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Responsible Education About Life 
(REAL) Act
The Responsible Education About Life (REAL) Act (S. 611/H.R.1551) sponsored by  
Senator Frank Lautenberg (D-NJ) and Representative Barbara Lee (D-CA), would provide 
federal money to support responsible, comprehensive sex education in schools. This education 
would include age-appropriate, science-based, and medically accurate information about both  
abstinence and contraception. Currently, there are no dedicated federal funds allocated for 
comprehensive sex education in schools.

What Would the Responsible Education About Life  
(REAL) Act do? 
The REAL Act would provide funding for states to implement comprehensive approaches to  
sex education in the schools—approaches that include information about both abstinence and 
contraception and condoms, from perspectives of both values and public health. Under the 
REAL Act, a program of sex education is a program that:

Is age-appropriate and medically accurate; ��

Stresses the value of abstinence while not ignoring young people who have had or are ��

having sex;

Provides accurate information about the health benefits and side effects of all contracep-��

tives and barrier methods used a) as a means to prevent pregnancy, and b) to reduce the 
risk of contracting sexually transmitted diseases, including HIV; 

Encourages family communication between parent and child about sexuality; ��

Teaches young people the skills to make responsible decisions about sexuality, including ��

how to avoid unwanted verbal, physical, and sexual advances and how to avoid making 
verbal, physical, and sexual advances that are not wanted by the other party; 

Explores the components of healthy relationships, including the prevention of dating  ��

and sexual violence;

Teaches young people how alcohol and drug use can affect responsible  ��

decision making; and

Does not teach or promote religion. ��

The REAL Act also contains non-discrimination language that would prohibit any program re-
ceiving funds under this Act from discrimination based on “sex, race, ethnicity, national origin, 
disability, religion, sexual orientation, or gender identity.”

Why is the REAL Act Needed?
The health and future of every adolescent is shadowed by risk of sexually transmitted infections 
(STIs), including HIV, as well as by risk of involvement in unintended pregnancy.

The rate of STIs is high among young people in the United States. Young people ages ��

15-24 contract almost half the nation’s 19 million new STIs every year; and the CDC 
estimates that one in four young women ages 15-19 has an STI.1

Experts estimate that about one young person in the United States is infected with HIV ��

every hour of every day.2
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Nearly 15 percent of the 56,000 annual new cases of HIV infections in the United States occurred in youth ages  ��

13 through 24 in 2006.2

African American and Hispanic youth are disproportionately affected by the HIV and AIDS pandemic. Although only ��

17 percent of the adolescent population in the United States is African American, these teens experienced 69 percent  
of new AIDS cases among teens in 2006.2 Latinos ages 20 – 24 experienced 23 percent of new AIDS cases in 2006 but 
represented only18 percent of U.S. young adults.2

A November 2006 study of declining pregnancy rates among teens concluded that the reduction in teen pregnancy  ��

between 1995 and 2002 was primarily the result of increased use of contraceptives.3 However, new data from the  
Centers for Disease Control and Prevention’s National Center for Health Statistics (NCHS) show that teen birth rates 
are again on the rise.4

The NCHS reports a five percent national increase between 2005 and 2007 in teenage birthrates in the U.S; from 40.5 ��

to 42.5 births per 1,000 young women aged 15-19.4

Approximately one in five teens reports some kind of abuse in a romantic relationship, with girls who experience dating ��

violence having sex earlier than their peers and being less likely to use birth control and more likely to engage in a wide 
variety of high-risk behaviors.5,6,7,8

Research clearly shows that comprehensive sex education programs do not encourage teens to start having sexual intercourse; 
do not increase the frequency with which teens have intercourse; and do not increase the number of a teen’s sexual part-
ners.9,10,11,12,13 At the same time, evaluations of publicly funded abstinence-only programs in at least 12 states have shown no 
positive changes in sexual behaviors over time.14,15

Public Opinion on Comprehensive Sex Education versus Abstinence-Only
Public opinion polls consistently show that more than 80 percent of Americans support teaching comprehensive sex educa-
tion in high schools and in middle or junior high schools.16,17 In one poll, 85 percent believed that teens should be taught 
about birth control and preventing pregnancy;17 in another, seven in 10 opposed government funding for abstinence-only 
programs.16 Support for comprehensive sex education also cuts across party lines. In a poll of 1,000 self-identified Republicans 
and Independents, 60 percent of Republicans and 81 percent of Independents think that public schools should teach compre-
hensive sex education.18

Support for the Responsible Education About Life Act
More than 147 national and state organizations support the Responsible Education About Life (REAL) Act, including  
medical, civil rights, faith-based, family planning, educational, public health, reproductive rights, and HIV and AIDS  
service organizations.

