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Greetings to all who work for the health and well-being of today’s young people!

 
 After practicing for 28 years as a board-certified obstetrician/gynecologist, authoring books on 
sexual health, advising on the Presidential level as well as at the Centers for Disease Control and Prevention, 
and founding Medical Institute for Sexual Health, I have never been prouder to launch a document that has 
the potential to positively affect the individual, the family, and the society at large. 

 K-12 Standards for Optimal Sexual Development presented here involve a primary prevention 
approach to whole-person health. They aim to appreciate and protect the dignity and worth of every 
individual. They include the acquisition of social competencies and emotional intelligence to maximize a 
healthy, happy adolescence and, eventually, a more satisfied and healthy adulthood. They showcase the 
developmentally-appropriate steps to building optimal sexual health that are grounded in positive character 
and healthy relationships.  

 As important as it is to avoid the pitfalls of high-risk behavior, so is the need to embrace the benefits 
of promoting the avoidance of early sexual activity. Immediate advantages keep youth healthy and safe as 
they mature. Their understanding of long-term gain can lead to an appreciation of healthy marriage, from 
which, according to research, numerous positive outcomes accrue in physical and emotional health, and 
family stability and well-being.

 That is why I am so pleased to introduce these new standards. The research that has informed 
these standards is current and reliable. Since 1992, Medical Institute has been committed to advancing 
wholeness with the best science, enabling us to maintain our integrity as a leader in sexual health education.  

 We who care about the next generation and their ability to flourish in all facets of life must advance 
that which empowers youth the most – a healthy outlook toward their future, which includes their sexual 
choices.  

 I urge you to share this document far and wide. Educators, administrators, parents, youth leaders, 
school board members, policy makers, and so many others need the guidance presented here. 

Thank you on behalf of the many children who will benefit from these standards!

Sincerely,

Joe S. McIlhaney, M.D.
Founder
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INTRODUCTION
The World Health Organization has defined health 
as “a state of complete physical, mental and social 
well-being, and not merely the absence of disease or 
infirmity.”1 The definition speaks to the whole-person 
nature of health – body, mind, and relationships with 
others. K-12 Standards advance this concept by 

illustrating the pathway toward thriving, human flourishing, wholeness, 
and optimal health. A result of two years of collaborative research 
and development by leading national educators in the fields of sexual 
health, character, and relationship education, these standards provide 
a framework that will guide policy makers, curriculum developers, 
educators, and parents in their efforts to maximize student success. 

K-12 Standards. The Centers for Disease Control and Prevention  
states, “Healthy students are better learners,” and “Schools play an 
important role in promoting the health and safety of children and adolescents by helping them establish lifelong health patterns.”2,3 
Children learn best when they are healthy – physically, mentally, and socially. To achieve their highest academic potential, students 
need knowledge, skills, guidance, and support for healthy decision-making.4,5 These standards set clear expectations for attitudes 
and behaviors that will help students succeed in elementary, middle, and high school, and on into adulthood. 

Optimal. The U.S. Department of Health and Human Services defines optimal health as “a dynamic balance of physical, emotional, 
social, spiritual and intellectual health.”6 Optimal health is “a holistic focus with the aim of attaining the best possible health outcomes 
by promoting healthier behaviors and not merely the absence of disease.”7 A focus on optimal health outcomes begins with a primary 
prevention approach to population health. K-12 Standards adopt this emphasis as they guide sex education for school-aged children, 
kindergarten through high school. 

Sexual Development. Sex is a normal and wonderful part of the human experience. As such, these standards address healthy 
sexual development – from preparing for puberty, navigating adolescence, and entering adulthood – with a primary prevention 
approach. Regarding optimal sexual health, the U.S. Office of Population Affairs states, “The population approach to sexual health 
should be a risk avoidance message. Optimal sexual health messages should be family- and community-centered, age appropriate, 
and culturally informed.”7 K-12 Standards present the benefits of postponing sex until healthy marriage, where it can be best 
experienced free from the many risks associated with nonmarital sexual activity. 

Positive Character. The Center for the 4th and 5th Rs at the State University of New York at Cortland defines character as 
“consisting of strengths of mind (such as practical wisdom), heart (such as empathy and compassion), will (such as determination 
and courage), and skill (competence to translate mind, heart, and will into actions that benefit self and others)”.8  Positive character is 
needed for positive human development, healthy relationships, and a flourishing society.  Adults can foster young persons’ character 
development through example, direct instruction, and hands-on experiences that apply learning to life. K-12 Standards were written 
with positive character as the foundation for healthy relationships and optimal sexual development.

Healthy Relationships. Maslow’s Hierarchy of Needs places social needs, such as love and belonging, above primary physiological 
and safety needs.9 Healthy relationships with peers and adults are essential for positively navigating the many developmental changes 
children experience. K-12 Standards provide extensive content guiding students toward healthy family relationships, friendships, 
dating/romantic relationships, and marriage.

For the past twenty years, rates of teenage sexual activity, pregnancy, birth, and abortion have fallen steadily and significantly in 
the U.S.10-13 What have not fallen are the rates of sexually transmitted infections, and the emotional and mental health crises among 
young people.14-17 These are dramatically increasing, as are pornography use and addiction, sexting and sex trafficking.18 High-risk 
behaviors, such as sharing of needles and anal sex, further fuel STD/STI transmission.19 Media and social media messages, readily 
accessible through today’s advanced technology, are filled with misinformation and portray harmful social norms pressuring young 
people to put their current and future health at risk. K-12 Standards present a comprehensive set of critically needed knowledge 
and skills to help protect school-aged children from negative cultural influences and empower them to make positive choices for 
achieving optimal health.

The process of educating children, for both schools and parents, across all grade levels and across all disciplines, is increasingly  
challenging. K-12 Standards are intentional in addressing character and relationship education as the foundation for optimal sexual 
health. In addition to other academic milestones, they will guide student achievement and maturity and hold the most promise for 
moving students toward a healthy future.



• Clear guidance and support are provided for all 
school-aged children to promote positive life goals 
and wholeness. 

• The inherent value of every student is upheld, along 
with the opportunity to pursue current and future  
physical, mental, and relational health.

• Learning objectives are designed for all students, regardless of their 
socioeconomic or family status, ethnicity, culture or past sexual 
experiences (whether chosen or forced upon them).

• Content is inclusive of all students, irrespective of their sexual orientation 
or gender identity. The promotion of optimal health for every student, by 
definition, fosters mutual respect in the classroom. 

• Content is medically accurate, research-aligned, age-appropriate, and educationally sound for classroom instruction.
• The framework is intentionally based on primary prevention, which drives the learning objectives toward sexual risk avoidance 

rather than merely sexual risk reduction.
• Parents and family are affirmed as the primary influence on their children’s values, attitudes, and behaviors.

DISTINCTIVES

KEY THEMES

FEATURES

• Resilience and overcoming personal challenges to achieve current and 
future success

• Refusal skills and boundary setting in the context of healthy relationships 
and communication

• Future planning skills and strategies for fostering life success
• Positive and negative influence of peers and culture
• Positive and negative influence of technology and social media
• Prosocial value of healthy marriage and family formation
• Information on pregnancy, STDs/STIs and emotional risks of teen sexual 

activity, along with accurate information about contraception
• Prevention of sexual abuse, including sexual harassment, dating violence, rape, and sex trafficking
• Dangers of sexting and pornography

Four Key Topics: Positive Character, Healthy Relationships, Optimal Sexual Development, and Sexual Risks
The key topics are purposefully ordered, so that positive character lays a strong foundation for healthy relationships, and healthy 
relationships lay a strong foundation for optimal sexual development. The positive content in the first three topics contrasts with the 
risks presented in the fourth topic. The clear direction throughout K-12 Standards guides students to avoid risks and achieve optimal 
health.

