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INTRODUCTION 
 
In Georgia, sexually transmitted infections (STIs) are a 
substantial health issue, particularly among young adults in 
vulnerable and minority populations (Reif et al., 2014; 
"Vital signs: HIV testing and diagnosis among adults--
United States, 2001-2009, 2010; Zhang et al., 2014). Data 
from 2013 indicate that Georgia leads the United States for 
rates of primary and secondary syphilis and ranks eighth and 
ninth for gonorrhea and chlamydia respectively (Braxton 
et al., 2014). Rates for gonorrhea and chlamydia are 
particularly high among young African American women 
(15 – 19 years old). In 2013, these young women in the 
United States had the second highest rate for gonorrhea 
(1,768.5 per 100,000) across race, gender and other age 
groups (Braxton et al., 2014). The rate of gonorrhea for 
young African American women was more than four times 
that for all African American women (409.2 per 100,000) 
and more than seventeen times the rate for all females 
(102.4 per 100,000) (Braxton et al., 2014). Findings for 
chlamydia (2013) also show a disparity between young 
African American women and other race, gender and age 
groups. Young African American women are 
disproportionately infected with chlamydia, having a rate of 
6,907.6 per 100,000 compared to a rate of 1,491.7 per 
100,000 for all African American women and 623.1 per 
100,000 for all females (Braxton et al., 2014).  

 
Rates for gonorrhea and chlamydia among adolescent and 
adult women who have been detained and incarcerated 
exceed those for their peers who have not been involved 
with the justice system (Braxton et al., 2014; Herrman & 
Waterhouse, 2012; Rosenberg et al., 2014). In 2011, for 
women entering adult corrections facilities in the U.S., the 
rate of testing positive for chlamydia was 11 times higher 
than the incidence in the general female population (Fasula 
et al., 2013). There is a strong relationship between female 
populations with detention (adolescents) and incarceration 
(adults) histories and risk factors, such as having multiple 
sex partners, engaging in sex while high on drugs and 
alcohol, using condoms inconsistently (Danielson et al., 
2014; Herrman & Waterhouse, 2012; Morrison-Beedy et al., 
2013) and exchanging sex for money (Herrman & 
Waterhouse, 2012). The health effects of gonorrhea and 
chlamydia are well known; untreated infections may result 
in pelvic inflammatory disease, infertility, and ectopic 
pregnancy (LeFevre, 2014b). Gonorrhea and chlamydia 
infections are also associated with increased risk for human 
immunodeficiency virus (HIV) infection (DiClemente et al., 
2014; LeFevre, 2014b). Further, untreated chlamydia 
infections may contribute to premature births for pregnant 
women, and may be transmitted to newborns (LeFevre, 
2014b). 
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STIs, in addition to their health consequences, cost 
approximately $16 billion annually with chlamydia having 
an annual expense of $516.7 million and gonorrhea $162.1 
million (LeFevre, 2014b). These expenses translate to an 
average of $364 per case for chlamydia and $354 for 
gonorrhea (LeFevre, 2014b). In response to the prevalence 
and cost of gonorrhea and chlamydia, particularly among 
young women, the United States Preventive Services Task 
Force (USPSTF) updated its screening recommendations for 
sexually active women 24 years old and younger and at-risk 
older women (LeFevre, 2014b). In particular, the USPSTF 
recommended screenings for populations with the following 
risk factors: multiple sex partners, inconsistent condom use 
and commercial sex work (LeFevre, 2014b). Risk factors for 
gonorrhea and chlamydia are found more often among 
detained and incarcerated populations than those without 
justice system involvement. The USPSTF also recommends 
that sexually active adolescents and at-risk adults receive 
behavioral counseling (e.g., knowledge about STIs and their 
transmission) in primary care settings, community 
organizations, departments of health and schools (LeFevre, 
2014a). 
 
Combatting Sexually Transmitted Infections 
Behavioral counseling, and more broadly, education about 
STIs, including HIV, human sexuality, and reproductive 
health are mechanisms to inform the populations most at-
risk of acquiring these diseases (e.g., adolescent females, 
African Americans, and young women with a juvenile 
detention history). Further, STI behavioral counseling and 
education have the potential to reduce rates and cases of 

gonorrhea and chlamydia among these populations. 
Comprehensive and evidence-based sex education are 
effective in increasing adolescents’ knowledge about 
gonorrhea and chlamydia, providing information about risk 
reduction and improving self-efficacy to engage in 
protective behaviors (e.g., using condoms and refusing sex) 
(Borawski et al., 2015; Fonner, Armstrong, Kennedy, 
O'Reilly, & Sweat, 2014; In-Iw, Braverman, Bates, & Biro, 
2015).  
 
