 

women 15-19 years old, divided by the total number of women 15-19 years old. I 

analyzed the trend on chlamydia rates by total adolescent females 15-19 years old and 

rate/ethnicity.  

      The null hypothesis was expressed as: 

 

 

and the research hypothesis was 

 

H0: BRY1= BRY2 = … = BRYn 

H1: BRY1 ≥ BRY2 ≥ … ≥ BRYn 

H1: CRY1 ≥ CRY2 ≥ … ≥ CRYn 

H1: CRY1=  CRY2=… = CRYn 
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where CR is the chlamydia rate and Yi is the year of reference.  

     Third subsidiary research question 

• Was there any difference in the reduction of the gonorrhea rate per one 

hundred thousand in adolescent females (aged 15-19 years) before (1990-

1999) and after (2000-2007) the policy changed? 

I analyzed the teen gonorrhea rate in Florida during 1990-1999 and 2000-2007. 

The definition of teen gonorrhea rate is the number of cases of gonorrhea among women 

15-19 years old, divided by the total number of women 15-19 years old. I analyzed the 

trend by total female population, and race/ethnicity of gonorrhea rates using the following 

approaches:  

      The null hypothesis was expressed as: 

 

 

and the research hypothesis was 

 

 

where GR is the Gonorrhea rate and Yi is the year of reference. 

Fourth subsidiary research question 

• Was there any difference in the reduction of the syphilis rate per one hundred 

thousand in adolescent females (aged 15-19 years) before (1990-1999) and 

after (2000-2007) the policy changed? 

I analyzed the teen syphilis rate in Florida during 1990-1999 and 2000-2007. The 

definition of syphilis rate is the number of cases of syphilis among women 15-19 years 

old, divided by the total number of women 15-19 years old. I analyzed the trend in 

syphilis rates by total female population and race/ethnicity:  

      The null hypothesis was expressed as: 

 

and the research hypothesis was 

H0: SRY1= SRY2 = … = SRYn 

H1: GRY1 = GRY2 = … = GRYn 

H1: GRY1 ≥ GRY2 ≥ … ≥ GRYn 
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where SR is the syphilis rate and Yi is the year of reference. 

Fifth subsidiary research question 

• Has there been a significant reduction in the HIV rate per one hundred 

thousand in adolescent females (aged 15-19 years) during the period 1998-

2007?  

I analyzed the teen female HIV rate for Florida from 1998 to 2007. The definition 

of teen HIV rate is the number of cases of HIV to women 15-19 years old, divided by the 

total number of women 15-19 years old.  

The null hypothesis was expressed as: 

 

 

and the research hypothesis was  

 

 

where HIVR is the HIV rate and Yi is the year of reference. Data on HIV rates was only 

available since 1998. 

 Second Research Question 

Which risk factors, such as age, race, health, drugs, and violence, explain the 

differences, if any, in adolescent pregnancy during the years 2001, 2003, 2005, and 2007?  

For this research question I used the Youth Risk Behavior Survey for years 2001- 

2005. I introduced my dependent variable “pregnancy” and selected independent variables 

of interest with categories for each variable. The selected variables were based on the 

conceptual model presented in chapter 1, and previous studies that noted risk associated 

with specific health outcomes (Appendix C). I examined the univariate distributions and 

bivariate distributions, and calculated crude measures of association and 95% coefficient 

intervals for the relationship between each independent variable and the dependent 

variable. In contingency tables, I conducted stratified analysis to produce stratum-specific 

and adjusted measures of effect to examine the potential confounding and effect 

modification between some of the independent variables (race/ethnicity, gender, age) and 

H1 : HIVRY1 = HIVRY2 = … = HIVRYn 

H1: SRY1 ≥ SRY2 ≥ … ≥ SRYn 

H1 : HIVRY1 ≥ HIVRY2 ≥ … ≥ HIVRYn 
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the dependent variable. The other independent variables are depression, alcohol, tobacco 

use, drugs use, violence, grades, running away from home, use of condoms, and education 

about HIV/AIDS. This analysis helped to identify which variables to include in the 

logistic regression model. I then ran the first multivariate model including pregnancy as 

outcome and all independent variables. I ran the multicollinearity test to see if there were 

high correlations between the independent variables. 

Multivariate model:    

Logit{P(X)}= α + βD+   βHB +  βRF  +βT  +ε 

P(X) = Pregnancy 

α = Is the constant 

βD = Is the vector of socio demographic including the following variables: gender, 

race/ethnicity, age, and education. I will use grades as a proxy for education. 

βHB = Is the vector of health and behavioral factors including the following variables: 

depression, running away from home, use of condoms, and  education about HIV/AIDS. 

βRF= Is the vector of risky social behavioral factors including the following variables: 

alcohol use, tobacco use, drug use, violence, and multiple sexual partners. 

  βT= Is the vector time including the following variables: Years 2001, 2003, 2005 and 

2007. 

ε = Residual.  

 Youth Risk Behavior Surveillance System 

The Youth Risk Behavior Survey (YRBS) is the principal component of the Youth 

Risk Behavior Surveillance System (YRBSS), and I used this survey to answer my second 

research question. 

The YRBSS was developed in 1990 for the CDC to monitor priority health risk 

behaviors that contribute markedly to the leading causes of death, disability, and social 

problems among youth in the United States. These behaviors, often established during 

childhood and early adolescence, include tobacco use, unhealthy dietary behaviors, 

inadequate physical activity, alcohol and other drug use, unintentional injuries and 

violence, and sexual behaviors that contribute to unintended pregnancy. The system also 

monitors the incidence of STDs and HIV infection. 
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The YRBSS includes national, state, and local school-based survey data from 

representative samples of 9th through 12th grade students. These surveys are conducted 

every second (odd) year, usually during the spring semester. The national survey collects 

data from high school students in public and private schools in the United States. The 

state and local surveys, conducted by state departments of health and education, collect 

data from public high school students in each state or local school districts. The Florida 

Youth Risk Behavior Survey (YRBS) has been conducted since 2001 by the Florida 

Department of Health in collaboration with the Florida Departments of Education, 

Children and Families, Juvenile Justice, and school districts across the state. 

The national YRBS contains data from all public and private schools with students 

in at least one of grades 9-12 in the 50 states and the District of Columbia. The sampling 

frame is obtained from the Quality Education Data (QED), Inc. database. The QED 

database includes information on both public and private schools and the most recent data 

from the Common Core of Data from the National Center for Education Statistics. A 

three-stage cluster sample design produces a nationally representative sample of students 

in grades 9-12 who attend public and private schools. The first-stage sampling frame 

consists of primary sampling units (PSUs), conformed by counties, sub areas of large 

counties, or groups of smaller, adjacent counties. The PSUs are categorized into strata 

according to their metropolitan statistical area (MAS) status (i.e., urbanicity) and the 

percentages of black and Hispanic students in the PSUs. In the second stage of sampling 

schools with any of grades 9-12 are selected with probability proportional to school 

enrollment size. The third stage of sampling consists of randomly selecting, in each 

chosen school and in each of grades 9-12, one or two classrooms from either a required 

subject (e.g., English or social studies) or a required period  (e.g., homeroom or second 

period). All students in selected classes are eligible to participate. Schools, classes, and 

students that refuse to participate are not replaced.  

The objective of the weighting process is to develop sample weights so that the 

weighted sample estimates accurately represent the entire population in the state or city. 

Non-response or poor sample procedures can result in a sample that is not a representative 

subset of the population. Unweighted results from these samples may not accurately 

reflect students’ behaviors and therefore may be misleading. 
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Florida follows the same methodology as the national survey, a random sample of 

public schools is selected for participation in the survey, within each selected school, a 

random sample of classrooms is made and all students in those classes are invited to 

participate in the survey. The overall survey response rates of the 2001, 2003, and 2005 

Florida YRBSS were 71 percent, 66 percent, and 66 percent respectively. The survey 

response rate is calculated by combining the percentage of school districts and individual 

schools that agree to participate, the percentage of classrooms that administer the survey, 

and the percentage of individual students who actually complete the survey.     

 Validity and Reliability of Adolescents’ Self-Report in Risky Behaviors 

Although surveys are the most common way to obtain information about health 

risk behaviors among adolescents, there is concern about such self-report data. Several 

studies have analyzed the validity and reliability of risky behavior self-reported data 

among adolescents.  According to Brener, Billy, and Grady, “the truthfulness and 

accuracy of these self-reports may be compromised because some health-risk behaviors 

are difficult to recall and some are so sensitive that respondents may not want to report 

them” (Brener et al., 2003, p. 436). 

In 1992, CDC conducted a test-retest reliability study of all categories of health 

risk behaviors among a diverse sample of adolescents who participated in the 1999 

YRBS. The study found that nearly three-quarters of the questionnaire items had high 

reliability. A sample of adolescents from 61 schools around the nation responded to the 

first survey.  Then they were surveyed a second time with the same survey 14 days later. 

A Kappa statistic was computed for each of 72 items. Prevalence rates for each risk 

behavior in the first and second survey were calculated. Kappa ranged from 23.6% to 

90.5%, with a mean of 60.7% and a median of 60.0%. Examination of reliability by 

respondent characteristics did not reveal significant differences in mean values of Kappa 

by gender, grade, or race/ethnicity. Mean Kappa were higher for questions that used 

lifetime as a reference period than those that used the past 30 days and the past 12 months. 

Nearly all items on the YRBS questionnaire had at least moderate reliability. Items that 

related to tobacco use, alcohol and other drug use, and sexual behavior demonstrated 

significantly higher reliability than items related to dietary behaviors, physical activity, 

and other health-related topics.  



 50

CHAPTER 4: PRESENTATION AND ANALYSIS OF RESULTS 

Introduction 

The first focus of this study was to evaluate whether the goals of Florida’s 

sexuality education policies were successful in reducing the rates of teen births, STDs, 

and HIV. The federal government has promoted premarital abstinence since 1981, when it 

enacted the Adolescent Family Act. Although an abstinence-only-until-marriage program 

has existed since 1981, federal funding was equally allotted to comprehensive sexuality 

education. Since 1996 the Federal government, with matching grants from the states, has 

spent over one billion dollars to promote abstinence-only-until-marriage programs, with 

zero funding for a comprehensive sexuality education approach (Boonstra, 2007). 

Because the program abstinence-only education was fully implemented in 2000, when 

Congress funded the Community-Based Abstinence Education (Advocates for Youth, 

www.advocatedforyouth.org), I divided the data into two periods: 1990-1999 and 2000-

2007. The first period reviews the teen birth rate, STD rate and HIV rate under a 

comprehensive sexuality education policy, while the second period reflects these during a 

time of federal support for the abstinence-until-marriage program only. 

The second focus of the study was an examination of the factors that place young 

people at risk of pregnancy, sexually transmitted diseases (STDs), and HIV. I used the 

Youth Risk Behavior Survey (YRBS) state survey conducted in Florida by the 

Department of Health during the years 2001, 2003, 2005, and 2007. 

Trend Analysis 

Trend analysis was used to assess whether the level of teen birth rates, STDs rates, 

and HIV rates increased or decreased significantly during each of the periods and between 

the two different periods of analysis. The trend analyses included in this chapter were 

done in three ways: figures, which provide the initial assessment of the overall direction 

and shape of the trend; tables, which document the increase or decrease in the number of 

females during the periods of analysis to see if the differences are driven by changing 

demographics rather than behaviors; and hypothesis testing, to determine if the 

differences were statistically significant or not. 

 The annual percent change (APC) and the significance test APC (pre) to APC 

(post) for the two time periods (1990-1999) and (2000-2007) was included to determine if 
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rate changes were statistically significant. Additionally, the Chi-Square test of Cochran 

and Armitage was used to statistically determine whether the observed differences in the 

trend in each period were real or spurious. This test is appropriate for testing the 

relationship between an ordinal and a dichotomous variable. The red line in all of figures 

4.1 - 4.11 represent the policy change from comprehensive sexuality education to 

abstinence-only sexuality education.  

Teen Birth Rate 

Figure 4.1 shows a steady decline in the teen birth rate since 1990. This decline is 

more dramatic during the first ten years of the trend (1990-1999). Decreases were less 

rapid between 2000-2007, with small increases in the teen birth rate in 2005 and 2006. 

The year 2007 shows a small decrease when compared with 2006 (1.4%) but the rate is 

still higher than in 2003-2005.  

 

 

 

 

 

 

 

 

 

 

 

 

Period 1990-1999. In Florida, despite steady increases in the number of teens 

between the years 1990-1999 (91,021), there was a substantial decline in the number of 

births to teens (-2,309). (I included the number of females in each period of analysis to 

see if differences in the trends were driven by demographic changes in the female 

population rather than behaviors). Except for small increases in 1994, 1997, and 1998 as 

presented in Table 4.1, the annual number of teen births declined each year by between 
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Figure 4.1: Florida, Teen Birth Rates per 1,000 Females 15-19, 1990-2007 
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168 and 1,091 births.  More importantly, the adolescent birth rate declined from 69.9 per 

thousand to 51.8 per thousand during this period, a 25.9% drop. 

The annual percent change (APC) during these ten years was -3.3%. To examine if 

the trend was non-monotonic or monotonic, I applied the Cochran-Armitage (CA) test for 

trend. The CA statistic reflects a significant monotonic trend (Z= 50.4, p= 0.000) with a 

slope of (-0.002). There was a significant decreasing trend of birth rates in the 1990s. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Period 2000-2007. In Florida, the decline of the teen birth rate during the period 

2000-2007 continued the trend that occurred during 1990-1999 but at a lower rate. During 

Year 

Number 
of 
Females 
15-19 

Change in 
Number 
of 
Females 
15-19 

Number 
of Births 
to 
Females 
15-19 

Change in 
Number 
of Births 

Birth Rate 
to 
Females 
15-19* 

Annual 
Percent 
Change in 
Birth 
Rate* 

1990 389,366   27209   69.9   

1991 381,293 -8073 26266 -943 68.9 -1.43 

1992 383,064 1771 25175 -1091 65.7 -4.64 

1993 389,470 6406 25007 -168 64.2 -2.28 

1994 401,227 11757 25415 408 63.3 -1.40 

1995 414,697 13470 25068 -347 60.4 -4.58 

1996 430,896 16199 24795 -273 57.5 -4.80 

1997 447,947 17051 25152 357 56.1 -2.43 

1998 464,368 16421 25216 64 54.3 -3.21 

1999 480,387 16019 24900 -316 51.8 -4.60 

2000 496,881 16494 25153 253 50.6 -2.32 

2001 512,793 15912 24219 -934 47.2 -6.72 

2002 522,512 9719 23160 -1059 44.3 -6.14 

2003 536,507 13995 22768 -392 42.4 -4.29 

2004 562,574 26067 23400 632 41.6 -1.89 

2005 576,265 13691 24167 767 41.9 0.72 

2006 585,832 9567 25507 1340 43.5 3.82 

2007 594,361 8529 25688 181 43.2 -0.69 

 
*Rate per 1,000 
Source: Vital  Statistics, Downloaded from CHARTS, FDOH 
 

Table 4.1: Florida, Births and Rates to 15-19 Years-Olds, and Year-to-

Year Changes, 1990-2007 



 53

2000-2007 (Table 4.1), there was an increase of 97,480 in the number of teens, and an 

increase of 535 in the number of births.  

Increases in the number of births occurred in 2000 and between 2004-2007, with 

decreases in 2001-2003. The birth rate dropped from 50.6 per thousand in 2000 to 43.2 

per thousand in 2007 a 14.6% reduction during this period. There is a marked decrease in 

the rate (11%) when compared with the period 1990-1999 (25.9%). 

The APC was -2.0%, (1.2) per year less than the period 1990-1999. The Cochran-

Armitage test for trend for this period was (Z= 20.7) also significant at (p<0.000) with a 

slope of (-0089). In 2000-2007 period, there was a declining rate of teen births but at 

slower rate than before the policy change. 

T test APC to APC difference. The differences APC (pre) to APC (post) showed 

significant differences in the trends of the teen birth rates in the two periods of 

comparison 1990-1999 pre period and 2000-2007 post period with (T=-3.8 p<0.05). 

  Teen Birth Rate by Race  

Figure 4.2 shows the decline in the teen birth rates for white and black teenagers in 

Florida during 1990-1999 and 2000-2007 and the narrowing of the gap between black and 

white teen birth rates. The ratio between black and white teen birth rates for the period 

1990-1999 went from 2.5 in 1990, to 1.9 in 1999, a 24% reduction. Between 2000 to 2007 

the ratio went from 2.0% in 2000 to 1.6% in 2007, an 18% reduction.   
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Figure 4.2: Florida, Teen Birth Rates per 1,000 Females 15-19, by Race, 1990-2007 
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Table 4.2: Florida, Births and Rates among Adolescent Females 

15-19, by Race, and Year-to-Year Changes, 1990-2007 

Year 
and 
Race 

Number 
of 
Females 
15-19 

Change 
in 
Number 
of 
Females 
15-19 

Number 
of Births 
to 
Females 
15-19 

Change 
in 
Number 
of Births 

Birth 
Rate to 
Females 
15-19* 

Annual 
Percent 
Change 
in Birth 
Rate 

White             

1990 301263   16216   53.8   

1991 291268 -9995 15464 -752 53.1 -1.30 

1992 290988 -280 14671 -793 50.4 -5.08 

1993 294729 3741 14789 118 50.2 -0.40 

1994 302187 7458 15336 547 50.8 1.20 

1995 311218 9031 15500 164 49.8 -1.97 

1996 322257 11039 15303 -197 47.5 -4.62 

1997 333734 11477 15472 169 46.4 -2.32 

1998 345224 11490 15648 176 45.3 -2.37 

1999 356881 11657 15572 -76 43.6 -3.75 

2000 369244 12363 15510 -62 42.0 -3.67 

2001 380677 11433 15067 -443 39.6 -5.71 

2002 387719 7042 14719 -348 38.0 -4.04 

2003 398351 10632 14698 -21 36.9 -2.89 

2004 421557 23206 14946 248 35.5 -3.79 

2005 425641 4084 15622 676 36.7 3.38 

2006 432847 7206 16639 1017 38.4 4.63 

2007 438333 5486 16563 1129 37.8 -1.56 

Black             

1990 79979   10748   134.4   

1991 81393 1414 10587 -161 130.1 -3.20 

1992 83145 1752 10260 -327 123.4 -5.15 

1993 85310 2165 9971 -289 116.9 -5.27 

1994 89055 3745 9783 -188 109.9 -5.99 

1995 92804 3749 9243 -540 99.6 -9.37 

1996 97278 4474 9198 -45 94.6 -5.02 

1997 101960 4682 9359 161 91.8 -2.96 

1998 106314 4354 9187 -172 86.4 -5.88 

1999 109234 2920 8989 -198 82.3 -4.75 

2000 110480 1246 9242 253 83.7 1.70 

2001 114431 3951 8681 -561 75.9 -9.32 

2002 116421 1990 8096 -585 69.5 -8.43 

2003 119350 2929 7683 -413 64.4 -7.34 

2004 121516 2166 7762 79 63.9 -0.78 

2005 129603 8087 7756 -6 59.8 -6.42 

2006 131320 1717 8083 327 61.6 3.01 

2007 133623 2303 8287 204 62.0 0.65 

 *Rate per 1,000 
Source: Vital Statistics, Downloaded from CHARTS. FDOH 
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Period 1990-1999. The total increase in the number of white female adolescents 

during the period 1990-1999 was 55,618. During this ten years period, there was an 

overall decline in the number of births to white teens (644) as well as annual declines in 

1991, 1992, 1996, and 1999 (Table 4.2). In this period, the birth rate decreased 19%, from 

53.8 per thousand in 1990 to 43.6 per thousand in 1999. The APC for the period was -

2.2%. The Cochran Armitage test for trend was (Z=25.5) a monotonic significant at the 

0.000 level, with a slope of (-0.001). 

During the same period, the number of black adolescent females increased by 

29,255 and there was a substantial decrease in the number of births (1,759). Numbers 

decreased every year except in 1997 when the number of births increased by 161. The 

birth rate for black teens declined during this period from 134.4 per thousand to 82.3 per 

thousand, a decrease of 39%.The APC was -5.6%. The Cochran Armitage test for trend 

was (Z=54.8) significant for monotonic trend at the 0.000 level, with a slope of (-0.006).  

Period 2000-2007.The increase in the number of white teenagers continued during 

2000-2007 (69,089), an increase of approximately 10,000 white adolescent females per 

year. Additionally, there was an increase in the number of births of 2,258. The increase in 

the number of births was not reflected in the birth rate because of the magnitude of the 

increase in the number of white teens per year compared with the number of births. The 

birth rate for white teens decreased 10% from 42.0 per thousand in 2000, to 37.8 per 

thousand in 2007 (Table 4.2). The APC for the period was -1.2%. The Cochran Armitage 

test for trend was (Z=9.8) significant for a monotonic trend at the 0.000 level, with a slope 

of (-0.005). 

