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Family formation and single parenting
have been issues of concern within the African
American community at least since 1965,
when Daniel Patrick Moynihan first raised the
matter in the context of federal policy.  At that
time, most black families were still headed by
married couples, and black leaders felt that
Moynihan’s focus was unwarranted.  But over
the next 15 years, as the decline in marriage
rates and growth in single parenting became
apparent, members of the African American
community began to speak out.  

Early and out-of-wedlock parenting can be
harmful in a variety of ways to mothers, their
children, and the broader community.
Through a number of studies conducted in the
1980s, the Joint Center for Political and
Economic Studies examined the social and
economic consequences of the growth in sin-
gle parenting and the changing economic for-
tunes of black children. These studies support-
ed calls for action on the part of both
individuals and government.

During the 1990s, however, marked
improvements became evident in a number of
reproductive health measures for African
American adolescents.  Pregnancy and birth
rates have declined dramatically.  In addition,
rates for selected sexually transmitted diseases
(syphilis and gonorrhea) have shown phenom-
enal reductions.  By the end of the century,
condom use (both to prevent the transmission
of infections and to reduce the likelihood of
pregnancy) was more common among African
American teens than among either white or
Latino adolescents, males and females alike. 

Curious about the underlying causes of
these changes and wanting to learn what
might foster continued improvements, the
Joint Center undertook a review of the
research literature on teenage pregnancy and,

more broadly, on the reproductive health of
African American adolescents.  As a research
and public policy institution that focuses on
issues related to Black Americans, the Joint
Center is keenly aware of the importance of
securing a healthy future for all adolescents,
the adults of tomorrow. It is our hope that this
book, which lays out the most relevant current
findings concerning these young people, can
help move us all a step in that direction.

Generous support for conducting this lit-
erature review was provided by the Annie E.
Casey Foundation.  In particular, we thank
Debra Delgado, senior associate at the
Foundation, who had the foresight to suggest
what needed to be done and to help us select
an advisory work group whose members
offered many valuable suggestions that
improved the final product.  Thanks also are
due to Drs. Trude Bennett, Lacey Henriques,
Patricia Rodney, and Margaret Beale Spencer,
outside reviewers whose comments on an ear-
lier draft were both detailed and cogent.  In
addition, the camaraderie and collegiality of
the team at the Center for Reproductive
Health Research & Policy at the University of
California - San Francisco (UCSF), led by Dr.
Claire Brindis, must be acknowledged.
Exchanges with the UCSF team as they con-
ducted a similar review for Latino adolescents
synergized our efforts.      

We are grateful to the authors, Dr.
Wilhelmina A. Leigh, senior research associ-
ate, and Julia L. Andrews, research assistant,
and would like to acknowledge as well the
valuable research assistance rendered by Deitra
H. Lee (research analyst) and Evelyn Chang
(intern) early in the project.  The work was
carried out under the supervision of Dr.
Margaret C. Simms, vice president for
research.  We also thank Denise L. Dugas, vice
president for development and communications, 
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their hard work on the final publication.
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Why do we (or should we) as a nation
care about the reproductive health
of adolescents?   We care because

adolescents’ decisions and behaviors during
the teen years can have life-altering  and life-
long consequences for them. Their decisions
and behaviors also can have major cost impli-
cations for society as a whole.  For example,
an adolescent can contract fatal diseases,
such  as human immunodeficiency virus
(HIV) infection or auto immune deficiency
syndrome (AIDS),  or have an early, non-
marital childbirth from engaging in sexual-
risk behavior.  Both of these  outcomes have
direct emotional, psychological, and financial
implications for the adolescent and  his or her
family.  In addition, these outcomes often
result in costs for society at large — to  pro-
vide needed healthcare services or other sup-
ports (e.g., welfare payments) for the families
created by adolescents.

For most of the 20th century, the buzz
words for the reproductive health of African
American adolescents included “early sexual
initiation,” “high rates of sexually related
infections,” and “high pregnancy and birth
rates.”  The early onset of puberty, combined
with the  lack of access to healthcare services,
has contributed to these outcomes. A broad
set of  socioeconomic and historical factors
that influence all African Americans have
also contributed  to these outcomes.  Slavery
and the post-slavery northern migrations that
resulted in the loss of  community institutions
(and their restraints on social behavior)
established the basis for African  American
family structure.  Internalized and institution-
al racism helped shape an environment in
which many African Americans are reluctant
to seek healthcare services. It is also an  envi-
ronment in which the care provided to them
may not be the same quality as the care pro-
vided  to others.  In addition, over time, the

nation’s economic policies, programs (e.g.,
welfare), and  institutions have brought about
changes in the structure of the African
American family in ways  that have been
detrimental to the reproductive health out-
comes among adolescents.