Georgia and Sexual Health Education 
Research findings in regard to behavioral counseling and 
education have shifted the approach to sex education. A 
focus on evidence is a change from the abstinence approach 
prevailing between 1998 and 2009, which primarily and 
sometimes exclusively had a curriculum advocating no 
sexual contact outside of marriage (Schalet et al., 2014). 
Abstinence-centric programs were not only ineffective and 
factually incorrect, but also counterproductive to their goal 
of minimizing adolescent pregnancies and health problems, 
such as STIs (Ballonoff Suleiman, Johnson, Shirtcliff, & 
Galvan, 2015; Schalet et al., 2014; Stanger-Hall & Hall, 
2011). Since 1998, Georgia has mandated sex education and 
HIV/AIDS prevention, but the law defines sex education 
broadly and allows extensive decision-making at the local 
level (Sex education and AIDS prevention instruction, 
1998). The Georgia Department of Education has adopted 
National Health Education Standards and has defined sexual 
health elements for three of the seven standards, as shown in 
Table 1 (Cox, 2010).  

 
 

Table 1. Georgia and National Health Education Standards (Cox, 2010) 
Standard Example of element 

1. Students will comprehend concepts related to health 
promotion and disease prevention to enhance health. 

• Compare and contrast local data versus national 
data on HIV infections among teens and young 
adults. 

• Identify personal health risks of engaging in 
unprotected sex. 

 
4. Students will demonstrate the ability to use 

interpersonal communication skills to enhance health 
and avoid or reduce health risks. 

• Discuss how to communicate clear limits on 
sexual behaviors. 

5. Students will demonstrate the ability to use decision-
making skills to enhance health. 

• Describe the steps individuals should take if 
they suspect they have contracted a sexually 
transmitted infection (STI). 

• Discuss the reason(s) abstinence is the most 
effective and healthy means for preventing 
sexually transmitted infections (STIs).  

• Analyze risks and consequences of early sexual 
involvement. 

 
Although sex education by the Georgia Department of 
Education may not be guided by the abstinence-only 
approach, the state’s Division of Family & Children 
Services encourages and financially supports abstinence 
education (Georgia Division of Family and Children 
Services, 2015) and elements for the standards explicitly 
include abstinence (Cox, 2010). Sexual health education and 
counseling in the broadest sense of the term (i.e., knowledge 
about STIs, risk and protective behaviors, sexuality, and 

reproductive health), however, have not been consistently 
conducted by those with expertise in the area (Barr et al., 
2014; Borawski et al., 2015), lack teaching standards, are 
not exclusively guided by evidence (Barr et al., 2014), and 
have varying outcomes depending upon the population (i.e., 
education and counseling programs have not accounted for 
social, gender, and sexual identity differences across 
groups) (Ma, Fisher, & Kuller, 2014; Schalet et al., 2014). 
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Concerns regarding expertise and teaching standards are 
reflected in the most current report for school health 
profiles, published by the Georgia Department of Human 
Services (Falb, Figueroa, & Kanny, 2007). Most of 
Georgia’s health educators for middle (87.3%) and high 
(93.8%) schools have health and/or physical education 

backgrounds; many of these educators have indicated that 
they need further education in STI/HIV prevention and 
human sexuality (Table 2). The need for staff development 
also may be a factor for sexual health education, given that 
34.4% of middle and 30.3% of high school courses are 
delivered by non-health educators (Table 2).  