In the period 2000-2007 there was an increase of 24,389 black adolescent females, 

while the number of births decreased overall by 906. Only in 2004, 2006 and 2007 were 

increases in the number of births recorded when compared with the previous year (610). 

The birth rate for black adolescents between 2000-2007 declined 26% from 83.7 per 

thousand in 2000 to 62.0 per thousand in 2007, a reduction of 26%. The APC for the 

period was - 4.2% (1.4) less per year than during 1990-1999. The Cochran Armitage test 

for trend was (Z=26.4) significant for a monotonic trend at the 0.000 level with a slope of 

(-0.003). 
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T test APC to APC difference. The differences APC (pre) to APC (post) showed 

significant differences in the trends of the teen birth rates by race in the two periods of 

comparison 1990-1999 pre period and 2000-2007 post period. While the rates decreased 

during both periods for white and black adolescents, there was a significant slowdown in 

the decrease of the teen birth rate for whites and blacks during the second period (T=-2.4 

p<0.05) and (T =-5.1 p<0.05) respectively. 

Teen Birth Rate by Ethnicity 

Figure 4.3 shows the teen birth rate for Hispanics and non-Hispanics during the 

period 1990-2007. While the ratio of Hispanic to non-Hispanics was 0.8 in 1990, this ratio 

was 1.1 in 1999, a 39% increase. Between 2000 and 2007, the ratio of Hispanics and non-

Hispanics grew 2.8% from 1.1 to 1.4.  

 

 

 

 

 

 

 

 

 

  

Period 1990-1999. Between 1990 and 1999 there was an increase in the number of 

Hispanic teens (36,826), with a growth of 4,000 teens annually. The total number of 

births, in the same time period increased by 1,809 with the greatest increases in 1994 and 

1999 (573) and (314) respectively (Table 4.3). The teen birth rate for Hispanics went from 

57.1 per thousand in 1990 to 54.0 per thousand in 1999, a 5.4 % decline over 10 years. 

The APC was -0.2%. The Cochran Armitage test for trend was Z=0.924 not significant. 
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   Figure 4.3: Florida, Teen Birth Rates per 1,000 Females 15-19, by Ethnicity, 1990-2007 
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Year 

Number 
of 
Females 
15-19 

Change 
in 
Number 
of 
Females 
15-19 

Number 
of 
Births 
to 
Females 
15-19 

Change 
in 
Number 
of Births 

Birth 
Rate to 
Females 
15-19* 

Annual 
Percent 
Change 
in Birth 
Rate 

Hispanic 

1990 58065   3313   57.1   

1991 62157 4092 3399 86 54.7 -4.20 

1992 66248 4091 3329 -70 50.3 -8.04 

1993 70341 4093 3629 300 51.6 2.58 

1994 74432 4091 4202 573 56.5 9.50 

1995 78524 4092 4473 271 57.0 0.88 

1996 82615 4091 4551 78 55.1 -3.33 

1997 86708 4093 4599 48 53.0 -3.81 

1998 90799 4091 4808 209 53.0 0.00 

1999 94891 4092 5122 314 54.0 1.89 

2000 98982 4091 5476 354 55.3 2.41 

2001 101975 2993 5834 358 57.2 3.44 

2002 104968 2993 5697 -137 54.3 -5.07 

2003 107961 2993 5918 221 54.8 0.92 

2004 117615 9654 6425 507 54.6 -0.36 

2005 121171 3556 7083 658 58.5 7.14 

2006 128210 7039 7980 897 62.2 6.32 

2007 137707 9497 7740 -240 56.2 -9.65 

Non-Hispanic 

1990 331301   23896   72.1   

1991 319136 -12165 22867 -1029 71.7 -0.66 

1992 316816 -2320 21846 -1021 69.0 -3.77 

1993 319129 2313 21378 -468 67.0 -2.85 

1994 326795 7666 21213 -165 64.9 -3.10 

1995 336173 9378 20595 -618 61.3 -5.62 

1996 348281 12108 20244 -351 58.1 -5.12 

1997 361239 12958 20553 309 56.9 -2.12 

1998 373569 12330 20408 -145 54.6 -3.98 

1999 385496 11927 19778 -630 51.3 -6.09 

2000 397899 12403 19677 -101 49.5 -3.61 

2001 410818 12919 18385 -1292 44.8 -9.50 

2002 417544 6726 17463 -922 41.8 -6.55 

2003 428546 11002 16850 -613 39.3 -5.99 

2004 444959 16413 16975 125 38.1 -2.97 

2005 455094 10135 17084 109 37.5 -1.60 

2006 457622 2528 17527 443 38.3 2.03 

2007 456654 -968 17771 244 38.9 1.61 

*Rate per 1,000 

Source: Vital Statistics, Downloaded from CHARTS. FDOH 

 

Table 4.3: Florida, Births and Rates among Adolescent Females 15-19, 

by Ethnicity, and Year-to-Year Changes, 1990-2007 
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During the first 10 years, the non-Hispanic teen female population grew (54,195) 

while the total number of births from non-Hispanic teens decreased (4,118) in the same 

period. There was a decrease in births across the whole period except in 1997 (309). 

The non-Hispanic birth rate went from 72.1 per thousand to 51.3 per thousand a 

decrease of 29%. The APC was -4.0% and the Cochran-Armitage test for trend was Z= 

53.5 significant for a monotonic trend at 0.000 level with a slope of (-0.024). 

Period 2000-2007.  While the teen births rate declined during this period in 

Florida for mothers 15-19 years of age, this phenomenon was not observed in the birth 

rate for Hispanic teens (Table 4.3), there were steady increases in the number of Hispanic 

teens (35,892), at more than 5,000 every year. At the same time there were increases in 

the number of births (2,264), with only small decreases in 2002 and 2007. The birth teen 

rate went from 55.3 per thousand in 2000 to 56.2 in 2007, which is a 2% increase. The 

APC presented an increase of almost 1.0%. The Cochran –Armitage test for trend was 

Z=6.0 significant for a monotonic trend at 0.000 level, with a positive slope indicative of 

increase of (0.0006). 

The total number of non-Hispanic teens grew (61,533) almost 9,000 every year 

and the number of births decreased by 1,906. The greater decreases in the number of 

births were observed in 2001 and 2002. The birth teen rate for non-Hispanic went from 

49.5 per thousand in 2000, to 38.9 in 2007, a 21.4% drop. The APC for the period was -

3.3 and the Cochran-Armitage test for trend was Z=10.8 significant monotonic trend at 

0.000 level, with a slope of (-0.005). 

T test APC to APC difference. The rates were almost constant in the first period 

(1990-1999) for Hispanics adolescents, while they increased in the second period (T=-1.3, 

p<0.10). 

 Sexually Transmitted Diseases (STD) 

 During the period 1990-2007 Florida, adolescent females 15-19 years accounted 

for the majority of STD cases: chlamydia (88%), gonorrhea (66%), and syphilis (67%) 

(Table 4.4). Adolescent women have a physiologically increased susceptibility to 

infection due to increased cervical ectopy which makes the cervix more susceptible to 

STD and HIV.  
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Chlamydia  

 

 

 

 

 

 

 

 

 

 

 

* Rate per 1,000 
Source: Vital Statistics, Downloaded from CHARTS, FDOH 

Year 

Number of 
Chlamydia 
Cases to 
Females 
15-19 

Total 
Chlamydia 
Cases to 
Teens     
15-19 

% 
Females 

Number of 
Gonorrhea 
Cases to 
Females 
15-19 

Total 
Gonorrhea 
Cases to 
Teens       
15-19 

% 
Females 

Number of 
Syphilis 
Cases to 
Females 
15-19 

Total 
Syphilis 
Cases to 
Teens 
15-19 

% 
Females 

1990 NA NA - 5,072 10,295 49.3 945 1370 69.0 

1991 NA NA - 4,434 8,943 49.6 551 812 67.9 

1992 NA NA - 3,748 7,277 51.5 385 563 68.4 

1993 NA NA - 3,387 6,309 53.7 302 433 69.7 

1994 8,316 9,250 89.9 4,014 6,728 59.7 214 297 72.1 

1995 8,139 9,180 88.7 3,522 5,788 60.9 115 152 75.7 

1996 9,229 10,558 87.4 3,697 5,750 64.3 108 146 74.0 

1997 9,663 10,924 88.5 3,749 5,575 67.2 86 115 74.8 

1998 8,931 9,968 89.6 3,443 5,132 67.1 83 105 79.0 

1999 11,164 12,411 90.0 4,241 6,224 68.1 82 119 68.9 

2000 11,435 12,866 88.9 4,121 6,270 65.7 107 133 80.5 

2001 12,447 13,974 89.1 3,771 5,751 65.6 77 116 66.4 

2002 13,481 15,122 89.1 3,766 5,517 68.3 99 139 71.2 

2003 13,691 15,261 89.7 3,288 4,811 68.3 59 103 57.3 

2004 13,299 14,988 88.7 3,330 4,829 69.0 57 98 58.2 

2005 13,372 15,159 88.2 3,644 5,362 68.0 72 130 55.4 

2006 14,815 17,106 86.6 4,617 6,748 68.4 99 177 55.9 

2007 16,110 19,454 82.8 4,238 6,403 66.2 147 259 56.8 

 

    Table 4.4: Florida, Adolescents (Total and Females), by Sexually Transmitted Diseases, 1990-2007 
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Figure 4.4: Florida, Chlamydia Rate per 100,000 Adolescent Females 15-19, 1994-2007 
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        In Florida, chlamydia is the most commonly reported sexually transmitted  disease. 

Figure 4.4 shows increases in chlamydia rates for adolescent females in 1996-1997, 1999, 

2001-2002, and 2006-2007. 

 Period 1994-1999. During this period, 55,442 new cases of chlamydia were 

reported in adolescent females, with more than 9,000 cases every year (Table 4.5). The 

teen chlamydia rate went from 2,072.6 cases per 100,000 adolescent females in 1994 to 

2,312.1 in 1999, an increase of 11.6%. Although a decrease in the chlamydia rate was 

reported in 1998, there were  increases in every other year of the period. 

       The Annual Percentage Change (APC) showed an increase in the rate of almost 

 2%. The Cochran-Armitage test for trend was Z=6.6 showing a significant monotonic 

 trend. The slope was 0.00034 positive indicative of a significant increasing trend 

 (p=0.000). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Table 4.5: Florida, Chlamydia Cases and Rates among Adolescent Females 15-

19, and Year-to-Year Changes, 1994-2007 

* Rate per 1,000 
Source: Vital Statistics, Downloaded from CHARTS, FDOH 

Year 

Number 
of 
Females 
15-19 

Change 
in 
Number 
of 
Females 
15-19 

Number of 
New 
Chlamydia 
Cases to 
Females   
15-19 

Change in 
Number of 
New 
Chlamydia 
Cases 

Chlamydia 
Rate to 

Females   
15-19* 

Annual 
Percent 
Change in 
Chlamydia 
Rate 

1994 401,227   8316      2072.64   

1995 414,697 13470 8139 -177 1908.27 -7.93 

1996 430,896 16199 9229 1090 2100.58 10.08 

1997 447,947 17051 9663 434 2132.17 1.5 

1998 464,368 16421 8931 -732 1912.66 -10.3 

1999 480,387 16019 11164 2233 2312.07 20.88 

2000 496,881 16494 11435 271 2292.11 -0.86 

2001 512,793 15912 12447 1012 2432.39 6.12 

2002 522,512 9719 13481 1034 2582.12 6.16 

2003 536,507 13995 13691 210 2551.88 -1.17 

2004 562,574 26067 13299 -392 2363.96 -7.36 

2005 576,265 13691 13372 73 2320.46 -1.84 

2006 585,832 9567 14815 1443 2528.88 8.98 

2007 594,361 8529 16110 1295 2710.72 7.19 
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  Period 2000-2007. In Florida during this period there were 108,650 new cases of 

 chlamydia in female adolescents (Table 4.5). There were14,000 new cases per year 

 reported, almost double the number of chlamydia cases during the period 1994-1999. 

 The overall increase was 4,675 new cases. 

        The chlamydia rate went from 2,292.1 per 100,000 adolescent females 15-19 in 

 2000, to 2,710.7 per 100,000 in 2007, an increase of 18.3% (Table 4.5). There were 

 increases in the rate of new cases of chlamydia in 2001 (6.1%), 2002 (6.2%), 2006

 (9.0%) and 2007 (7.2%).The largest decrease in the chlamydia rate was observed in 2004 

 (7.4%) and small decreases in 2000 (0.86%), 2003 (1.2%), and 2005 (1.8%). The APC 

 was 1.2% during this period. The Cochran-Armitage test for trend was Z=8.9 

 showing a significant  (p=0.000) monotonic trend. The positive slope (0.00034) was 

 indicative of a significant increasing trend. 

  T test APC to APC difference. The differences APC (pre) to APC (post) showed 

 no significant differences in the chlamydia rate trends in the two periods of comparison 

 1990-1999 pre period and 2000-2007 post period with (T= 0.3 p> 0.10). 

  

Teen Chlamydia Rate by Race/Ethnicity among Adolescent Females 
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Figure 4.5: Florida, Chlamydia Rate per 100,000 Adolescent Females 15-19, by Race/Ethnicity, 

1994-2007 
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Figure 4.5 illustrates the disparities between non-Hispanic white and non-Hispanic 

black adolescent females. While in 1994 the ratio of non-Hispanic blacks to non-Hispanic 

whites was 3.7, it was 5.3 in 2007 which is a 44.2% increase. The ratio of female 15-19 

years chlamydia rates between Hispanic and non-Hispanic whites went from 0.4 in 1994 

to 1.1 in 2007, a 175% increase.  

  Period 1994-1999. During this six year period, there were decreases in the non-

 Hispanic white adolescent female chlamydia rates in almost all years except in 1999, 

 when the rate increased to 1990 levels (1,183.9 per 100,000 white females aged 15-19) 

 (Table 4.6). The APC was -1.5% and the Cochran-Armitage test for trend was Z=3.3 

 showing a significant (p=0.001) monotonic trend. The negative slope (-0.000156) was 

 indicative of a significant decreasing trend. 

      The data are quite different for non-Hispanic black females aged 15-19 during the 

same period. They reported the highest rates of chlamydia cases every year. Increases 

were observed in 1996 and 1999 with small decreases the other years. In the period of 

analysis the non-Hispanic black chlamydia rate went from 4,326.9 per 100,000 black 

females 15-19 to 5,159.5 per 100,000, a 19% increase. The APC was 2.7%. The Cochran-

Armitage test for monotonic trend Z=7.8 significant (p=0.000) with a positive slope 

(0.00125) indicative of a significant increasing trend during this period. 
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 Figure 4.5A: Florida, Chlamydia Rate per 100,000 Adolescent Females 15-19, by Race/Ethnicity, 

1994-2007 (Included only Non-Hispanic Whites and Hispanics)  
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  In 1995 Hispanics  had the lowest female teen chlamydia rate (399.9) but it  

increased every year, almost doubling the 1995 rate by the year 1999 (834.6). The APC 

reflects an increase of 14.4% with a significant Cochran-Armitage test Z=12.9 (p=0.000) 

with a positive slope =0.001.  

  Period 2000-2007. The teen chlamydia rate for non-Hispanic whites continued to 

decrease in 2000, 2003-2007 (Table 4.6). The rate went from 1,155.5 per 100,000 non-

Hispanic white females aged 15-19 in 2000 to 933.6 in 2007, a 19% drop. The APC for 

this period was -2.3% and the Cochran-Armitage test reflects a significant monotonic 

trend (Z=8.6, p=0.000) with a decreasing (slope=-0.003).   

  During this period, the highest rate of teen chlamydia rate was for non-Hispanic 

blacks, reached in 2006 with 5,809.3 new chlamydia cases per 100,000 non-Hispanic 

black female adolescents. Increases were observed in 2000-2003, and 2006, and decreases 

the remaining years. The APC for this period was 0.01%. The Cochran-Armitage test for 

trend was not significant.     

       The chlamydia rate for Hispanic adolescent females continued climbing during 

this period with increases in 2001-2003 and 2005-2006. The trend went from 729.4 per 

Year 

Rate to 
non-
Hisp. 
White 

Females   
15-19* 

Rate to 
non-
Hisp. 
Black 

Females   
15-19* 

Rate to 
Hispanic 
Females   
15-19* 

Ratio 
Black/White 

Ratio 
Hisp/White 

1994 1183.90 4326.87 436.64 3.65 0.37 

1995 1220.97 4185.54 399.88 3.43 0.33 

1996 1140.99 4787.43 463.60 4.20 0.41 

1997 1101.87 4635.26 607.79 4.21 0.55 

1998 1035.74 4289.16 596.92 4.14 0.58 

1999 1184.43 5159.54 834.64 4.36 0.70 

2000 1155.53 5191.68 729.43 4.49 0.63 

2001 1241.59 5386.79 908.07 4.34 0.73 

2002 1388.56 5561.50 919.33 4.01 0.66 

2003 1371.21 5799.55 1019.81 4.23 0.74 

2004 1311.45 5609.91 992.22 4.28 0.76 

2005 1282.01 5374.00 1002.72 4.19 0.78 

2006 1198.79 5809.30 1161.38 4.85 0.97 

2007 933.55 4919.67 1041.71 5.27 1.12 

 

Table 4.6: Florida, Chlamydia Rates among Adolescent Females 

15-19, by Race/Ethnicity, 1994-2007 

Rate per 100,000 
Source: Vital Statistics. Downloaded from CHARTS. FDOH 
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100,000 Hispanic adolescent females in 2000 to 1,041.7 per 100,000 in 2007 a 43% 

increase. The APC for this period was almost 5%. The Cochran-Armitage test for trend 

statistic was (Z=9.44, p=0.000) monotonic trend with a positive slope (0.00042) 

indicative of a increased trend.  

  T test APC to APC difference. The differences APC (pre) to APC (post) showed no 

significant differences in the non- Hispanic white chlamydia rates (T=0.4, p>0.10), while 

there were significant differences for non-Hispanic black adolescents and Hispanics 

adolescents with (T=2.5, p< 0.05) and (T=2.6, p< 0.05) respectively. 

 Gonorrhea  

       In Florida, as in the United States, gonorrhea is the second most commonly 

reported sexually transmitted disease. Figure 4.6 shows how the gonorrhea rate for 

adolescent females mainly decreased between1990-1993, following a period of variability 

with no clear trend; the highest rates of gonorrhea for adolescent females were observed 

in 1990 (1302.6) per 100,000 female adolescents and in1992 (1,162.9). 

 Period 1990-1999. During this period, 39,300 new cases of gonorrhea were 

reported in young females aged 15-19, an average of almost 4,000 new cases each year. 

The gonorrhea rate for adolescent females went from 1302.6 per 100,000 females (15-19) 

population in 1990 to 882.8 in 1999 (Table 4.7), a decrease of -32.2%. 
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  Figure 4.6: Florida Gonorrhea Rate per 100,000 Adolescent Females 15-19, 1990-2007 
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The annual percentage change (APC) was -4.5%. To determine if the change was 

significant, the Cochran-Armitage test for trend was applied (Z=27.6) reflecting a 

monotonic significant (p=0.000) decreasing trend with a slope of (-0.005).  

  Period 2000-2007. There were 30,775 cases of gonorrhea reported during this 

period. This is 3,800 new cases per year and 200 fewer cases yearly than the previous 

reported period (1990-1999). In 2000 the gonorrhea rate began a decline through 2004, 

and then increased in 2005 and 2006 (Table 4.7). In 2007, it decreased again, to the 

second lowest rate of the period. The gonorrhea trend in this period went from a rate of 

829.4 per 100,000 adolescent females in 2000 to 713.0 in 2007, a 14% drop. The APC 

was -1.3%. The Cochran-Armitage trend for this period was Z = 4.9 a significant (p= 

0.000) monotonic decreasing trend with a slope of (-0.02). 

     *Rate per 100,000 
:     Vital Statistics. Downloaded from CHARTS. FDOH  

Year 

Number 
of 
Females 
15-19 

Change 
in 
Number 
of 
Females 
15-19 

Number of 
Gonorrhea 
Cases to 
Females 
15-19 

Change in 
Number of 
Gonorrhea 
Cases 

Gonorrhea 
Rate to 

Females   
15-19* 

Annual 
Percent 
Change in 
Gonorrhea 
Rate 

1990 389,366  5072   1302.63   

1991 381,293 -8073 4434 -638 1162.89 -10.73 

1992 383,064 1771 3748 -686 978.43 -15.86 

1993 389,470 6406 3387 -361 869.64 -11.12 

1994 401,227 11757 4014 627 1000.43 15.04 

1995 414,697 13470 3522 -492 849.29 -15.11 

1996 430,896 16199 3697 175 857.98 1.02 

1997 447,947 17051 3749 52 836.93 -2.45 

1998 464,368 16421 3443 -306 741.44 -11.41 

1999 480,387 16019 4241 798 882.83 19.07 

2000 496,881 16494 4121 -120 829.37 -6.06 

2001 512,793 15912 3771 -350 735.38 -11.33 

2002 522,512 9719 3766 -5 720.75 -1.99 

2003 536,507 13995 3288 -478 612.85 -14.97 

2004 562,574 26067 3330 42 591.92 -3.42 

2005 576,265 13691 3644 314 632.35 6.83 

2006 585,832 9567 4617 973 788.11 24.63 

2007 594,361 8529 4238 -379 713.03 -9.53 

 

Table 4.7: Florida, Gonorrhea Cases and Rates among Adolescent 

Females 15-19, and Year-to-Year Changes, 1990-2007 
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  T test APC to APC difference. The differences APC (pre) to APC (post) showed 

significant differences in the gonorrhea rate trends in the two periods of comparison 1990-

1999 pre period and 2000-2007 post period with (T= -2.0 p< 0.05). 