Four Grade-level Groupings: Early Elementary, Late Elementary, Middle School, and High School
These age-appropriate standards are presented for four grade-level groupings: early elementary, late elementary, middle school, 
and high school. Given different school grade structures and regional population differences, these groupings are intentionally 
vague to allow for specific grade-level objectives to be determined at the state and local level. As indicated in the standards layout, 
the selected age group for each standard provides guidance for what should be accomplished by the end of that grouping. K-12 
Standards consider both the physical and cognitive development of students when setting the standards for each academic level. 

Adaptable Learning Objective Language
Bloom’s Taxonomy is a hierarchical classification of various levels of thinking used in formulating learning objectives.20 K-12 
Standards focus on overall concepts, rather than Bloom’s action verbs, thereby allowing an instructor to adapt the breadth of the 
material across the four specified grade levels, as needed. As students achieve a greater understanding of each concept, they are 
able to process the information at a higher level. To the extent that more specific standards and curricula are developed from these 
standards, the application of Bloom’s Taxonomy would be appropriate.

Supporting References  
K-12 Standards are scientifically accurate. Each key topic is supported by the associated references in the list of established studies 
with validated quality outcomes. The references are intended to provide sources for further reading to those seeking to find research 
and additional information related to each key topic within these standards. The references span a vast range of applied disciplines 
in pedagogy, social science, and medical/clinical foundations. Further research is ongoing in many of these areas, and the content 
and science teams are committed to continually updating the standards and references. Submissions for consideration of applicable 
sources that may provide additional insight or knowledge about the key topics are welcome. 
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01

02

THE HEALTH EDUCATION CURRICULUM ANALYSIS TOOL (HECAT) AND 
CHARACTERISTICS OF AN EFFECTIVE HEALTH EDUCATION CURRICULUM
Centers for Disease Control and Prevention

cdc.gov/healthyyouth/hecat
cdc.gov/healthyschools/sher/characteristics 

health.gov/healthypeople 
health.gov/healthypeople/objectives-and-data/browse-objectives/adolescents 

HEALTHY PEOPLE 2030
United States Department of Health and Human Services

The Health Education Curriculum Analysis Tool (HECAT), published by the Centers for Disease Control and 
Prevention, is intended to guide the analysis and appraisal of health curriculum materials.21 The HECAT 
addresses opportunities that should be provided to students to encourage health-promoting decisions and 
health literacy, as well as adoption of health-enhancing behaviors that benefit themselves and others. The 
HECAT is guided by the CDC’s Healthy Schools Characteristics of an Effective Health Education Curriculum 
and the National Health Education Standards (NHES).2

K-12 Standards closely mirror the planned progression of developmentally-appropriate lessons or learning 
experiences and continuity between lessons, as recommended by the HECAT. They correspond with the 
following HECAT Characteristics of an Effective Health Education Curriculum, as found in the HECAT: 
• Focus on clear health goals, values, attitudes, beliefs, and related behavioral outcomes 
• Are research-based and theory-driven, addressing the health determinants, social factors, norms, and skills 

that influence specific health-related behaviors
• Address individual and group norms that support health-enhancing behaviors
• Reinforce protective factors while informing about harmful exposure and potential risk 
• Address social pressures and influences  
• Develop skills for personal and social competencies and self-efficacy  
• Allow for strategies designed to personalize information and engage students in ways that correspond with 

their cognitive and emotional development 
• Are culturally inclusive 
• Provide guidance for instruction across multiple ages and grade levels

K-12 Standards correlate with key principles in several nationally recognized education and public health 
publications. The five publications referenced here provide further substantiation to the content of the standards 
as listed in the description of each.

Healthy People 2030 is a national initiative that uses data-driven objectives to drive the improvement  
of the health and well-being of the American population over the next decade.22 The effort is coordinated 
by the United States Department of Health and Human Services, Office of Disease Prevention and  
Health Promotion.
 
K-12 Standards align with multiple goals and objectives of Healthy People 2030, specifically related to 
adolescent health.23 They include:
• Increase the proportion of children and adolescents who can communicate positively with parents/adults, 

especially about serious problems
• Increase the proportion of adolescents who have never had sex
• Increase the proportion of adolescents who receive formal instruction on delaying sex, birth control methods, 

HIV/AIDS prevention, and sexually transmitted diseases before age 18
• Reduce pregnancy among adolescents
• Reduce bullying

ALIGNMENTS



03

04

05

SMARTOOL 2.0

search-institute.org/our-research/development-assets/developmental-assets-framework/ 

The Center for Relationship Education

Search Institute

myrelationshipcenter.org/smartool 

DEVELOPMENTAL ASSETS FRAMEWORK

hfh.fas.harvard.edu/measuring-flourishing 

HUMAN FLOURISHING STUDY
 Harvard University’s Institute for Quantitative Social Science

The SMARTool was funded by CDC-Division of Adolescent and School Health (DASH) and developed by The 
Center for Relationship Education.24 The SMARTool is an academically rigorous curriculum analysis tool that 
provides an evidentiary basis for sexual risk avoidance (SRA) education strategies. It is a resource that guides 
the assessment of sexual risk avoidance curricula to benefit schools, communities, youth-serving agencies, and 
other organizations interested in presenting SRA education to youth. K-12 Standards dealing with decision-
making, commitment and goal setting, healthy relationships, optimal sexual development and sexual risks 
correspond with several of the SMARTool’s targets, including:
• Knowledge of physical development and sexual risks
• Healthy relationship development
• Personal competencies and self-efficacy
• Independence from negative peer and social norms
• Strengthened future orientation
• Parental involvement

The Search Institute’s Developmental Assets are 40 protective factors demonstrated in research to influence 
youth development positively and move them toward responsible and productive adulthood.25 External assets 
are the support, empowerment, boundaries, expectations, and constructive use of time which can be influenced 
and provided by adults and community surrounding youth. Internal assets are the personal skills, commitments, 
and values youth need to make healthy choices, take responsibility for their own lives, and be independent and 
successful.  

K-12 Standards closely mirror a number of the principles underlying the 40 Developmental Assets, including its 
sections on: 
• Positive Values (integrity, responsibility)
• Social Competencies (planning, resistance skills) 
• Positive Identity (sense of purpose, positive view of future)

ALIGNMENTS

Harvard University’s Institute for Quantitative Social Science Human Flourishing Study has outlined 
six measurable domains of Human Flourishing. K-12 Standards address each of these domains 
in age-appropriate ways. Multiple objectives in the four Key Topics of K-12 Standards focus on 
knowledge, attitudes and behaviors that are initiated early in life and predictive of future success  
in these domains26,27:
1. Happiness and life satisfaction
2. Mental and physical health
3. Meaning and purpose
4. Character and virtue
5. Close social relationships 
6. Financial and material stability
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Education standards define clear learning objectives to be achieved by 
all students in different stages of development. Curriculum provides the 
specific instructional methodologies for teachers to use in preparing their 
students to meet the objectives. Essentially, education standards define 
what should be taught, while curriculum provides for how to teach it. 

