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Introduction
The 2008 Oregon Plan to Promote Youth Sexual Health articulates the visions and priorities of Oregon youth and adults for promoting the sexual well-being of all young people. This document is a tool anyone can use to guide local planning, advocate for policy or programming changes, seek funding, or educate stakeholders. It was developed through the joint efforts of youth “action researchers,” local citizens, community organizations, and local and state government officials with the leadership of the Teen Pregnancy Prevention/Sexual Health Partnership (TPP/SHP). 

Formed in 2004, TPP/SHP is a collaborative relationship of public and private partners who represent diverse beliefs, approaches, and experiences. It includes representatives of:

· Oregon’s Planned Parenthood affiliates (Southwestern Oregon and Columbia/Willamette) 

· Oregon Teen Pregnancy Task Force

· Oregon Department of Human Services

· Oregon Commission on Children and Families

· Oregon Department of Education

· Multnomah, Benton, and Jackson County Health Departments

Multiple sources of expertise contributed to the development of this plan. From late 2006 through 2007, TPP/SHP engaged youth leaders from three communities in action research (see pg. xxx), held eight public forums in communities throughout Oregon, gathered input through an anonymous questionnaire, reviewed the latest scientific literature, and met with youth and adults from around the state to review a draft of the plan. 

Oregonians express a wide range of views about the most effective way to approach youth sexuality. We hope the 2008 Oregon Plan to Promote Youth Sexual Health will foster ongoing dialog and sustained efforts to promote youth well-being statewide, in ways that fit the needs of local communities. TPP/SHP will continue working with local groups, government agencies, youth, and other stakeholders to develop this document into concrete plans and policies. Adding depth and specificity to the strategies outlined here will facilitate action and accountability to produce desired outcomes.

Changing Our Thinking: Teen Pregnancy Prevention to Sexual Health Promotion   

During adolescence, young people experience important physical, psychological, and social changes. It is an exciting time, when youth develop communication and relationship skills, define their identities, and engage their communities in new ways. They are actively formulating ideas, attitudes, and behaviors related to sexuality. 

Historically, most sexual health interventions and sex education curricula focused on the prevention of negative outcomes: unplanned pregnancy, sexually transmitted infections (STIs), sexual violence, and abortion. It is important to help young people avoid these outcomes. However, fostering sexual health involves more. According to the World Health Organization, “Sexual health is the integration of the physical, emotional, intellectual and social aspects of sexual being in ways that are positively enriching and that enhance personality, communication, and love.” Sexual well-being includes the ability to experience sexual desire; engage in safe, consensual and pleasurable sexual activity; experience intimacy in sexual relationships; and be comfortable with one’s sexual identity. To foster sexual health we must unequivocally communicate to young people that sexuality is a natural part of human experience.

Recognizing sexual health outcomes are affected by more than simply individual decision-making is central to this effort. Research indicates that sexual behaviors and outcomes are heavily influenced by structural factors including: (1) poverty and discrimination that can severely compromise family and community support systems, (2) gender inequities and rigid gender role expectations, and (3) the assumption that everyone is or should be heterosexual. Effective efforts to promote sexual health advance socioeconomic and gender equality, challenge rigid definitions of what it means to be male or female, and encourage openness to sexual diversity. 

The 2008 Oregon Plan to Promote Youth Sexual Health reflects a positive approach to working with young people to improve their sexual health. It focuses on promoting comprehensive well-being, rather than simply avoiding negative outcomes. When young people feel valued by their communities, have hope for the future, and are confident their actions make a difference, they are better equipped to make positive choices about sexual health. Many people and programs in Oregon already incorporate this youth development/health promotion philosophy. For others, adopting this approach may require adjustments – in thinking, language, programs, policies, and measurement.

 

This plan emphasizes adults’ responsibility to ensure availability of accurate information, skill-building opportunities, and quality health services for all. It recognizes youth must be centrally involved in defining their own needs and developing programs and policies. It aims to incorporate all young people, recognizing that past efforts have not served or included all groups well. And it conveys trust young people will make responsible decisions when they feel part of communities that support them in doing so.

To improve the sexual health of young people in Oregon, we will engage young people, parents, service providers, policy makers and others in communication, capacity building, and evaluation using a positive, comprehensive, and evidence-based approach.
	Inputs
	Activities
	Outcomes

	
	
	Short-term (1-2 years)
	Medium-term (3-5 years)
	Long-term (5+ years)

	Young people and other community members statewide

Community partners and government agencies’ staff

County, state, federal and foundation funds

TPP/SHP advisory council

State statutes related to health, education and minors’ rights

Oregon Healthy Teens Survey and other data sources

Community based services
	Build state and community infrastructure

Develop supporting policies

Address health inequities

Promote youth development and opportunities

Provide services for youth and families

Provide education and skill building for youth and families

Collect and monitor data

Measure effectiveness
	Parents, educators, community members and policy makers show increased knowledge of and support for a positive approach to youth sexual health, youth development principles, access to sexual health services and comprehensive sexuality education.

Underrepresented and underserved youth are meaningfully engaged in planning and services.

Communities demonstrate authentic engagement to ensure ongoing youth contribution to decision-making and strengthen young people’s community connections.

All communities show increased capacity to provide comprehensive, developmentally appropriate sexual health education and services in work environments that support their staff.

Youth and families demonstrate skills and confidence communicating about sexual health.

Data collection tools are improved and implemented uniformly, ensuring inclusion of all populations.

Monitoring and evaluation are used to improve service delivery and outcomes.
	Public and private resources sustain infrastructure to provide family and community support for youth development, sexual health services and comprehensive sexuality education.

Evidence-based policies and programs are implemented with fidelity statewide.

Youth participation in sexual health education and services increases.

Youth feel respected and supported with regard to sexual health.

Accurate data drive decision making, policies and services at local and state levels.
	Youth use accurate information and well-developed skills to make thoughtful choices about relationships and sexual health.

Sexual health inequities are eliminated.

Rates of unintended teen pregnancy are reduced.

Rates of sexually transmitted infection are reduced.

Unwanted sexual behaviors are reduced.




Infrastructure

Overview

Infrastructure is the totality of activities and resources – the underlying framework – that support youth sexual health promotion. It includes physical structures such as schools and clinics, and also organizational structures such as community groups, and federal, state, and local governments. Relationships are a crucial infrastructure component. Collaboration multiplies the effects of our efforts and trusted contacts connect individuals to needed information and services. Infrastructure also includes planning processes and plans such as this one. Solid infrastructure increases effectiveness and efficiency, thereby lowering long-term costs.

Community investment in infrastructure sends a message to youth that adults respect and value them as important members, citizens capable of making thoughtful decisions to advance their well-being and contribute to the community.

Sexual health is connected to overall community well-being. Strengthening all community infrastructure – providing quality education and livable wages; maintaining affordable housing; and enhancing mental health, family, and social support systems – is important for youth sexual health.

Outcomes

· Parents, educators, community members and policy makers show increased knowledge of and support for a positive approach to youth sexual health, youth development principles, access to sexual health services and comprehensive sexuality education.
· Sustainable public and private resources support infrastructure to further youth development, sexual health services and comprehensive sexuality education.

Strategies

· Ensure dedicated funding from federal, state, and local governments, foundations, and other sources for:

· School- and community-based comprehensive sexuality education and youth development programs.

· School- and community-based health services.

· State-level coordination of youth sexual health promotion.

· Resources and technical support for program development.

· Research, evaluation, and enforcement.

· Require and fund training for educators, service providers, law enforcement, and policy makers to increase knowledge, comfort and skills in taking a positive youth development approach to youth sexual health.

· Build collaborative relationships among youth, parents, faith communities and other community groups, service providers and policy makers in order to:

· Increase awareness and promotion of youth sexual health issues and community resources.

· Expand services and increase efficacy.

· Build support for people who work on youth sexual health issues.

· Ensure input and participation from a broad spectrum of people.

Policy

Overview

Policies at all levels, from local schools to the federal government, have important effects on youth sexual health. Policies provide direction, guide resources, encourage consistency, and serve as a means of creating accountability and coordinating efforts. Effective policies are the product of public processes that allow us to outline shared values and goals, taking into account multiple perspectives and ample information. In Oregon, important regulations that effect youth sexual health include federal, state, and local rules related to sexuality education; policies governing access to family planning services (including emergency contraception); professional standards for providers; and documentation requirements for access to care. 

On a larger scale, policies on welfare, mandatory minimum sentencing, and immigration have had significant effects on families, especially in communities of color. The long-term consequences of felony convictions on employment and housing opportunities also affect family stability. Improving these policies is important to consider in a holistic approach to sexual health.

This plan articulates the need for specific new policies, as well as defining overarching values to include in all policy design. Funding often creates a critical barrier to effective policy implementation. Including provisions for sustainable funding within policies themselves is one way to avoid creating unfunded mandates.

Outcomes

· Evidence-based policies and programs are implemented with fidelity statewide.
Strategies
· Make youth participation central to creation and implementation of policies that affect youth sexual health.