 Gonorrhea Rate by Race/Ethnicity among Adolescent Females 

       Figure 4.7 shows how the Florida gonorrhea rates for non-Hispanic whites and 

non-Hispanic black adolescent females have declined over the two periods of comparison 

with the greatest decline occurring during 1990-1999. Unlike the white and black rates, 

rates for Hispanic adolescent females showed increases almost every year. 
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Figure 4.7: Florida, Gonorrhea Rate per 100,000 Adolescent Females 15-19, by 

Race/Ethnicity, 1990-2007 
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 Figure 4.7A: Florida, Gonorrhea Rate per 100,000 Adolescent Females 15-19 by 

Race/Ethnicity, 1990-2007 (Included only Non-Hispanic Whites and Hispanics) 
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   Also, Figure 4.7 shows the decreases in white and black race/ethnicity groups, and 

the narrowing of the gap between non-Hispanic whites and black adolescent females. The 

ratio between adolescent female non-Hispanic black and non-Hispanic white rates went 

from 11.8 in 1990, to 10.0 in 1999, a 15.4% reduction. Between 2000 and 2007, the ratio 

went from 10.7 in 2000 to 8.9 in 2007, a 17.5% drop.  

       While the rates for non-Hispanic white adolescent females have decreased, the 

rates for Hispanic adolescent females have increased through 2007, almost to the point of 

reaching the non-Hispanic white rate. In the first period, 1990-1999, the ratio went from 

0.23 in 1990, to 0.52 in 1999 and from 0.47 to 0.76 in the second period.   

   
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
   

Period 1990-1999. During this 10 year period, there was an overall decline in the 

number of cases of gonorrhea among non-Hispanic white adolescent females from 1,046 

 

Year 

Rate to 
non-
Hisp. 

White. 
Females   

15-19 

 Rate to 
non-
Hisp. 
Black 

Females   
15-19 

 Rate to 
Hispanic 
Females   

15-19 
Ratio 
Black/White 

Ratio 
Hisp/White 

1990 418.87 4935.50 98.17 11.78 0.23 

1991 375.89 4227.87 86.88 11.25 0.23 

1992 332.21 3460.24 98.12 10.42 0.30 

1993 300.99 2956.65 83.88 9.82 0.28 

1994 354.72 3039.74 130.32 8.57 0.37 

1995 311.82 2662.63 75.14 8.54 0.24 

1996 267.52 2567.54 82.31 9.60 0.31 

1997 286.31 2425.80 119.94 8.47 0.42 

1998 235.07 2275.55 85.90 9.68 0.37 

1999 273.27 2724.94 142.27 9.97 0.52 

2000 249.58 2681.53 117.19 10.74 0.47 

2001 227.04 2344.94 103.95 10.33 0.46 

2002 258.50 2225.49 117.18 8.61 0.45 

2003 230.85 1841.09 151.91 7.98 0.66 

2004 243.68 1864.27 127.53 7.65 0.52 

2005 250.23 1980.07 136.17 7.91 0.54 

2006 269.57 2426.38 197.33 9.00 0.73 

2007 201.23 1783.62 152.74 8.86 0.76 

 *Rate per 100,000 
Source: Vital Statistics. Downloaded from CHARTS. FDOH  

 

Table 4.8: Florida, Gonorrhea Rates among Adolescent Females 

15-19, by Race/Ethnicity, 1990-2007  
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in 1990 to 628 in 1988 (data not shown).  The gonorrhea rate went from 418.9 per 

100,000 females aged 15-19 in 1990, to 273.3 in 1999 (Table 4.8), a drop of 33.8%. The 

greatest decreases in the rate were observed in 1998 and 1995, an 18% and 14% reduction 

respectively.  The APC was almost -5% during the period. The Cochran-Armitage test for 

trend had a Z=13.3 and a slope of -0.0002 indicative of a monotonic significant (p=0.000) 

decreasing trend. 

       The gonorrhea rate for non-Hispanic black adolescent females declined 45% from 

4,935.5 per 100,000 non-Hispanic black adolescent females to 2,724.9 per 100,000. There 

were declines in the rate in almost every year except in 1994 and 1999. The APC was -7.0 

during the period. The Cochran-Armitage test for trend had a Z = 37.3, p=0.000 a slope 

of-0.0023 indicative of a significant monotonic decreasing trend.   

       The gonorrhea rate for Hispanic adolescent females increased greatly during this 

period (Table 4.8 and Figure 4.7A). The greatest increases were observed in year 1999 

and 1994, 66% and 55% respectively. The APC was 2.2 during the period. The Cochran-

Armitage test for trend had a positive slope (0.00003) with Z=2.3, p=0.02 indicative of a 

significant monotonic increasing trend. 

  Period 2000-2007. While the1990-1999 trend in the gonorrhea rate for non-

Hispanic white adolescent females showed a monotonic decreasing trend, the period 

2000-2007 does not follow this trend. The rates were unstable during the period with 

equal numbers of increases and decreases (Table 4.8). Although the APC of -0.8% 

appeared to be indicative of a small decrease, the Cochran-Armitage test for trend was not 

significant. 

       The gonorrhea rate for non-Hispanic black adolescent females went from 2,681.5 

per 100,000 adolescent females in 2000 to 1,783.6 per 100,000 in 2007, a 33.5% drop. 

The greatest declines were observed in 2007 and 2003. The APC was -3.5% during the 

period. The Cochran-Armitage test for trend was Z=11.6, p = 0.000 with a slope of -0.001 

indicative of a significant decreasing monotonic trend. 

       The gonorrhea rate for Hispanic adolescents continued to increase following the 

earlier period. There were increases in 2002-2003, 2005-2006. The rate went from 117.2 

per 100,000 adolescent females in 2000 to 152.7 per 100,000 in 2007, a 30% increase. 

The APC showed an average increase in the rate of almost 7%. The Cochran-Armitage 
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test for trend was significant (p=0.000) for a monotonic increasing trend with a slope of 

0.0001 and Z= 5.2.    

     T test APC to APC difference. The differences APC (pre) to APC (post) showed 

 significant differences in the non- Hispanic white, non-Hispanic black and Hispanic 

 gonorrhea rates between the two periods (1990-1999) and (2000-2007) with (T=-3.0, 

 p<0.05) (T=-2.3, p<0.05) (T=-1.5, p<0.10)  respectively.  

Syphilis  

 Figure 4.8 shows how the syphilis rate for female adolescents declined markedly 

during 1990-1994, and since 1995 the rates have been stable with small decreases and 

increases until 2005 when the rate increased for two years in a row. 

   

  Period 1990-1999. During this period 2,781 new cases of syphilis were reported 

among adolescent females, which are almost 280 new cases per year. The rate went from 

242.7 per 100,000 females aged 15-19 in 1990 to 17.1 per 100,000 in 1999 (Table 4.9), a   

93% drop. There were decreases each year in this period, with the greatest observed in 

1995 and 1991. The APC was -26.5%. The Cochran-Armitage test for trend showed a 

monotonic trend with  Z= 46.8 and slope = -0.00021 indicative of a significant decreasing 

trend(p=0.000).  

   Period 2000-2007. New cases of syphilis decreased throughout the 2000 with 

 107 cases and in 2004 reached an all-time low with only 57 cases. The syphilis rate for 

 adolescent females went from 21.5 per 100,000 adolescent females to 20.0 per 100,000 
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Figure 4.8: Florida, Syphilis Rate per 100,000 Adolescent Females 15-19, 1990-2007 
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 in 2007 (Table 4.9), a 7% drop. During 2005-2007, the syphilis rate among adolescent 

 females increased by 23%, 35%, and 18% respectively, with rates of 12.5 (2005), 16.9 

(2006), and 20.0 (2007) per 100,000 adolescent females. Although the APC of -1.5 

 was indicative of a small decrease, the Cochran-Armitage test for trend was not 

 significant. 

 
 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

   T test APC to APC difference. The differences APC (pre) to APC (post) showed 

 significant differences in the syphilis rate trends in the two periods of comparison 1990-

 1999 pre period and 2000-2007 post period with (T= -3.9 p< 0.05). 

 Syphilis Rate by Race/Ethnicity in Adolescent Females 

       Figure 4.9 illustrates that non-Hispanic black adolescent females were the most 

 affected by syphilis during 1990-2007. Although the rate of non-Hispanic black 

Table 4.9: Florida, Syphilis Cases and Rates among Adolescent 

Females 15-19, and Year-to-Year Changes, 1990-2007 

Year 

Number 
of 
Females 
15-19 

Change 
in 
Number 
of 
Females 
15-19 

Number 
of New 
Syphilis 
Cases 
to 
Females   
15-19 

Change 
in 
Number 
of New 
Syphilis 
Cases 

Syphilis 
Rate to 

Females   
15-19* 

Annual 
Percent 
Change 
in 
Syphilis 
Rate 

1990 389,366   945   242.70   

1991 381,293 -8073 551 -394 144.51 -40.46 

1992 383,064 1771 385 -166 100.51 -30.45 

1993 389,470 6406 302 -83 77.54 -22.85 

1994 401,227 11757 214 -88 53.34 -31.22 

1995 414,697 13470 115 -99 27.73 -48.01 

1996 430,896 16199 108 -7 25.06 -9.62 

1997 447,947 17051 86 -22 19.20 -23.40 

1998 464,368 16421 83 -3 17.87 -6.90 

1999 480,387 16019 82 -1 17.07 -4.50 

2000 496,881 16494 107 25 21.53 26.16 

2001 512,793 15912 77 -30 15.02 -30.27 

2002 522,512 9719 99 22 18.95 26.18 

2003 536,507 13995 59 -40 11.00 -41.96 

2004 562,574 26067 57 -2 10.13 -7.87 

2005 576,265 13691 72 15 12.49 23.31 

2006 585,832 9567 99 27 16.90 35.25 

2007 594,361 8529 119 20 20.02 18.48 

 
*Rate per 100,000 
Source: Vital Statistics. Downloaded from CHARTS. FDOH  
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 adolescent females declined between 1990-1995, the ratio of infected non-Hispanic black 

 adolescent females to non-Hispanic white adolescent females is almost the same in 1990 

 and 2007. For every non-Hispanic white adolescent female with syphilis there were 20 

 non-Hispanic black adolescent females affected.  

 

      Hispanic adolescent females, who had the lowest ratio in 1990, began to climb 

 every year. In 1990 the ratio of Hispanic rate to Non-Hispanic white rate was 0.8 but 

 rose to 3.2 by 2007. 

  Period 1990-1999. During this ten year period, the syphilis rate among non-

 Hispanic white adolescent females decreased in almost all the years except for 1993 and 
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 Figure 4.9: Florida, Syphilis Rate per 100,000 Adolescent Females 15-19, by Race/Ethnicity,  

1990-2007 
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Figure 4.9A: Florida, Syphilis Rate per 100,000 Adolescent Females 15-19 by Race/Ethnicity, 1990-

2007 (Included only Non-Hispanic Whites and Hispanics) 
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 1997 when the rate increased (Table 4.10). The syphilis rate went from 47.7 per 100,000 

 females 15-19 in 1990, to 2.2 in 1999 a 95% drop. The Annual Percentage Change 

 (APC) was -26.5%. The Cochran-Armitage test for trend was Z= 15.6 and a slope = -

 0.00004 indicative of a significant monotonic decreasing trend (p=0.000).   

 
        
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

The number of new cases of syphilis between 1990-1999 in non-Hispanic black 

adolescent females was 2,295, 82% (data not shown) of all cases of syphilis during the 

period. There were declines in the rate of non-Hispanic black adolescent females in all the 

ten years of analysis with the greatest declines in between 1990-1995. The APC was -

29%. The Cochran-Armitage test for trend was Z=45.9 a slope =-0.0008 indicative of a 

significant monotonic decreasing trend (p=0.000). 

*Rate per 100,000 
Source: Vital Statistics. Downloaded from CHARTS. FDOH  

Table 4.10 Florida, Syphilis Rates among Adolescent 

Females 15-17, by Race/Ethnicity, 1990-2007 

Year 

Rate to 
non-
Hisp. 
White 

Females   
15-19* 

Rate to  
non-
Hisp.  
Black 

Females   
15-19* 

Rate to 
Hispanic 
Females   
15-19* 

Ratio 
Black/White 

Ratio 
Hisp/White 

1990 47.65 1003.66 39.61 21.06 0.83 

1991 28.82 567.26 37.00 19.68 1.28 

1992 15.18 384.47 39.25 25.33 2.59 

1993 18.47 271.37 29.85 14.69 1.62 

1994 15.28 175.26 26.87 11.47 1.76 

1995 4.85 89.78 24.20 18.50 4.99 

1996 3.94 86.91 18.16 22.06 4.61 

1997 7.29 57.09 10.38 7.83 1.42 

1998 4.12 56.82 11.01 13.80 2.67 

1999 2.19 51.68 15.81 23.58 7.21 

2000 3.58 67.99 14.14 18.99 3.95 

2001 3.14 48.68 7.85 15.51 2.50 

2002 4.84 49.75 18.10 10.28 3.74 

2003 1.36 32.15 11.12 23.67 8.19 

2004 1.61 39.36 3.40 24.45 2.11 

2005 2.89 39.41 9.90 13.63 3.43 

2006 4.17 57.30 9.36 13.75 2.25 

2007 3.24 65.97 10.38 20.36 3.20 
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       In 1990 the rate of syphilis among Hispanic adolescent females was 39.6 per 

 100,000 which was lower than the rate for non- Hispanic blacks (1,003.7 per 100,000) and 

 for non-Hispanic whites (47.7 per 100,000). This relationship began to change in 1992 

 when Hispanic adolescent female rates began decreasing at a slower speed than non-

 Hispanic white rates. Nevertheless, the overall syphilis rate for Hispanic adolescent 

 females decreased during this period (APC=-14.0%). The Cochran-Armitage test for trend 

 was Z= 5.6 and a slope =-0.00004 indicative of a significant monotonic decreasing trend 

 (p=0.000). 

  Period 2000-2007. During this eight year period, the rate of syphilis for non-

 Hispanic white adolescent females did not display any variation. The rate went from 3.6 

 per 100,000 white females 15-19 in 2000 to 3.2 in 2007 (Table 4.10), with a APC of -

 0.8%. The Cochran-Armitage test for trend was not significant. 

The syphilis rate for non-Hispanic black adolescent females remained relatively 

stable between 2000-2004. Since the period 2004-2007, the rate increased, reaching the 

highest value in 2007 with a rate of 66.0 per 100,000 non-Hispanic black adolescent 

females. The APC was 0.13% and the Cochran-Armitage test for trend was not 

significant. 

      The syphilis rate for Hispanic female adolescents remained relatively low without 

 any variation during this period of analysis. The APC was -5.0% and the Cochran-

 Armitage test was not significant.      

     T test APC to APC difference. The differences APC (pre) to APC (post) showed 

 significant differences in the non- Hispanic white, non-Hispanic black and Hispanic 

 syphilis rates between the two periods (1990-1999) and (2000-2007) with (T=-3.7, 

 p<0.05) (T=-3.6, p<0.05) (T=-3.8, p<0.05)  respectively.  

 HIV New Cases by Gender 

 
 
 

 

       

  

  

Number of HIV cases 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 

Adolescent males 56 47 53 70 79 85 84 94 107 136 

Adolescent females 167 174 138 128 139 112 95 82 80 98 

Total  223 221 191 198 218 197 179 176 187 234 

% 74.89 78.73 72.25 64.65 63.76 56.85 53.07 46.59 42.78 41.88 

 

Table 4.11 Florida, Number of New HIV Cases by Gender, 1998-2007 

Source: Vital Statistics. Downloaded from CHARTS. FDOH  
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In Florida of 2,024 new cases of HIV were reported during 1998-2007 among 

adolescents aged 15-19. Of these, 1,213 (60%) were young females (15-19 years). Until 

2004 the number of cases was higher among females, but in 2005 the number of new 

cases among males began to surpass females’ cases (Table 4.11). 

HIV New Cases Rate among Adolescent Females 

       Figure 4.10 illustrates the HIV new cases rate per 100,000 adolescent females 15-

 19. The rates show a constant decline and similar trend since 1998 (first year of age-

 specific data available), with major declines in 2000 and 2003 and small declines the rest 

 of the years. Only in1999, 2002, and 2007 were increases in new HIV cases.  

 

  Period 1998-2007. The rate of HIV among adolescent females (aged 15-19) went 

 from 36.0 per 100,000 females in 1998, to 16.5 in 2007 (Table 4.12) a 54% drop. The 

 APC was -10.7 and the Cochran-Armitage test for trend had a Z= 11.3 and a slope = -

 0.00003 indicative of a significant decreasing monotonic trend (p=0.000).   

  T test APC to APC difference. Only one period was included in the analysis. 

 There was not APC to APC T test. 
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Figure 4.10: Florida HIV Rate per 100,000 Adolescent Females 15-19, 1998-2007 
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 HIV New Cases Rate by Race/Ethnicity among Adolescent Females 

       During 1998-2007, 1,213 female adolescents (aged 15-19) were infected with the 

 human immunodeficiency virus (HIV) in Florida. Of these, 155 (13%) were non-

 Hispanic whites, 931 (77%) non-Hispanic blacks, and 105 (9%) were Hispanics. 

       Figure 4.11 shows that in Florida the HIV rate for non-Hispanic blacks and non-

 Hispanic whites have declined over the 10 years of analysis and the gap between non-

 Hispanic whites and non-Hispanic black female adolescents has narrowed. The ratio of 

 infected non-Hispanic black adolescent females and non-Hispanic whites went from 18.4 

 in 1997 to 11.9 in 2007. By contrast, the ratio of Hispanic and non-Hispanic white 

 adolescent females went from 0.8 in 1998 to 2.7 in 2007. 

 Period 1998-2007. During this ten year period, there was a decline in the HIV rate 

of non-Hispanic white adolescents in most of the years except 2001, 2005 and 2007, when 

the rate increased 19%, 17%, and 62% respectively. The HIV rate went from 7.0 per 

100.000 non-Hispanic white adolescent females to 4.1 per 100,000, a 41% drop. The APC 

was -25.7% and the Cochran-Armitage test for trend was Z=2.6 showing a significant 

Table 4.12 Florida, HIV New Cases and Rates among Adolescent 

Females 15-19, and Year-to-Year Changes, 1998-2007 

Year 

Number 
of 
Females 
15-19 

Change 
in 
Number 
of 
Females 
15-19 

Number 
of HIV 
Cases to 
Females 
15-19 

Change 
in 
Number 
of HIV 
Cases 

HIV Rate 
to 

Females   
15-19* 

Annual 
Percent 
Change 
in HIV 
Rate 

1998 464,368   167   35.96   

1999 480,387 16019 174 7 36.22 0.72 

2000 496,881 16494 138 -36 27.77 -23.32 

2001 512,793 15912 128 -10 24.96 -10.12 

2002 522,512 9719 139 11 26.60 6.57 

2003 536,507 13995 112 -27 20.88 -21.53 

2004 562,574 26067 95 -17 16.89 -19.11 

2005 576,265 13691 82 -13 14.23 -15.73 

2006 585,832 9567 80 -2 13.66 -4.03 

2007 594,306 8474 98 18 16.49 20.75 

 *Rate per 100,000 
Source: Vital Statistics. Downloaded from CHARTS. FDOH  
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(p=0.01) monotonic trend. The slope (-0.000003) was indicative of a significant 

decreasing trend. 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

  The HIV rate for non-Hispanic black adolescent females decreased in almost all 

years except for 2002 (4.2% increase) and 2007 (21%). The rate went from 127.9 per 

100,000 females aged 15-19 in 1998 to 48.7 per 100,000 in 2007, which is a 62% drop. 

The APC was -12.3% and the Cochran-Armitage test for trend Z=11.0 significant at 

(p=0.000) and  slope =-0.0001 indicative of a significant decreasing trend. 

       The HIV rate for Hispanic adolescent females was almost constant during the 

 period with an equal number of increases and decreases. The rate went from 5.5 per 
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Figure 4.11: Florida, HIV Rate per 100,000 Adolescent Females 15-19, by Race/Ethnicity, 

1998-2007 
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Figure 4.11A: Florida, HIV Rate per 100,000 Adolescent Females 15-19, by Race/Ethnicity, 

1998-2007, (Included only Non-Hispanic Whites and Hispanics) 
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 100,000 adolescent females in 1998 to 11.1 in 2007 a 101% increase. Although the APC 

 of -0.4 was indicative of a small decrease, the Cochran-Armitage test for trend was not 

 significant (p=0.8069). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  T test APC to APC difference. Only one period was included in the analysis. There was not 

 APC to APC T test. 