K-12 Standards can either be implemented in their entirety or serve as a 
model for writing state and local standards and/or curriculum. The concepts 
presented in each standard can be used to design specific learning 
objectives using Bloom’s Taxonomy, accounting for target audience, age 
appropriateness, cognitive development, cultural sensitivity, and other 
factors.  They were intentionally developed to be adaptable for curriculum 
developers, educators, administrators, and parents. The knowledge and/or 
skills to be demonstrated in each standard can be specified for each grade 
level as needed. 

According to the U.S. Department of Education, “The federal role in 
education is limited.”28 Due to the constitutional delegation of power set forth in the Tenth Amendment of the U.S. Constitution, 
most education policy is set at the state and local level.  K-12 Standards are intended to guide state and local decision-makers in 
setting standards most responsive to the needs of their populations, and in selecting curriculum that will support their achievement. 
Parents and community members often influence the adoption of standards and curriculum selection. These standards can serve as 
an effective tool for assisting in these deliberations. They are intended for use in public and private school settings.

K-12 Standards are written for use in classroom instruction, as opposed to individual counseling or clinical intervention. While some 
of the topics addressed are personal, they are written to be taught in a public setting. As referenced in “Distinctives,” they were 
developed for all students, irrespective of their sexual orientation, gender identity, or sexual experience. Some subjects are sensitive 
or complex, and may be better addressed with individual attention to maintain student privacy and confidentiality. Students are always 
encouraged to discuss sexual topics further with parents and family members, and to seek individual counseling or clinical help when 
needed. 

How To Use K-12 Standards



EARLY

ELEMENTARY

LATE

ELEMENTARY

MIDDLE

SCHOOL

HIGH SCHOOL

Define and give examples of positive character strengths, such as honesty, fairness, 
courage, self-control, kindness, respect and responsibility.

Describe the importance of positive character strengths and how they promote healthy 
behaviors and empower youth to avoid risky and unhealthy behaviors. 

Explain the importance of personal dignity and the value of self and others.

Acknowledge that all people deserve respect regardless of whether their views agree with 
or differ from the student’s own.

Recognize that all people have inherent value and dignity and can contribute much in life, 
regardless of differences, disabilities or medical conditions.

Explain how practicing self-control can build confidence, self-respect and self-esteem.

Discuss how fulfilling responsibilities and making positive contributions at home, at school, 
and within the community can build character and self-esteem.

Cite examples of how courage and grit/resilience help people develop self-respect when 
they resist social pressure to do things that may be harmful or unhealthy.

Define why maturity requires the attainment of cognitive, social, and emotional growth  
and development.

Discuss how people progress and mature by learning from mistakes, delaying immediate 
gratification, and being life-long learners.

Identify ways in which the media, social media and technology influence values, community 
norms and behavior.

Explain how parents, family members and members of the community can serve as positive 
role models and resources for advice and guidance when making decisions.

Explain how maturity is developed and demonstrated by consistently choosing behaviors 
that are healthy, beneficial and socially responsible, and by learning from past mistakes. 

Acknowledge that cognitive maturity is not fully reached until the late 20s; therefore, 
guidance from parents, family members or other trusted adults is beneficial and should be 
sought for healthy decision-making.

Discuss how healthy decision-making includes reasoning, problem-solving, self-control, 
and establishing and adhering to personal boundaries (i.e., self-determined limits or 
standards for personal behavior).

1.A.1.

1.A.2.

1.A.3.

1.A.4.

1.A.5.

1.A.6.

1.A.7.

1.A.8.

1.A.9.

1.A.10.

1.A.11.

1.B.1.

1.B.2.

1.B.3.

1.B.4.

Positive Character

A. POSITIVE CHARACTER STRENGTHS
Identifying and developing positive character strengths enable youth to make healthy decisions 
and set and commit to short- and long-term goals. 
References: [29-45] 

B. DECISION-MAKING
Healthy decision-making involves choosing the course of action that leads to optimal health and 
positive life outcomes. 
References: [46-59] 

STUDENTS WILL BE ABLE TO:

STUDENTS WILL BE ABLE TO:

KEY TOPIC

1
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State that healthy decisions are not based primarily on emotions, but on accurate 
information, positive intentions and goals, in addition to advice and guidance from parents, 
family members and other trusted adults. 

Compare and contrast the positive and negative consequences, both short- and long-term, 
for self and others of common choices.

Give examples of how a person’s decisions can be positively or negatively influenced by 
others, including peers.

Explain how abuse of alcohol, drugs and other substances negatively impacts healthy 
decision-making, problem-solving and refusal skills.

Describe positive and negative ways that media, social media and technology can influence 
decision-making.

Define and give examples of short- and long-term personal goals.

Describe the steps of setting and accomplishing goals including intentionality, gathering 
information, planning ahead, using time effectively and revising goals and strategies  
as needed.

List character strengths that help individuals achieve goals, including hard work, 
determination, and grit/resilience.

Discuss how keeping promises and fulfilling responsibilities help develop the character 
strength of commitment.

Provide examples of delaying immediate or short-term gratification in order to achieve a 
more important future goal.

Explain how good friends who bring out the best in each other achieve positive goals.

Analyze how setting and committing to personal boundaries help a person avoid  
unhealthy behaviors.

Discuss the sequential steps necessary to accomplish future life goals, in areas such as 
education, work, marriage and family.

List the benefits of practicing self-control, such as delaying immediate gratification, resisting 
negative peer pressure and avoiding the risks of impulsive behaviors.

1.B.5.

1.B.6.

1.B.7.

1.B.8.

1.B.9.

1.C.1.

1.C.2.

1.C.3.

1.C.4.

1.C.5.

1.C.6.

1.C.7.

1.C.8.

1.D.1.

C. COMMITMENT AND GOAL SETTING
Character is essential for committing to and achieving healthy goals. Every student should be 
encouraged to plan for a positive future and accomplish personal goals. 
References: [38, 60-66] 

STUDENTS WILL BE ABLE TO:

EARLY

ELEMENTARY

LATE

ELEMENTARY

MIDDLE

SCHOOL

HIGH SCHOOL
Positive Character

KEY TOPIC

1

D. REFUSAL AND CESSATION SKILLS
Developing and using skills to refuse or cease unhealthy behaviors will promote optimal health, 
self-esteem, and goal achievement. 
References: [67-70] 

STUDENTS WILL BE ABLE TO:
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Cite examples of setting and articulating personal boundaries, including avoiding  
situations, people, places and things that can negatively influence decisions.

Give examples of how someone can stop unhealthy behaviors and replace them with 
healthy behaviors.

Explain how positive peer pressure can help a person make healthy choices and encourage 
others to do the same.

Model resisting negative peer pressure and avoiding dangerous situations, including saying 
“no” assertively.

Elaborate on how connectedness to family, friends, and other supportive people can be 
helpful in making healthy decisions and stopping unhealthy behaviors.

List character strengths that help individuals resist or cease unhealthy behaviors, including 
courage, hard work, perseverance, self-control and self-respect.

1.D.2.

1.D.3.

1.D.4.

1.D.5.