· Fund evidence-based strategies that reflect a positive approach to youth sexual health.

· Ensure policies address local community needs and are inclusive of all populations.

· Guarantee access to sexual health care for all youth, regardless of documentation status or income.

· Educate communities about existing laws that provide youth confidential access to medical, reproductive, and mental health services.

· Revise state statute to require comprehensive, developmentally appropriate sexuality education (K-12) and provide funding to implement the revised statute.

· Ensure schools offer comprehensive sexual health services.

Health Inequities

Overview

Disparities in health outcomes reflect broader societal inequities that jeopardize community well-being throughout the United States and in Oregon. Family income, age, race, gender identity, ability, sex, immigration status, sexual orientation, ethnicity, and geography all influence youth sexual health outcomes. To eliminate disparate rates of unplanned pregnancy and sexually transmitted infection, policies and programs must address underlying inequalities, as well as providing more equitable services.

As Oregonians, we have the ethical obligation and the economic incentive to act strategically to eliminate health inequities. Eliminating inequities requires financial investments and innovations in policies, programs, and services, as well as individual and collective commitment. 

Ensuring access to care for all means taking into account the unique and shared needs of different groups: Can making schools more welcoming to Latino young men help them stay in school and successfully plan parenthood? What helps providers offer respectful, quality care to transgender youth? How do stereotypical media images influence attitudes toward African American young people? How can recent immigrant parents and youth receive youth sexual health information that meets their linguistic and cultural needs? How can we support connections with traditional values that help American Indian young people promote their own sexual health?

Stats for box insert: 

· In 2001, 75 percent of all reported gonorrhea cases occurred among African Americans, for whom the gonorrhea rate was 782 per 100,000 people, compared to 114 among Native Americans, 74 among Latinos, and 29 among non-Hispanic whites.1
· People with developmental disabilities are 4-10 times more likely to be sexually assaulted than people without developmental disabilities.
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· Of Oregon school-based health center clients aged 14-19, 82 percent of reproductive health related visits were made by females and 18 percent by males.5 

· According to one study, 26% of gay teens were kicked out of the house when they came out. It’s estimated that 20-40% of homeless youth are lesbian, gay, bisexual, transgender, or questioning (LGBTQ).6
Outcomes

· Underrepresented and underserved youth are meaningfully engaged in planning and services.
· Health inequities are eliminated.
Strategies
(
Take action to eliminate systemic social inequities related to employment, housing, education and poverty.

· Increase culturally sensitive research and evaluation focused on identifying needs, assets, and ways to effectively serve diverse populations.

(
Expand evidence-based programs shown to be successful at reducing health inequity, such as culturally specific community outreach, mobile clinics, and locally tailored services.

(
Ensure meaningful input from underserved and underrepresented youth guides programming.

(
Build providers’ capacity to offer culturally specific care for everyone in their communities.

(
Expand comprehensive health services statewide.

(
Connect underserved populations to programs and resources.

(
Develop a sexual health workforce that reflects community diversity.

Youth Development

Overview

All youth have much to offer. Positive youth development philosophy emphasizes that communities can best support young people’s growth and help them avoid negative outcomes by providing all youth with meaningful opportunities for enrichment at every stage of life. Youth thrive when they build skills, exercise leadership, form relationships with caring adults and help their communities. Services employing a youth development approach engage youth as collaborative partners, rather than seeing them as having problems to be “fixed.” During development of this plan, participants in an African American community forum emphasized the importance of having more positive and less stereotypical messages about young people, especially in the media.

Creating positive opportunities and connections for youth helps them avoid harmful behaviors and develop self-efficacy and community commitment. Youth development stresses a holistic focus that considers individual and community factors as crucial in promoting well-being. With support and resources, youth gain knowledge, skills, and confidence to make thoughtful decisions in all areas of their lives and to contribute to society. 

Youth participation is essential for successful youth sexual health promotion. When youth have an authentic voice in creating policies and programs, the results reflect the real needs of young people and are more likely to engage other youth. Young people contribute to programs as: peer educators/promotores, paid staff, school and/or community board members, action researchers, and participants in curriculum selection or media/messaging development.

Outcomes

· Parents, educators, community members and policy makers show increased knowledge of and support for youth development principles.
· Authentic engagement ensures ongoing youth contribution to decision making and strengthens young people’s community connections.
· Youth feel respected and supported with regard to sexual health.
Strategies
(
Provide training for adults in positive youth development theory and practice to help them more effectively engage young people.

(
Increase the use of positive youth development methodology among program leaders and stakeholders.

· Involve diverse stakeholders in developing theory, research and programming using multifaceted and integrative models of adolescent development and youth sexual health.

(
Act on youth feedback to improve collaborative partnerships.

(
Develop and involve youth leaders who reflect community diversity by identifying and engaging underrepresented groups such as incarcerated youth; teen parents; young men; people of color; lesbian, gay, bisexual, transgender and questioning (LGBTQ), low income; youth with disabilities; and others.

(
Promote safe and inviting home and community environments for youth to explore sexual health issues and voice opinions.

Education for Youth and Families

Overview

From the time they are born, all young people benefit from exposure to positive messages about people of all races, abilities, family structures, sexual orientations, and backgrounds. Support and encouragement helps youth pursue their dreams. Adolescence is a crucial period in physical, psychological, and social development when young people are honing their abilities to make decisions, think critically and form and assert their own values. Access to information and opportunities to build skills are key components of lifelong sexual health. Deschutes County youth action researchers report youth want sexuality education to include more information about topics such as sex, relationships, gender roles/stereotypes, and sexual orientation. 

Opportunities for learning occur community-wide. Youth who participated in statewide community forums and action research in Multnomah County noted the importance of peers as sources of information and influence regarding sexual health. Adult mentors can also provide crucial support and guidance. The media barrage young people with sexual images that many consider to be negative or stereotypical. Partnerships among youth, parents, faith communities, the media, community based organizations, and other groups can provide messages and education that reinforce healthy sexuality. Collaborative efforts offer the opportunity to reach more youth, including those not in school or not living with their parents.

Adults also benefit from learning and practicing new skills – keeping up with changing youth cultures can be a challenge! Many adults feel especially hesitant when it comes to talking about sexuality with young people and may not have had access to education or opportunities their children now have. Helping parents and youth communicate confidently and positively is crucial to improving youth sexual health. 

Outcomes

· Parents, educators, community members and policy makers show increased knowledge of and support for a positive approach to youth sexual health and comprehensive sexuality education.
· All communities show increased capacity to provide comprehensive, developmentally appropriate sexual health education.
· Youth and families demonstrate skills and confidence communicating about sexual health.
· Youth participation in sexual health education increases.
Strategies
· Engage youth, parents, and other adults as partners in promoting youth sexual health.

· Increase young people’s sexual health knowledge, skills, and self-efficacy.

· Utilize young people’s capacity to educate peers and adults. 

· Require and fund developmentally appropriate sexuality education beginning in elementary school.

· Require sexuality education that acknowledges sexuality as a natural, healthy part of being human and addresses healthy relationships, gender and sexual orientation, stereotypes, delaying sex, communication, decision-making, pleasure, contraception, sexual protection, peer pressure, human development, and community resources.

· Use evidence-based sexual health curricula and programs. 

· Broaden comprehensive sexuality education access and services through faith communities, employment programs, juvenile justice, foster care, families, community centers, and all schools.

· Ensure information is inclusive of all people and communities and is accessible in multiple languages, formats, and locations.

· Provide educational opportunities for educators, parents, and other adults to gain knowledge and skills for communicating with youth about sexual health.

· Engage media to promote youth sexual health.

· Promote media literacy to encourage critical thinking about sexual images and stereotypes in popular media.

Services for Youth and Families

Overview

Access to high quality services is key to youth sexual health. Youth-friendly, non-judgmental environments help young people feel motivated and safe to ask questions and express themselves. Receiving accurate and complete information, as well as being trusted to make informed and responsible decisions, encourages youth to act in ways that promote their own well-being. 

Effective services incorporate research on topics such as brain and social development, which explores the complexity of adolescent growth. Broadening our definition of sexual health and the notion of how services are provided will help reach more youth with comprehensive information and care. Essential services include mental health care, life skills development, comprehensive sexual health information and education, contraceptive options and services, sexually transmitted infection (STI) testing and treatment, pregnancy testing, and services for pregnant and parenting teens. 

Providing education and ongoing support to service providers who work with youth improves quality of care and helps make this work sustainable. Developing the skills of parents and others who interact with youth empowers communities to provide support and connect youth with sexual health information and care through multiple avenues. 

Outcomes

· Parents, educators, community members and policy makers show increased knowledge of and support for access to sexual health services.
· All communities show increased capacity to provide comprehensive services in work environments that support their staff.
· Youth participation in sexual health services increases.

Strategies

(   Promote universal mental and physical health care that includes comprehensive sexual health care.
(
Ensure providers and other adults deliver sexual health services that are informed, non-judgmental, youth-friendly, and culturally sensitive.