 Trend Analysis Summary 

  Research Question. Did sexuality education in Florida reduce the outcome of teen 

 births for an 18 year period (1990-2007), STDs (gonorrhea and syphilis) for an 18 year 

 period (1990-2007), STD (chlamydia) for a 14 year period (1994-2007) and HIV for a 

 10 year period (1998-2007)? 

 

 

 

 

 
  

 

 

Year 

Rate to 
non-

Hispanic 
White. 

Females   
15-19* 

Rate to 
non-

Hispanic 
Black. 

Females   
15-19* 

Rate to 
Hispanic 
Females   
15-19* 

Ratio 
Black/
White 

Ratio 
Hisp/

White 

1998 6.95 127.92 5.51 18.40 0.79 

1999 5.60 127.25 13.70 22.71 2.44 

2000 3.52 96.85 12.12 27.51 3.44 

2001 4.20 87.39 9.81 20.79 2.33 

2002 4.13 91.05 11.43 22.06 2.77 

2003 3.26 73.73 9.26 22.59 2.84 

2004 2.61 63.37 5.95 24.28 2.28 

2005 3.05 46.30 5.78 15.16 1.89 

2006 2.54 40.36 10.92 15.88 4.30 

2007 4.10 48.72 11.12 11.87 2.71 

 *Rate per 100,000 
Source: Vital Statistics. Downloaded from CHARTS. FDOH  

Table 4.13 Florida, HIV Rates by Race/Ethnicity among 

Adolescent Females 15-19, 1998-2007 
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            Table 4.14: Teen Birth Rate Results 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 
  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Hypothesis: There were no significant differences in the teen birth rate during the periods 
1990-1999 and 2000-2007 by all groups, race and ethnicity. 
 

1990-1999 2000-2007 T test 

APC to APC Difference 

Total 

The APC was -3.3%, 
indicative of a 
decrease in the rate 
during this period. 
The CA test for trend 
was significant for a 
monotonic decreasing 
trend.   

Total 

The APC was -2.0%, 
indicative of a decrease in the 
rate during this period. The 
Cochran- Armitage (CA) test 
for trend was significant for a 
monotonic decreasing trend.   

Yes there were significant 
differences in the teen birth rate. 
While the rates decreased during 
both periods of comparison, there 
was a significant slowdown in the 
decrease of the teen birth rate 
during the second period (T=-3.8, 
p<0.05).   

White  

The APC was -2.2%, 
indicative of a 
decrease in the rate 
during this period. 
The CA test for trend 
was significant for a 
monotonic decreasing 
trend.   

White 

The APC was -1.2%, 
indicative of a decrease in the 
rate during this period. The 
CA test for trend was 
significant for a monotonic 
decreasing trend.   

Yes, there were significant 
differences. While the rates 
decreased during both periods of 
comparison there was a 
significant slowdown in the 
decrease of the teen birth rate for 
white adolescents during the 
second period (T=-2.4, p<0.05). 

Black 

The APC was -5.6%, 
indicative of a 
decrease in the rate 
during this period. 
The CA test for trend 
was significant for a 
monotonic decreasing 
trend.   

Black 

The APC was -4.2%, 
indicative of a decrease in the 
rate during this period. The 
CA test for trend was 
significant for a monotonic 
decreasing trend.   

Yes, there were significant 
differences. While the rates 
decreased during both periods of 
comparison, there was a 
significant slowdown in the 
decrease of the teen birth rate for 
black adolescents during the 
second period (T=-5.1, p<0.05). 

Hispanic 
The APC was -0.2%, 
small changes were 
observed in the rates 
during this period. 
The CA test for trend 
was not significant for 
a monotonic 
decreasing or 
increasing trend.   

Hispanic 
The APC was 0.9%, indicative 
of a increase in the rate during 
this period. The CA test for 
trend was significant for a 
monotonic increasing trend 

Yes, there were marginally 
significant differences. The rates 
did not increase or decrease 
during the first period, while 
increased in the second period 
(T=-1.3, p<0.10). 
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 Table 4.15: Chlamydia Rate Results 

 

 
Hypothesis: There were no significant differences in the chlamydia rate for adolescent females 
during the periods 1990-1999 and 2000-2007 by all groups and race/ethnicity. 
 

1994*-1999 2000-2007 T test 

APC to APC Difference 

Total 

The APC was 1.6%, indicative 
of an increase in the rate 
during this period. The CA 
test for trend was significant 
for a monotonic increasing 
trend.   

Total 

The APC was 1.2%, indicative 
of an increase in the rate 
during this period. The CA 
test for trend was significant 
for a monotonic increasing 
trend.   
 

There were no significant 
differences in the chlamydia 
rate for adolescent females 
between the periods. 
Chlamydia infection continues 
to hurt adolescent females 
(T=0.3, p>0.10).  

Non-Hispanic White  
The APC was -1.5%, 
indicative of a decrease in the 
rate during this period. The 
CA test for trend was 
significant for a monotonic 
decreasing trend.   

Non-Hispanic White  
The APC was -2.3%, 
indicative of a decrease in the 
rate during this period. The 
CA test for trend was 
significant for a monotonic 
decreasing trend.  
  

There were no significant 
differences in the chlamydia 
rate for non-Hispanic white 
adolescent females between 
the two periods (T=0.4, 
p>0.10). 

Non-Hispanic Black 
The APC was 2.7%, indicative 
of an increase in the rate 
during this period. The CA 
test for trend was significant 
for a monotonic increasing 
trend.    
 

Non-Hispanic Black 
The APC was 0.0%, indicative 
of a constant rate during this 
period. The CA test for trend 
was not significant.   

Yes, there were significant 
differences. While the rates 
increased during the first 
period, they did not change 
during the second period, but 
there was no improvement in 
the trend (T=2.5, p<0.05)  

Hispanic 
The APC was 14.4%, 
indicative of an increase in the 
rate during this period. The 
CA test for trend was 
significant for a monotonic 
increasing trend.   
 

Hispanic 
The APC was 4.8%, indicative 
of an increase in the rate 
during this period. The CA 
test for trend was significant 
for a monotonic increasing 
trend 

Yes, there were significant 
differences. The rate increased 
in the first period and 
continued increasing in the 
second period at a different 
pace but did not show signs of 
improvement (T=2.6, p<0.05). 

 *First year of information available. 
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 Table 4.16: Gonorrhea Rate Results 

 

 
Hypothesis: There were no significant differences in the gonorrhea rate for adolescent females 
during the periods 1990-1999 and 2000-2007 by total and race/ethnicity. 
 

1990-1999 2000-2007 T test 

APC to APC Difference 

Total 

The APC was -4.5%, 
indicative of a decrease in the 
rate during this period. The 
CA test for trend was 
significant for a monotonic 
decreasing trend.   

Total 

The APC was -1.3%, 
indicative of a decrease in the 
rate during this period. The 
CA test for trend was 
significant for a monotonic 
decreasing trend.   

Yes there were significant 
differences in the gonorrhea 
rates between the two periods. 
While the rates decreased during 
both periods of comparison, 
there was a significant slowing 
of the decreasing trend of the 
gonorrhea rates during the 
second period (T=-2.0, p<0.05).   

Non-Hispanic White  
The APC was -4.9%, 
indicative of a decrease in the 
rate during this period. The 
CA test for trend was 
significant for a monotonic 
decreasing trend. 
   

Non-Hispanic White  
The APC was -0.8%, 
indicative of a constant rate 
during this period. The CA 
test for trend was not 
significant.  .   

Yes, there were significant 
differences. While the rates 
decreased during the first period, 
they did not change during the 
second period  
(T=-3.0, p<0.05). 

Non-Hispanic Black 

The APC was -7.0%, 
indicative of a decrease in the 
rate during this period. The 
CA test for trend was 
significant for a monotonic 
decreasing trend.   

Non-Hispanic Black 

The APC was -3.5%, 
indicative of a decrease in the 
rate during this period. The 
CA test for trend was 
significant for a monotonic 
decreasing trend.   

Yes, there were significant 
differences. While the rates 
decreased during both periods of 
comparison, there was a 
significant slowing of the 
decreasing trend in gonorrhea 
rates for non-Hispanic black 
adolescents during the second 
period (T=-2.3, p<0.05). 

Hispanic 

The APC was 2.2%, indicative 
of an increase in the rate 
during this period. The CA 
test for trend was significant 
for a monotonic increasing 
trend.   

Hispanic 

The APC was 6.6%, indicative 
of an increase in the rate 
during this period. The CA 
test for trend was significant 
for a monotonic increasing 
trend. 
 

There were marginally 
significant differences in the 
gonorrhea rates for Hispanic 
adolescent females between the 
two periods. Gonorrhea 
infection continues to affect 
Hispanic adolescent females 
(T=-1.5, p<0.10). 
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Table 4.17: Syphilis Rate Results 

 

 
Hypothesis: There were no significant differences in the syphilis rate for adolescent 
females during the periods 1990-1999 and 2000-2007 by total and race/ethnicity. 
 

1990-1999 2000-2007 T testAPC to APC 

Difference 

Total 
The APC was -26.5%, 
indicative of a decrease in 
the rate during this 
period. The CA test for 
trend was significant for a 
monotonic decreasing 
trend.   

Total 
The APC was -1.5%, 
indicative of a small 
decrease in the rate 
during this period. 
The CA test for trend 
was not significant.   

Yes, there were significant 
differences. While the syphilis 
rate for adolescent females 
decreased during the first period, 
they did not change during the 
second period (T=-3.9, p<0.05). 

Non-Hispanic White  

The APC was -26.5%, 
indicative of a decrease in 
the rate during this 
period. The CA test for 
trend was significant for a 
monotonic decreasing 
trend.   

Non-Hispanic White  

The APC was -0.8%, 
indicative of a 
constant rate during 
this period. The CA 
test for trend was not 
significant.   

Yes, there were significant 
differences. While the syphilis 
rate for non-Hispanic white 
adolescent females decreased 
during the first period, they did 
not change during the second 
period (T=-3.7, p<0.05). 

Non-Hispanic Black 
The APC was -29.0%, 
indicative of a decrease in 
the rate during this 
period. The CA test for 
trend was significant for a 
monotonic decreasing 
trend.   

Non-Hispanic Black 
The APC was -0.1%, 
indicative of a 
constant rate during 
this period. The CA 
test for trend was not 
significant.     

Yes, there were significant 
differences. While the syphilis 
rate for non-Hispanic black 
adolescent females decreased 
during the first period, they did 
not change during the second 
period (T=-3.6, p<0.05). 

Hispanic 

The APC was -14.1%, 
indicative of a decrease in 
the rate during this 
period. The CA test for 
trend was significant for a 
monotonic decreasing 
trend.    

 

Hispanic 

The APC was -5.0%, 
indicative of a 
decrease in the rate 
during this period. 
The CA test for trend 
was not significant.     

Yes, there were significant 
differences. While the syphilis 
rate for Hispanic adolescent 
females decreased during the 
first period, they did not change 
significantly during the second 
period (T=-3.8, p<0.05). 
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Table 4.18: HIV New Cases Rate Results 

 
Hypothesis: There was a significant reduction in the new cases of HIV rate for 
adolescent females during the period 1998-2007 
 

1998-2007 APC and Cochran-Armitage (CA) test  

Total 

The APC was -10.7%, indicative of a 
decrease in the rate during this period. 
The CA test for trend was significant 
for a monotonic decreasing trend.   

The information for this indicator included only 
the period 1998-2007 because data for 
race/ethnicity and age levels have only been 
collected since 1998. There was a significant 
decrease in the rate of HIV during the period of 
analysis (p<0.05)  

Non-Hispanic White  

 The APC was -25.7%, indicative of a 
decrease in the rate during this period. 
The CA test for trend was significant 
for a monotonic decreasing trend.   

There was a significant decrease in the rate of 
HIV for non-Hispanic Whites during the period 
of analysis (p<0.05) 

Non-Hispanic Black  

 The APC was -12.3%, indicative of a 
decrease in the rate during this period. 
The CA test for trend was significant 
for a monotonic decreasing trend.   

There was a significant decrease in the rate of 
HIV for non-Hispanic Blacks during the period of 
analysis (p<0.05) 

Hispanic 
 The APC was -0.4, indicative of a 
constant rate during this period. The 
CA test for trend was not significant. 

There was not a significant change during the 
period of analysis. The HIV rate was constant 
during the period with almost equal numbers of 
increases and decreases. 

 

 Conclusion 

       Trend analysis was used to test the null hypothesis that “in Florida there were no 

 significant differences in the teen birth rate between the two periods analyzed (1990-

 1999) and (2000-2007) respectively.” The same hypothesis and periods were tested for 

 the gonorrhea and syphilis rates, chlamydia (1994-1999) and (2000-2007) rates, and HIV 

 rates, which included only one period (1998-2007)  

       When evaluating the changes during the two periods, the teen birth rate showed 

 that there were significant differences for the total population of teen births by race and 

 ethnicity. The results for Hispanic teen birth rates were more dramatic than for the other 

 groups. During the first period the teen birth rate for Hispanics was constant while 

 increasing during the second period with differences significant at 90% (p<0.10). As 

 presented in table 4.14, the teen birth rate’s null hypothesis was rejected for all the 
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 categories included. There were differences when comparing 1900-1990 and 2000-2007 

 periods in the reduction of teen birth rates, showing that the first period of analysis had a 

 greater reduction in the teen birth rate than the second period. The first period reflected 

 the behavior of the teen birth rate under a comprehensive sexuality education policy and 

 the second period reflected the teen birth rate during time of federal support for only the 

 abstinence-until-marriage programs.  

       The hypothesis for STD rates was also rejected. The chlamydia rate showed 

 increases when comparing the two periods of analysis for all groups except for non-

 Hispanic white females that presented decreases in both periods with significant 

 differences in the decline of the rate. There were declines in  the gonorrhea rates for non-

 Hispanic whites and non-Hispanic blacks although the rate of decline was significantly 

 different. The gonorrhea rate for Hispanic adolescent females increased in both periods 

 with significantly higher increases in the second period. The syphilis rate decreased for 

 all analysis groups in both periods although the rates of decrease were significantly less 

 marked in the second period. Overall, the STD rate reduction was more significant in the 

 first period than it was in the second. 

     Because the recollection of the HIV information by race and group of age, for the 

 surveillance system began in 1998, the comparison of the two periods was not possible 

 for this variable the analysis only included the period 1998-2007. In general there was a 

 significant reduction for all the HIV groups except for Hispanic adolescent females who 

 did not show significant differences during the whole period. 

      The statistics presented in the tables 4.14-4.18  show how the first period (1990-

1999) characterized by greater support for comprehensive sexuality education programs 

saw  a greater reduction in the teen birth rates and STD rates than the second period 

(2000-2007) where federal support was limited to abstinence-only-until- marriage 

sexuality education programs. 

 

Logistic Regression 

      The second focus of this study was to determine the factors that place young 

people at risk of pregnancy, sexually transmitted diseases (STDs), and HIV. Using data 

from the YRBS, the following section describes the sample in terms of the key analytical 
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variables. I then explored how the independent variable pregnancy differed from the 

various subgroups of the sample (e.g., gender), and provided the logistic regression 

estimates. All missing values were excluded from the analysis. 

 Description of the Population Surveyed 

       During the years of analysis (2001-2007) 17,404 students were surveyed 

 representing more than 3 million students in Florida (Table 4.19).  

 

  Table 4.19: Population Surveyed, YRBS  

 

 

 

 

   Table 4.19A presents the number of respondents included in the logistic regression 

(2001-2007). There were 12,070 students whose information was complete for all the 

variables included in the logistic regression These variables were: the dependent variable 

pregnancy and the independent variables gender, race/ethnicity, age, depression, taught 

about HIV/AIDS, violence, smoking, heavy drinking, use of drugs, multiple sexual 

partners and sex before age 13, for the full population model. The following variables 

were not included in the full model: grades at school and run away from home (because 

they were not asked in the 2007 survey), and the variable use of condoms (this was asked 

only of the students that responded to ever had sex). 

 

    Table 4.19A:  Population Included in the Logistic Regression, Full Model, YRBS 

 

 

  

 

 Table 4.19B presents the number of respondents (5,780) that gave complete 

 information in the logistic regression for the ever had sex model (2001-2007). All the 

 variables mentioned for the full model were included plus the additional variable use 

 of condoms. 

 

Survey 2001-2007 2001 2003 2005 2007 

N (sample) 17,404 4,237 4,080 4,564 4,523 

N (weighted) 3,011,234 687,495 737,225 786,894 799,620 

 

Survey 2001-2007 2001 2003 2005 2007 

N (sample) 12,070 3,411 3,538 1,877 3,244 

N (weighted) 2,160,371 563,031 636,463 369,475 591,402 

Note: Missing values were not included 
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     Table 4.19B:  Population Included in the Logistic Regression, Ever had Sex Model, YRBS  

 

 

 

 

 

Demographics. Table 4.20 describes the demographics of the population for all 

students surveyed. Appendix D includes a table with the information of the students 

included in the analytical sample for the full model and the ever had sex model. The 

demographic of the population does not differ much from the full population model. The 

full model sample had more white students and had a lower percentage of multiple 

partners; the rest of variables appear very similar. The major differences are presented in 

the ever had sex model when compared with the other two populations.     

Gender Respondents were 49.2% females and 50.8% males, maintaining almost the same 

proportion during the years analyzed. 

Race Whites represented 52.2% of students surveyed while 23.5% were blacks, 21.1% 

Hispanics, and 3.2% other races. Black students maintained the same proportion during 

the four surveys, while the percentage of Hispanic and other races increased, and the 

percentage of white students decreased. 

Age On average, 9.6% of students were younger than 15 years, 76.0% reported being 

between 15 and 17 years, and 14.4% were 18 or more years. These proportions were similar in all 

the survey years analyzed. 

Grades Students were asked to describe their grades in school during the past years. From 

this answer, a new variable was calculated including the percentage of students who 

received mostly D’s and F’s in school during the previous 12 months. This question was 

not included in 2007. An average of seven percent of students reported having grades 

mostly of D’s and F’s in the 2001, 2003, and 2005 surveys. The percentage went from 

7.1% in 2001 to 5.9% in 2003, increasing again in 2005 to 6.6%.   

 
 
 
 
  

Survey 2001-2007 2001 2003 2005 2007 

N (sample) 5,780 1,645 1,721 894 1,520 

N (weighted) 1,044,584 269,194 312,332 179,311 283,748 

Note: Missing values were not included 
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Table 4.20 Students Population by Demographic Characteristics, Florida, YRBS 

 
Demographics 2001-2007  2001  2003  2005 2007 

Gender % %  %  % % 

  Female 49.23 48.85 49.34 49.28 49.41 

  Male 50.77 51.15 50.66 50.72 50.59 

Total 2,989,847 682,608 732,504 781,532 793,202 

Race/Ethnicity % %  %  % % 

 White 52.18 55.26 53.04 51.64 49.21 

 Black 23.46 23.78 23.53 23.26 23.30 

 Hispanic 21.14 18.53 20.96 22.04 22.71 

  Other 3.22 2.44 2.47 3.06 4.79 

Total 2,972,185 683,006 730,675 779,654 778,850 

Age % %  %  % % 

  Less than 15 Years Old 9.56 9.15 9.68 10.22 9.14 

  15-17 76.04 76.04 75.51 76.45 76.14 

  18+ 14.40 14.82 14.82 13.33 14.72 

Total 3,000,933 685,200 734,965 784,114 796,655 

Grades at School * % %  %  %  

  Bad Grades (yes) 6.53 7.14 5.92 6.63  

Total 1,755,004 634,395 690,775 429,833  

                *Grades at school was not included in 2007 only the period 2001-2005. 

 
 

 Health condition and behavioral factors. Table 4.21 presents the health and 

 behavioral factors included in the analysis for the four years. 

Depression Students were asked if during the past 12 months, they had ever felt so sad or 

hopeless almost every day for two weeks or more in a row that they had stopped doing 

some usual activities. On average 27.8% of the students surveyed in the four years 

reported having been depressed, with the highest percentage (30.1%) reported in 2003  

Run away from home Students were asked if during the year before, they had run away 

from home (for more than 24 hours). Between 2001 and 2005, 9.9% of the students said 

that they had run away from home the year before. The percentages were similar in all the 

survey years where this question was included. This question was not asked in 2007. 