1.D.6.

1.D.7.

EARLY

ELEMENTARY

LATE

ELEMENTARY

MIDDLE

SCHOOL

HIGH SCHOOL
Positive Character

KEY TOPIC

1
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EARLY

ELEMENTARY

LATE

ELEMENTARY

MIDDLE

SCHOOL

HIGH SCHOOL

KEY TOPIC

2

Identify factors that contribute to the success and legacy of the family, such as empathy, 
kindness, honesty, respect, trust, overcoming adversity, patience and forgiveness.

Explain how healthy families typically share values, provide love and emotional support, set 
boundaries and limits, and help members achieve their full potential.

Identify parents, family members and trusted adults with whom to discuss the life cycle, 
(i.e., birth, growing, aging, and death).

Explain the importance of relationships with parents, family members and trusted adults for 
guidance and support in discussing sexual topics.

Describe ways in which media, social media, and technology can both strengthen and 
threaten family relationships.

Discuss how those from difficult family backgrounds can make healthy decisions and 
achieve healthy marriages and families of their own in the future.

Report on research regarding family structure and how it contributes to optimal health and 
well-being of children, adults and communities.

Compile research on the negative effects of adverse childhood experiences (ACEs), such as 
emotional and physical abuse, and how they can be overcome.

List characteristics of healthy friendships, including empathy, sharing, kindness, honesty, 
respect, trust, cooperation, patience and forgiveness.

Identify benefits of healthy friendships and social supports for physical, intellectual, 
emotional, social and spiritual well-being, including encouragement to make healthy 
choices and achieve one’s full potential.

Demonstrate effective communication skills that will help make and sustain healthy 
friendships, including listening and using respectful language for sharing emotions  
and opinions.

Explain why good friends don’t encourage unhealthy choices, exploit each other, socially 
isolate, gossip, name call, bully or stigmatize.

Define and discuss positive strategies to address bullying, resolve conflict and provide 
positive peer support.

Describe how character strengths practiced in friendships, such as honesty and respect, 
contribute to healthy dating relationships and healthy marriages in the future.

2.A.1.

2.A.2.

2.A.3.

2.A.4.

2.A.5.

2.A.6.

2.A.7.

2.A.8.

2.B.1.

2.B.2.

2.B.3.

2.B.4.

2.B.5.

2.B.6.

Healthy Relationships

A. FAMILY
Members of a family can be the most important sources of love, support and guidance to promote 
personal health and well-being and create healthy communities.
References: [39, 65, 71-81] 

B. FRIENDSHIPS
Healthy friendships play an important role in human development and healthy decision-making.
References: [82-89] 

STUDENTS WILL BE ABLE TO:

STUDENTS WILL BE ABLE TO:
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Explain why healthy friendships are the best foundation for romantic relationships.

Compare and contrast characteristics of healthy romantic relationships (respect, 
consideration, kindness, encouragement, giving) with those of unhealthy relationships 
(disrespect, selfishness, exploitation, control, dishonesty).

Analyze factors to be considered in preparing for dating and marriage, including setting 
personal boundaries, respecting family guidelines, sharing values, exploring compatibilities 
and marriage partner selection strategies.

Discuss different reasons for dating and how it can positively or negatively influence short- 
and long-term life goals.

Compare and contrast advantages and disadvantages of one-on-one dating and  
group dating.

Outline healthy strategies for dating such as setting boundaries, dating in groups of 
trusted friends, delaying individual dating until older adolescence, and dating someone of  
similar age.

Compare and contrast love and infatuation (lasting commitment to the well-being of another 
person vs. emotional attraction that is usually fleeting, intense and often irrational).

List examples of verbally and nonverbally expressing affection in healthy, nonsexual ways.

List specific personal boundaries for healthy, nonsexual physical contact, and strategies 
for communicating them early in dating relationships to help prevent sexual activity and 
dating violence.

Identify characteristics of unhealthy relationships which can lead to dating violence, 
coercion and abuse, and describe strategies for seeking help and support.

Explore safe and respectful ways to end an unhealthy or unwanted romantic relationship.

Cite examples of how social media and cultural influences impact dating.

Present research showing that delayed dating is related to delayed onset of sexual activity.

Define a healthy marriage as the mutually-committed, monogamous union of a couple, 
intended to be lifelong, that is granted rights and responsibilities by law.

Name qualities of a healthy marriage, such as mutual commitment, fidelity, respect, trust, 
compatibility, giving, service, effective communication, ability to resolve conflict, and 
sharing of values and goals. 

2.C.1.

2.C.2.

2.C.3.

2.C.4.

2.C.5.

2.C.6.

2.C.7.

2.C.8.

2.C.9.

2.C.10.

2.C.11.

2.C.12.

2.C.13.

2.D.1.

2.D.2.

Healthy Relationships

C. DATING
Healthy and safe dating/romantic relationships, delayed until older adolescence, benefit from 
maturity, guidance and support.   
References: [90-94] 

D. MARRIAGE
Healthy, strong marriages contribute to healthy families and communities. 
References: [95-110] 

STUDENTS WILL BE ABLE TO:

STUDENTS WILL BE ABLE TO:

EARLY

ELEMENTARY

LATE

ELEMENTARY
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Identify the characteristics needed to sustain a marriage relationship through difficult 
times, including commitment, compromise, forgiveness, effective communication, 
perseverance, and seeking counseling when needed.  

Specify the benefits of a healthy marriage,  including a lifelong, committed caring relationship 
for the couple; increased financial stability; personal happiness and life satisfaction; and a 
safe and stable environment for raising children and building healthy communities.

List the elements of a healthy marriage that encourage intimacy and bonding, including 
trust, vulnerability and sexual fulfillment.

State that a healthy marriage is supportive of a person’s physical, intellectual, emotional, 
social, spiritual, and financial health and well-being; and, therefore, is the optimal context 
for sex.

Analyze how making healthy choices before marriage, including avoiding sexual activity, 
can strengthen fidelity in marriage.

Affirm that attributes of a healthy marriage can be learned and applied, regardless of  
family experience.

Discuss research that shows healthy marriage can be a protective factor against poverty, 
violence and abuse.

Explore research that suggests that healthy marriage is a better predictor of long-term 
commitment and stability than cohabitation.

List responsibilities of parents, including providing food, shelter, love, protection, education 
and guidance for their children.

Discuss ways that parents teach values, most effectively through love, example and discipline.

Describe how parent-child connectedness can help children and adolescents make healthy 
choices as they mature, including decisions that foster healthy relationships and optimal 
sexual development.

List family responsibilities that can be shared by parents through teamwork, such as 
household chores, child care and financial obligations.

Identify those who may fulfill parenting roles, in addition to biological, adoptive, 
single and step-parents, such as grandparents, extended family members and  
foster parents.

Discuss social science research about the optimal outcomes for children raised in a family 
structure headed by two married parents.

2.D.3.

2.D.4.

2.D.5.

2.D.6.

2.D.7.

2.D.8.

2.D.9.

2.D.10.

2.E.1.

2.E.2.

2.E.3.

2.E.4.

2.E.5.

2.E.6.

E. PARENTHOOD
Nurturing and involved parents provide love and support for the healthy development of children.
References: [111-120] 
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Define puberty as a stage of human growth that signals the developing ability of an individual 
to reproduce.