 

% CI* % CI
Health educators

Health education teacher 48.9 40.7 - 57.1 46.4 37.9 - 54.8
District health education or curriculum coordinator 17.7 16.9 - 30.3 23.3 16.5 - 30.0

Health educator professional preparation
Health and physical education 81.9 74.6 - 87.4 84.5 76.2 - 90.2
Physical education 5.4 2.7 - 10.7 9.3 4.9 - 17.1
Biology 5.1 2.4 - 10.5 1.1 0.1 - 7.3
Public health 2.0 0.6 - 6.2 1.7 0.4 - 6.7
Nursing 1.4 0.4 - 5.7 2.5 0.8 - 7.4

Request for staff development by topic
HIV prevention 71.3 63.2 - 78.2 71.1 62.1 - 78.8
STD prevention 66.0 57.4 - 73.7 72.4 63.4 - 79.9
Human sexuality 61.4 53.2 - 69.0 68.9 60.0 - 76.7
* 95% Confidence Interval

 Table 2. Health Educators and Sexual Health Education (Falb et al., 2007)
Middle High

 
 
 
Improving Student Knowledge about Sexually Transmitted 
Infections 
Sexual health education in Georgia is further problematic, 
since  32.1% (188,629 of 587,043) of students in grades 6-
12 who were surveyed reported that they had not received 
HIV/AIDS education in the previous year (Barge, 2014). Of 
students in the twelfth grade, 46.6% (29,599 of 63,481 
responded that they had not received HIV/AIDS education 
in the previous year (Barge, 2014). There appears to be no 
gender disparity in terms of female and male students in 
grades 6 -12.  Of those who responded, 32.5% of males 
(97,279 of 299,057) and 31.7% of females (91,350 of 
287,986) indicated that they had received no HIV/AIDS 
education in the previous year (Barge, 2014).  
 
Investigators are surveying adolescent females who are 
detained by the juvenile justice system about their 
knowledge of STIs and effects on their health. Those being 
surveyed are housed at a regional youth detention center, 
which is a short-term facility for adolescents who are 
committed for less than a year for less-serious offenses and 
the population awaiting assignment to a long-term facility 
(i.e., a youth development campus).  
 
The data emerging from this pilot study are concerning, 
since 21 of 26 participants (81%) who are 13-18 years old 
responded incorrectly to 7 of 12 questions about STIs. 
Despite the lack of knowledge among these detainees, 
correctional facilities provide a good venue for interventions 
(Fasula et al., 2013).  
 

The preliminary findings regarding knowledge about STIs 
in a juvenile justice population, survey results from non-
detained students, the desire of health educators for further 
information, and Georgia’s rank for gonorrhea and 
chlamydia indicate a need for our state to do more to 
educate youth, in terms of risk reduction behaviors (e.g., 
abstinence, self-efficacy to refuse sex) and knowledge about 
STIs, including their health effects and modes of 
transmission. 
 
Various evidence-based interventions can provide guidance 
for policy makers in Georgia as they evaluate the present 
sexual health education programs, particularly their 
effectiveness among minority (e.g., African American 
adolescents and young adults) and vulnerable (e.g., 
juveniles and adults who have been detained or 
incarcerated) populations.  
Project SAFE (Serostatus Approach to Fighting the HIV 
Epidemic), was developed by the Centers for Disease 
Control and Prevention (CDC). One goal of Project SAFE is 
to support safer sex behavior by HIV-infected individuals. 
Project SAFE aims to enhance understanding of disease 
transmission, minimize risk, and present the advantages of 
behavioral modification (Fasula et al., 2013). When 
provided in small group venues, Project SAFE is effective 
in reducing STIs and risky sexual behaviors (Fasula et al., 
2013).  
 
Project POWER is a risk reduction curriculum developed 
and piloted for HIV-negative women serving short 
sentences in two North Carolina Department of Corrections 
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facilities and was adapted from Project SAFE (Fasula et al., 
2013). Formative assessment emerging from the piloted 
curriculum suggested that incarcerated women have 
multiple risk factors that synergistically increase the 
likelihood of engaging in risky sexual behaviors (Fasula et 
al., 2013). The formative assessment was used to revise the 
curriculum to address synergism of risk factors, substance 
abuse, trauma, mental health, empowerment and 
relationship power (Fasula et al., 2013).   
 
Sistering, Informing, Healing, Living and Empowering 
(SiHLE) is a program that targets sexually experienced 
African American adolescent females (Compendium of 
Evidence-Based Interventions and Best Practices for HIV 
Prevention, 2014). The goals of this intervention are to 
reduce risky sexual behavior, reduce STIs and pregnancies, 
and increase condom use and HIV knowledge through 
demonstrations, group discussions, lectures, and role-
playing activities (Compendium of Evidence-Based 
Interventions and Best Practices for HIV Prevention, 2014). 
The intervention is comprised of four sessions; each session 
of four hours is delivered one day per week for an 
intervention duration of one month (DiClemente et al., 
2004). The SiHLE study is powered at 0.80, which is based 
on a projected effect size of 50% for increased condom use 
and a type I error at 0.05 for a two-tailed test.  
 