Use of condoms Students were asked if the last time they had sexual intercourse they (or 

their partner) used a condom. During the period of analysis (2001-2007) 69.7% of the 

students reported use of condoms the last time they had sex. The percentages were similar 

in all the survey years included. 
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Table 4.21 Students Population by Health Condition and Behavioral Factors, Florida, YRBS 

 
Health C. and Behavioral F. 2001-2007  2001  2003  2005 2007 

Depression % % % % % 

Feel Depressed  (Yes) 27.76 28.16 30.08 27.31 25.69 

Total 2,998,682 685,557 736,193 782,480 794,452 

Run Away * % % % %  

  Run Away (yes) 9.90 9.53 10.09 10.17  

Total 1,825,293 666,612 715,840 442,841  

  Use of Condoms** % % % % % 

 Use of Condoms (yes) 69.73 68.81 70.07 70.00 69.91 

Total 1,363,402 299,359 349,236 349,953 364,854 

  Taught HIV/AIDS % % % % % 

  Taught HIV/AIDS (yes) 88.34 88.71 88.29 88.36 88.02 

Total 2,919,263 668,723 718,487 756,519 775,534 

              *Run away was not included in 2007 only during the period 2001-2005. 
              ** Use of condoms was asked only to those who ever had sex. 

 
 

Taught about HIV/AIDS Students were asked if they had ever been taught about 

HIV/AIDS. During 2001-2007 period 88.3% of the students reported “yes” to this 

question. These percentages were similar across the whole analysis period. 

Risky social behaviors. Table 4.22 presents the risk behavioral factor variables 

included in the analysis. 

Violence Students were asked if during the past year, their boyfriend or girlfriend had 

ever hit, slapped, or physically hurt them on purpose. Eleven percent of the students 

reported “yes” to this question with similar percentages between 2001-2007. 

Smoking Students were asked if they had ever smoked cigarettes daily (defined as at least 

one cigarette every day for 30 days).  Twelve percent of the students reported “yes” to this 

question. The highest percentage was reported in 2001 when 13.7% of students answered 

positively to this question. 

Heavy drinking Students were asked if the month before the survey they had consumed 

five or more drinks of alcohol in a row within a couple of hours.  Twenty three percent of 

the students on average reported “yes” to this question. The highest percentage was 

reported in 2001 when 24.8% of the students answered positively to this question. 
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 Table 4.22 Students Population by Risky Social Behaviors, Florida, YRBS 

Risky Social Behaviors 2001-2007 2001 2003 2005 2007 

  Violence  % % % % % 

  Violence (yes) 10.55 10.29 10.01 10.97 10.86 

Total 2,998,781 685,005 735,953 781,835 795,987 

  Smoking  % % % % % 

  Smoking (yes) 11.57 13.72 12.40 10.20 10.29 

Total 2,945,257 675,530 725,268 766,944 777,515 

  Alcohol (Heavy Drinking) % % % % % 

  Alcohol (yes) 22.95 24.79 23.16 21.33 22.78 

Total 2,938,163 670,402 719,969 762,792 785,000 

Use of Drugs % % % % % 

  Drugs (yes) 42.46 44.35 45.51 40.68 39.76 

Total 2,935,300 670,410 718,462 767,377 779,051 

  Multiple Sexual Partners % % % % % 

  Four or More Sexual Partners (yes) 16.13 16.32 15.60 16.26 16.36 

Total 2,757,135 608,351 691,973 704,972 751,840 

 Sex Before Age 13 % % % % % 

 Sex Before Age 13 (yes) 8.59 9.06 8.34 8.79 8.24 

  Total 2,760,395 610,146 692,187 706,024 752,039 

 
 

Use of drugs This was a combined variable calculated by adding the answers  to the 

question about  use of marihuana, cocaine, methamphetamines, ecstasy, the sniffing of 

glue, breathing the contents of an aerosol spray can, or inhaling any paint or spray to get 

high. Forty three percent of students answered “yes” to this question, with the highest 

percentage (45.1%) reported in 2003 and the lowest in 2007 (39.8%). 

Multiple sexual partners Students were asked how many people they had had sexual 

intercourse with during their life. From this question, the percentage of students who had 

sexual intercourse with four or more people was calculated. Sixteen percent of students 

reported having had more than three sexual partners during their life with similar 

percentages during 2001-2007. 

Sex before age 13 Students were asked how old they were when they had sexual 

intercourse for the first time. From this question the percentage of students who had sex 

before they turned 13 was derived.  Nine percent of students reported “yes” to this 

question with values very similar across the four surveys. 
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 Prevalence of Pregnancy 

       The following paragraphs examine the prevalence of pregnancy across the 

 demographic, health conditions and behavioral factors, and risk behavioral factors for 

 Florida’s adolescent students by survey year 2001, 2003, 2005, and 2007 and during the 

 period 2001-2007. 

 Demographics. Table 4.23 presents the prevalence of pregnancy by demographic 

 characteristics by years 2001, 2003, 2005 and 2007. Figure 4.12 presents the prevalence 

 of pregnancy by demographic characteristics with confidence intervals at 95% for the 

 period 2001-2007.  

 
 

       Table 4.23 Prevalence of Pregnancy, by Demographic Characteristics, Florida, YRBS 

 

 Pregnancy 

Demographics 2001-2007 2001 2003 2005 2007 

 Gender % % % % % 

  Female 
5.57 6.19 5.69 4.59 5.50 

  Male 
5.17 5.30 4.40 4.72 6.12 

Total 2001-2007 2,419,052     

Race/Ethnicity % % % % % 

 White 
3.51 4.01 3.32 3.18 3.49 

 Black 
9.13 9.49 8.52 10.09 8.93 

 Hispanic 
6.51 5.55 5.42 4.23 9.51 

 Other 
6.79 7.18 6.48 7.84 6.41 

Total 2001-2007 2,406,397     

Age % % % % % 

Less than 15 Years     
Old 3.67 1.79 2.20 3.14 7.25 

  15-17 
4.83 5.22 4.61 4.15 5.11 

  18+ 
9.29 10.25 9.03 8.45 9.19 

Total 2001-2007 2,425,430     

Grades at School* % % % % 
  

 Bad Grades (yes) 
11.17 11.86 9.88 12.02   

 Bad Grades (no) 
4.72 5.23 4.58 4.23   

Total 2001-2007 1,134,721     

       *Grades at school was not included in 2007 only during the period 2001-2005. 

 
 
Gender. There was no significant difference (p>0.05) by gender and pregnancy by years. 

When the overall period 2001-2007 was included, six percent of females and five percent  

 



 90

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
of males reported that they had been pregnant (or got someone pregnant) at least one time 

during their lifetime.  

Race/Ethnicity. Significant differences (p<0.05) were found in the prevalence of 

pregnancy between white and black adolescents during the years 2001, 2003, 2005 and 

2007, and a significant difference (p<0.05) was found between white and Hispanic 

adolescent in 2007. When the whole period was included, significant differences (p<0.05) 

were found by race (white, and black) and ethnicity (Hispanic). While only 3.5% of white  

students reported having become pregnant or causing a pregnancy, the prevalence for 

black students was 9.1% (more than double that of whites), for Hispanics 6.5%, and 6.8% 

for other race categories (Table 4.23 and Figure 4.12).  

Age.  In the 2001 sample, significant differences (p<0.05) were observed in the 

prevalence of pregnancy for the three age groups compared (less than 15, 15-17, and 18.  

In the 2003 sample, differences (p<0.05) were found between the first and third age 

groups and between the second and third age groups, but no differences were found in the 
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Figure 4.12 Prevalence of Pregnancy by Demographic Characteristics and 95% CI, Florida, 

2001-2007, YRBS 
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2005 sample. In the 2007 sample a significant difference (p<0.05) was found between the 

second and third age groups. When compared to the whole period (Figure 4.12), there 

were no significant differences in the prevalence of pregnancy between the first two 

groups of comparison (less than 15 years old, and 15-17 years old). A significant 

difference (p<0.05) was observed for students 18 years or older and the two younger 

groups. These prevalences were 3.7% for students less than 15 years old that reported 

having been pregnant, 4.8% for students between 15 and 17 years old, and 9.3% for 

students 18 years or older. 

Bad grades. Significant differences (p<0.05) were found in the prevalence of pregnancy in 

each year included in the analysis between the students that reported “yes” or “no” when 

asked  about getting “D’s” or “F’s” the year before (Table 4.23). During the whole period 

(2001-2005), the prevalence was 11.2% for students that answered “yes” and 4.7% for  

those who said “no.” This question was included in three surveys (2001, 2003 and 2005).    

 

  
Table 4.24: Prevalence of Pregnancy, by Health Condition and Behavioral Factors, Florida, YRBS 

 
 

 Pregnancy 

Health Condition and Behavioral 

Factors 2001-2007 2001 2003 2005 2007 

Depression % % % % % 

   Feel Depressed (yes) 9.23 9.91 7.62 7.63 11.49 

   Feel Depressed (no) 3.91 4.06 3.95 3.75 3.90 

Total 2001-2007 2,425,135     

Run Away* % % % % % 

   Run Away (yes) 18.99 19.60 17.16 21.20   

   Run Away (no) 
3.80 4.41 3.80 2.86   

Total 2001-2007 1,176,289     

Use of condoms** % % % % % 

   Use of Condoms (yes) 6.80 8.36 6.47 6.17 6.14 

   Use of Condoms (no) 19.05 20.29 18.83 14.26 21.00 

Total 2001-2007 1,152,908     

Taught HIV/AIDS % % % % % 

  Taught HIV/AIDS (yes) 4.44 4.99 4.42 3.86 4.29 

  Taught HIV/AIDS (no) 12.98 12.01 9.69 11.47 18.22 

Total 2001-2007 2,388,196     

 *Run away was not included in 2007 only during the period 2001-2005. 
 ** Use of condoms was asked of only those who have ever had sex. 

 

Health conditions and behavioral factors. Table 4.24 presents the prevalence of 

pregnancy by health conditions and behavioral factors: depression, running away from 
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home, use of condoms, and being taught about HIV/AIDS in each of survey years. Figure 

4.13 shows the prevalence and 95% confidence intervals (95% CI) by health conditions 

and behavioral factors for the whole period 2001-2007. 

Depression Each of the years included in Table 4.24 shows significant differences 

(p<0.05) between depression and pregnancy.  For the period 2001-2007 there was a 

significant difference (p<0.05) in the prevalence of pregnancy for the students who 

answered “yes” and “no”(9.2% and 3.9% respectively). 

 
 

Running away from home . Significant difference (p<0.05) were found in 2001, 2003 and 

2005 in the prevalence of pregnancy between the students that reported “yes” or “no” 

when asked if they had run away from home for more than 24 hours the year before the 

survey (Table 4.24). Figure 4.13 presents the prevalence for the period 2001-2005, with 

prevalences of “yes” (19.0%) and “no” (3.8%). This question was not included in 2007.  
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Figure 4.13: Prevalence of Pregnancy by Health Conditions and Behavioral Factors and 95% CI, 

Florida, 2001-2007, YRBS 
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Use of condoms. A significance difference (p<0.05) was found in each of the surveys in 

2001, 2003, 2005 and 2007 between pregnancy and whether they reported “yes” or “no” 

when asked if they or their partners used a condom the last time they had sexual 

intercourse. The average prevalence of pregnancy was 19.1% for the students who did not 

use condoms and 6.8% for the ones who reported that they did. 

Taught about HIV/AIDS.  Table 4.24 shows significant differences (p<0.05) in each 

survey year between those who had been taught about HIV/AIDs and the percentage of 

students who reported having become pregnant or causing a pregnancy. The average for 

the whole period was 4.4% for the students that declared yes, and 13.0% for the students 

that reported not being taught about HIV/AIDS.  

 Risky social behaviors. Table 4.25 and Figure 4.14 presents the prevalence of pregnancy 

by risk factors: violence, smoking, heavy drinking, drug use, multiple sexual partners, and 

sex before age 13 years. 

Violence. As shown in Table 4.25 significant differences (p<0.05) were observed between 

the yes or no answers to this variable and the prevalence of pregnancy in each one of the 

years 2001, 2003, 2005 and 2007. For the period 2001-2007 differences (p<0.05) in the 

average prevalence of pregnancy were observed between the students that reported “yes” 

(19.1%) or “no” (3.9%) when asked if their boyfriend of girlfriend ever hit, slapped, or 

physically hurt them on purpose (Figure 4.14).  

Smoking. The prevalence of pregnancy was significantly different (p<0.05) for the 

students that declared that they smoke cigarettes daily and the ones that said they did not, 

for each year presented in Table 4.25. There was a significant difference (p<0.05) in 

2001-2007 of the prevalence of pregnancy between the students that reported “yes” 

(14.9%) and “no” (4.0%) when asked if they ever smoked cigarettes daily (Figure 4.14). 

Heavy drinking. There was a significant difference (p<0.05) in the prevalence of 

pregnancy between the students that had five or more drinks of alcohol in a row and the 

ones that said they did not, for each survey year. When included the average, there was a 

significant difference (p<0.05) in the prevalence of pregnancy between the students that 

reported “yes” (10.1%) and “no” (3.7%) (Figure 4.14). 
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Table 4.25: Prevalence of Pregnancy, by Risky Social Behaviors, Florida, YRBS 

 
 

Pregnancy 

Risk Behavioral Factors 
2001-2007 2001 2003 2005 2007 

Violence  % % % % % 

  Violence (yes) 
19.06 21.88 15.73 13.98 22.78 

  Violence (no) 
3.94 4.04 3.95 3.72 3.96 

Total 2001-2007 2,425,053     

Smoking  % % % % % 

  Smoking (yes) 
14.88 15.29 12.64 11.31 19.61 

  Smoking (no) 
4.03 4.29 4.00 3.70 4.01 

Total 2001-2007 2,393,244     

Alcohol  % % % % % 

  Alcohol (yes) 
10.05 10.01 8.96 8.25 12.31 

  Alcohol (no) 
3.70 4.12 3.81 3.16 3.55 

Total 2001-2007 2,395,869     

Use of Drugs  % % % % % 

  Drugs (yes) 
9.84 9.86 9.02 8.60 11.59 

  Drugs (no) 
2.06 2.38 1.94 1.67 2.13 

Total 2001-2007 2,395,286     

Multiple sexual partners % % % % % 

  More than 4 Sexual Partners (yes) 
20.95 25.15 17.79 18.78 21.50 

  More than 4 Sexual Partners (no) 
2.41 2.26 2.98 1.61 2.43 

Total 2001-2007 2,334,152     

Sex Before 13 % % % % % 

  Sex Before 13 (yes) 
22.75 22.74 21.18 17.01 27.55 

 Sex Before 13 (no) 
3.84 4.34 3.88 3.28 3.66 

Total 2001-2007 2,335,527     

 

 
 
Drug use. Significant differences (p<0.05) were found for each year of the survey when 

comparing the prevalence of pregnancy and the students that reported “yes” or “no” when 

asked if they ever used drugs to get high in each year (Table 4.25). The average 

prevalence for the period 2001-2007 was 9.8% for the students who said they had ever 

used drugs and 2.1% for the ones who said they never used (Figure 4.14).   
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Multiple sexual partners.  Significant differences (p<0.05) were found in the prevalence 

of pregnancy between the students who reported having had more than three sexual 

partners and the students who said they did not (Table 4.25). When compared across the 

whole period 2001-2007, the prevalence of pregnancy between the students who reported 

“yes” was 21.0% and the those who reported “no” was 2.4%.(Figure 4.14). 

Sex before age 13. The prevalence of pregnancy was significantly different (p<0.05) in 

each one of the surveys when comparing students who reported that they had had sex 

before their 13th birthday and the ones that said they had not, (Table 4.25). When 

compared across the whole period, the prevalence of pregnancy for the students that 

reported “yes” was 22.8% and the prevalence for the students that reported “no” was 

3.8%. 

 

Logistic Regression Model 

For this analysis, bivariate and multivariate logistic regressions were performed to 

identify variables associated with pregnancy. Bivariate logistic regression is the 
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simultaneous analysis of two variables. It is usually undertaken to see if one variable, 

such as gender, is related to another variable, pregnancy. Multivariate logistic regression 

is the simultaneous analysis of three or more variables. It is frequently done to refine a 

bivariate analysis, taking into account the possible influence of a third variable on the 

original bivariate relationship. Multivariate analysis is also used to test the joint effects of 

two or more variables upon a dependent variable (Fleiss, Levin and Paik, 2002). The 

association is reported as crude odds ratios (COR) for bivariate analysis and adjusted odds 

ratios (AOR) for the multivariate regression analysis with confidence intervals at 95% 

(CI). For all statistical analysis a p<0.05 was considered statistically significant and 

p<0.10 marginally significant. 

      Before running the logistic model some contingency tables were calculated to look 

for effect modification between the demographic independent variables and pregnancy 

(Appendix E). Effect modification exists when the association between two variables is 

different at different levels of a third variable. The contingency tables between the 

demographic variables and pregnancy did not show signs of effect modification.  The 

correlation matrix for the independent variables was calculated to look for collinearity 

(Appendix F). No signs of collinearity were found.   

      Table 4.26 presents the relationship between the independent variables and the 

dichotomous dependent variable (“0”= not pregnant) and (“1”= pregnant). In this study 

the interpretation of coefficient estimates was based upon the odds ratios and their 

significance. The interpretation of an odds ratio was done by comparing the odds before 

and after a change in an independent variable while holding other variables constant. For 

a change of one unit in Xi the odds are expected to change by a factor of exp (β1) holding 

other variables constant. If exp (β1) is greater than 1, then the odds are exp (β1) times 

larger. If exp (β1) is less than 1, then the odds are exp (β1) times smaller. In using odd 

ratios, the effect of change in Xi is not dependent upon the level of Xi or any other 

variable. In determining the relationship between race/ethnicity and pregnancy, this study 

found that the odds ratio for black students was 3.7. This odds ratio indicated an increase 

in the likelihood of pregnancy for black students. Black students were almost four times 

more likely to become pregnant or cause a pregnancy that white students. 
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Table 4.26: Crude (COR) and Adjusted Odds Ratios (AOR) for Different Factors and Pregnancy, Full 

Model, Florida, 2001-2007, YRBS 

 

 Pregnancy (1=Yes; 2=No) 

Demographics COR (95%CI) AOR (95% CI) 

Gender Male/Ref     

Female 1.08 (0.92-1.27) 2.13 (1.72-2.64)*** 

Race/eth White/Ref     

Black 2.76 (2.28-3.34)*** 3.66 (2.81-4.78)*** 

Hispanic 1.91 (1.56-2.34)*** 2.26 (1.75-2.91)*** 

Other 2.00 (1.45-2.75)*** 1.53 (1.05-2.26)** 

Age Less than 15/Ref     

15-17 1.33 (0.95-1.86)* 1.52  (1.00-2.31)** 

18+ 2.69 (1.88-3.84)*** 2.42 (1.53-3.84)*** 

Health Condition and Behavioral Factors     

Feel Depress No/Ref     

Yes 2.50 (2.13-2.92)*** 1.35 (1.11-1.65)** 

Taught HIV/AIDS Yes/Ref     

No 3.21 (2.66-3.88)*** 2.08 (1.63-2.65)*** 

Risky Social Behaviors     

Violence No/Ref     

Yes 5.75 (4.83-6.84)*** 2.71 (2.15-3.41)*** 

Smoking No/Ref     

Yes 4.17 (3.50-4.97)*** 1.88 (1.45-2.44)*** 

Heavy Drinking No/Ref     

Yes 2.91 (2.47-3.42)*** 1.16 (0.91-1.48) 

Use of Drugs No/Ref     

Yes 5.20 (4.31-6.26)*** 2.43 (1.90-3.12)*** 

Multiple Partners No/Ref     

Yes 10.73 (9.05-12.71)*** 4.29 (3.41-5.41)*** 

Sex Before Age 13 No/Ref     

Yes 7.38 (6.14-8.87)*** 2.06 (1.59-2.68)*** 

Year      

Year 2001/Ref     

2003 0.87 (0.70-1.07) 0.98 (0.76-1.26) 

2005 0.81 (0.63-1.04) 0.82 (0.60-1.30) 

2007 1.02 (0.83-1.26) 0.99 (0.77-1.28) 

Sample (n) for the Full Model  5,780 

Total Weighted for the Full Model  2,160,371 

 *** <0.01; ** >=0.01and <=0.05; * >=0.05 and <=0.10 

 
 

 Total population. The bivariate logistic regression analysis presented in Table 

4.26, column two, allowed the identification of the factors associated with pregnancy. 

Among the demographic variables, race/ethnicity for blacks (COR: 2.8, 95% CI: 2.3-3.3), 
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Hispanics (COR: 1.9, 95% CI: 1.6-2.3) and other races (2.0, 95% CI: 1.5-2.8) when 

compared with whites, and age18 or older (2.7, 95% CI: 1.9-3.8) when compared to age 

less than 15 were significantly associated with pregnancy.  Among the health condition 

and behavioral factor variables, feeling depressed (2.5, 95% CI: 2.1-2.9) and not being 

taught about HIV (3.2, 95% CI: 2.7-3.9) were significantly associated with pregnancy. 