Describe the physical and emotional changes of puberty for both males and females, and 
how they can vary for each person.

Identify basic components of the male and female reproductive systems and describe their 
function, including how girls begin to ovulate and boys begin producing sperm.

Explain how the physical and hormonal changes during puberty, including experiencing 
physical attraction, can affect but need not control emotions and actions.

Explain the importance of respecting individual variations in development, including body 
size and shape.

Identify key relationships that provide support and guidance throughout puberty, including 
those with parents, family members, and trusted adults.

Define reproduction as the biological process by which a unique human life begins  
and grows.

Define fertilization as the initiation of reproduction by the joining of a sperm and an egg, 
which results in the complete and distinct genetic profile of a unique individual.             

Define sexual intercourse and its role in fertilization.

Describe the physical changes that occur in fetal development from fertilization through 
birth, e.g., heartbeat, brain development, and fingerprints.

Discuss the importance of prenatal care and how it contributes to a healthy pregnancy.

Explain how fertility can be affected by age, environment and physical health.

3.A.1.

3.A.2.

3.A.3.

3.A.4.

3.A.5.

3.A.6.

3.B.1.

3.B.2.

3.B.3.

3.B.4.

3.B.5.

3.B.6.

Optimal Sexual 
Development

A. PUBERTY
Puberty is a natural biological process that produces important physical and emotional  
changes and is influenced by various factors, such as each individual’s genetic profile and the  
environment. 
References: [17, 121-130] 

B. HUMAN REPRODUCTION
Reproduction is the biological process by which a sperm and an egg are joined to form a unique 
human life. 
References: [131-135] 
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Define optimal sexual development as a process toward achieving health and well-being, 
influenced by sexual attitudes and behaviors.

Discuss how a healthy self-image and strong sense of self-worth can promote optimal 
sexual development and empower youth to make healthy decisions about sexual behavior.

Explain how exercising self-control over attraction and sexual desires helps promote 
optimal sexual development.

Discuss how there are many influences that positively or negatively impact sexual behavior, 
including biological, psychological, social, economic, cultural, political, ethical, legal, 
religious, and spiritual factors.

Explain how peer pressure, whether it is negative or positive, can have a significant impact 
on sexual attitudes and behavior.

Identify parents, family members or trusted adults who can provide guidance and support 
to discuss sensitive sexual health topics.

Demonstrate the ability to evaluate and analyze information related to optimal sexual 
development, considering factors such as its source, validity, medical accuracy, bias or 
potential financial gain, and whether it aligns with personal values.

Cite examples of how media, social media and technology can positively or negatively 
influence sexual attitudes and behavior.

Summarize research on the physical and emotional benefits of avoiding nonmarital  
sexual activity.

3.C.1.

3.C.2.

3.C.3.

3.C.4.

3.C.5.

3.C.6.

3.C.7.

3.C.8.

3.C.9.

Optimal Sexual 
Development

C. OPTIMAL SEXUAL ATTITUDES AND BEHAVIORS
Optimal sexual development is achieved by cultivating healthy attitudes and behaviors focused 
on the benefits of avoiding nonmarital sexual activity.
References: [136-142]
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Optimal Sexual 
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(Middle School) Explain that sexual activity includes physical contact between individuals 
involving intimate/private areas of the body that can potentially result in pregnancy,  
STDs/STIs and/or emotional risks.

(High School) Explain that sexual activity includes physical contact between individuals 
involving intimate/private areas of the body (such as outercourse, mutual masturbation, oral 
sex, anal sex, and vaginal intercourse) that can potentially result in pregnancy, STDs/STIs 
and/or emotional risks.

Discuss how avoiding nonmarital sexual activity eliminates the associated negative physical, 
intellectual, emotional, social, spiritual, and financial risks.

Compare and contrast sexual risk avoidance versus sexual risk reduction as they relate to 
pregnancy, STDs/STIs and other risks.  

Describe the concept of the “Success Sequence” and how avoiding early sexual activity has 
the potential to protect against negative life outcomes, including maternal and child poverty.

Analyze why many sexually active adolescents wish they had waited to have sex and how 
they can choose to avoid nonmarital sexual activity going forward.

Describe the value of setting, communicating and respecting boundaries in order to avoid 
sexual activity. 

Discuss refusal skills and behaviors that are required for avoiding nonmarital sexual activity, 
such as mutual respect, communication and assertiveness skills, impulse control, and the 
ability to maintain boundaries.

Explain how adolescent alcohol and illegal drug use increases vulnerability toward early 
sexual activity. 

Present research on (1) the addictive nature of pornography and how it can be avoided 
or overcome, and (2) the negative impact viewing pornography can have on the brain and 
potentially on sexual behavior.

Review applicable state laws governing the age of sexual consent and how violating such 
laws can lead to serious legal consequences.

Explain how avoiding sexual activity is the only 100% effective way to avoid teen pregnancy.

Discuss the emotional, social, educational and financial impact of teen pregnancy on teen 
parents and their children.
 

4.A.1.

4.A.1.

4.A.2.

4.A.3.

4.A.4.

4.A.5.

4.A.6.

4.A.7.

4.A.8.

4.A.9.

4.A.10.

4.B.1.

4.B.2.

Sexual Risks

A. AVOIDING SEXUAL RISKS
Sexual activity outside of marriage can have harmful physical and emotional consequences.  
References: [19, 93, 143-174] 

B. TEEN PREGNANCY
Teens who face a pregnancy before they are married encounter a number of physical, emotional, 
social, educational and financial challenges. 
References: [11, 175-190] 
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State why contraception, when used consistently and correctly, can reduce but not 
completely eliminate the risk of pregnancy or STDs/STIs.

Describe different methods of contraception comparing their effectiveness, limitations, and 
potential side effects with typical human use.

List the legal options for those facing a teen pregnancy and their associated challenges.

Investigate the rights and responsibilities of teen fathers, including legal, financial and 
relational aspects.

Explain how a parent, family member, or trusted adult can be a valuable resource and 
support for a teen facing an unplanned pregnancy.

Explain what is needed to help teens who face a pregnancy overcome challenges, plan for a 
positive future and accomplish personal goals.

State that avoiding sexual activity is the only 100% effective way to prevent STDs/STIs.

Define STDs/STIs as infections or illnesses transmitted through sexual activity that can have 
short- and long-term health consequences and, in some cases, be life-threatening.

List the major STDs/STIs, including HIV/AIDS, and describe their mode of transmission, 
symptoms, testing, and treatment.

Discuss how most STDs/STIs, when first contracted, are asymptomatic and can be spread 
unknowingly through sexual activity, and describe the associated health implications.

Explain the reasons why sexually active teens are at greater risk for STDs/STIs than adults, 
such as greater likelihood of more partners over a lifetime and biological vulnerability of 
young females.

Identify the potential negative health impact of STDs/STIs, including infertility, STD/STI-
related cancer, mother-to-infant transmission, and emotional or relational distress.

Discuss reasons why rates of risk reduction, even with consistent and correct condom usage, 
vary for certain STDs/STIs, including whether they are transmitted by skin-to-skin contact 
or bodily fluid.

Explain the limitations of condoms in reducing the risk of STDs/STIs, such as inconsistent or 
incorrect use, not covering infected areas, breaking or tearing, etc.