During the 1990s, however, a number of
reproductive health measures  for African
American adolescents improved markedly.
Pregnancy and birth rates declined dramati-
cally.  In  addition, rates of selected sexually
transmitted diseases, such as syphilis and gon-
orrhea, also  have shown phenomenal reduc-
tions.  By century’s end, condom use (both to
prevent the  transmission of infections and to
reduce the likelihood of pregnancy) was more
common among  African American teens
than among either white or Latino 
adolescents.   

These dramatic changes in reproductive
behavior and outcomes among African
American  adolescents should stimulate
interest in gaining a fuller understanding of
their causes.  Therefore,  to reveal what we
know and what we don’t know about the
reproductive health of African  American
adolescents, relevant research literature pub-
lished between the late 1970s and the early
21st century was reviewed. The objectives of
the literature review were to seek possible
explanations for the recent changes, to deter-
mine gaps in knowledge on this important
topic, and  to suggest the need for further
inquiry.

What do we know about the reproductive
health of African American youth as a result
of  this literature review?  In general, we
know more about African American female
teens than  about African American male
teens.  For example, we know that black
female adolescents who  view their parents’
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monitoring of their activities as either too lax
or too strict, rather than as more  appropriate,
are more likely to make an early sexual debut.
(Sexual debut is defined as first  sexual inter-
course.)  They are also more likely to have
sexual intercourse more frequently (post-
debut). However, we do not know whether
this is the case for black male teens.  More
research is  needed about the reproductive
health of African American male ado-
lescents.

In addition, when both male and female
teens are studied, gender differences are  com-
monly noted.  For example, research con-
ducted with both male and female African
American teens about the relationship
between religiosity and sexual behavior found
that only  the females who reported religiosi-
ty were less likely to report sexual activity or
an early sexual  debut. (Religiosity is usually
defined as church attendance.)  These facts
suggest a need for more  research about ado-
lescent reproductive health as a concern and
interest of African American  male and
female teens.  Also, many findings reflect the
low-income populations with whom the
studies were conducted.  Therefore, addition-
al research is needed on the reproductive
health of  black adolescent populations at
other income levels. 

Research findings are limited about inter-
ventions that are effective at helping African
American teens achieve good reproductive
health.  In addition, available findings from
relevant  program evaluations seem to apply
to all adolescents.  This seemingly universal
applicability of  some findings may suggest
that black adolescents are no different from
white or other teens in  what they need for
healthy growth and development.  On many
levels this is true.  However,   services and
interventions for African American teens are
provided and received in the  environment of
persistent social and economic inequality
experienced by many African  Americans.
This environment influences the ability of
interventions to work as intended. It also
influences whether African American teens

can benefit from such services and interven-
tions in  the same way as teens who do not
experience this disadvantage.

Thus, the findings below summarize
what we know and what we don’t know
about the  reproductive health of African
American teens.  Although we know that
this knowledge is  evolving and that the
information presented is only a snapshot, this
synthesis can be a starting  point.  We hope
this analysis will indeed be the starting point
for a future in which the  reproductive health
of African American adolescents continues
to improve. The improvements  should come,
in part, because of more highly refined and
applied knowledge about the attitudes,
expectations, behaviors, and outcomes for
this population.  We also hope that this
future will  include fewer societal disadvan-
tages faced by African American adolescents
and fewer costs to  the nation resulting from
the sexual health behaviors and outcomes of
this teen population.