(
Ensure referrals are available if schools or other providers elect not to provide a given service.

(
Create supportive work environments to sustain staff who are knowledgeable and experienced in working with youth.

· Ensure sexual health services are welcoming to all and are offered within and beyond traditional health care settings. 

(
Solicit and respond to youth feedback to improve services.

(
Involve youth, parents and other adults in promoting sexual health services.

(
Expand school-based health services and ensure they provide or link students to comprehensive sexual health care.

(
Use creative strategies (internet, video, cable access, etc.) and youth voices to increase awareness of youth sexual health issues and use of services.

Data

Overview

Health promotion efforts increasingly emphasize data use and an “evidence-based approach.” Well-conducted research helps identify needs and successes, offers a reliable means of determining effectiveness, and suggests possible improvements. In working to promote youth sexual health, we employ data from program evaluations, vital records, youth-led action research, random-sample questionnaires such as the Oregon Healthy Teens Survey, and qualitative (non-numeric) information gathered from community forums. 

Numbers and statistics can feel overwhelming. Sometimes people are skeptical because statistics can be manipulated to advance a certain agenda. Educating community members, including youth and policy makers, to be efficient, critical analysts of research and statistics is an important step toward effectively using data to improve youth sexual health. 

The potentially sensitive nature of youth sexual health information can make data collection complex. Obtaining useful and accurate information from small groups such as American Indians, or often-invisible groups like lesbian, gay, bisexual, transgender and questioning (LGBTQ) youth is important. Most data in the field of youth sexual health reflect an historical approach focused on preventing negative outcomes: STIs, pregnancy and abuse. Future challenges include developing ways to collect data that incorporate a positive, comprehensive approach that serves all groups.

Encouraging programs to share challenges and successes with one another improves quality and efficiency.

BOX – The Oregon Healthy Teens (OHT) Survey is administered annually to nearly one-half of Oregon’s 8th and 11th graders. In 2005, the OHT collected information from about 30,000 young people in Oregon. Participating students came from 248 schools in 34 counties.7
Outcomes

· Data collection tools are improved and implemented uniformly, ensuring inclusion of all populations.
· Accurate data drive decision making, policies and services.
Strategies

· Involve researchers who are representative of diverse communities, and ensure research is developed and implemented in a culturally competent manner.

· Educate program planners, policy makers and community members to critically analyze and effectively use data to ensure implementation of evidence-based approaches.

· Implement data collection and dissemination in ways that ensure usefulness to, and inclusion of, all groups.

· Utilize new technology to more effectively collect data.

· Incorporate multiple science-based sources and data formats include qualitative and quantitative data.

· Provide incentives for schools and local entities to increase participation in data collection.

· Develop new strategies to measure outcomes within a framework of comprehensive youth sexual health.

· Increase access to data and local program results, including via a central, Internet-based system.

Assurance

Overview

Assurances declare our commitment as a community to take action to promote youth sexual health. Sexual health is everyone’s issue – not only parents, educators, health care providers, or the government’s. A first step is outlining intentions and expectations in the form of policies, and then guaranteeing programs and services are of high quality and are available to all. Increasing awareness of existing policies and programs expands access for community members. Monitoring, support, evaluation and enforcement ensure effective programs and services are implemented as designed, to achieve intended outcomes across the state. 

Outcomes
· Sustainable public and private resources support infrastructure to further youth development, sexual health services and comprehensive sexuality education.
· Evidence-based policies and programs are implemented with fidelity statewide.
· Monitoring and evaluation are used to improve service delivery and outcomes.
Strategies
(
Promote and enforce policies and programs that support youth sexual health and ensure public accountability for young people’s well-being.

(
Provide funding for effective implementation and monitoring of comprehensive sexuality education and other health services to guarantee fidelity and improve programming.

· Ensure the capacity and competence of the youth sexual health workforce to effectively address young people’s needs. 

· Evaluate the effectiveness, accessibility and quality of youth sexual health programs and services.

· Link youth to education and sexual health services and ensure access to comprehensive, quality care.

· Increase avenues for youth input, to guarantee their sexual health needs are met.

· Support research focused on gaining new insights and innovative strategies to promote youth sexual health, especially to reduce health inequities and address the needs of underserved communities. 

Sample Action Plan
The 2008 Oregon Plan to Promote Youth Sexual Health is a basic framework. It speaks to Oregonians’ philosophies and priorities for promoting the sexual well-being of young people. We hope diverse stakeholders will use it to inspire, guide, and support further work. Our expectation is that youth, parents, community organizations and government officials will build on this document by identifying partners, and elaborating concrete actions, measurable outcomes, and timelines for implementation. Below is a sample of how such an action plan might look. Different communities will have different priorities and needs.

Here are some organizing strategies groups might use:

· Consider potential partners, including ways to involve youth.

· Define terms like “universal healthcare” and “sexual health,” so collaborators share a common understanding.

· Identify or develop a tool to assess community needs and strengths.

· Research existing resources – state, county, local, school, national, internet.

· Investigate community organizing models/strategies.

· Form advocacy groups to lobby or educate others.

· Solicit technical assistance and/or training relevant to your plan.

This action plan builds from the strategies listed in the component of the plan called “Services for youth and families.” These ideas for action steps represent a combination of real life-projects and ideas for potential activities. 

1. Promote universal mental and physical health care that includes comprehensive sexual health care.  

· Advocate/educate with legislature for universal health care.
· Support State Children’s Health Insurance Program (SCHIP) expansion.
· Collaborate with groups like Archimedes Project to advocate for comprehensive health care reform.
· Advocate for adequate funding for Title X family planning programs to ensure care for the people who are uninsured, undocumented, or ineligible for Medicaid.
· Include mental health and psychosocial services at school-based health centers.
· Expand School-based Health Centers or other forms of health care delivery systems that reach the uninsured.
· Expand the Family Planning Expansion Project (FPEP) and allow eligibility to undocumented youth.
2. Ensure providers and other adults deliver sexual health services that are informed, non-judgmental, youth-friendly, and culturally sensitive.
· Provide education on shifting from negative to positive approach to sexual health.

· Engage community to implement culturally specific, evidenced-based programs.

· Identify and educate service providers to provide culturally sensitive services.

· Educate faith community leaders as ‘youth sexual health’ advocates.

· Institute a requirement for social service and teaching degree programs that would prepare graduates to provide comprehensive sexuality education.

3. Ensure referrals are available if schools or other providers elect not to provide a given service.

· Create policies to ensure referrals will be given without judgment.

· Provide information to school nurses, school counselors and school based health center workers on resources available to students in the community regarding sexual health and pregnancy.  

· Allot time during staff meetings and annual conferences to receive non-biased training.

4. Create supportive work environments to sustain staff who are knowledgeable and experienced in working with youth.
· Advocate for reasonable salaries and benefits for all staff.

· Provide on-going workforce development and professional development opportunities.

· Create diverse workforce- ongoing support and training to promote work place equality, respect at all levels.

· Provide staff training to address unconscious bias or judgmental attitudes and support youth development philosophy.

· Offer flexible schedules.

· Encourage self-care and healthy behavior such as gym memberships for staff.

· Maintain reasonable workloads.

· Include youth staff as equals.

· Encourage appropriate work place fun.

· Recognize/celebrate of staff.

· Provide adequate supervision, support, coaching, and mentoring.

· Engage staff in creating/fulfilling the mission.

· Hire well – match goals and expectations.

· Pay youth staff.

5. Offer sexual health services that are welcoming to all, within and beyond traditional health care settings. 

· Assess availability of confidential services.

· Make safer sex supplies easily available community-wide: vending machines, faith groups, grocery stores, through peer advocates. 

· Encourage providers to visit other community sites.

· License pharmacists to provide emergency contraceptives (EC) to women under 18.

· Provide EC to youth to have on hand in case of emergency.

· Establish clinic policy to provide emergency contraceptives.
· Connect with community clinics to enhance all types of services: good health care includes access to sexual health care.
· Institute a seamless referral system between specialized clinics.
6. Solicit and respond to youth feedback to improve services. 

· Change clinic hours to accommodate teens’ schedules.

· Encourage youth to implement projects in response to identified needs.

· Use youth friendly décor where services are provided.

· Remove door buzzer system for friendlier access.

· Hire professional market researchers to gather information.

· Provide hormonal birth control without gynecological exams.

· Support youth in making their own choices.

· Create safe, positive community spaces and activities for youth to develop healthy relationships and feel welcome in communities.

7. Involve youth, parents and other adults in promoting the use of sexual health services. 

· Publicize guarantee of confidential services.
· Create “virtual” clinic tours.
· Set up a booth at state/county fairs to educate about health careers.

· Utilize peer education as a career development skill.

· Organize a concert or youth led health fair and provide healthy sexuality information (perhaps culturally specific: hip-hop, pow-wow etc).

· Organize an educational campaign about emergency contraception.

· Increase opportunities for youth/parent/adult socializing.

· Mobilize youth to support and advocate for SBHCs with school boards, PTA, etc.