List other factors that may increase risk of contracting STDs/STIs, such as multiple partners, 
pre-existing STDs/STIs, alcohol or drug use, sexual abuse or violence.

4.B.3.

4.B.4.

4.B.5.

4.B.6.

4.B.7.

4.B.8.

4.C.1.

4.C.2.

4.C.3.

4.C.4.

4.C.5.

4.C.6.

4.C.7.

4.C.8.

4.C.9.

C. STDs/STIs
Sexually Transmitted Diseases/Sexually Transmitted Infections can have harmful physical, 
emotional and social consequences and can be prevented by avoiding nonmarital sexual activity.
References: [7, 19, 191-217] 
STUDENTS WILL BE ABLE TO:
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Identify STDs/STIs for which vaccinations or preventative medications are currently  
available, (e.g., HPV, Hepatitis B, HIV), and that require parental and/or medical consultation.

State the importance of seeking advice from parents, family members or trusted adults for 
adolescents considering or involved in sexual activity.

Explain the importance for sexually active teens of (1) regular STD/STI screening for sexually 
active teens, (2) understanding diagnostic and treatment limitations, (3) communicating 
with their partners regarding their STD/STI status, and (4) avoiding future sexual activity.

Explain the emotional benefits of avoiding nonmarital sexual activity.

Articulate how the breakup of romantic relationships is frequently accompanied by strong 
feelings that can be amplified when sexual activity is involved.

Explain how teen sexual activity can lead to significant emotional health consequences, 
such as disappointment, regret, depression, suicidal ideation and suicide.

State that condom and contraceptive use will not prevent the emotional consequences that 
can be associated with sexual activity.

Identify other key relationships that can be negatively impacted when teens are involved in 
sexual activity, such as family, school and faith community connectedness.

State the importance of seeking support from a parent or trusted adult, or counselor if 
needed, for those who experience negative emotional consequences of sexual activity or 
related issues. 

Explain that a person who has had nonmarital sexual activity can decide at anytime to avoid 
it, receive the physical and emotional benefits of that choice, and should not be shamed  
by others.

State that all individuals have the right to not have another person look at, photograph, 
or touch the intimate/private areas of their bodies, and should not be forced to look at (in 
person or digitally) or touch another person’s intimate/private areas.

Define sexual abuse as (1) any adult sexual contact with a minor below the legal age of 
consent, or (2) sexual contact between adults or minors involving coercion, threat, or force, or 
(3) taking advantage of an individual’s inability or ignoring their unwillingness to give consent. 

Describe how imbalances of power within sexual relationships due to, for instance, 
age, position, status, and ability to give consent, could be potentially used in a sexually  
abusive way.

4.C.10.

4.C.11.

4.C.12.

4.D.1.

4.D.2.

4.D.3.

4.D.4.

4.D.5.

4.D.6.

4.D.7.

4.E.1.

4.E.2.

4.E.3.

D. EMOTIONAL RISKS
Nonmarital sexual activity can have negative emotional consequences.
References: [218-224] 

E. SEXUAL ABUSE
Sexual abuse can and should be prevented, stopped, and dealt with appropriately.
References: [49, 106, 225-258] 
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List ways that different forms of sexual abuse (e.g., coercion, exploitation, sexual grooming, 
sex trafficking, transactions, oppression, harassment, and violence) can physically, mentally 
or emotionally harm a person.

Discuss typical characteristics of sexual abusers that can include familiarity to one’s circle 
of family or friends, insistence on secrecy, use of pornography, threats of harm, and their 
own history of being sexually abused.

Affirm that anyone who has experienced sexual abuse is not at fault and is not to be blamed 
or shamed.

Explain the importance of reporting actual or suspected sexual abuse of self or others to a 
parent, trusted adult, or local authority.

Discuss situations and behaviors that increase one’s vulnerability to sexual assault and 
abuse, such as alcohol and illegal drug use, unsafe environments, and not communicating 
or respecting boundaries.

Identify state and federal laws related to age of consent, sexting, sexual harassment, sexual 
assault, rape, and sex trafficking.

Identify harmful cultural messages conveyed in music, movies, print media, social media, 
sexting and pornography that objectify or sexualize people, normalize sexual violence and 
exploitation, encourage teenage sex, and ignore negative consequences. 

Discuss potential negative consequences of sharing sexually explicit content (such as public 
embarrassment; bullying; exploitation; legal consequences; compromise of future college, 
career, or relationship opportunities). 

Identify the appropriate action to take when sexually explicit content is received, such as 
immediately informing a parent or trusted adult, and/or a school official. 

Explain how receiving payment or gifts for sex is harmful to a young person and can lead to 
physical violence and sex trafficking.

Identify trusted adults and professional resources to help those who have been sexually 
abused to heal physically, mentally and emotionally.

4.E.4.

4.E.5.

4.E.6.

4.E.7.

4.E.8.

4.E.9.

4.E.10.

4.E.11.

4.E.12.

4.E.13.

4.E.14.

Sexual Risks
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ADOLESCENT; ADOLESCENCE is the 
developmental period between childhood 
and adulthood.  Although the World Health 
Organization (WHO) defines adolescents as 
individuals in the 10- to 19-year-old age group, 

others extend the range up to 24 years. This age group has its 
unique challenges and physical, mental, emotional and relational 
developmental milestones. 

ADVERSE CHILDHOOD EXPERIENCES (ACEs) are traumatic 
events that occur during childhood which may have detrimental 
effects on individuals throughout their lifetime. The greater number 
of ACEs that occur in an individual’s life, the greater risk there is to 
health and wholeness.

ANAL SEX, also called anal intercourse, is the act of inserting the 
penis into the anus (or rectum) among men who have sex with men 
(MSM) and men who have sex with women (MSW). Anal sex is the 
riskiest type of sex for transmitting the HIV virus.

ASYMPTOMATIC in the context of STDs/STIs describes an individual 
who may have an infection or disease, and yet have no obvious signs 
or symptoms to indicate it. Asymptomatic individuals infected with 
STDs/STIs can still transmit infections without knowing it.

COERCION is pressuring someone to do something against their will 
by using physical force or threats.

COGNITIVE MATURITY is the process of brain development, which 
continues into the late 20s. In adolescents, the frontal lobe of the 
brain is still developing, which can delay mature decision-making 
skills.

CONNECTEDNESS is a sense of belonging and feeling cared for by 
others. Connectedness is important for healthy development and 
serves as a protective factor for youth against risk behaviors.

CONSENT is the permission granted by an individual to willingly 
engage in an activity. Consent must be communicated clearly and 
not assumed. Consent should not be given without understanding 
the risks and benefits involved. See also Sexual Consent, Refusal 
Skills.

CONSISTENT AND CORRECT CONDOM USE reduces the risk 
of pregnancy and STD/STI transmission. Consistent condom use 
is using a condom with each incidence of sexual activity, since  
STD/STI transmission may result from a single sexual encounter 
with an infected partner. Correct use encompasses a large range of 
details including the storage, handling and timing of application of 
the condom specific to the type and material make-up of the device 
(male, female or internal, latex, vinyl, natural, etc.). Incorrect use of 
a condom will increase the risk of both pregnancy and STDs/STIs.