What We Know
Sexual Behavior

■ Since the late 1970s, African American
adolescents have been more likely than other
teens to report having ever engaged in sexual
intercourse and to have initiated sexual
intercourse during the early teen years.
However, the gap in sexual experience has
narrowed markedly during that period.  This
result is due to both delays in sexual  initia-
tion by African American teens and to
increases in the proportions of other teens
reporting sexual intercourse.1

■ African American youth whose peers do
any of the following — use alcohol, marijua-
na, or cocaine; show violent behavior; smoke
cigarettes; or skip school — are more likely to
have sexual intercourse than their counter-
parts whose friends do not act in any of these
ways.2
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■ In most studies, black teens report a
younger age at first intercourse (younger than
either 13 or 15) than white teens.  Among all
race and gender groups, black males are the
most likely to make their sexual debut at the
youngest ages.3

■ The frequency with which current sexu-
al activity is reported declined among
African American female teens during the
1990s, whereas this rate remained almost
constant among African American male
teens.4 (Current sexual activity is defined as
having had  sexual intercourse at some point
during the preceding three months.)  Despite
these  declining and steady rates, black teens
report higher rates of sexual activity than
white and Hispanic teens.

■ Although use of contraceptives during
first intercourse has been reported by
increasing percentages of adolescents over
time, the proportions among African
American male and female teens are less than
among their white counterparts.  However,
there is evidence that black female teens who
use contraceptives at first intercourse are
more likely than white female teens to use
birth control pills, a more effective method,
than they are to rely on condoms alone.5

■ Although condom use has increased
among all teens since the 1980s, the use of
the condom consistently and during last
intercourse is more common among black
adolescents than among any other racial or
ethnic group.6 Nearly three-fourths (73 per-
cent) of African American male teens report-
ed condom use either alone or in combina-
tion with other contraceptive methods
during all heterosexual intercourse in the 12
months preceding the 1995 National Survey
of Adolescent Males.7

■ African American adolescents are more
likely than other adolescents to report having
had sex with multiple partners.8 At the same
time, African American female teens are less
likely than other teens to report current sexu-
al activity.  Perhaps this finding suggests a

pattern of sexual experiences involving a
series of either “one-night stands” or  invol-
untary sexual experiences.9

Sexual Outcomes

■ During the 1990s, reported rates among
African American youth have increased for
some sexually transmitted diseases (STDs)
(e.g., chlamydia) and decreased for others
(i.e., gonorrhea and syphilis).  However, rates
for STDs among black youth exceed reported
rates for other youth.10

■ HIV infection and AIDS are present
among African Americans at a rate dispro-
portionate to their representation in the total
U.S. population.  The 968 AIDS cases that
had been reported by black non-Hispanic
male teens 13 to 19 by June 2001 constituted
40 percent of all AIDS cases reported by all
same-age males (2,450 cases). At that time,
black males were only 15 percent of all male
teens.  The 1,176 cases among black non-
Hispanic female teens 13 to 19, however,
were a majority (66 percent) of the 1,769
cases reported by all female teens, although
black females were only 15 percent of all
female teens.11

■ However, the number and proportion of
cases of HIV infection reported for African
American male and female teens 13 to 19 are
greater than the reported number and propor-
tion of AIDS cases. This finding suggests a
future increase in the incidence of AIDS
among African Americans in this particular
group.12

■ Since the 1950s, birth rates among both
black and white female teens 15 to 19 have
decreased.  Birth rates for black teens have
been two (or more) times the rates for white
teens, although the rates for black female
teens also have experienced a downward
trend, especially during the 1990s.  Between
1991 and 2001, the birth rate for black teens
declined by 37 percent.13

xi
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■ Nearly one-third of black female teens
with older partners are more likely to report
low rates of contraceptive use and high rates
of pregnancy and childbirth.14

Influence of Knowledge 
and Other Individual Attributes

■ African American male and female ado-
lescents have greater knowledge about sexual
topics and have better communication with
their parents and other family members than
other adolescents do.15

■ Black adolescents are more likely than
other adolescents to expect teen parenthood
and non-marital childbearing.16

■ African American teens who feel part of
school  or are doing well in it and who have
high educational or occupational achieve-
ments or aspirations, or both, are less likely to
be sexually active or to engage in high-risk
behavior (i.e., early age of sexual debut).17

Using a slightly different measure, Lauritsen
(1994) found that black female teens who
reported educational frustration also reported
greater engagement in sexual activity.
Therefore, educational involvement is associ-
ated with lower sexual activity. (Educational
frustration is defined as believing that college
enrollment is “very important,” but believing
that the chances of attending college are only
“fair at best.”)18

■ African American female adolescents
with high educational aspirations and attain-
ment have lower childbirth rates.19