· Elect youth sexual health advocates to school boards.

· Advocate for youth representation on school boards.

· Help youth and adults develop advocacy skills.

· Organize regular community forums as links to action (community action boards).

8. Expand school-based health services and ensure they provide or link students to comprehensive sexual health care.
· Contact model School Based Health Centers (SBHCs) and statewide SBHC network for information and support.

· Communicate why comprehensive sexual health care at school-based health centers (SBHCs) is important and effective.

· Educate community members about benefits of SBHCs and services they provide, especially with regard to sexual health (e.g. through forums, parent nights, coaches).

· Research funding options.

· Establish specific teen clinic hours through other health service providers if SBHCs are not an option.

· Educate nursing or other health care staff to provide comprehensive, youth friendly care.

9. Use creative strategies (internet, video, cable access, etc) and youth voices to increase awareness of youth sexual health issues and use of services. 

· Create curriculum for out-of-school youth re: self-care, accessing services.

· Increase “street” outreach.

· Create a sexual health “vodcast” (short video on the internet) written by and for youth.

· Create interactive websites.

· Participate in free trainings at Portland Community Media and produce shows.

· Organize community forums featuring youth sharing their experiences.

· Set up a “MySpace.org” page or use social networking sites or blogs (online discussions).

· Use peer education or teen theatre.

· Organize youth to provide education for parents and providers.

· Conduct “action research” with youth.

· Create youth-designed public service announcements for T.V. and Radio.

· Collaborate with school-based programs like Benson High’s Health Occupations group.

· Integrate sexual health information into sports, YWCA, Boys and Girls Clubs, faith communities, beauty shops, etc.

What do Oregon data say?

Insert Graphs:

*Oregon Healthy Teen data 2002-2007 on sexual health questions, split by age and gender.

*10 year trend data split by age and gender for: HIV, Chlamydia, gonorrhea, syphilis, pregnancy and births

Who gave input for the plan?

Many sources contributed to the 2008 Oregon Plan to Promote Youth Sexual Health. The Teen Pregnancy Prevention/Sexual Health Partnership (TPP/SHP) conducted a community questionnaire, supported youth to engage in action research in three areas of the state, and held nine community forums. Involving multiple perspectives means the plan better represents Oregon’s diverse communities. An inclusive process facilitates community ownership of the plan. 

The plan incorporates findings from current research about what is most effective in promoting the well-being of youth and communities. Following are descriptions of the various data sources used, as well as brief reviews of the scientific literature on teen pregnancy, sexually transmitted infections (STIs), dating and sexual violence, adolescent brain development, contraception and sexual protection, health inequities, and parent involvement.

Youth Action Research

Background. As work commenced on this plan in 2005, TPP/SHP sought explicit ways to embed youth development and youth engagement principles in the planning process. youth action research worked as a mechanism for involving youth in strategic planning, while strengthening an evidence-driven public health approach.

Action research is designed to bridge the gap between experts and service-users. It puts research capabilities into the hands of service-users (in this case youth) so they can transform their neighborhoods, communities, and institutions. Action research values local, practical knowledge as much as professional, theoretical knowledge and views research as a tool for social change.

Three sites implemented action research projects: Multnomah, and Jackson County Health Departments, and Planned Parenthood of the Columbia Willamette in Deschutes County. Twenty-two 11th and 12th graders were trained as researchers, and their findings contributed to the development of the plan. They received a small stipend for their participation, as well as the ability to use the research results as part of their “senior project” for graduation. Research mentors – professionals from local universities and health departments – offered training and guidance. Each site chose its own research design. 

All projects shared a set of core features. Young people:

· Received training in research methods and adolescent sexuality

· Developed their own research question and corresponding research design  

· Navigated local ethics procedures and collected data

· Analyzed their findings and developed recommendations 

· Presented their results and recommendations at a community forum 

Projects varied in recruitment practices, training emphasis, number of research questions, and focus on data collection versus analysis and action. 

Methodology. Sexuality education emerged as a key concept of interest for young people in all three projects. Teens wanted to know what their schools were teaching, how this compared to state and national standards, and the effectiveness of sexuality education that occurred outside the classroom through peers, parents, and religious leaders. Although the teen action researchers selected topics that are explored in existing scientific literature, they were interested in framing the issues locally so as to yield locally owned results. 

Participants. A total of 1363 youth responded to questionnaires or participated in focus groups across the three sites.
Results. Research results were similar across the three pilot sites, despite variations in question wording, survey instrumentation, and sample populations. Youth action researchers discovered:

· What was being taught in school did not align with Oregon state law. 

· Youth wanted more information about relationships, rather than just the mechanics of sex and sexuality. 

· Youth were interested in exploring such issues as gender roles and stereotypes, body image, sexual orientation, and intimate partner violence. 

· Youth wanted more conversations with their parents and religious communities about sexual development.

· Peer-to-peer support and education often was not visible or accessible enough. 

Recommendations. Based on their findings, the action researchers compiled a series of recommendations for school, community, and state leaders. 

At a school level, recommendations included:

· Institute greater peer-to-peer outreach.

· Incorporate action research into health classes and curricula.

· Increase oversight of sexuality education by the local school board to ensure that school-based sexuality education aligns with Oregon statutes and administrative rules. 

At a community level, recommendations included:

· Increase engagement and dialogue with religious groups.

· Offer health classes for parents.

· Have more forums for community members to listen to and talk with young people. 

At a state level, recommendations included:

· Offer enhanced, youth-led professional development for teachers.

· Create greater visibility of the state’s existing sexuality education standards.

· Enhance access to youth-friendly family planning services. 

Community Forums

Background. With the help of local health departments and community groups, TPP/SHP organized nine forums throughout Oregon between October 2006 and May 2007. The forums encouraged community dialog on youth sexual health and gathered input for the development of this plan. 
Methodology. Facilitators asked a series of questions to stimulate discussion about priority issues and possibilities for improving youth sexual health. 

Participants. Forums were held in Clatsop, Deschutes, Jackson, Lane, Lincoln, Marion, and Multnomah counties. Seven forums included adults and youth. In four forums, participants were exclusively youth. In all, 881 people participated. One forum, held in NE Portland, focused on gathering input from African American communities. Another forum, conducted in Spanish in Woodburn, focused on Latino communities. 

Results. One theme emerged clearly and consistently from youth and adults in all forums. That message was “We need more sexual health education.” Participants requested education not only for youth but also for parents, teachers, and community members. Youth expressed a desire to have their parents talk to them, but they also wanted parents to have education and resources available so they would be more comfortable communicating. 

All groups felt teachers need more education so they too would have greater comfort and confidence discussing sexuality and be able to teach material in a manner that is not judgmental. Youth wanted adults to be realistic about the fact that some youth have sex and some get pregnant – youth in all circumstances need information and support to make their own choices.

Latino and African American communities identified mainstream media as an obstacle to youth sexual health. Negative role models, unrealistic depictions of sexuality, and stereotypes in the presentation of their communities are all pressing problems. Participants in the African American community forum noted churches are important to their community and could play a larger role in helping youth make healthy choices. Participants in the Latino community forum stressed the importance of promoting gender equality and working against a sexual double standard that encourages girls to be passive and emphasizes virginity, while encouraging boys to be assertive and take pride in their sexuality. Latino youth said girls often receive little information about sexual health, and what messages they do receive focus predominantly on clinical services. Males receive almost no formal information about sexual health. However, they hear many messages that have the potential to negatively affect their sexual health including equating being a man with being sexually experienced and that men should be dominant in relationships.

Youth at several forums reported adults appeared reluctant to share information. Withholding information makes youth feel disrespected. Youth expressed that withholding information would not hold people back from making decisions that affect their sexual health, and providing information would give them knowledge to make healthier decisions.

Historically, sexual health education has focused on the biology of reproduction, abstinence, sexually transmitted infections, and risk reduction methods. Youth want more information on relationships – communication skills and how to navigate relationship dynamics. Teens specifically identified lesbian, gay, bisexual, transgender, and questioning (LGBTQ) youth issues as important to discuss as part of sexual health. They also thought people should accept all youth, regardless of gender identity or sexual orientation.

Support for youths’ decisions and the importance of not being judged arose consistently from youth at all forums. Youth expressed a desire to have greater involvement and support from all adults. They want open and accurate information and sexual health, as well as guidance and understanding.

The issues and corresponding solutions identified by forum participants reflect the need to move away from an approach that sees youth as part of the problem, and sex education that focuses mainly on the mechanics of preventing pregnancy. The emerging philosophy embraces the whole person and utilizes interventions that respect youths’ ability to make informed decisions, and empowers them by including them in sexual health intervention development. An approach that connects youth and adults in partnership to make healthy informed decisions is likely to improve the entire community’s health.
Community Questionnaire

Background. The Teen Pregnancy Prevention/Sexual Health Partnership (TPP/SHP) surveyed adults and teens on their opinions regarding contraceptive access and school sexual health curricula for teens. In May 2006, the Oregon Department of Human Services contracted with Behavior Works to extend data collection within specific populations, conduct data analysis, and write a final report. 