Among the behavioral risk factor variables, having violent occurrences (5.8, 95% CI: 4.8-

6.8), smoking (4.2, 95% CI: 3.5-5.0), drinking alcohol (2.9, 95% CI: 2.5-3.4), using drugs 

(5.2, 95% CI: 4.3-6.3), having more than three sexual partners (10.7, 95% CI: 9.1-12.7), 

and having sex before 13 years (7.4, 95% CI: 6.1-8.9) were statistically associated with 

pregnancy. The variable “year” included in the univariate analysis was not significant. 

There were no differences in the likelihood of becoming or causing a pregnancy when the 

years 2003, 2005, and 2007 were compared with 2001.  

The multivariate analysis presented in Table 4.26, column three, shows the 

adjusted factors associated with pregnancy. Each one of the variables included in the 

multivariate analysis was adjusted by the other variables included in the model. 

Significant associations were found with the following demographic covariables: female 

students (AOR: 2.1, 95% CI: 1.7-2.6) when compared to male students, females were two 

times as likely as males to be involved in a pregnancy. When compared to whites, blacks 

(AOR: 3.7, 95% CI: 2.8-4.8), Hispanics (AOR: 2.3, 95% CI: 1.8-2.9), and other races 

(AOR: 1.5, 95% CI: 1.1-2.3) showed differences. Black students were almost four times 

as likely to become pregnant or cause a pregnancy as white students were and Hispanic 

and other race students were two times as likely to be involved in a pregnancy as white 

students were. When age group 15-17 (AOR: 1.5, 95%CI: 1.0-2.3) and age group 18+ 

(AOR 2.4, 95%CI: 1.5-3.8) were compared with age less than 15, students between 15-17 

years old were almost two times as likely to become or cause a pregnancy than students 

less than 15 years old and students 18 years or older were 2.4 times as likely to become or 

cause a pregnancy than students less than 15 years old. 

Among the health condition and behavioral factor variables, feeling depressed 

(AOR: 1.4, 95% CI: 1.1-1.7) and not being taught about HIV/AIDS (AOR: 2.1, 95% CI: 

1.6-2.7) were associated statistically with pregnancy. Students that reported symptoms of 

depression were 1.4 times as likely to become pregnant or cause a pregnancy and students 
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who were not taught about HIV/AIDS were more than twice as likely to become pregnant 

or cause a pregnancy. 

Among the risky social behaviors variables, students who had violent encounters 

in a dating relationship were almost three times as likely to be involved in a pregnancy 

(AOR: 2.7, 95% CI: 2.2-3.4); students who smoked were almost two times as likely to 

become pregnant or cause a pregnancy (AOR: 1.9, 95% CI: 1.5-2.4); students who used 

drugs were more that two times as likely to be involved in a pregnancy (AOR: 2.4, 95% 

CI: 1.9-3.1); students who reported having more than three sexual partners were more 

than four times as likely to become pregnant or cause a pregnancy (AOR: 4.3, 95% CI: 

3.4-5.4); and students who reported having sex before age 13 were more than two times as 

likely to become pregnant or cause a pregnancy (AOR: 2.1, 95% CI: 1.6-2.7).  

The variable “year” included in the multivariate analysis showed no significant 

differences, and the probability of becoming or causing a pregnancy was the same in 2001 

as in 2007. Teen pregnancy did not show significant decreases or increases during this six 

year period. 

       After running the logistic model the test to detect a specification error was applied. 

 The stata command linktest was issued to check if the model fit sufficiently well and 

 check for influential observations that had an impact on the estimates of the coefficients. 

 The idea behind linktest is that if the model is properly specified, one should  not be able 

 to find any additional predictors that are statistically significant except  by chance. The 

 results of the application showed that the model was completely specified (Appendix G).   

  Logistic regression by specific groups.  The model for the full population found 

 significant association in almost all the variables included in the logistic regression (Table 

 4.26). Specific models were run for white, black, and Hispanic students, and for younger 

 and older students to check if some subgroups of the population differed in terms of other 

 variables such as race/ethnicity, and groups of age and the outcome variable pregnancy.  

Race/ethnicity. Three subpopulation models (Whites, Blacks, and Hispanics) were 

run to analyze if there were differences by race/ethnicity (Table 4.27). Observing the 

demographic variables, female students were more likely to report a pregnancy than male 

students to report getting someone pregnant in each one of the subpopulations compared;  
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Table 4.27: Adjusted Odds Ratios (AOR) for Different Factors and Pregnancy, by Race/Ethnicity,         

Full Model, Florida, 2001-2007, YRBS 

 

 Pregnancy (1=Yes; 2=No) 

Demographics White Black Hispanic 

 AOR (95% CI) AOR (95% CI) AOR (95% CI) 

Gender Male/Ref       

Female 1.77 (1.26-2.51)*** 2.19 (1.52-3.16)*** 2.99 (1.89-4.75)*** 

Age Less than 15/Ref       

15-17 2.41 (0.93-6.25)* 1.32 (0.61-2.82) 1.28 (0.70-2.34) 

18+ 3.83 (1.39-10.57)** 2.08 (0.92-4.73)* 2.22 (1.09-4.52)** 

Health Condition and Behavioral 

Factors       

Feel Depress No/Ref       

Yes 1.67 (1.18-2.34)*** 1.03 (0.73-1.45) 1.24 (0.83-1.84) 

Taught HIV/AIDS Yes/Ref       

No 2.33 (1.59-3.44)*** 1.19 (0.74-1.91) 2.79 (1.80-4.31)*** 

Risky Social Behaviors       

Violence No/Ref       

Yes 1.91 (1.32-2.65)*** 2.41 (1.63-3.55)*** 3.89 (2.47-6.12)*** 

Smoking No/Ref       

Yes 1.64(1.12-2.42)** 1.70 (0.90-3.19) 2.33 (1.44-3.78)*** 

Heavy Drinking No/Ref       

Yes 1.14 (0.78-1.66) 1.58 (1.1-2.47)** 0.85 (0.53-1.37) 

Use of Drugs No/Ref       

Yes 2.19 (1.37-3.50)*** 2.22 (1.55-3.19)*** 3.40 (2.02-5.72)*** 

Multiple Partners No/Ref       

Yes 3.65 (2.45-5.44)*** 5.13 (3.48-7.55)*** 5.37 (3.31-8.71)*** 

Sex Before Age 13 No/Ref       

Yes 4.24 (2.79-6.46)*** 1.03 (0.67-1.51) 1.60 (0.95-2.71)* 

Year        

Year 2001/Ref       

2003 0.89 (0.59-1.36) 1.00 (0.67-1.51) 1.08 (0.65-1.80) 

2005 0.80 (0.49-1.30) 0.92 (0.56-1.52) 0.62 (0.26-1.43) 

2007 0.78 (0.50-1.02) 0.96 (0.63-1.48) 1.48 (0.91-2.41) 

Sample (n) for the Full Model 6,280 2,310 2,775 

Total Weighted for the Full Model 1,253,121 445,712 398,197 

*** <0.01; ** >=0.01and <=0.05; * >=0.05 and <=0.10 

 

there was a significant difference for the age group15-17 years and for whites when 

compared with age less than 15 years.  However, no significant differences were found 

for blacks or Hispanics for the age group 15-17 years when compared with age less than 

15 years. The group aged 18+ was significantly associated with pregnancy when 

compared with the group aged younger than 15 for the three subpopulations models.  
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Among the health condition and behavioral factors, feeling depressed was 

significantly associated with pregnancy for whites but no significant differences for 

blacks or Hispanics was observed.  Being taught about HIV/AIDS for whites and 

Hispanics was significant, but not for black students.  

Among the risky social behaviors, having violent occurrences was significantly 

associated with pregnancy for each of the subpopulations. Smoking was significantly 

associated with pregnancy for whites and Hispanics but no for black students. Drinking 

alcohol was significant for blacks but not for white or Hispanic students. The use of drugs 

and having multiple partners were significantly associated with pregnancy in each of the 

three subpopulations, while having sex before age 13 was significant for white and 

Hispanic students. 

   Groups of Age. Two subpopulation models were run, for ages 15-17 years and for 

 older than 18 years to see if there were differences between younger and older students 

 and the pregnancy outcome (Table 4.28).  

Among the demographic factors, female students were more likely to report 

having being pregnant than male students to report getting involved in a pregnancy for 

both group of ages. Being black or Hispanic when compared with white students was 

significantly associated with pregnancy for both age groups. There were differences for 

other races in the two subpopulation models when compared to white students.  

 Among the health condition and behavioral factors, feeling depressed was 

 significantly associated with pregnancy in students less than 18 years while not significant 

 for students aged 18 or older. Being taught about HIV/AIDS was significant in both 

 models. 

            Among the risky social behaviors both models presented significant associations 

with pregnancy when students reported violent episodes, having smoked, used drugs, had 

multiple partners, and sex before age 13 years. The variable heavy drinking was not 

associated with pregnancy in either model (young and old students).   
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Table 4.28: Adjusted Odds Ratios (AOR) for Different Factors and Pregnancy, by Group of Age, 

Full Model, Florida, 2001-2007, YRBS 

 

Demographics Age <18 Age 18 or + 

Gender Male/Ref     

Female 2.13 (1.67-2.72)*** 2.03 (1.31-3.15)*** 

Race/eth White/Ref     

Black 3.58 (2.64-4.86)*** 4.01 (2.31-6.94)*** 

Hispanic 2.16 (1.62-2.89)*** 2.48 (1.47-4.18)*** 

Other 1.56 (1.00-2.43)** 1.46 (0.68-3.15) 

Health Condition and Behavioral Factors     

Feel Depress No/Ref     

Yes 1.39 (1.10-1.74)*** 1.24 (0.81-1.88) 

Taught HIV/AIDS Yes/Ref     

No 1.91 (1.44-2.53)*** 2.53 (1.53-4.18)*** 

Risky Social Behaviors     

Violence No/Ref     

Yes 2.64 (1.99-3.54)*** 2.68 (1.68-4.27)*** 

Smoking No/Ref     

Yes 1.79 (1.32-2.41)*** 2.13 (1.26-3.58)*** 

Heavy Drinking No/Ref     

Yes 1.25 (0.95-1.64) 0.97 (0.59-1.58) 

Use of Drugs No/Ref     

Yes 2.65 (1.99-3.54)*** 1.96 (1.18-4.89)*** 

Multiple Partners No/Ref     

Yes 5.02 (3.89-6.48)*** 2.98 (1.81-4.89)*** 

Sex Before Age 13 No/Ref     

Yes 1.94 (1.45-2.60)*** 2.01 (1.13-3.73)** 

Year      

Year 2001/Ref     

2003 1.02 (0.77-1.36) 0.88 (0.52-1.49) 

2005 0.80 (0.55-1.16) 0.91 (0.49-1.68) 

2007 1.09 (0.82-1.45) 0.76 (0.45-1.30) 

Sample (n) for the Full Model 10,384 1,686 

Total Weighted for the Full Model 1,840,274 320,097 

        *** <0.01; ** >=0.01and <=0.05; * >=0.05 and <=0.10 
 

   
 Ever had sex model. The estimates presented in Tables 4.26, 4.27 and 4.28 were 

 based on the full population and did not include condom use as this was asked only of 

 those who had sex, which was a smaller sample. The estimates did not differ substantially 

 in terms of significance or magnitude when condom use was included.  

The tables including condom use are found in Appendix H and are broken down 

by race and age. Condom use was significantly associated with pregnancy. In the bivariate 
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analysis the crude odds ratio was (3.2, 95% CI: 2.7-3.8) and when adjusted for all the 

variables included in the model the odds were (2.8, 95% CI: 2.2-3.4). Students who did 

not use condoms the last time they had sex were almost three times as likely to become 

pregnant or cause a pregnancy than students who reported having used a condom the last 

time they had sex. 

 Conclusions 

       Two general hypotheses were tested associated with the second study question.  

 The first hypothesis is that being a Hispanic or black female is not a contributing factor 

 associated with pregnancy during school years. The second hypothesis is that smoking 

 tobacco, drinking alcohol, using drugs, and risky social behaviors are not risk factors for 

 getting pregnant during school years. The null hypotheses were rejected. 

The following section summarizes the results, the estimation of prevalence, and 

the logistic regression. Black, Hispanic, and ‘other’ race students had a higher prevalence 

of pregnancy than white students. Similar outcomes were found for students 18 years old 

or older when compared with younger ones (Table 4.23 and Figure 4.12). Consistent with 

the prevalence findings, the crude and adjusted odds ratios from the logistic model were 

significantly greater for blacks, Hispanics, and other races when compared to white 

students’ pregnancy outcomes, and the likelihood of pregnancy was greater for students 

aged 18 or older than the less than 15 age group. Although the crude odds ratio between 

gender and pregnancy was not significant, when gender was included in the multivariate 

model adjusted for the other factors (Table 4.26), females were more likely to become 

pregnant than males were to get someone pregnant. These race and age findings are 

consistent with the  findings reported in the article “US Teenage Pregnancy Statistics 

National and States Trends and Trends by Race and Ethnicity” from the Alan Guttmacher 

Institute, that states how birth and pregnancy rates vary greatly across race, ethnicity and 

teen ages in the United States (Guttmacher, 2006). The present study indicates that race 

and age differences have significant implications in prevention of pregnancy among 

young adolescents and that minority and teens aged 18 and older should be the focus of 

teen pregnancy reduction efforts.  

       The prevalence of pregnancy was high and significant for students who were 

depressed, who did not use condoms and who had not been taught about HIV/AIDS 
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(Table 4.24 and Figure 4.13). The logistic model was consistent with the prevalence 

results. The crude and adjusted odds ratios of the likelihood of pregnancy were high and 

significant for students who had been depressed, who did not use condoms the last time 

they had sex (for the ever had sex model see Appendix H), and who had not been taught 

about HIV/AIDS.  

The relationship between depression and risky sexual behaviors that could result 

in pregnancy is documented in the study “Adolescent depression and Suicide Risk; 

Association with Sex and Drug Behavior” (Hallfors, Waller, Ford, Halpen, Brodish, & 

Iritani, 2004). Evidence of effectiveness of condom use and HIV/AIDS education is 

supported by the National Institute of Allergy and Infectious Diseases (NIAID) and the 

Ku, Sonenstein, and Pleck study (1999). This present study demonstrates the importance 

of identifying adolescents with mental health problems and diagnosing depression in 

order to give young people the most appropriate treatment and prevent harmful 

consequences such as the use of drugs and risky sexual behaviors. The results of this 

study also show how education about HIV/AIDS decreases the odds of pregnancy and 

that sexuality education that includes information about HIV/AIDS, and the use of 

condoms and contraceptives is an important strategy to decrease the number of 

pregnancies, abortions, births, STDs, and HIV/AIDS in adolescents in Florida.  

       When comparing risky social behaviors and pregnancy, the prevalence of 

pregnancy was high and significant for students who had violent occurrences, smoked, 

drank alcohol, used drugs, had multiple partners, or who had initiated sex before age 13 

(Table 4.25 and Figure 4.14). The bivariate and multivariate logistic regressions were 

consistent with the results given earlier. The crude and adjusted odds ratios of the 

likelihood of pregnancy were high and significant for students who had violent 

occurrences, students who smoked, students who used drugs, students who had had 

multiple sexual partners, and students who had initiated sex before they turned 13 years 

old. A comparison of the bivariate analysis and the multivariate analysis revealed that the 

variable drinking alcohol went from significant in the bivariate analysis to not significant 

in the multivariate analysis.  

       Evidence of the relationship between pregnancy and the independent variables 

physical and sexual dating violence, smoking, alcohol, use of drugs, initiation of sex at a 
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young age, and having multiple partners is found in the study of Silverman, Raj, Mucci, 

and Hathaway in 2001, the Youth Tobacco Survey (2000) in Arkansas, and the study 

“Dangerous Liaison: Substance Abuse and Sex” (CASA, 1999). Teachers and health 

professionals should routinely screen adolescents for dating violence as a potential 

indicator of risky sexual behaviors and pregnancy. School, health, and social service 

professionals should offer appropriate sexuality education that includes the relationship 

between substance use (tobacco, drugs, and alcohol), and sexual activity (age of initiation 

and multiple partners). 
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CHAPTER 5: SUMMARY OF FINDINGS, IMPLICATIONS, LIMITATIONS, AND FUTURE 

RESEARCH 

Introduction 

 This chapter presents a summary of major findings in the assessment of sexuality 

education and risk factors that face adolescents in Florida, and implications for Florida’s 

sexuality education policies. 

 The Purpose of the Study 

      The purpose of this study was to examine the outcomes of sexuality education 

policies in Florida over the last 18 years, in terms of teen births outcomes and STDs and 

HIV rates.  Additionally, this study was designed to determine which risk factors place 

young people at risk of pregnancy, STDs, and HIV. The data for the analysis of the 

outcomes of sexuality education policies were divided into two periods. The first period 

(1990-1999) reflected the behavior of the teen birth rate, STD rate, and HIV rate under a 

comprehensive sexuality education policy; the second period (2000-2007) reflected teen 

birth rate, STD rate, and HIV rate during the time of federal support for only abstinence- -

until-marriage programs. This study examined the relationship between the type of 

sexuality education (comprehensive vs. abstinence only) and adolescent outcomes (teen 

births, STDs, HIV), and analyzed which risk factors are associated with pregnancy among 

young adolescents in Florida. 

The research questions were: first, did sexuality education in Florida reduce the 

outcomes of teen births for an 18 year period (1990-2007), STDs (Gonorrhea and 

Syphilis) for an 18 year period (1990-2007), STD (Chlamydia) for a 14 year period 

(1994-2007) and HIV for a 10 year period (1998-2007)? Second, which risk factors, such 

as age, race, health, drugs, and violence, explain the sub-population differences, if any, in 

adolescent pregnancy during the years 2001, 2003, 2005, and 2007? 

Major Findings 

 First Research Question 

       Trend analysis was used to test the hypothesis that “there were no significant 

differences in the teen birth rate and STDs rates during the periods 1990-1999 and 2000-

2007 by race and ethnicity.” 
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  Teen birth rate. When evaluating the data during the two periods, the teen birth 

rate showed significant differences in the trends in teen birth rate for all groups including 

white, black, and Hispanic adolescents. The results showed a greater reduction of the teen 

birth rate in the first period of analysis, under a comprehensive sexuality education policy, 

than in the second period, a time of federal support for only the abstinence-until-marriage 

programs.  

 STD rates: Chlamydia. Overall, the chlamydia rate showed continuing increases 

across both periods and did not appear to be affected by the policy shift. There were 

significant differences however in the increase for non-Hispanic blacks and Hispanics 

between the two periods. The null hypothesis was therefore accepted for the rates of total 

and white female adolescents and rejected for the trends of black and Hispanic rates. 

 STD rates: Gonorrhea. There were significant differences in the gonorrhea rate 

trends for the total population and all sub-groups between the two periods. For the total 

and non-Hispanic black female adolescents, the rates decreased during both periods of 

comparison but there was a significant slowdown in the decrease of the rates in the second 

period. For non-Hispanic whites the trend presented decreases in the first period and 

remained constant in the second. For Hispanic adolescent females, more dramatic results 

were observed: there were increases in both periods but the differences tripled in the 

second period. The null hypothesis was therefore rejected for the gonorrhea rate. The 

results showed in the first period of analysis, under a comprehensive sexuality education 

policy,  a greater reduction in the gonorrhea rate than during the second period, a time of 

federal support for only the abstinence-until-marriage. 

      STD rates: Syphilis. There were significant differences in the trends in the syphilis 

rate between the two periods of comparison for white and black groups. The trends 

showed significant declines in the first period but not in the second period. For Hispanic 

females, the trend in the syphilis rate continued to decline, but at a slower rate after the 

policy change. The null hypothesis was therefore rejected for the syphilis rate. The results 

showed a greater reduction in the syphilis rate during the first period of analysis, under a 

comprehensive sexuality education policy, than during the second period, a time of 

federal support for only the abstinence-until-marriage. 
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      HIV rates: There were insufficient data to test the HIV rates for differences 

between the two time periods since the HIV surveillance system began producing data for 

race/ethnicity and age levels in 1998. 

Second Research Question 

      Descriptive statistics and logistic regression were used to answer the second 

research question and test the following two null hypotheses: first, “being Hispanic or 

black is not a factor for becoming pregnant or causing a pregnancy during the school 

years” and second, “smoking tobacco, drinking alcohol, using drugs, and other social risk 

behaviors are not risk factors for becoming pregnant or causing a pregnancy during school 

years.” 

           Two different measurements resulted in a rejection of the first hypothesis. First, 

there were significant differences in the prevalence of pregnancy by race and by ethnicity 

(Hispanic). While 4% of non-Hispanic white students reported having become pregnant 

or causing a pregnancy, the prevalence for non-Hispanic black students was 9% (more 

than double the rate for whites), 7% for Hispanic, and 7% for other race categories. 

Second, the multivariate logistic regression, controlling for risk factors, found that non-

Hispanic black adolescents and Hispanic students of both races had significantly 

increased odds of becoming pregnant or causing a pregnancy than non-Hispanic white 

adolescent students. 

     Prevalence and logistic regression were used to evaluate the second hypothesis. 