■ African American female adolescents
are likely to have reduced fertility associated
with the following factors: greater employ-
ment opportunities, teens’ perceptions of eco-
nomic opportunities, and expectations of
employment in the primary labor market (in

which additional training or education is
rewarded with higher wages).20

■ An African American female adoles-
cent is more likely to have a second or repeat
pregnancy if she has the following character-
istics: is a younger teen, is below the grade
level for her age, has lower educational goals,
has a weaker belief in her occupational goals,
and is closer to her boyfriend.21 Other related
factors include the following: the contracep-
tive method used soon after the first delivery,
the consistency of contraceptive use, and a
history of miscarriages.22 Specifically, older
first-time mothers, teen mothers who report-
ed inconsistent contraceptive use, and teen
mothers with a history of miscarriages were
more likely to become pregnant again within
24 months of their first birth. 

■ African American teens who feel more
spiritual interconnectedness (i.e., social sup-
port from their faith) with friends, family, and
others are less likely to have sexual inter-
course than their counterparts who do not
feel this way.23

■ Selected interventions also have
demonstrated their effectiveness in changing
the sexual knowledge and intentions of
African American adolescents.  In particular,
several programs have been evaluated as
effective at preventing teen pregnancy, at
reducing the risk of AIDS transmission, and
at encouraging responsible sexual behavior.24

Parental Influences

■ Black female teens who were not sexual-
ly active reported the strongest influence of
their families on their sexual attitudes and
behaviors.  These teens also were the most
likely to  have a father living at home.25

■ Teens in single-parent families are more
likely to have had sexual intercourse than
those in two-parent families.26
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■ African American adolescents with
family routines and close family relationships
and who had not experienced household
trauma were more likely to delay sexual initi-
ation (until age 15 or older) than their coun-
terparts. They were also more likely to not
become mothers than their counterparts who
had experienced the opposite conditions
within their families.27

■ African American youth who perceive
higher levels of social support and parental
monitoring report a reduced frequency of sex-
ual activity and a smaller number of lifetime
partners.28

■ Black female teens who view their par-
ents’ monitoring as either too lax or too strict
are more likely to make an early sexual debut.
They are also likely to have sexual inter-
course more frequently, once having made
their debut (than are teens who view their
parents’ monitoring as more appropriate).29

■ Some aspects of family structure (single-
parent versus two-parent family) at various
ages in the life of a teen (specifically, 11 and
14) are associated with aspects of teen sexual
activity (e.g., age at first intercourse and fre-
quency of intercourse), but not with all
aspects considered in this review (e.g., having
ever had sexual intercourse or whether con-
traceptives were used at first intercourse).30   In
particular, African American teens who lived
in two-parent families at 11 (in one study) or
14 (in another study) are more likely to
report their sexual debut at an older age and
are less likely to report frequent intercourse.
However, living in a two-parent family at
other ages has not been found to either deter
adolescents from ever having intercourse or
encourage them to use contraceptives at first
intercourse.

■ The parent-teen communication and
relationship or other family relationships, or
both, influence teen sexual activity.  Most
often, African American teens who feel their
parent-teen communication and relationship
are strong delay their sexual debut or experi-

ences and use contraceptives more consis-
tently.31 Family conflict generally is associat-
ed with greater occurrence of high-risk sexual
behavior.32

What We Don’t Know

As the previous section demonstrates, we
have considerable knowledge about the sexu-
al behaviors and outcomes of African
American adolescents and about the individ-
ual and parental influences on these sexual
behaviors.   However, the supporting research
has provided both insights and further ques-
tions about how the outcomes came to be.  A
major remaining question is, “Do the factors
that account for the reproductive health out-
comes of African American adolescents offer
insights into how adolescents can successfully
navigate ‘coming of age’ in problematic,
stressful environments?”  In other words, by
studying the possible explanations for repro-
ductive health outcomes, have we learned
which factors support which outcomes, and
which factors support other outcomes?

The answer to these final questions is
that we have partial knowledge about the fac-
tors that support given reproductive health
outcomes among African American adoles-
cents.  This partial knowledge is used not
only to craft programs to meet the needs of
these teens but also to ask the additional
questions we want to answer and raise the
issues we need to address to build on the con-
structive behaviors and strengths of black
adolescents. In this way, we will help them
achieve enduring reproductive health.