Even with consistent and correct use, condoms do not provide 
complete protection against STDs/STIs. There are different levels 
of risk reduction depending on how the STDs/STIs are transmitted. 
Since condoms may not cover all of the areas of potential  
transmission, infections such as genital herpes, human 
papillomavirus (HPV), syphilis and chancroid, which are transmitted 
primarily from skin-to-skin contact, have much lower protection 
from condom usage than infections transmitted primarily by genital 
fluids. Overall, correct and consistent condom use in adolescents 
remains low, contributing to higher rates of STDs/STIs and teen 
pregnancies. 

CONSISTENT AND CORRECT CONTRACEPTIVE USE includes 
condoms as referenced in Consistent and Correct Condom Use.
Consistent and correct contraceptive use means always using the 
method of contraception according to the manufacturer’s or health 
care provider’s instructions. 

COUNSELORS may be professionals in the fields of social work, 
psychology, or healthcare. Licensing requirements vary, but all 
professional counselors have special training or advanced degrees 
to equip them to guide others toward wellness and positive life 
outcomes.

DATING is a behavior whose terminology is continually changing, 
especially among school-aged children. In this document, dating 
is used interchangeably with “romantic relationships” and includes 
relationships between adolescents that are considered to be closer 
than a friendship. Healthy and safe dating, delayed until older 
adolescence, benefits from maturity, guidance and support. Early 
dating has been shown to increase the risk of sexual activity.

DISCIPLINE is the process of teaching and guiding children 
regarding what behaviors are acceptable and unacceptable. Many 
different tools are used in effective discipline, including appropriate 
reinforcement and modeling.

FAMILY/FAMILY MEMBERS can include immediate and extended 
family members. A family is traditionally made up of individuals 
who are related by birth, marriage or adoption, or may be legally 
connected (such as a foster family or a guardianship).

FERTILIZATION is the fusion of an egg (a female gamete with half 
the number of chromosomes of an individual) and a sperm (a male 
gamete with half the number of chromosomes of an individual) to 
form a zygote with the total number of chromosomes needed to form 
a unique individual.

GRIT/RESILIENCE is a positive character strength that enables one 
to adapt, recover or overcome difficult circumstances, stressful 
situations, adversity, trauma, or threats. Resilience can help people 
achieve goals and develop self-respect when resisting social 
pressure to do things that may be harmful or unhealthy.

HEALTHY MARRIAGE is a mutually-committed, monogamous 
union of a couple, intended to be lifelong, that is granted rights 
and responsibilities by law. Qualities include mutual commitment, 
fidelity, respect, trust, compatibility, giving, service, effective 
communication, ability to resolve conflict, sharing of values and 
goals, compromise, forgiveness, and perseverance. Elements of a 
healthy marriage that encourage intimacy, attachment, and bonding 
include trust, vulnerability, and sexual fulfillment. 

INCONSISTENT AND INCORRECT CONDOM/CONTRACEPTIVE 
USE See Consistent and Correct Use.

INFATUATION is an obsessively strong attraction to someone 
and can be common among adolescents. The feelings are often 
irrational, ignoring negative traits or idealizing the person of interest. 
Infatuations are usually short-lived.

A LEGACY is something that is handed down from one generation 
to the next. It can be something physical, but is often a concept, 
example, or teaching. 

LOVE is a lasting commitment to the well-being of another person. 
It is often characterized as being unconditional, and demonstrated 
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by genuine care and concern, protection, and a 
desire for the best outcome for the other. Love is 
more intentional than emotional, as contrasted 
with infatuation.

MARRIAGE is the mutually-committed, monogamous union 
of a couple, intended to be lifelong, that is granted rights and 
responsibilities by law. 

MATURITY is the state of being fully developed. In human terms, 
it includes physical development as well as a level of cognitive, 
social and emotional development that would be present in an adult. 
Maturity is often demonstrated by consistently choosing behaviors 
that are healthy and socially responsible and by learning from past 
mistakes.  See also Cognitive Maturity.

MEDICALLY ACCURATE describes medical information that 
is verified or supported by the weight of research conducted in 
compliance with accepted scientific methods and (a) published 
in peer-reviewed journals, where applicable, or (b) comprising 
information that leading professional organizations and agencies with 
relevant expertise in the field recognize as accurate, objective, and  
complete. [(Section 510(e)(2) of the Social Security Act 42 U.S.C. § 
710(e)(2)]

MUTUAL MASTURBATION occurs when two or more people 
manually stimulate their own genitals or each other’s, in-person or 
virtually. While mutual masturbation is exclusive of sexual intercourse 
and may not be considered “sex,” there can be a risk of STDs/STIs 
with any contact of infected skin or bodily fluids.

NONMARITAL SEXUAL ACTIVITY is any sexual activity that occurs 
outside of a marriage. Sexual activity prior to marriage and sexual 
activity of a married person with anyone other than the spouse is 
nonmarital sexual activity.

OBJECTIFY is to treat others in a dehumanizing way as if they are an 
“object” devoid of feelings, opinions, or rights of their own. Harmful 
cultural messages (such as those that characterize pornography) 
often objectify and sexualize people. 

OPPRESSION is the exercise of real or perceived power or authority 
over another person to cause harm. Sexual oppression is a form of 
sexual abuse. 

OPTIMAL SEXUAL DEVELOPMENT is an ongoing process 
throughout the lifespan that includes the physical, intellectual, 
emotional, social and spiritual aspects of attaining sexual health. 
Optimal sexual development is influenced by many factors including 
guidance and support of parents, family members and trusted 
adults promoting positive life outcomes. In this document, the 
optimal sexual development approach incorporates all strategies 
that promote the best outcomes for school-aged children, including 
positive character formation, nurturing healthy relationships and 
postponing sexual activity until healthy marriage. 

OUTERCOURSE typically refers to sexual activity that does not 
include oral, vaginal, or anal sex. While outercourse may not be 
considered “sex,” there can be a risk of transmitting STDs/STIs with 
any contact of the infected area or bodily fluids.  

A PARENT is the biological mother or father of a child or may be 
a parent through adoption, marriage (step-parent), or fostering. In 
certain instances, grandparents or other extended family members 
may fulfill parenting roles. Parents are legally responsible for their 

child’s welfare and have the legal right to make certain decisions for 
their child. They have important responsibilities of providing food, 
shelter, love, protection, education, and guidance. 

PERSONAL BOUNDARIES are self-determined limits or standards  
for personal behavior. These personal boundaries define the 
parameters of a person and affect physical, intellectual, emotional, 
social, and spiritual well-being. Boundaries also help identify 
personal ownership and responsibility. Setting, communicating and 
respecting personal boundaries are characteristic of healthy dating. 

PORNOGRAPHY is any type of material (digital or printed) 
containing the explicit description or display of nudity, partial nudity 
or sexual activity, usually intended for sexual arousal. Pornography 
is correlated with a wide range of harms, including addiction and sex 
trafficking. It can also have a negative impact on relationships and 
be a form of sexual abuse. 

PUBERTY is a stage of human growth that signals the developing 
ability of males and females to reproduce. It is a biological process 
that produces important physical, hormonal, and emotional changes 
and is influenced by various factors, such as each individual’s 
genetic profile and the environment.

RAPE is a form of sexual abuse involving penetration (however 
minimal) of the vagina or anus, with any object or body part, without 
the consent of the victim. It also includes oral penetration by another 
person’s sex organ. Statutory rape is sex between an adult and 
a minor below the age of consent, or where there is a defined age 
differentiation between those involved. Laws defining rape and 
statutory rape and their legal consequences vary by state.  See also 
Sexual Consent, Sexual Abuse.

