
Introduction

Many adolescents involved in corrections engage 
in risky sexual behavior, which makes this popula-
tion vulnerable to sexually transmitted infections 
(STI), HIV/AIDS, and unintended pregnancies. 
Studies have shown that detained youth: (1) initi-
ate sexual activity at earlier ages;1,2 (2) have more 
partners;2 and (3) use condoms less reliably and 
consistently than non-detained youth.3 

Sexual Activity

In a sample of male and female detainees aged 
11 to 18, approximately 89% engaged in sexual 
activity with the mean age of sexual initiation for 
vaginal sex being 13.2 years; females (68.1%) were 
more likely than males (31.9%) to have not used 
condoms in the month preceding detainment.2 
In a similar study of detained urban youth aged 
10 to 18, more than 90% of the males and 86% of 
the females were sexually active; 60.8% of males 
and 26.3% of females had had more than 1 sexual 
partner in the last 3 months; and females (41.3%) 
were more likely than males (35%) to have had un-
protected sex in the month prior to detainment.4 
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Pregnancy

In a representative sample of adolescents involved 
with the Dane County, Wisconsin, juvenile justice 
system, 27% of participants reported that they had 
been involved with a pregnancy; and, of those, 
36% reported that they never use birth control, 
44% reported that they inconsistently do, and only 
20% reported that they always use birth control.1 

STIs

Teens and young adults in the United States have 
the highest rates of STIs of any age group, and 
the most commonly reported STIs are chlamydia 
and gonorrhea.5 In 2009, 0.74% of young men 
and 3.3% of young women in the United States 
aged 15 to 19 reported chlamydial infections, and 
0.25% of young men and 0.57% of young women 
reported gonorrheal infections.5 However, rates 
of STIs among detained youth are considerably 
higher.6,7,8 In a recent study, researchers exam-
ined the prevalence of chlamydia and gonorrhea 
in fourteen juvenile detention centers across the 
United States and found that 15.6% of female de-
tainees and 5.9% of male detainees tested positive 
for chlamydia; 5.1% of females and 1.3% of males 
tested positive for gonorrhea; and of the partici-
pants who tested positive for gonorrhea 54% of 
females and 51% of males were co-infected with 
chlamydia.7 Another study of detained youth aged 
13 to 18 found that 14% of detained youth tested 
positive for an STI. Additionally, females were al-
most three times more likely than males to test 
positive, and African-American youth were twice 
as likely as Caucasian youth to test positive.6 Katz 
et al. noted that STI screening is not routinely 
practiced in jails and juvenile detention facilities.8 
In Oregon, detained youth do have access to HIV 
and other communicable disease testing.9 How-
ever, evidence supports the need for increased 
national HIV and STI screening and prevention ef-
forts among detainees, especially females. 

Factors that can Impact Risky Sexual 
Behavior

It has been well documented that detained ado-
lescents are disproportionately affected by poor 
sexual health. Many factors appear to be related 
to these increased sexual risks: drug use, depres-
sive symptoms, gang involvement, exposure to 
community violence, and sexual abuse. Research 
has shown that, among male detainees, marijuana 
use,10,11 but not alcohol use11 is directly associ-
ated with risky sexual behavior. However, among 
detained females, both methamphetamine and 
alcohol use has been found to be associated with 
increased likelihood of STI diagnosis. Researchers 
found that incarcerated female adolescents with a 
diagnosed STI who reported inconsistent condom 
use had over twice the odds of methamphetamine 
use compared with consistent condom users. In 
addition, those who reported alcohol use had 
twice the odds of methamphetamine use.12 

Substance use coupled with psychological dis-
tress can have a negative impact on detained 
adolescents’ sexual health. In a community-based 
sample of adolescents who had an arrest history, 
participants who had clinically significant levels 
of depressive symptoms reported significantly 
greater drug and alcohol use, greater substance 
use during sex, and a lower rate of condom use 
when compared to their peers with no depressive 
symptoms.3 

Gang involvement appears to be another predic-
tive factor related to risky sexual behavior among 
detained adolescents. For example, a sample of 
male adolescent detainees who reported gang 
membership, compared to their peers with no 
gang involvement, were 5.7 times more likely to 
have had sex; 3.2 times more likely to have im-
pregnated someone; and were almost four times 
more likely to have been high on alcohol or other 
drugs during sexual intercourse, have had sex with 
a partner who was high on alcohol or other drugs, 
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or have had sex with multiple partners concur-
rently.13 Similarly, Voisin and colleagues found that 
community violence exposure was significantly 
associated with drug and sexual risk behavior 
among detained youths. 14 In addition, researchers 
found that community violence had a significant, 
positive, direct relationship to both lifetime gang 
membership and risky sexual behavior. In a lon-
gitudinal study of incarcerated male juvenile of-
fenders in Oregon, 28.3% of participants reported 
fatherhood before their 20th birthday with gang 
involvement being the highest predictive value of 
fatherhood.15 

There is evidence that girls in the juvenile justice 
system have high rates of past sexual abuse. In 
a sample of detained female adolescents, 32% 
reported experiencing sexual abuse. In addition, 
girls who experienced sexual abuse, compared 
to those who did not, had more negative mental 
health, school, substance use, risky sexual behav-
ior, and delinquency outcomes.16 

It is important to note that during the time youth 
are incarcerated their sexual activity tends to 
decrease. In a sample of African-American males 

aged 12 to 18 who were involved with the juvenile 
justice system, participants who were living in a fa-
cility reported a relatively low level of sexual activ-
ity and a decreased number of partners compared 
to youth who were living at home.17 

Reducing Risk Factors

The literature suggests that youth involved with 
the juvenile justice system could benefit from sex-
ual education and prevention programs. As noted 
above, detained youth report earlier sexual debut 
when compared to non-detained youth;18 there-
fore, these young people could benefit from learn-
ing about safer sex practices at an earlier age in 
the classroom, detention center, and/or at home. 
However, Malow and colleagues point out that 
many juvenile offenders do not regularly attend 
school, and are likely to miss sexual education and 
STI/HIV prevention lessons that are provided in 
the classroom.19 

Positive gains have been made in HIV/STI risk re-
duction interventions aimed at detained youth 
that have used either a comprehensive family-
based approach, with the primary focus being on 
the youths’ interactions and relationships within 
their family as well as their community;17 or a 
theater-based approach that uses theatrical per-
formances, games and role-playing exercises.20 

A youth’s stay at a detention center could provide 
a valuable opportunity for sexual education and/
or health intervention.21 Sexuality education cur-
ricula for this population could be enhanced by 
including topics such as intimacy, communica-
tion, assertiveness, gender role expectations, and 
problem solving, in addition to the more common 
topics of reproductive anatomy, physiology, and 
contraception.1
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