The study found significant differences between the prevalence of depression,  running 

away from home,  use of condoms, and being taught about HIV/AIDS and becoming 

pregnant or causing a pregnancy. The multivariate logistic regression found that students 

that reported depression were almost two times as likely to be involved in a pregnancy as 

students who were not depressed. Students that reported not having used a condom the 

last time they had sex were almost three times as likely to be involved in a pregnancy as 

students that used condoms. Students that reported not being taught about HIV/AIDS 

were two times as likely to become pregnant or cause a pregnancy. 

 Regarding risky social behaviors, significant differences were found between the 

prevalence of violence, smoking cigarettes, drinking alcohol, use of drugs, having 

multiple sexual partners, and initiating sex before age 13 and becoming pregnant or 
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causing a pregnancy. The multivariate logistic regression found that students who had 

violent encounters in dating relationships were almost three times as likely to become 

pregnant or cause a pregnancy; students who smoked were almost twice as likely to 

become pregnant or cause a pregnancy; students who used drugs were more than twice as 

likely to be involve in a  pregnancy; students who reported having more than three sexual 

partners were more than four times as likely to become pregnant or cause a pregnancy; 

and students who reported initiating sex before age 13 years were more than twice as 

likely to become pregnant or cause a pregnancy.  It is clear that smoking tobacco, 

drinking alcohol, using drugs, and other social risk behaviors are risk factors associated 

with pregnancy during school years. 

 Specific models were run for white, black, and Hispanic students, and for younger 

and older students to check if these subgroups of the population had different results in 

terms of the independent variables and pregnancy. The results showed that the previous 

findings were consistent across race, ethnicity and age. 

Implications 

 The conceptual framework included in chapter one explains how the political 

forces affect the school structure and health systems operating in schools. In response to 

external political forces, schools design the type of sexuality education (comprehensive 

vs. abstinence only) they believe would be effective in reducing pregnancy and risky 

social behaviors to teens. The type of sexuality education taught in schools may have 

immediate and long term outcomes. The conceptual framework contributed to 

understanding the processes that link society, schools, sexuality education, the way 

students behave (immediate outcomes), and the outcomes of teen birth, STD, and HIV 

rates.  

 This study demonstrates a relationship between the type of sexuality education 

(comprehensive vs. abstinence only) and female adolescent outcomes (teen births and 

STDs).  Although there are other factors that may have influenced the differences in 

outcomes, the improved results in the rate of teen births, and rates of gonorrhea and 

syphilis during the period of comprehensive sexuality education suggests that this 

approach may be a better policy choice.  
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The findings of some researchers discussed in chapter 2 support the previous 

result. The authors of “Explaining Recent Declines in Adolescent Pregnancy in the United 

States: The Contribution of Abstinence and Improved Contraceptive Use,” (Santelli, 

Lindberg, Finer, & Singh, 2007), found that 86% of the decline in the pregnancy rates 

between 1995 and 2000 occurred primarily because teens were using contraceptives more 

effectively. Their findings highlighted the need to promote accurate information on 

contraception and sexual behaviors (Santelli et al., 2007). The study “Changes in Formal 

Sex Education 1995- 2002,” (Lindberg, Santelli, & Singh, 2006),  found that the 

proportion of teens who received formal instruction about birth control methods declined 

sharply, while the proportion who received information about abstinence only more than 

doubled. In 2002, slightly more than half the sexually experienced males and six in ten 

females had received any instruction about birth control method before they engaged in 

sex (Lindberg et al., 2006).  

Some research studies of sexuality education were based on experimental or quasi-

experimental designs that measured short term effects which in turn could tell little about 

the longer-term impact upon the rates of teen birth, STDs, and HIV. Others studies were 

cross sectional research using information from national surveys such as the National 

Survey of Family Growth (NSFG), and the National Survey of Adolescent Males. These 

studies cover an average of seven years and depend upon the respondents’ recall of 

whether they received a particular type of instruction or participated in a particular type of 

program. The study presented here covered a period of 18 years and draws on statistics 

from birth certificates (teen birth rates) and surveillance data collected in medical settings 

(rate of STD and HIV). Such data do not support causal inferences but can measure long 

term effects and demonstrate the existence of a relationship between the type of sexuality 

education and female adolescent outcomes (teen births and STDs).  

The logistic regression in the analysis of demographic variables and pregnancy 

showed that the likelihood of pregnancy increases rapidly with age, and that black and 

Hispanic adolescents are more likely to become pregnant or cause a pregnancy than white 

adolescents. Thus, policy makers and school health educators should promote education 

that is culturally sensitive and appropriate for black and Hispanic adolescents.  
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 This study shows that students who are depressed, have not been taught about 

HIV/AIDS, and do not use condoms when they have sex are more likely to become 

pregnant or get someone pregnant. Policy makers and health educators should therefore 

identify adolescents with mental health problems and promote counseling sessions for 

them, consider appropriate places for the availability of condoms, and promote open 

discussion about STDs and HIV/AIDS. 

 Students that have violent encounters, smoke, use drugs, have multiple partners or 

initiate sex before age 13 are more likely to be involved in pregnancy than students that 

do not engage in these behaviors.  Medical and mental health professionals should 

routinely screen adolescents for dating violence and provide appropriate referrals and 

interventions. Preventive interventions in schools should include but not be limited to 

providing adolescents with skills and support to enhance levels of positive change in their 

behaviors. Program interventions aimed at preventing and treating substance abuse, and 

discouraging risky sexual practices should include information on both sex and drugs-

seeking to address these issues more comprehensively.  

 Limitations of the Study 

This study did not use an experimental or quasi-experimental design and the 

results do not support causal inferences. The rates (birth, STD and HIV) included in the 

trend analysis were not controlled for external variables that might have affected the 

results. The independent variables included in the multivariate logistic regression were 

each controlled for the rest of variables included in the model. There are also limitations 

in a study using secondary data.  The use of statistics and surveillance data such as STD 

and HIV data may result in some bias because of the exclusion of records due to missing 

data such as age, race or ethnicity. Another limitation is related to surveying by sampling. 

There may be selection bias because some people cannot be contacted or are unwilling to 

participate.  

 Information on HIV rates by age and race/ethnicity has only been available since 

1998 which meant that the comparison of the two periods was not possible for this 

variable. Other specific limitations are discussed below.  

 



 112

 The YRBS survey has some limitations as well. The findings are subject to recall 

bias because items on the YRBS are self reported which means that the extent of under-

reporting or over reporting of behaviors can not be determined. Second, data apply only to 

youths who attend school and are therefore not representative of all persons in these age 

groups. For example, in 2005, approximately 19% of Florida youth aged 12-18 years were 

not enrolled in middle or high school. Finally, the study is limited to students attending 

school during the academic years from 1999 through 2007. The study findings are 

therefore only applicable to students enrolled in school in Florida over this time period.  

  Future Research 

 This research has raised questions about the effectiveness of abstinence-only-until-

marriage sexuality education programs in reducing negative immediate and long term 

outcomes for teens. The second period (2000-2007) showed slower rates in decline of 

births, gonorrhea, and syphilis for blacks and whites, increases in the rate of teen births 

and gonorrhea for Hispanics, and increases in the rate of chlamydia for all groups, with 

higher rates for Hispanics.  

 There is also a need for additional evaluative research to determine the consistency 

of content among adolescent sexuality programs and to determine the overall quality of 

the programs. 

 Trend analysis is useful in the analysis of change in the magnitude of teen birth 

rates and STD rates in female adolescents from one period to other. A replication of this 

research including different socio-cultural areas in Florida and the analysis of teen birth 

rates, STD rates and HIV rates would provide a regional picture of teen sex situation in 

Florida. The study “Regional Differences in Sexuality Education in Florida,” (Bandeira, 

Jeffries, Dodge, Reece, & Herbenick, 2008), outlines the three regions in Florida and the 

demographic characteristics of each. North Florida is predominantly rural and 

conservative, Central Florida agrarian but with an influx of international tourism, and 

South Florida is heavily urbanized with a significant number of blacks and Latinos 

(Bandeira et al., 2008). School administrators and teen advocates should have data on the 

teen birth, STD, and HIV trend rates in their community and use these data to work at 

lowering the teen birth, STD and HIV rates in the areas where they are highest. 

Additionally, the higher rates of teen birth, chlamydia, gonorrhea, and syphilis among 
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minority racial and ethnic population of female adolescents when compared to whites 

indicate the need for more regional analysis of the risk factors related to race and 

ethnicity. Additional research is necessary to investigate the association of the outcomes 

with socio-economic class, since students in low socio-economic class are also a 

vulnerable group. 

 Prevalences and logistic regression estimates using the Youth Risk Behavioral 

Survey (YRBS) helped to identify the risk factors that affected pregnancy during the 

period 2001-2007. Supporting the findings of the trend analysis related to teen birth rates, 

the logistic regression model showed that there were no changes in the pregnancy during 

the period 2001-2007. Ideally the logistic model should be applied to regions in Florida, 

but data collection from the YRBS does not include county level data. However, five 

Florida counties (Broward, Hillsborough, Miami-Dade, Orange, and Palm Beach 

counties) are funded by the CDC to collect county level data. Schools administrators and 

youth advocates can use this information from these counties to improve their programs in 

their communities. 

 Schools should implement programs that focus on the reduction of risky sexual 

behaviors including teaching about the consequences of having multiple partners, 

violence, depression, smoking, and the use of drugs or alcohol. The Centers for Disease 

Control and Human Services (CDC) Community Guide is an excellent source of 

evidence-based interventions that address each of these behaviors (CDC, 

www.thecommunityguide.org). Schools should include culturally appropriates materials 

and programs to discourage sex at a young age. Although sexual orientation was not a 

focus of this research, there is a need for sexuality education that includes all students 

regardless of emerging sexual orientation.  
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APPENDIX A: THE 2007 FLORIDA STATUTES 
 

                        

1003.42 Required instruction 
 
(1)  Each district school board shall provide all courses required for middle grades promotion, 
high school graduation, and appropriate instruction designed to ensure that students meet State 
Board of Education adopted standards in the following subject areas: reading and other language 
arts, mathematics, science, social studies, foreign languages, health and physical education, and 
the arts.  

(2)  Members of the instructional staff of the public schools, subject to the rules of the State 
Board of Education and the district school board, shall teach efficiently and faithfully, using the 
books and materials required that meet the highest standards for professionalism and historic 
accuracy, following the prescribed courses of study, and employing approved methods of 
instruction, the following:  

(a)  The history and content of the Declaration of Independence, including national sovereignty, 
natural law, self-evident truth, equality of all persons, limited government, popular sovereignty, 
and inalienable rights of life, liberty, and property, and how they form the philosophical 
foundation of our government.  

(b)  The history, meaning, significance, and effect of the provisions of the Constitution of the 
United States and amendments thereto, with emphasis on each of the 10 amendments that make 
up the Bill of Rights and how the constitution provides the structure of our government.  

(c)  The arguments in support of adopting our republican form of government, as they are 
embodied in the most important of the Federalist Papers.  

(d)  Flag education, including proper flag display and flag salute.  

(e)  The elements of civil government, including the primary functions of and interrelationships 
between the Federal Government, the state, and its counties, municipalities, school districts, and 
special districts.  

(f)  The history of the United States, including the period of discovery, early colonies, the War for 
Independence, the Civil War, the expansion of the United States to its present boundaries, the 
world wars, and the civil rights movement to the present. American history shall be viewed as 
factual, not as constructed, shall be viewed as knowable, teachable, and testable, and shall be 
defined as the creation of a new nation based largely on the universal principles stated in the 
Declaration of Independence.  

(g)  The history of the Holocaust (1933-1945), the systematic, planned annihilation of European 
Jews and other groups by Nazi Germany, a watershed event in the history of humanity, to be 
taught in a manner that leads to an investigation of human behavior, an understanding of the 
ramifications of prejudice, racism, and stereotyping, and an examination of what it means to be a 
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responsible and respectful person, for the purposes of encouraging tolerance of diversity in a 
pluralistic society and for nurturing and protecting democratic values and institutions.  

(h)  The history of African Americans, including the history of African peoples before the 
political conflicts that led to the development of slavery, the passage to America, the enslavement 
experience, abolition, and the contributions of African Americans to society.  

(i)  The elementary principles of agriculture.  

(j)  The true effects of all alcoholic and intoxicating liquors and beverages and narcotics upon the 
human body and mind.  

(k)  Kindness to animals.  

(l)  The history of the state.  

(m)  The conservation of natural resources.  

(n)  Comprehensive health education that addresses concepts of community health; consumer 
health; environmental health; family life, including an awareness of the benefits of sexual 
abstinence as the expected standard and the consequences of teenage pregnancy; mental and 
emotional health; injury prevention and safety; nutrition; personal health; prevention and control 
of disease; and substance use and abuse.  

(o)  Such additional materials, subjects, courses, or fields in such grades as are prescribed by law 
or by rules of the State Board of Education and the district school board in fulfilling the 
requirements of law.  

(p)  The study of Hispanic contributions to the United States.  

(q)  The study of women's contributions to the United States.  

(r)  The nature and importance of free enterprise to the United States economy.  

(s)  A character-development program in the elementary schools, similar to Character First or 
Character Counts, which is secular in nature. Beginning in school year 2004-2005, the character-
development program shall be required in kindergarten through grade 12. Each district school 
board shall develop or adopt a curriculum for the character-development program that shall be 
submitted to the department for approval. The character-development curriculum shall stress the 
qualities of patriotism; responsibility; citizenship; kindness; respect for authority, life, liberty, and 
personal property; honesty; charity; self-control; racial, ethnic, and religious tolerance; and 
cooperation.  

(t)  In order to encourage patriotism, the sacrifices that veterans have made in serving our country 
and protecting democratic values worldwide. Such instruction must occur on or before Veterans' 
Day and Memorial Day. Members of the instructional staff are encouraged to use the assistance 
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of local veterans when practicable.  
 
The State Board of Education is encouraged to adopt standards and pursue assessment of the 
requirements of this subsection.  

(3)  Any student whose parent makes written request to the school principal shall be exempted 
from the teaching of reproductive health or any disease, including HIV/AIDS, its symptoms, 
development, and treatment. A student so exempted may not be penalized by reason of that 
exemption. Course descriptions for comprehensive health education shall not interfere with the 
local determination of appropriate curriculum which reflects local values and concerns.  

History.--s. 131, ch. 2002-387; s. 22, ch. 2006-74.  
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APPENDIX B: BILLS 

Florida Legislature Bills Related to Sexuality Education 

SB1728 
     In the Legislature section of 2006, Senator Steven A. Geller presented SB1728 
“Schools/Abstinence-only Instruction; An act relating to public K-12 educational instruction; 
creating s. 1003.465, F. S.; providing parental right to know with respect to abstinence-only 
instruction; defining the term “medically accurate’; requiring certain school principals to mail a 
notice to parents regarding the provision of abstinence-only instruction under certain conditions; 
providing a process for parental comment on the curriculum; providing for the filing of 
complaints and appeals; providing for investigation and corrective action; providing an effective 
date” (Florida Senate, 2006). On January 31, 2006 the bill was filed in the Senate, on February 
20, 2006 the bill was referred to the Education, Health Care, and Judiciary committees, and on 
May 05, 2006 the bill died in Committee on Education. 

    The bill had two sections. Section 1 said that section 1003.465, Florida Statutes, was to read: 
Abstinence-only instruction; parental right to know. The principal of any school that receives 
funding for abstinence-only instruction should at the beginning of each school year, mail a notice 
to the parents of affected students stating the following: The child is receiving abstinence-only 
instruction; abstinence only instruction does not teach students how to prevent pregnancy or 
sexually transmitted infections other than by remaining abstinent; the child is not receiving 
information about methods, other than abstinence, for preventing pregnancy and sexually 
transmitted infections, including HIV/AIDS. Section 2 said that this act should take effect July 1, 
2006.  

SB2248 

     In the legislature section of 2007, Senator Frederica Wilson (D) presented SB2248.This bill 
required the Department of Education (DOE) to award grants to public school districts to 
implement school-based AIDs educational activities. On March 07, 2007 the bill was introduced 
to the Senate and referred to Committee of Education PreK-12 and Health Policy. The bill died 
on May 05, 2007 in the Committee on Education. This bill was filed again on September 06, 
2007 and introduced by the Senate on March 03, 2008 as SB128 and referred to the Committee 
on Education. The bill died again on May 02, 2008 in the Committee on Education (Florida 
Senate, 2007). 

SB1191 

     In the legislature section of 2007, Senator Nan Rich (D) presented and filed SB1191. The bill 
required the Secretary of Health to develop and maintain certain information concerning family 
planning and resources at the Florida Department of Health (FDOH) website. The bill also 
required the Florida Department of Education to develop comprehensive family life and sexuality 
education plan, provide definitions, provide duties of licensed health care facilities, and 
practitioners regarding the treatment of rape survivors. On February 02, 2007 the Senate 
introduced the bill. On February 22, 2007, the Senate referred it to Health Policy and Education 
Pre-K-12. On March 27, 2007 the bill was favorable with one amendment by Health Policy. On 
May 04, 2007 the bill died in Committee on Education (Florida Senate, 2007). 

DB848 
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     In the legislature section of 2008, Senator, Red Deutch (D) presented SB848 “The Healthy 
Teens Act” which would require that schools receive state funding to teach comprehensive sexual 
education, while ensuring that abstinence-only-until marriage program is the single sure way to 
prevent pregnancy and disease. The Healthy Teens Act would provide medically accurate, age 
appropriate information beginning in the 6th grade.    The bill outlined the curriculum, but how a 
school wanted to implemented was up to them. A coalition of  31 medical and social 
organizations supported the bill, and was sponsored in the House by Rep. Dorothy Bendross-
Mindingal (D) Miami-Dade (Florida Senate, 2008). 

     The bill required that public schools should (a) emphasize the value of abstinence and teach 
that abstinence is the only certain way to avoid pregnancy or sexually transmitted diseases; (b) 
provide instruction regarding involvement in, and responsibilities of, sexual decision making; (c) 
provide information regarding the means to prevent pregnancy and reduce the risk of sexually 
transmitted diseases including HIV and AIDS; (d) encourage family communication about 
sexuality; (e) provide instruction concerning how to avoid unwanted verbal, physical, and sexual 
advances, and (e) provide instruction regarding how alcohol and drugs may affect decision 
making. 

     The Healthy Teens Act provides that any public school that receives state funding and 
provides information or programs regarding family planning, pregnancy, or sexually transmitted 
infections, including HIV and AIDS, must provide comprehensive, medically accurate, factual, 
and age-appropriate information. It provides specific guidelines to districts regarding the type of 
information that should be included in family planning, pregnancy, or sexually transmitted 
infections, including HIV and AIDS, education programs. The information use by school districts 
should relay on creditable resources such as the Centers for Disease Control and Prevention, and 
the National Institute of Health for factual and medically accurate information (The Florida 
Senate, 2008). On December 19, 2007, the bill was filled in the Senate, on April 01, 2008, the bill 
was voted favorable on committee of Education. On May 02, 2008 the bill died in Committee of 
Children, Families, and Elder Affairs.  
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APPENDIX C: VARIABLES INCLUDED IN THE LOGISTIC REGRESSION 

 
Dependent variable: Have you been pregnant or gotten someone pregnant one or more time? This 
variable was derived from question:  How many times have you been pregnant or gotten someone 
pregnant? (Only for students that ever had sex). 
1. Yes. 
2. No. 
 
Independent variable: Gender, What is your sex?  

1. Female. 
2. Male. 
 
Independent variable: Race/Ethnicity, this variable was derived from question:  How do you 
describe yourself?  
1. White. 
2. Black. 
3. Hispanic. 
4. Other. 
 
Independent variable: Age, this variable was derived from question: How old are you? 
1. Less than 15. 
2. 15-17 years old. 
3. 18 and more. 
 
Independent variable: Grades in school, this variable was derived from the question: During the 
past 12 months, how would you describe your grades in school? The final recode is: Did you 
receive grades of mostly D’s and F’s in school during the past 12 months? 
1. Yes. 
2. No. 
 
Independent variable: Depression, during the past 12 months, did you ever feel so sad or hopeless 
almost every day for two weeks or more in a row that you stopped doing some usual activities? 
1. Yes. 
2. No. 
 
Independent variable: Been taught about HIV/AIDS. Have you ever been taught about AIDS or 
HIV infection in school?  
1. Yes. 
2.  No. 
 
Independent variable: Running away from home. This variable was derived from the question: 
During the past 12 months, how often have you run away from home (for more than 24 hours)? 
The final recode is: Did you have run away from home (for more than 24 hours) one or more 
times during the past 12 months? 
1. Yes. 
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2. No. 
 
 
Independent variable: Dating violence, during the past 12 months; did your boyfriend or 
girlfriend ever hit, slap, or physically hurt you on purpose?   
3. Yes. 
4. No. 
Independent variable: Tobacco use: Have you ever smoke cigarettes daily, that is, at least one 
cigarette every day for 30 days?  
1. Yes. 
2. No. 
 