Methodology. The survey was self-administered and contained 24 questions for respondents over age 18 and an additional four questions for those 18 years and younger. Surveys were available in English and Spanish. To increase accessibility, surveys were available on the Internet, handed out in person at health fairs, and distributed with a postage-paid mailing label in the May issue of the Rational Enquirer (a youth sexual health magazine distributed statewide). The data collection period extended from March – September, 2006. It is important to note this was a convenience sample, not a random sample. Conclusions are therefore representative of those who completed the survey and do not represent the state as a whole.

Participants. A total of 1,733 surveys were collected from March 20, 2006 – September 14, 2006. The respondents were predominantly female (81%), between the ages of 19-49 (66%), Caucasian (61%), residents of the Portland Tri-county area (55%), English speakers (97%), married or with a partner (72%), and had one or two children (45%). 

Results. Respondents support sexuality education and contraceptive access. Respondents were very clear what they want regarding sexuality education, access to contraception/condoms, and teen parent programs, but less clear about what currently is happening with these topics. Participants agreed that:

· Age appropriate comprehensive sexuality education should be taught in their community’s public schools (92% agree [68% strongly agree, 24% agree]).

· Contraception and condoms should be available to teens in their communities (84% [57% strongly agree, 27% agree]).

· Specific teen parent programs and services should be available throughout their communities (96% [66% strongly agree, 30% agree]).

Respondents oppose abstinence-only programs. The majority do not want public schools to limit sexuality education to abstinence (80%), and would oppose a state require to teach abstinence-only sexuality education (79%); however 16% support abstinence-only education.

Attitudes were mixed about current public school sexuality education. Most respondents reported they are neither satisfied nor dissatisfied with sexuality education in their community’s public schools (45%). Less than half have children in a public school, so they might not be informed of current programs. Regarding whether the sexuality education in the community’s public schools was sensitive to their cultural values and beliefs, one-third (33%) thought it was “somewhat culturally sensitive,” almost one-third thought it was “a little culturally sensitive” (28%), and almost one-third thought it was “not at all culturally sensitive” (29%). Researchers need to explore why so many respondents reported sexuality education is not sensitive to their cultural values and why they are dissatisfied with sexuality education in their communities.

What does research say?

Teen Brain Development

The teenage years are full of change and growth. Adolescence is often a time of encountering new freedoms and new situations. Professionals in the political and health care fields still debate how much responsibility teens should be given and at what age (e.g., 8, 9, 10). Over the past few years, sound research has emerged that documents the enormous changes to the brain in the developing years between childhood and adulthood.9 This research can provide beneficial insight when creating and implementing public health policies that affect young people. 

Previously, it was thought that most brain development was complete by the end of childhood – that teenagers’ brains were as mature as adult brains. As a result of increasingly sophisticated research and imaging abilities, we now know this is not the case.10 Just as teens’ bodies are maturing and their social skills are expanding, their cognitive centers are also in flux.

During adolescence, the brain adopts a “use-it-or-lose-it” pruning system, resulting in a decreasing number of connections among brain cells, and a simultaneous increase in the speed and efficiency of surviving connections. 8 Major changes are also underway in the prefrontal cortex (PFC), known as the “executive planner” of the brain. The PFC is responsible for weighing risks and benefits, strategic thinking, and impulse control. Throughout adolescence, the PFC is refining its wiring to become more sophisticated. This is an important window of opportunity for learning and specialization. Studies demonstrate that the PFC is among the last parts of the brain to fully develop, in many cases not maturing until well into the third decade of life. 9 As this construction phase progresses, synapses that normally go through the PFC in an adult brain are re-directed to the amygdala, the emotional center of the brain. When this happens, responses may be more influenced by emotion – fight, flight, freeze, freak out – than rationality. Feeling strong emotions is a normal part of teen brain development. The amygdala can also misinterpret facial expressions, perceiving fear or nervousness as anger or hostility.

These processes can impact young people’s decision-making, making them more vulnerable to risk-taking and impulsive behaviors. If you sometimes feel a teenager is over-reacting or misinterpreting, you have likely met their developing brain in action.

The adolescent brain is especially sensitive to the effects of dopamine, a chemical neurotransmitter activated by, among other things, substance use, gambling, food, sex, computer games, and other stimulating media.8 When drugs and alcohol are introduced in adolescence, the brain’s natural supply of dopamine can be decreased, making teens more vulnerable to addiction. It is still not known how much brain development is influenced by environment and how much by genetics, but evidence suggests constructive learning experiences can positively shape teen cognitive development.10
Supporting brain development

As research results emerge, some public health professionals voice concern that the results will be used to squelch teen independence or rights in areas such as health care decision-making. Public health policy and science provide us compelling responses to that concern.10 First, scientists working in this area note further research is still needed to fully understand the human brain and the practical applications of these new findings. Second, brain development should be just one of several factors considered when designing effective programs and policies. Third, it is important to recognize that successful brain development relies on exercising this organ. From the use-it-or-lose-it perspective of refining maturing brain connections, caring adults need to provide meaningful opportunities for youth to exercise brain functions that require analytical, decision-making, and valuing skills. For optimal brain development, teens need to have new experiences, succeed, and make mistakes in low-risk environments. Encouraging youth to demonstrate their real and valuable role in making good decisions and advocating for their health is one way to help them build their developing brains.

Teen Pregnancy

The National Center for Health Statistics reported a 3% increase in teen births from 2005 to 2006.11 Because teen pregnancy, abortion, abstinence, and contraceptive use data are still not available, it is difficult to decipher what may have led to the increase in births. In spite of the recent increase, overall teen birth rates in the U.S. have declined dramatically over the past 15 years. The birth rate dropped 36% for teens age 15 to 19 from 1990 to 2002.12 Experts attribute 86% of the teen pregnancy decline to more effective use of condoms and other contraception by sexually active teens.13 Sexually active young people are using condoms more than ever before; reported condom use at last sexual intercourse increased from 46 percent in 1991, to 63 percent in 2005. 14 More young people are also choosing to remain abstinent during early and middle adolescence, accounting for about 14% of the teen pregnancy decrease.13
Despite success in efforts to decrease teen pregnancy rates, early childbearing continues to be an issue of concern to communities and public health officials around the country. The United States has the highest teen birth rate of any industrialized country, and a higher rate than over 50 developing countries.15 According to the National Campaign to Prevent Teen and Unintended Pregnancy, each year approximately 900,000 teenagers become pregnant. More than 4 in 10 young women have been pregnant at least once before they reach age 20.16 Most teen mothers come from socially or economically marginalized families; having a child often compounds their difficulties.17 The majority of teen mothers live in poverty during the first 10 years of their children’s lives.18 Barriers make it difficult for many to complete the education necessary to obtain a higher paying job. 

Including young men in the picture

The National Center for Health Statistics reported that 17 per 1000 males in their teens became fathers in 2002.19 Compared with young men, young women face a disproportionate burden of the consequences of unplanned pregnancy and a sexual double standard that emphasizes female submissiveness and sexual purity. However, young men are also harmed by conflicting messages about sexuality from the media, peers, and family members. Many young men feel pressure to engage in sexual behavior in order to demonstrate masculinity. At the same time, young men, especially young men of color, are also criticized for being sexually irresponsible or hypersexual. Critically examining messages and pressures young men face with regard to sexuality and masculinity will enhance work with young men to promote sexual health and prevent unplanned pregnancy.

Men’s role in sexual health promotion is complex. In 10% of teen births, the mother is 15-17 and the father is 5 or more years older.20 It is important to examine the power dynamics in such relationships and the social factors that lead to relationships with significant age differences. Incentives and disincentives may be effective to discourage adult men from exploitive or abusive relationships. We currently have strict laws in place as disincentives. Incentives such as improving access to economic opportunities and advancement may be another avenue to try to discourage adult sexual involvement and childbearing with minors.20
Challenges for teen parents and their children
Some children born to teen parents thrive, but many face significant challenges. Children born to teen mothers are more likely to be poor, twice as likely to drop out of school, and sons are three times more likely to be incarcerated as adults.21 Children of teen mothers are more likely to engage in sexual intercourse at a young age and become teen parents themselves.15 Children born to teen parents often do not have a chance to develop close connections with their fathers, if the relationship between the mother and father dissolves over time.22 Teen mothers and fathers need support to develop positive parenting practices and to gain employment and life skills.

Not only are many teen moms faced with poverty, there are medical risks involved with teen pregnancy. Babies born to teen mothers are 50 percent more likely to have a low birth weight than babies born to adult women.21 Having a low birth weight doubles a child’s chance of later being diagnosed with dyslexia, hyperactivity or another disability. There is also a higher rate of infant mortality for teen moms – nearly 3 times higher than for adult women.23 Other complications that children of teen moms suffer disproportionately are premature births, pregnancy-induced hypertension and anemia.24 
Research suggests most teen mothers remain sexually active. Once a teen has had one infant, she is more likely than non-teen parents to have another. Approximately 25% of adolescent births are not first births.16 More effective support and education for teen parents may help them be more consistent users of birth control following a birth.