How is Comprehensive Sex Education Different from Abstinence-Only Programs?
Abstinence-Only Programs teach abstinence as the only morally correct option of sexual expression for teenagers. They 
usually censor information about the health benefits of contraception and condoms for the prevention of sexually transmitted 
infections (STIs) and unintended pregnancy.

Comprehensive Sex Education teaches about abstinence as the best method for avoiding STIs and unintended pregnancy, 
but also teaches about condoms and contraception to reduce the risk of unintended pregnancy and of infection with STIs, 
including HIV. It also teaches interpersonal and communication skills and helps young people explore their own values, goals, 
and options. 

The following chart shows key ways in which the two types of programs differ.



www.advocatesforyouth.org 3 Policy Brief

Comprehensive Sex Education Abstinence-Only-Until-Marriage Education

Teaches that sexuality is a natural, normal,  
healthy part of life.

Teaches that sexual expression outside of marriage will have 
harmful social, psychological, and physical consequences

Teaches that abstinence from sexual intercourse is the most 
effective method of preventing unintended pregnancy and 
sexually transmitted infections, including HIV

Teaches that abstinence from sexual intercourse before  
marriage is the only acceptable behavior

Provides values-based education and offers students the 
opportunity to explore and define their individual values as 
well as the values of their families and communities

Teaches only one set of values as morally correct  
for all students

Includes a wide variety of sexuality related topics, such as 
human development, relationships, interpersonal skills, 
sexual health, and society and culture

Limits topics to abstinence-only-until-marriage and to  
the negative consequences of pre-marital sexual activity

Includes accurate, factual information on abortion,  
masturbation, and sexual orientation

Usually omits topics such as abortion, masturbation, and 
sexual orientation 

Provides positive messages about sexuality and sexual  
expression, including the benefits of abstinence

Often uses fear tactics to promote abstinence and to limit 
sexual expression

Teaches that proper use of latex condoms, along with water-
based lubricants, can greatly reduce, but not eliminate, the 
risk of unintended pregnancy and of infection with sexually 
transmitted infections (STIs) including HIV

Discusses condoms only in terms of failure rates; often  
exaggerates condom failure rates

Teaches that consistent use of modern methods of  
contraception can greatly reduce a couple’s risk for  
unintended pregnancy

Provides no information on forms of contraception other 
than failure rates of condoms

Includes accurate medical information about STIs, includ-
ing HIV; teaches that individuals can avoid STIs

Often includes inaccurate medical information and exagger-
ated statistics regarding STIs, including HIV; suggests that 
STIs are an inevitable result of premarital sexual behavior

Teaches that religious values can play an important role 
in an individual’s decisions about sexual expression; offers 
students the opportunity to explore their own and their 
family’s religious values

Often promotes specific religious values

Teaches that a woman faced with an unintended  
pregnancy has options: carrying the pregnancy to term and 
raising the baby, or carrying the pregnancy to term and 
placing the baby for adoption, or ending the pregnancy with 
an abortion

Teaches that carrying the pregnancy to term and placing  
the baby for adoption is the only morally correct option  
for pregnant teens

What Does Science Have to Say About Sex Education  
and Abstinence-Only Programs?
No abstinence-only program has ever been found effective through rigorous evaluation published in a peer-reviewed journal. 
Students who receive abstinence-only programs are no more likely to remain abstinent longer or have fewer sexual partners.19 
Worse, abstinence-only programs have been shown to have some negative impacts on youth’s willingness to use contraception, 
including condoms, to prevent negative sexual health outcomes related to sexual intercourse.14

By contrast, dozens of comprehensive sex education, teen pregnancy prevention, and HIV prevention programs have been 
proven effective by rigorous evaluation at helping young people delay sex, have fewer sexual partners, and use contraception 
and condoms when they do choose to become sexually active.12,13 And a recent study of thousands of young people nationwide 
found that while young people who received comprehensive sex education were no more likely than those in abstinence-only 
programs to have sex, comprehensive sex education was associated with a 50 percent lower risk of teen pregnancy.20
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