Independent variable: Episodic heavy drinking, this variable was derived from the question: 
During the past 30 days, on how many days did you have 5 or more drinks of alcohol? Final 
recode:  Have you had more of five drinks of alcohol in a row, that is, within a couple of hours, 
on one or more of the past 30 days preceding the survey?  
1. Yes. 
2. No. 
 
Independent variable: Use of drugs, this variable was derived from the questions: Did you use 
marijuana one or more times during your life?  Did you use any form of cocaine one or more 
times during your life?  Did you use any form of inhalation to get high during your life?  Did you 
use any form of heroin one or more time during your life? Did you use methamphetamines one or 
more time during your life? Did you use ecstasy one or more time during your life?  Did you use 
steroid or pills or shots without doctor prescription one or more times during your life? 
1. Yes. 
2. No. 
 
Independent variable: Multiple partners:  Students who had sexual intercourse with four or more 
people during their life. This variable was derived from question (Q59). During your life, with 
how many people have you had sexual intercourse? (Only for students that ever had sex). 
1. Yes. 
2. No. 
 

Independent variable: Sex before age 13 years, this variable was derived from the question: How 
old were you when you had sexual intercourse for the first time? 
1. 13 or more than 13 years old 
2.  Less than 13 years old. 
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APPENDIX D: STUDENTS SURVEYED 

 
Table D.1: Total Students Surveyed, by Models, Demographic and Health Conditions Factors, 

 Florida, 2001-2007, YRBS 

  

5-year Average 

Weighted Cases 

by Variable 

5-year Average 

Weighted Cases 

Full Model 

5-year Average 

Weighted Cases 

Ever Had Sex 

Model 

  Pregnancy (Have you been pregnant or 

gotten someone pregnant?) 

      

 Pregnancy (yes) 5.41 4.97 9.94 

Total 2,433,141 2,160,371 1,044,584 

Demographic Factors       

Gender       

  Female 49.23 51.53 48.47 

  Male 50.77 48.47 51.53 

Total 2,989,847 2,160,371 1,044,584 

Race       

 White 52.18 58.00 55.22 

 Black 23.46 20.63 24.35 

 Hispanic 21.14 18.43 18.14 

  Other 3.22 2.93 2.28 

Total 2,972,185 2,160,371 1,044,584 

Age       

  Less than 15 Years Old 9.56 8.85 4.64 

  15-17 76.04 76.33 75.08 

  18+ 14.40 14.82 20.28 

Total 3,000,933 2,160,371 1,044,584 

Grades at School *       

  Bad Grades (yes) 6.53     

Total 1,755,004     

Health Condition and Behavioral Factors       

Depression       

Feel Depressed (Yes) 27.76 27.33 32.74 

Total 2,998,682 2,160,371 1,044,584 

Run Away *       

  Run Away (yes) 9.90     

Total 1,825,293     

  Use of condoms       

 Use of Condoms (yes) 69.73   69.67 

Total 1,363,402   1,044,584 

  Taught HIV/AIDS       

  Taught HIV/AIDS (yes) 88.34 90.43 90.31 

Total 2,919,263 2,160,371 1,044,584 

Total Students in the Sample 17,404 12,070 5,780 

 
* This question was not included in 2007. 
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Table D.2: Total Students Surveyed, by Models and Risky Social Behaviors, 

 Florida, 2001-2007, YRBS 

  

5-year Average 

Weighted Cases 

by Variable 

5-year Average 

Weighted Cases 

Full Model 

5-year Average 

Weighted Cases 

Ever Had Sex 

Model 

  Pregnancy (Have you been pregnant or 

gotten someone pregnant?) 

      

 Pregnancy (yes) 5.41 4.97 9.94 

Total 2,433,141 2,160,371 1,044,584 

Risk Factors       

  Violence        

  Violence (yes) 10.55 9.38 14.93 

Total 2,998,781 2,160,371 1,044,584 

  Smoking        

  Smoking (yes) 11.57 11.83 20.47 

Total 2,945,257 2,160,371 1,044,584 

  Alcohol        

  Alcohol (yes) 22.95 23.71 36.79 

Total 2,938,163 2,160,371 1,044,584 

Use of Drugs       

  Drugs (yes) 42.46 42.68 63.12 

Total 2,935,300 2,160,371 1,044,584 

  Multiple Sexual Partners       

  More than 3 Sexual Partners (yes) 16.13 14.87 30.02 

Total 2,757,135 2,160,371 1,044,584 

 Sex Before 13       

 Sex Before 13 (yes) 8.59 7.34 14.78 

Total 2,760,395 2,160,371 1,044,584 

Total Students in the Sample 17,404 12,070 5,780 
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APPENDIX E: EFFECT MODIFICATION 

 

 
When effect modification is present, the association between each exposure and outcome is 
different for different strata. The difference can be in direction or magnitude. The following 
tables contingency tables were calculated to look for effect modification: 
 
Table E.1: Bivariate Odds Ratios between Pregnancy and Race 

                                          Race/Ethnicity 

Pregnancy White Black Hispanic Other Total 

No 1,303,021 480,685 422,862 69,598 2,276,165 

Yes 47,423 48,292 29,446 5,070 130,232 

Total 1,350,444 528,978 452,308 74,668 2,406,397 

ODDs 27.476562 9.953719 14.360592 13.727416   

OR   2.7604317 1.9133307 2.0015829   

 
TableE.2: Females, Bivariate Odds Ratios between Pregnancy and Race 

Females                                         Race/Ethnicity 

Pregnancy White Black Hispanic Other Total 

No 650,504 227,520 217,478 35,571 1,131,073 

Yes 21,762 22,900 14,380 2,003 61,045 

Total 672,267 250,420 231,859 37,574 1,192,118 

ODDs 29.891738 9.9353712 15.123644 17.758862   

OR   3.0086181 1.9764905 1.6832012   

 

Table E.3: Males, Bivariate Odds Ratios between Pregnancy and Race 

Males                                          Race/Ethnicity 

Pregnancy White Black Hispanic Other Total 

No 649,780 250,761 202,946 33,298 1,136,785 

Yes 25,496 25,217 14,302 2,632 67,647 

Total 675,276 275,978 217,248 35,930 1,204,432 

ODDs 25.485566 9.944125 14.190043 12.651216   

OR   2.5628767 1.7960175 2.0144757   
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APPENDIX F: COLLINEARITY 

 

Collinearity  

 

 
Table F.1: Correlation Matrix 
correlate, _coef 

 
             | _Igend~2 _Irace~2 _Irace~3 _Irace~4 _Igrou~2 _Igrou~3 _Idepr~2 _Icond~1 _Ithiv~2 _Iviol~2 _Ismok~2 _Ihdri~2 _Idrug~2 _Imult~2 

-------------+------------------------------------------------------------------------------------------------------------------------------ 
  _Igender_2 |   1.0000 

  _Iraceth_2 |  -0.0776   1.0000 

  _Iraceth_3 |  -0.1391   0.5043   1.0000 

  _Iraceth_4 |  -0.0518   0.2667   0.2759   1.0000 

_Igroupage_2 |  -0.0301  -0.0268   0.0478   0.0091   1.0000 

_Igroupage_3 |  -0.0486   0.0002   0.0600   0.0078   0.8832   1.0000 

   _Idepre_2 |  -0.1728   0.0095   0.0916   0.0656  -0.0124  -0.0327   1.0000 

_Icondomus~1 |  -0.1522  -0.0433  -0.0003   0.0077   0.0157   0.0649  -0.0649   1.0000 

_Ithivaids_2 |  -0.1592   0.0278   0.0059   0.0225   0.0152   0.0246   0.0629   0.0042   1.0000 

_Iviolence_2 |   0.0626   0.0286  -0.0507  -0.0076  -0.0246  -0.0344  -0.0624  -0.0969   0.0540   1.0000 

   _Ismoke_2 |  -0.0294  -0.3010  -0.1946  -0.0388   0.0190  -0.0208  -0.0606  -0.0958   0.0337  -0.0267   1.0000 

  _Ihdrink_2 |   0.0643  -0.1983  -0.0416   0.0171   0.0094   0.0324  -0.0034  -0.0065   0.0181  -0.0918  -0.2626   1.0000 

 _Idruguse_2 |  -0.0444  -0.1113  -0.0870  -0.0444  -0.0748  -0.0780   0.0013  -0.0786  -0.0468  -0.0674  -0.1591  -0.1558   1.0000 

_Imultiple_2 |   0.1064   0.0774   0.0151   0.0366   0.0524   0.1346  -0.0817   0.0154  -0.0234   0.0324  -0.1040  -0.0950  -0.1426   1.0000 

  _Isexb13_2 |   0.2030   0.2039   0.1036   0.0806  -0.0759  -0.1296  -0.0461  -0.0060  -0.0152  -0.0414  -0.0759  -0.0398   0.0403  -0.2194 

       _cons |  -0.1361  -0.1306  -0.1948  -0.1578  -0.7927  -0.7391  -0.0960  -0.0970  -0.1098  -0.2057  -0.0821  -0.0706   0.1225  -0.1298 

 

 

 

 

  Table F.2: Collinearity Diagnostics 

 
                        SQRT                   R- 

  Variable      VIF     VIF    Tolerance    Squared 

---------------------------------------------------- 

 pregnancy      1.17    1.08    0.8567      0.1433 

    gender      1.14    1.07    0.8787      0.1213 

    raceth      1.06    1.03    0.9442      0.0558 

  groupage      1.04    1.02    0.9619      0.0381 

     depre      1.11    1.06    0.8982      0.1018 

 condomuse      1.08    1.04    0.9272      0.0728 

  thivaids      1.05    1.02    0.9556      0.0444 

  violence      1.08    1.04    0.9238      0.0762 

     smoke      1.21    1.10    0.8253      0.1747 

    hdrink      1.21    1.10    0.8239      0.1761 

   druguse      1.24    1.11    0.8058      0.1942 

  multiple      1.24    1.12    0.8032      0.1968 

    sexb13      1.20    1.10    0.8310      0.1690 

---------------------------------------------------- 

  Mean VIF      1.14 
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APPENDIX G: TEST FOR SPECIFIC ERROR 

Test for Specific Error 

 
Table G.1:  Link Test for Specific Error 
 
(sum of wgt is   1.0446e+06) 

Iteration 0:   log pseudolikelihood = -1871.7041 

Iteration 1:   log pseudolikelihood = -1655.3472 

Iteration 2:   log pseudolikelihood = -1549.5259 

Iteration 3:   log pseudolikelihood = -1491.8282 

Iteration 4:   log pseudolikelihood =  -1491.422 

Iteration 5:   log pseudolikelihood = -1491.4218 

Iteration 6:   log pseudolikelihood = -1491.4218 

 

Logistic regression                               Number of obs   =       5780 

                                                  Wald chi2(2)    =     565.74 

                                                  Prob > chi2     =     0.0000 

Log pseudolikelihood = -1491.4218                 Pseudo R2       =     0.2032 

 

------------------------------------------------------------------------------ 

             |               Robust 

   pregnancy |      Coef.   Std. Err.      z    P>|z|     [95% Conf. Interval] 

-------------+---------------------------------------------------------------- 

        _hat |   .9900207   .0982865    10.07   0.000     .7973827    1.182659 

      _hatsq |  -.0029079     .02517    -0.12   0.908    -.0522401    .0464243 

       _cons |  -.0045589   .0984766    -0.05   0.963    -.1975695    .1884516 

------------------------------------------------------------------------------ 
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APPENDIX H: EVER HAD SEX MODEL  

 
Ever Had Sex Model 

Table H.1: Crude (COR) and Adjusted Odds Ratios (AOR) for Different Factors and 

Pregnancy, Ever Had Sex Model. Florida 2001-2007, YRBS 

Demographics COR (95%CI) AOR (95% CI) 

Gender Male/Ref     

Female 1.24 (1.05-1.46)** 2.02 (1.62-2.51)*** 

Race/Eth White/Ref     

Black 2.38 (1.95-2.90)*** 3.65 (2.76-4.83)*** 

Hispanic 1.93 (1.78-2.99)*** 2.30 (1.78-2.99)*** 

Other 2.51 (1.80-3.52)*** 1.78 (1.19-2.67)** 

Age Less than 15/Ref     

15-17 0.70 (0.50-1.00)* 1.24 (0.77-2.00) 

18+ 1.03 (0.70-1.50) 1.70 (1.01-2.86)** 

Health Condition and Behavioral Factors   

Feel Depressed No/Ref     

Yes 1.99 (1.69-2.35)*** 1.70 (1.06-1.59)** 

Taught HIV/AIDS Yes/Ref     

No 3.72 (3.04-4.56)*** 2.19 (1.69-2.83)*** 

Use of Condoms Yes/Ref     

No 3.22 (2.72-3.82)*** 2.75 (2.24-3.38)*** 

Risky Social Behaviors     

Violence No/Ref     

Yes 3.52 (2.94-4.22)*** 2.20 (1.76-2.75)*** 

Smoking No/Ref     

Yes 2.13 (1.78-2.55)*** 1.69 (1.30-2.18)*** 

Heavy Drinking No/Ref     

Yes 1.50 (1.27-1.78)*** 1.05 (0.83-1.33) 

Use of Drugs No/Ref     

Yes 2.25 (1.86-2.72)*** 1.62 (1.26-2.08)*** 

Multiple Partners No/Ref     

Yes 4.26 (3.58-5.05)*** 2.61 (2.10-3.23)*** 

Sex Before Age 13 No/Ref     

Yes 3.26 (2.71-3.93)*** 1.70 (1.33-2.18)*** 

Year      

Year 2001/Ref     

2003 0.83 (0.67-1.04) 0.97 (0.75-1.25) 

2005 0.78 (0.60-1.02)* 0.78 (0.56-1.08) 

2007 1.00 (0.81-1.24) 0.90 (0.69-1.17) 

Sample (n) for the Ever Had Sex  Model  5,780 

Total Weighted for the Full Model  1,044,584 

*** <0.01; ** >=0.01and <=0.05; * >=0.05 and <=0.10 
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Table H.2: Adjusted Odds Ratios (AOR) for Different Factors and Pregnancy by Race/Ethnicity,         

Ever Had Sex Model. Florida 2001-2007, YRBS 

 

Demographics White Black Hispanic 

Gender Male/Ref       

Female 1.57 (1.10-2.24)** 2.16 (1.50-3.11)*** 3.01 (1.85-4.89)*** 

Age Less than 15/Ref       

15-17 1.77 (0.67-4.67) 1.13(0.46-2.81) 0.91 (0.45-1.85) 

18+ 2.21 (0.78-6.27) 1.68 (0.65-4.34) 1.37 (0.60-3.16) 

Health Condition and Behavioral Factors       

Feel Depressed No/Ref       

Yes 1.62 (1.16-2.28)*** 0.98 (0.68-1.42) 1.19 (0.79-1.80) 

Taught HIV/AIDS Yes/Ref       

No 2.10 (1.42-3.11)*** 1.30 (0.79-2.15) 3.17 (1.95-5.18)*** 

Use of Condoms Yes/Ref       

No 3.24 (2.28-4.60)*** 2.08 (1.46-2.98)*** 2.98 (1.99-4.49)*** 

Risky Social Behaviors       

Violence No/Ref       

Yes 1.91 (1.32-2.65)*** 1.91 (1.30-2.81)*** 2.98 (1.88-4.72)*** 

Smoking No/Ref       

Yes 1.41 (0.97-2.04)* 1.84 (0.97-3.50)* 2.18 (1.35-3.51)*** 

Heavy Drinking No/Ref       

Yes 0.95 (0.66-1.35) 1.47 (0.94-2.30)* 0.87 (0.55-1.37) 

Use of Drugs No/Ref       

Yes 1.32 (0.85-2.09) 1.65 (1.14-2.38)*** 2.08 (1.24-3.49)*** 

Multiple Partners No/Ref       

Yes 2.53 (1.76-3.65)*** 2.92 (2.02-4.21)*** 2.73 (1.75-4.28)*** 

Sex Before Age 13 No/Ref       

Yes 3.23 (2.17-4.81)*** 0.85 (0.56-1.28) 1.54 (0.94-2.54) 

Year        

Year 2001/Ref       

2003 0.86 (0.56-1.32) 1.00 (0.65-1.52) 0.99 (0.58-1.70) 

2005 079 (0.48-1.29) 0.89 (0.53-1.48) 0.48 (0.19-1.19) 

2007 0.66 (0.42-1.02) 0.91 (0.58-1.43) 1.35 (0.82-2.20) 

Sample (n) for the Ever Had Sex  Model 2,881 1,303 1,325 

Total Weighted for the Full Model 576,843 254,400 189,487 

*** <0.01; ** >=0.01and <=0.05; * >=0.05 and <=0.10 
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Table H.3: Adjusted Odds Ratios (AOR) for Different Factors and Pregnancy by Age, Ever Had 

Sex Model. Florida 2001-2007, YRBS 

 

Demographics Age <18 Age 18 or + 

Gender Male/Ref     

Female 2.02 (1.57-2.59)*** 2.05 (1.29-3.27)*** 

Race/eth White/Ref     

Black 3.45 (2.50-4.77)*** 4.59 (2.57-8.20)*** 

Hispanic 2.19 (1.63-2.95)*** 2.80 (1.63-4.83)*** 

Other 1.75 (1.10-2.79)** 1.72 (0.76-3.94) 

Health Condition and Behavioral Factors     

Feel Depressed No/Ref     

Yes 1.32 (1.04-1.66)** 1.21 (0.78-1.87) 

Taught HIV/AIDS Yes/Ref     

No 2.00 (1.51-2.74)*** 2.72 (1.58-4.67)*** 

Use of Condoms Yes/Ref     

No 2.96 (2.34-3.74)*** 2.30 (1.48-3.59)*** 

Risky Social Behaviors     

Violence No/Ref     

Yes 2.05 (1.58-2.66)*** 2.50 (1.57-4.01)*** 

Smoking No/Ref     

Yes 1.59 (1.182.14)*** 1.98 (1.16-3.41)** 

Heavy Drinking No/Ref     

Yes 1.09 (0.84-1.42) 0.95 (0.58-1.55) 

Use of Drugs No/Ref     

Yes 1.76 (1.31-2.36)*** 1.35 (0.82-2.23) 

Multiple Partners No/Ref     

Yes 2.98 (2.35-3.78)*** 1.84 (1.13-2.99)** 

Sex Before Age 13 No/Ref     

Yes 1.59 (1.21-2.08)*** 1.97 (1.07-3.60)** 

Year      

Year 2001/Ref     

2003 1.00 (0.74-1.34) 0.93 (0.54-1.59) 

2005 0.75 (0.51-1.10) 0.95 (0.50-1.81) 

2007 1.00 (0.75-1.35) 0.68 (0.39-1.20) 

Sample (n) for the Ever Had Sex  Model 4,672 1,108 

Total Weighted for the Full Model 832,780 211,804 

*** <0.01; ** >=0.01and <=0.05; * >=0.05 and <=0.10 
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APPENDIX I: IRB APPROVAL 

Office of the Vice President For Research 
Human Subjects Committee 
Tallahassee, Florida 32306-2742 
(850) 644-8673 · FAX (850) 644-4392 
 
APPROVAL MEMORANDUM 
 
Date: 4/20/2009 
 
To: Leticia Hernandez 
 
Address: 2992 Cranbrooke Drive, Tallahassee Fl 32309 
Dept.: EDUCATIONAL LEADERSHIP 
 
From: Thomas L. Jacobson, Chair 
 
Re: Use of Human Subjects in Research 
The Implications of Sexuality Education in Florida 1990-2007 
 
The application that you submitted to this office in regard to the use of human subjects in the research 
proposal referenced above has been reviewed by the Human Subjects Committee at its meeting on 
04/08/2009.  Your project was approved by the Committee. 
 
The Human Subjects Committee has not evaluated your proposal for scientific merit, except to weigh the 
risk to the human participants and the aspects of the proposal related to potential risk and benefit. This 
approval does not replace any departmental or other approvals, which may be required. 
 
If you submitted a proposed consent form with your application, the approved stamped consent form is 
attached to this approval notice.  Only the stamped version of the consent form may be used in recruiting 
research subjects. 
 
If the project has not been completed by 4/7/2010 you must request a renewal of approval for continuation 
of the project. As a courtesy, a renewal notice will be sent to you prior to your expiration date; however, it 
is your responsibility as the Principal Investigator to timely request renewal of your approval from the 
Committee. 
 
You are advised that any change in protocol for this project must be reviewed and approved by the 
Committee prior to implementation of the proposed change in the protocol.  A protocol 
change/amendment form is required to be submitted for approval by the Committee.  In addition, federal 
regulations require that the Principal Investigator promptly report, in writing any unanticipated problems 
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By copy of this memorandum, the Chair of your department and/or your major professor is reminded that 
he/she is responsible for being informed concerning research projects involving human subjects in the 
department, and should review protocols as often as needed to insure that the project is being conducted in 
compliance with our institution and with DHHS regulations. 
 
This institution has an Assurance on file with the Office for Human Research Protection. The Assurance 
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