Many people in the United States believe educational, social, medical, and economic difficulties experienced by teen mothers and their children are consequences of teenage childbearing. However, research shows that social and economic disadvantage is among the causes, as well as consequences, of teenage childbearing.15
Models for healthy youth sexuality

Teens in the United States first have sexual intercourse at a comparable age to teens in Canada, Great Britain, France, and Sweden.25 However, In the United States, teenagers have higher rates of pregnancy, births and abortion than teens in other developed countries.25 Experts note that countries with low levels of adolescent pregnancy, childbearing and STIs share certain characteristics: comprehensive and balanced information about sexuality, societal acceptance of adolescent sexuality, and clear expectations about commitment and prevention of pregnancy and STDs within sexual relationships.25
In the United States, public policy changes have led to important improvements in youth sexual health. Implementation of comprehensive family life education, improved access to contraceptive care, and youth development programs have resulted in delayed sexual debut, improved contraceptive use, and reduced pregnancies, abortions, and births.26 This synergistic approach to youth sexual health represents a change from the past, when narrow, single-issue strategies were favored. Research shows narrow approaches such as abstinence-only-until-marriage education and restrictions to contraceptive access are ineffective at reducing teen pregnancies.13 Many health advocates have moved toward a positive approach that emphasizes health promotion and changes to structural factors that impact teen pregnancy, in addition to helping individuals make thoughtful choices with regard to sexual health. Emphasizing self-efficacy and supporting autonomy have been shown to be effective in promoting healthy behavior.27
With the desire to give all youth the best opportunities to grow and develop, research can guide Oregon’s efforts to help young people avoid unplanned pregnancies. By using proven public health strategies: family communication, comprehensive sexuality education, and universal access to confidential health services, adults can support young people’s capacity to make decisions that promote their own well-being.

Sexually Transmitted Infections (STIs)

Up to 75% of sexually active people will get a sexually transmitted infection (STI) at some point in their lives making STIs some of the most common infectious diseases in the United States.28 Approximately 19 million new cases of STI occur each year, of which about half are among people age 15-24.29 Some populations of youth face disproportionate risk of acquiring an STI, including African Americans, young women, youth who have experienced abuse, homeless youth, young men who have sex with men, and lesbian, gay, bisexual and transgender (LGBT) youth.30
Many STIs show no symptoms, therefore many people do not know they are infected.31 Because of the stigma associated with sexually transmitted infection, people may be reluctant to seek STI information or care.32 These factors make it difficult to accurately track prevalence, provide treatment, and prevent the spread of STIs. Some common viral infections such as human papillomavirus and genital herpes are not centrally reported, making it difficult to estimate their true prevalence.29
The Centers for Disease Control and Prevention (CDC) report substantial progress in the prevention, diagnosis and treatment of STIs nationwide, however STIs are still a public health concern. The CDC tracks new cases of three common STIs: Chlamydia, gonorrhea and syphilis. Reported cases of Chlamydia have increased in the past few years, from 329 cases per 100,000 people in 2005 to 348 per 100,000 in 2006.29 Although the increased report may reflect an actual increase in Chlamydia prevalence, the CDC states the increase is likely due to improved surveillance, more sensitive tests, and increased health care access, especially for youth. Chlamydia prevalence declined in areas with access to screening and treatment programs, although rates may have increased elsewhere. Gonorrhea rates have plateaued at an all time low, although African Americans especially continue to be disproportionately infected (658 cases per 100,000 population compared to 37 per 100,000 for whites).29 Syphilis rates reached an all-time low in 2000, but have been climbing in the past five years due largely to increased infection rates among men who have sex with men (64% of cases in 2004 compared with 15% in 1999).29
According to the CDC HIV/AIDS surveillance report, an estimated 4,883 young people received a HIV infection or AIDS diagnosis in 2004, representing about 13% of the persons given a diagnosis during that year.33 In the United States, half of all new identified HIV infections occur in people under age 25; one-fourth occur in people under the age of 21.34 There have been increasing rates of HIV among youth of color, especially young women of color, and young men who have sex with men (YMSM).35 

What puts young people at risk?

Youth receive mixed messages about sexual health. Adults tell teens to be sexually responsible, but often do not provide the information and services shown to be effective in helping young people protect themselves from STIs.36 Lack of health insurance among the working poor can prevent young people from receiving needed care. Changes in federal Medicaid requirements that now demand citizenship documentation and Social Security numbers, and limit access for patients with creditable insurance compromise programs such as Oregon’s Family Planning Expansion Project (FPEP). Transportation barriers and lack of services designed to meet the needs of youth may also pose challenges.

Young people living in poverty may not practice behaviors to reduce STI risk if other risks, such as hunger or homelessness, feel more threatening.30 Estimates of the number of homeless youth living in the United States range from hundreds of thousands to millions.30 Living on the street forces many to engage in survival sex (trading sex for food, shelter or money), increasing their risk for STIs. They also frequently suffer sexual and physical assault, which increases the risk of contracting an STI. Many homeless youth are also lesbian, gay, bisexual and transgender (LGBT),30 which may limit their access to relevant and respectful sexual health information and services even further. 

Prejudice and discrimination impact the sexual health of young people of color, those from low-income families, immigrants, and LGBT youth.36 For example, verbal and physical violence lead to feelings of isolation, high rates of suicide, substance use, and risk of STI/HIV infection among LGBT youth.36 And LGBT youth of color face even higher rates of violence based on race, sexuality, and gender identity. Youth who experience prejudice may have lower self-esteem or fewer resources and skills to promote their own well-being.36 

Social norms of gender socialization that value female passivity and male sexual conquest put both young men and young women at risk. Such social norms diminish women’s ability to protect themselves, negotiate condom use or refuse sex 30 and pressure young men to pursue sex to prove their masculinity.37 

On an individual level, sexually active teen girls and young women are biologically more susceptible to STIs than older women because their cervixes are not yet fully developed.38 Any person’s risk of becoming infected with HIV is increased by having another STI. Sores associated with some STIs may serve as portals of entry for HIV, and the activation of the body’s immune system as it fights off an STI facilitates the attachment and replication of HIV.39
The greater the number of sexual partners a person has, the greater their chance of acquiring an STI.40 The number of sexually experienced teens and the number who report multiple partners have decreased in the past decade.41 Approximately 46 percent of U.S. teens aged 15-19 have had sexual intercourse, and one in 10 reported four or more sexual partners in the past year.42 Young men are more likely to report having had multiple sexual partners and multiple concurrent partners than young women.43 Research suggests a strong association between alcohol and drug use and having multiple partners.44
Helping youth protect themselves

Research shows combining comprehensive sexuality education with accessible health care is the most effective way to curb the spread of sexually transmitted infection among youth.26 Close relationships with caring adults are also important in shaping young people’s attitudes toward sexuality. Adults can provide crucial role modeling, affirmation, structure, and guidance.45 Higher educational aspirations are also associated with positive reproductive health choices.46 Creating conditions in which all youth feel a sense of hope and possibility for their future can motivate them to make healthy decisions.

Access to free or affordable health care is crucial to helping young people protect themselves from STIs. Regular checkups provide opportunities for health education and encourage teens to develop trusting relationships with sources of accurate health information. Research suggests many teens delay seeking services due to lack of health insurance and concerns about confidentiality.47 All 50 states and the District of Columbia allow minors to consent on their own to STI testing and treatment.48 In Oregon, a person of any age may seek services without parental consent for STIs and be provided birth control information and services by a physician or nurse practitioner (ORS 109.610, 109.640). Many teens and providers are unaware of these protections. Increased education for youth and providers will help insure access to health care for all youth.