REFUSAL SKILLS are practical ways to avoid, resist or refuse 
to engage in unwanted or risky behaviors. Refusal skills include 
establishing, clearly communicating, and maintaining personal 
boundaries. Refusal skills help a person move away from unwanted 
or risky behavior, whereas consent implies directionally moving 
toward a behavior. In this document, refusal skills are emphasized 
for avoiding nonmarital sexual activity, resisting sexual coercion, and 
developing healthy relationships. See also Consent, Sexual Consent.

REPRODUCTION is the biological process by which a unique human 
life begins and grows. See also Puberty, Fertilization.

ROMANTIC RELATIONSHIPS See Dating.

SEX TRAFFICKING is a form of sexual abuse and modern-day 
slavery. It involves controlling a person using force, fraud, or coercion 
for the purpose of sexual exploitation. If the victim is a minor, any 
transactional sexual activity is considered sex trafficking, regardless 
of proof of force, fraud, or coercion.

SEXTING is sharing sexually explicit messages, including videos or 
photos, via a cell phone, computer, tablet or other device. Sexting 
can include words describing, discussing or proposing sexual acts. 
In many states, sexting by minors is a misdemeanor or crime, and 
can be considered child pornography.

SEXUAL ABUSE is a general term for sexual offenses or crimes that 
occur between an offender and a victim. It is any unwanted or illegal 
sexual advance, ranging from sexual language, to taking or showing 
sexual photos, to touching, to rape. Sexual abuse is illegal and carries 
various penalties defined by state laws. 
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SEXUAL ACTIVITY includes physical contact 
between individuals involving intimate/private 
areas of the body (such as outercourse, 
mutual masturbation, oral sex, anal sex and 
vaginal intercourse) that can potentially result 

in pregnancy, STDs/STIs and/or emotional risks. Related sexual 
activities can also include sexting and pornography, masturbation, 
or any activity for the purpose of sexual arousal.

SEXUAL ASSAULT is any illegal sexual contact that is imposed 
upon a person without permission or legal consent. Sexual assault 
ranges from statutory rape to indecent assault (illegal sexual contact 
without the intent of rape) to violent rape. 

SEXUAL CONSENT is the permission granted by an individual to 
willingly engage in a specific sexual activity. However, legal sexual 
consent is more complicated than just giving permission. The legal 
definition varies from state to state and may depend on the age of 
the person giving consent, the age difference between the sexual 
partners, and the balance or imbalance of power between the 
parties. Also, a person’s ability to give consent may be hindered by 
physical or mental incapacitation. See also Consent, Refusal Skills.

SEXUAL EXPLOITATION occurs when someone uses a position of 
power or trust over another person for sexual purposes. The purpose 
of the exploitation may include monetary or social gain, as well as 
sexual gratification.

SEXUAL GROOMING is a technique used by sexual abusers to 
gain access to a prospective victim. Stages of grooming may 
include targeting, gaining trust, filling a need, isolating the victim, 
normalizing sexual activity, sexual contact, and maintaining control. 
See also Sexual Abuse, Consent.

SEXUAL INTERCOURSE in this document refers to vaginal 
intercourse, which is the penetration of the vagina by the penis, and 
its role in reproduction.

SEXUAL RISK AVOIDANCE (SRA) is a primary prevention approach 
to sexual activity focused on avoiding the physical, mental, and 
relational risks of nonmarital sexual activity. SRA is consistent with 
optimal sexual development and the attainment of optimal sexual 
health.

SEXUAL RISK REDUCTION (SRR) is an approach to sexual activity 
focused on reducing the physical, mental and relational risks of 
sexual activity. It is important to note the contrast of SRA versus 
SRR. In SRR, the degree of risk reduction varies significantly, 
remains unpredictable, and may not be sufficient to eliminate short- 
and long-term risks.  

SEXUAL VIOLENCE is the use of coercion or physical force to 
compel a person to witness or engage in sexual activity against their 
will. See also Coercion.

SEXUALIZE in this document means to inappropriately impose sexual 
content and/or sexual values upon children, often through media. 

SEXUALLY EXPLICIT CONTENT includes any offensive or graphic 
communication, such as language, pictures, videos, or music 
depicting pornography or sexual activity. See also Sexual Activity, 
Sexting, Pornography.

SEXUALLY TRANSMITTED DISEASES/ SEXUALLY TRANSMITTED 
INFECTIONS (STDs/STIs) are infections, illnesses or infestations, 
transmitted through sexual activity that can have short- and long-
term health consequences and, in some cases, be life threatening. In 
this document, the terms STDs and STIs are used together to cover a 
broader range of conditions. 

STD/STI-RELATED CANCER is cancer that results directly from  
certain STDs/STIs, such as  HPV-related cervical cancer, or as a long-
term consequence of STD/STI infection in the body, such as HBV-
related liver cancer. Other examples of STD/STI-related cancers  
include AIDS-related cancers, oral cancers and anal cancers. 

The “SUCCESS SEQUENCE” refers to original research conducted 
by The Brookings Institution that demonstrates a reduction in the 
risk of poverty for those who complete high school, secure full-time 
employment, and get married (in that sequence) prior to having 
children.

A TEEN or a teenager is an individual who is between the ages of 
13 and 19 years of age. The term is used interchangeably in this 
document with the word “adolescent.”

TEEN PREGNANCY is when a teen girl, typically unmarried, becomes 
pregnant. Teen pregnancy has been considered a public health 
concern for many years, as it usually results in physical, emotional, 
social, educational and financial challenges for the mother, father 
and child.

TRANSACTIONS in this document refer to transactional sex, which 
happens when there is an external motivation or payment to engage 
in sexual activity with someone. This may include gifts, money, or 
services. See also Sex Trafficking.

A TRUSTED ADULT can be trusted to have the child’s best interest 
in mind. Typically, trusted adults include parents or legal guardians, 
as well as teachers, healthcare professionals, counselors, law 
enforcement, and school personnel /officials.  

TYPICAL HUMAN USE in this document refers to the typical human 
use of contraception. The rate of risk reduction is determined by how 
consistently and correctly contraceptive methods are used. This rate 
is in contrast with “perfect use” rate or rates that come from clinical 
laboratory or tightly controlled research use.

VAGINAL INTERCOURSE is the penetration of the vagina by the 
penis. In this document, vaginal intercourse is used interchangeably 
with sexual intercourse. See also Sexual Intercourse.

VALUES are guiding principles, standards, or qualities which are 
reflective of morals, ethics and/or spiritual beliefs. Values can be 
a major motivating force, and influence decision-making and goal 
setting. They can be shaped by many influences including parents, 
family members, trusted adults, life experiences, peers and media. 

A STATE OF WELL-BEING indicates that positive attributes out-
weigh any negative attributes that might be present. In physical well-
being, the physical attributes of health and wellness outweigh any 
existing minor risks to the body.

WHOLENESS is the completeness demonstrated when a person’s 
physical, intellectual, emotional, social and spiritual aspects are in 
a balanced state of well-being. Wholeness is associated with thriving 
and flourishing, and the ability to maintain health and enjoy healthy 
relationships.
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