■ Although African American teens are
most likely to report condom use at last
intercourse,33 more research is needed about
their contraceptive use at first intercourse.
Most research studies based on national sur-
vey data find that white teens are more likely
than black teens to use contraceptives at first
sexual intercourse.34 However, other research
found that black teens were more likely than
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white teens to use contraceptives, specifically
condoms, at first sexual intercourse.35

■ We do not understand how knowledge
about sexual topics influences sexual-risk
behavior, including contraceptive use.  Some
studies have found an association between
knowledge about sexual topics and behavior; 36

other studies have found little evidence of
such an association.37 Knowledge about
HIV/AIDS, in particular, has been found to
inhibit sexual activity among African
American teens in some research,38 but to
have no effect in other research.39

■ We do not fully understand the relation-
ship between religiosity and sexual behavior
among adolescents. Some research finds that
African American female teens of any age
who reported church attendance (a common
definition of religiosity) were the least likely
to report sexual activity or to report an early
sexual debut.40 However, other research did
not find such a relationship for either African
American male or female teens.41

■ Research about the influence of the
number of siblings on whether an African
American teen has had sexual intercourse is
inconclusive. That is, some studies find that
the number of siblings matters, and other
studies do not.42 In addition, the nature of the
influences identified is mixed.

■ We don’t know what factors influence
the age at first voluntary intercourse for black
teens.43

■ Although most research suggests that
there is a relationship between career aspira-
tions and school performance and the likeli-
hood of African American adolescents’ hav-
ing sexual intercourse (and other sexual-risk
behaviors), we do not know the direction of
this relationship.  More research has exam-
ined whether high career aspirations or better
school performance is associated with a delay
in sexual initiation and with less frequent
sexual activity, although a relationship also
could exist in the other direction.  In other

words, the  outcomes of sexual behaviors
(such as pregnancy, number of childbirths,
and number of unwanted children) may
determine educational attainment and
income (one result of occupational aspirations).44

Relationships in both directions are indeed
possible, so additional research on each type
of relationship is needed.

■ Little research has been conducted
about the reproductive health knowledge,
behaviors, and outcomes for teens with dis-
abilities.45 Even less research has been con-
ducted about the reproductive health of black
teens with disabilities.  Therefore, we have
inadequate knowledge about the reproductive
health needs and issues for black teens with
disabilities or mental health problems, 
or both.

■ We need a more thorough understand-
ing of role definitions, power dynamics, and
patterns of interaction in opposite-sex rela-
tionships among African American adoles-
cents and how these influence their sexual
behaviors and outcomes.

■ Little is known about the nature of
same-sex relationships among African
American teens, that is, characteristics of, or
teens’ expectations for, these relationships.
When conducted, research about the health
of gay, lesbian, bisexual, and transgender per-
sons generally is done with adults only.
Furthermore, if such research is conducted
with adolescents, it is seldom specific to
African American adolescents.  Differences
between African American and white youth
with both same-sex and opposite-sex attrac-
tions also have not been fully explored.

■ We lack a thorough understanding of
the relationship between violence in other
areas of an adolescent’s life (e.g., losing family
and friends to violence, playing violent video
games, and being a victim of personal vio-
lence) and sexual-risk behaviors.  We also do
not fully understand the factors that cause
dating violence among African American
adolescents.
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■ We need to know more about the devel-
opment of racial or ethnic identity and ado-
lescent reproductive health.

■ We need to learn more about the predic-
tors of consistent condom use among teens
who lack high aspirations or expectations for
their present or future.

■ We also lack a thorough understanding
of the decisions black youth make about mar-
riage after pregnancy or childbirth has
occurred.

■ We need to study African American
adolescent males more frequently, to increase
our knowledge about this group. Such studies
would provide knowledge comparable to that
about African American female adolescents.

■ We need to know more about how par-
ents can monitor adolescents so that teens
perceive that the monitoring is appropriate
for their needs, that is, neither too lax nor too
strict. Both of these perceived styles have
been found to cause problems among teens.

■ We need a thorough understanding of
the relationship between socioeconomic sta-
tus and sexual behaviors and outcomes.

■ We need more complete knowledge
about the programs and interventions that
are effective at helping African American
adolescents cope with the experience of
becoming sexual beings.

■ We need to research and understand
more completely the influence of media on
the reproductive health of African American
adolescents.
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