Using latex barriers correctly and consistently significantly decreases the likelihood of STI transmission. Among sexually active youth, condom use has increased significantly in the past decade.13 Making condoms and other safer sex supplies readily available to young people who are sexually active is an effective way to stop the spread of STIs, without increasing the likelihood of sexual initiation, frequency of sex, or number of sexual partners.49
Dating Violence and Sexual Assault

Violence or abuse that involves sex or occurs in a relationship context represents a significant threat to sexual health. Such violence can take many forms: childhood sexual abuse, dating violence, or adult sexual assault of youth. Silence and shame often limit discussion of these issues. However, the startlingly high number of youth who report such experiences and the considerable negative consequences make sexual and relationship violence important themes to address. Over 20 percent of youth report having experienced psychological or physical violence from an intimate partner.50 In a national survey of high school students, about eight percent of respondents reported having been forced to have sex. Females (11 percent) were more likely to report having been forced to have sex than males (four percent).51 Available data likely underestimates the true magnitude of these problems because dating and sexual violence often go unreported.52, 51 

Sexual violence can have harmful and lasting consequences for the mental, physical and sexual well-being of victims and communities.53 Some of the chronic physical conditions resulting from physical or sexual abuse are: gynecological disorders, back pain, gastrointestinal disorders, and headaches.51 Adolescents who experience sexual assault have greater risk of genital injury than adults.51 Experiences of physical, sexual or emotional abuse may cause women to experience sexual aversion, mistrust, or inhibition of sexual pleasure.54 Physical or sexual violence may also play a role in the development of eating disorders.55
Victims of intimate partner and/or sexual violence are more likely to participate in unsafe sexual behaviors, such as engaging in unprotected sex; choosing unhealthy sexual partners; having multiple sex partners; and trading sex for food, money or other goods.51 Sexual violence, whether in the context of a dating relationship or not, increases the risk of unintended pregnancy and sexually transmitted infections, including HIV.51
Dating violence among youth is especially troubling because it occurs during a life stage when romantic relationships are beginning and interaction patterns that may last throughout life are being learned.52 Dating violence may include psychological abuse such as controlling behavior or jealousy; physical abuse, such as slapping or punching; and sexual abuse, such as nonconsensual sexual activity or rape.56 Teens often have difficulty labeling sexual and physical violence as such, and may feel controlling or jealous behavior is a sign of love.57 Dating violence occurs within all social, economic, religious, and cultural groups.52 To date, most data describe experiences of violence in heterosexual relationships. Although comparable data are limited, violence also occurs in same-sex relationships and appears to follow similar patterns to heterosexual relationships.56 

According to the National Crime Victimization Survey, intimate partner violence rates are higher among 16-24 year olds than any other age group.58 One in ten Oregon women age 20-55 experienced intimate partner violence, defined as physical and/or sexual assault by an intimate partner, in the five years preceding a 2001-2002 survey.59 
Information from the 2006 Oregon Healthy Teens Survey shows that [create table]:

· 3.6% of 8th grade females and 3.8% of 8th grade males have been hit, slapped or physically hurt by their boyfriend or girlfriend.

· 3.7% of 11th grade females and 4.9% of 11th grade males have been hit, slapped or physically hurt by their boyfriend or girlfriend.

· 5.1% of 8th grade females and 1.4% of 8th grade males have been physically forced to have sex.

· 8% of 11th grade females and 2.1% of 11th grade males have been physically forced to have sex.

· 7.3% of 8th grade females and 1.8% of 8th grade males report giving in to sexual activity when they did not want to because of pressure.

· 19.4% of 11th grade females and 5.4% of 11th grade males report giving in to sexual activity when they did not want to because of pressure.

· 14.4% of 8th grade females and 3.8% of 8th grade males received unwanted sexual comments or attention in the past 30 days.

· 15.3% of 11th grade females and 3.1% of 11th grade males received unwanted sexual comments or attention in the past 30 days.
In contrast to typical dynamics of abusive relationships among adults, studies indicate non-sexual violence in heterosexual teen relationships involves use of violence by both partners.52 Although both young men and young women experience dating violence in heterosexual relationships, females are more likely to be injured, more likely to be sexually assaulted, and more likely to suffer emotionally than their male peers.60, 61 Another important consideration, given reports of mutual violence, is that most studies do not address the meaning, context, or consequences of the violence or whether female use of violence was in response to male physical or sexual violence.52 One study that did examine the sequelae of violence found women indicate “emotionally hurt” and “fear” as the two primary effects, while men indicate “thought it was funny” and “anger.”57 The study also reported anger as the most frequently cited motive for violence by both males and females, but self defense was the second most frequent motive cited by girls, while boys cited a desire to get control over their partner. 

The principle risk factors associated with inflicting dating violence include: holding views accepting or justifying the use of violence in dating relationships, having friends in violent relationships, exposure to violence in one’s family or community, alcohol and drug use, and having a history of aggression.52 The one factor consistently associated with being a victim of dating violence, especially for young men, is inflicting dating violence.52
What works to reduce violence?

Research with adults connects social factors such as poverty, lack of employment opportunities, and societal norms that support male superiority and sexual entitlement with perpetration of sexual violence.51 On an individual level, childhood history of sexual abuse, hostility toward women, and hypermasculinity are risk factors for perpetration. Less is known about protective factors, although promoting physical and emotional well-being and helping youth feel connected with school, friends, and adults in the community may reduce sexual violence.51 In addition, teens with high self-efficacy are better able to resist unwanted sexual advances and negotiate safe sex practices than teens with low self-efficacy.62
Several school and community programs have shown success in reducing dating violence.56 Effective programs discuss different forms of dating violence, dynamics of power and control, warning signs, and aspects of healthy and unhealthy relationships. They work to change attitudes that condone violence and build conflict resolution and communication skills.52 There is a need for development of programs that reach out to frequently overlooked lesbian, gay, bisexual, transgender and questioning (LGBTQ) youth, and also for programs that teach youth how to help friends who may be struggling with abuse.56 Health care professionals, teachers, parents, and others who interact with young people should talk to youth about dating violence, but not assume youth will disclose abuse, even if asked directly.
Oregon youth action researchers surveyed their peers and found what they want most from sexuality education is help developing healthy relationship skills. Comprehensive sexuality education that includes healthy relationship skill-building may also help reduce dating violence and sexual assault.

Health Inequities

In spite of a slight increase in teen births in 2006, overall indicators of youth sexual health have shown significant improvements over the past decade: more teens are choosing to delay sex, more sexually active teens are using protection, fewer teens are involved with pregnancies, fewer teens are having abortions, and rates of sexually transmitted infection have declined in many groups.17 Young people deserve credit for making healthy choices for themselves. However, not all youth have access to information and support needed to protect their sexual health; improvements have not been uniform across populations.

To give a few examples:

· In 2000, the overall pregnancy rate among American women ages 15 through 19 was 84 pregnancies per 1,000 women.63 The rates were 138 for Latina, 71 for white, and 153 for black teens (per 1,000). 

· Among American women ages 15 through 19 in 2003, the overall birthrate was 42 births per 1,000 women. The rates were 82 for Latina, 27 for white, and 65 for black teens (per 1,000).63 

· Young women who have sex with women are also at risk for unintended pregnancy from sexual intercourse with young men.64 According to one study, although bisexual and lesbian teenage females were about as likely as heterosexual peers to have had intercourse, they reported twice the rate of pregnancy (12 percent) as heterosexual and questioning young women (five to six percent).64 

Why do some youth fare better than others in terms of sexual health? How are health inequities related to broader social inequities? How can communities provide support, education, and services to ensure all young people have the skills and resources to make healthy decisions about sexuality?

Factors that influence health inequities

Experiencing sexism, homophobia, discrimination based on physical or cognitive ability, or other forms of prejudice in everyday life makes it difficult for some young people to achieve their fullest potential, including gaining knowledge and skills to make healthy decisions about sexual well-being. To compound these barriers, health services and sexuality education are often designed with a one-size-fits-all approach and do not acknowledge the unique needs and experiences of multiple groups. 

Historical factors contribute to current sexual health inequities. Forced sterilization of African American, Latina, American Indian/Alaska Native, and developmentally disabled women in the United States has left a painful legacy in many communities.65 Until 1973 the American Psychiatric Association diagnosed homosexuality as a mental disorder. Transgender youth may still encounter the label of “Gender Identity Disorder” a diagnosis used by the American Psychiatric Association.66 Some populations, such as people with physical or mental disabilities are often assumed to be asexual, child-like and dependent, or conversely, oversexed.67 Although many people now condemn these actions or beliefs, past stereotypes and mistreatment continue to influence perceptions of health care systems in many communities, as well as outside perceptions of various groups. 

Economics have a major influence on health status. Low-income youth are more likely to have multiple health problems, higher rates of disability, worse outcomes, and even higher rates of mortality compared to youth from higher income families.68 

Progress has been made in terms of acknowledging the distinct needs of specific groups. However, when research does focus on young people from outside the dominant group, there is often an assumption that everyone in that group is the same, and that findings pertinent to some are pertinent to all.63 For example, due to high average income, academic achievement, and cultural stereotypes, Asian Americans are often portrayed as a “model minority.”69 This overlooks a bimodal distribution in Asian Pacific Islander (API) communities that are comprised of affluent Asians as well as recent immigrants and refugees who live below the poverty line, often without access to health care. Consequently, high risk behavior of the “well behaved” upper class is ignored, while the health needs of those living in poverty go unmet. Similarly, categories such as “Latino” or “Native American,” lump people with vastly different languages, cultures, and immigration experiences into a single group. When looking for commonalities in assets and factors that aid in promoting well-being for specific groups, it is important to avoid inaccurate and harmful generalizations.