The study required 250 participants and recruited 522, who 
were randomized into either an intervention (251 
participants) or a control group (271 participants) 
(DiClemente et al., 2004). Participants of SiHLE reported 
greater consistency in condom use and fewer new vaginal 
sex partners (Compendium of Evidence-Based Interventions 
and Best Practices for HIV Prevention, 2014). Further, over 
the 12-month follow-up period, SiHLE participants were 
less likely to acquire new chlamydia infections than females 
in the comparison group (Compendium of Evidence-Based 
Interventions and Best Practices for HIV Prevention, 2014). 
These interventions demonstrated effectiveness in regard to 
increased knowledge and protective behaviors, as well as 
decreases in risk-taking and cases of STIs. 
 
CONCLUSIONS 
 
As Georgia continues to struggle with the crisis of STIs, 
particularly gonorrhea and chlamydia, which are more 
prevalent among adolescents than HIV, effective education 
of youth about these diseases will be essential. Sexual health 
education in Georgia appears to lean toward prevention, 
which should be a component, but not constitute the entire 
approach. Emerging data indicate that many citizens of our 
state are ill-equipped educationally to make informed 
decisions in regard to health risks and protective behaviors 
related to STIs. The data suggest that we assess the present 
knowledge about STIs of health educators, particularly 
those whose preparation for teaching did not include sexual 
health. Many educators in Georgia consider that they need 
further information to teach STI/HIV prevention and human 
sexuality. But, many of these educators also may need 
additional professional development beyond STI/HIV 
prevention. Sexual health education, including that for 
HIV/AIDS, is essential to curtail this crisis, but these 

educational endeavors must be culturally sensitive 
(Osemene, Essien, & Egbunike, 2001) as well as evidence-
based. 
 
We recommend that departments charged with educating 
Georgia’s youth assess what their students know about 
STIs/HIV, including their etiology, health effects and 
transmission. The Departments of Education and Juvenile 
Justice in Georgia are leaders in the area of education for 
students and youth who have been detained, but other 
departments, such as the Department of Public Health, 
contribute substantially to educating the public about health. 
By knowing more about the populations at high risk, these 
departments may be more effective in their approach to 
STI/HIV education. STI research, including investigations 
in regard to knowledge, attitudes, and behaviors, should be 
an ongoing and a collaborative component of efforts to 
reduce and prevent these diseases.  
 
We anticipate that interventions based on risk reduction 
including education, will undergo continual changes to meet 
the needs of different generational cohorts (e.g., curricula 
and interventions effective with Millennials, who were born 
between the 1980s and early 2000s, may be less effective 
with the succeeding Generation Z). Changes in technology, 
social media, and the ways in which different generations 
respond will be factors in developing and implementing 
interventions specific for various populations and settings 
(e.g., schools, detention/corrections, clinical settings and 
health departments).  
 
Since the rates and prevalence of STIs are not 
proportionately distributed across the state (County Health 
Rankings & Roadmap, 2015), the basis for this should be 
investigated to understand community-level risk and to 
provide protective factors, including sexual health education 
and health resources.  
 
Education and research contribute importantly to reducing 
the number of cases and preventing the transmission of 
STIs; however, we propose a broader and more global 
approach. A question is: How do Georgia’s Departments of 
Education, Public Health, Corrections, Juvenile Justice, 
Community Health, and other state agencies collaborate to 
address the STI crisis in our state? An effective multi-
departmental strategy will require unified messages and 
curricula that are evidence-based and population-specific 
(i.e., one approach may not be effective across all groups or 
settings). This broader approach to preventing and reducing 
STIs will also entail abandoning silo-based strategies, in 
which departments address issues narrowly, utilizing 
expertise and resources unique to their agencies. Although 
some school boards and agencies may be protective of local 
autonomy, implementation of evidence-based STI messages 
and curricula does not mean loss of control. Local efforts 
should be informed by evidence.  
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