Another way discrimination surfaces in sexual health arenas is in assumptions made about what represents healthy behavior or normal development. Often standards are set based on a Caucasian model. For example, Anglo-centric youth development theory emphasizes independence as an important developmental task of adolescence. But for many youth from communities of color, interconnection – increasing involvement in family relationships and family and community responsibility are essential aspects of development, often overlooked and undervalued by Anglo-centric providers.63
Invisibility is a major problem faced by lesbian, gay, bisexual, transgender, and questioning (LGBTQ) youth. LGBTQ youth of color may struggle with discrimination based on ethnicity, sexual orientation, and gender identity. Programs, policies and services, such as the federal government guidelines for abstinence-only education, often ignore or overlook the presence of LGBTQ youth70 sending a message that being LGBTQ is wrong or that those youth do not matter. Societal homophobia and transphobia, institutionalized in schools and youth programs and expressed in some families, leads many LGBTQ youth to feel isolated and alone.70 

A report from the U.S. Census Bureau showed 5.2 million American youth, ages five through 20 had some long-term physical, mental, or emotional disabling condition.67 These youth face multiple barriers: invisibility, stigma, stereotypes, and lack of appropriate sexual health education and services. All people – including young people – need affection, love and intimacy, acceptance and companionship. Youth who live with disabilities may have unique needs with regard to sexuality education. Paraplegic youth may need to be reassured that they can experience satisfying sexual relationships, and receive practical guidance on how to do so. People with developmental disabilities may learn differently than peers, but mature physically at the same rate. Concrete teaching strategies that use pictures, discuss setting boundaries and respecting others boundaries, and build skills for appropriate language and behavior around sexuality may be more effective than traditional methods of sexuality education.67 

Geographic location also impacts health outcomes. Approximately 21% of rural residents live in poverty in Oregon, and 23% of Oregonians live in rural counties.71 Youth in rural areas have significantly less access to medical providers. Issues of transportation, confidentiality in a small community, and lack of visibility of youth sexual health needs may present barriers to care for these youth.

Of reproductive health-related visits to school-based health centers in Oregon in 2005-2006, only 18 percent of visits were made by males. Historically, boys and men have been left out of reproductive health efforts.72 More and more providers are recognizing the importance of including young men in sexual health services,73 and the need to examine the impact of gender roles on sexual behavior and health care-seeking practices of young men.74 

Immigrant adults and their children face significant barriers to care as well. National changes to welfare have severely limited access to Medicaid, food stamps, and Supplemental Security Income. This has led to drops in insurance coverage for immigrant children.71 By the time immigrant children reach adolescence, 13 percent report being in poor health, nearly three times the percentage of young people born in the United States. Language and cultural barriers often prevent immigrant youth and families from receiving comprehensive sexual health information, and fear of deportation likely prevents youth from accessing needed health care.75
Models of success

One of the most significant shifts in teens’ sexual health behavior over the several decades is an improvement in teenage males contraceptive behavior.76 Between 1979 and 1988 condom use doubled, and improvements continued through the 1990s. These changes show young men are important partners in sexual health promotion efforts, and that programs that include them can be highly effective. 

Among sexually experienced high school students in 2001, black youth were significantly more likely than their white or Hispanic peers to report condom use at most recent sex (67, 57, and 54 percent respectively).1 What can we learn from black youth about successful condom use, that we might share with white or Latino peers?

For American Indian/Alaska Native young women, positive native identity and a sense of belonging to a native community are strongly associated with positive sexual health outcomes. Studies show that female teens from families who lived on a reservation and spoke a tribal language have sex for the first time at an older age and are more likely to use condoms than those from families who do not, and urban-dwelling youth benefit from programs that emphasize a connection to native culture.77, 78
LGBTQ youth and allies have taken a lead in speaking out against stereotypes, binary gender systems that force people into narrow definitions of “appropriate” male and female behavior, and racism.79 Across the country young people have started school-based Gay-Straight Alliances to educate peers and adults and create support for LGBTQ youth in their communities. 

Research connects parents’ education of their children about ethnic discrimination with the child’s awareness of their own ethnicity, pride in their ethnicity, and healthy outcomes. Children of these parents often responded to incidents of discrimination and prejudice with a proactive approach, for example talking, expressing disapproval, or affirming their culture and ethnicity.63 Other studies show many Latino parents place a high value on education and their parenting strategies contribute to the college achievement of young Latinas. Strategies include showing strong parental commitment to the importance of education, parental facilitation of the student’s autonomy, and an array of nonverbal expressions of support for educational goals and tasks.

Promoting sexual health for all youth

Youth development and resiliency research identifies positive assets and protective factors associated with positive sexual health outcomes. Youth with a positive orientation toward the future, plans for higher education, attachment to school, and involvement in extracurricular activities are more likely to delay the onset of sexual intercourse and use contraception when they do initiate intercourse.80, 81 

Close and affectionate family relationships, parent-child discussion of health topics, parental value for education, parental involvement in regular activities, and parental education about ethnicity and discrimination have all been shown to be protective factors among youth from marginalized groups.63 Recognizing and developing these strengths in all communities will help eliminate health inequities. In addition to building individual and community assets, addressing systemic social inequities will improve the sexual health of young people who experience discrimination.

Parent Involvement and Youth-Adult Connectedness

Peers, media, schools, and communities all have important influences on youth sexual health. However, the importance of positive relationships with parents and other supportive adults for young people’s well-being has been demonstrated in study after study. Parents influence youths’ thinking about sexuality. Approximately 45 percent of teens report parents are the biggest influence on their sexual decision-making compared with 31 percent who say their friends are most influential.82 

Parents who regularly affirm the value of their children help them develop positive, healthy attitudes about themselves. According to Stanton and Burns (2003), parents who 1) clearly communicate their values, 2) express their concerns and love for them early and often, and 3) exercise supervision, are more likely to have kids who avoid early pregnancy and parenthood than parents who do not.83 Overall strength and closeness of the relationship between youth and their parents appears to best prepare young people to make healthy choices about sexuality.82
Youth whose parents are warm and firm and grant them psychological autonomy show higher school achievement, report less depression and anxiety, and rate higher on measures of self-reliance and self esteem than teens whose parents do not show these characteristics.84 Positive communication between parents and youth helps young people develop and express their individual values. 

One study showed Native American youth who reported their families understood and cared about them had better emotional and physical health and resiliency than peers who reported less family closeness.85 Another study showed sexually experienced African American female teens who lived with their mothers in a family they perceived to be supportive were 50 percent less likely than teens in a non-supportive family to report unprotected sex in the last 30 days and to report sex with a non-steady partner in the past six months. In other studies, youth who reported feeling a lack of warmth, love, or caring from parents also more frequently reported emotional distress, lower self-esteem, school problems, drug use, and sexual risk behaviors.86, 84
Communication about sexual health

Youth, including those surveyed by Oregon youth action researchers, report they want more open information about sexuality and relationships, including information about abstinence and contraception, rather than one or the other (see “Youth Action Research” in this document).87 One poll showed 89 percent of people in the United States feel it is important for sexuality education in schools to include information about preventing unintended pregnancy and sexually transmitted infections, including HIV.84 It is important that accurate and comprehensive information is provided in schools, but teens also express a desire to discuss sexuality with their parents, even if they may not act like it.82
Experience suggests most parents want to talk with their kids about sexuality as well, but many feel unprepared.88 Many discussions of sexuality between parents and young people use a “top down” communication style that does not give youth the opportunity to discuss their own thoughts, feelings and desires, or draw the links between their own and their parents’ perspectives.84  The National Campaign to Prevent Teen and Unplanned Pregnancy suggests using media to start conversations.82 Asking young people what they think about sexual images or relationships on TV, in movies, music, or magazines is one way to start.

A series of focus groups with African American and Latino parents explored how they talked with their kids about sexuality. One mother’s approach involved presenting factual information when talking with a teenage son about difficult topics. She feels this strategy helps prevent him from feeling it is a “moral thing.”88 Another mother discussed how she thinks initiating discussion of difficult subjects is important. For her, practice talking about tough topics makes it easier, and talking about any one difficult subject “opens the door” to talking about others in the future.

Connections with school and supportive adults

Not all young people have close contact with their parents. Some young people immigrate from other countries to Oregon without parents, some live in foster families or with relatives, and some live on the streets, often because of family conflict. Young people can receive valuable support from adults other than their parents. Youth who reported a natural or informal mentoring relationship with an adult showed favorable outcomes across a variety of measures including school completion, self-esteem, life satisfaction, physical activity, and birth control use.89
Relationships with teachers and peers developed at school can have a positive impact on youth well-being and development.81 School characteristics affect norms and attitudes about dating practices and sexual behavior.90, 91 Having a positive connection to school decreases a young person’s likelihood of engaging in risky behavior.81
A study of 36,000 middle and high school students by Resnick and colleagues showed the importance of a sense of connectedness to family and school for young people’s well-being.86 Experiencing caring and connectedness surpassed demographic variables such as family structure as protective factors against high risk behavior. The authors suggest efforts to support young people to make healthy choices must “critically examine the ways in which opportunities for a sense of belonging may be fostered, particularly among youth who do not report any significant caring relationships in their lives with adults.”

Contraception and Sexual Protection
Significantly more sexually active teens are using contraception and other sexual protection correctly and consistently than did so a decade ago.92, 93 This demonstrates young people’s ability to make thoughtful choices when provided with accurate information and accessible health services. The following section reviews recent data on birth control use and STI prevention measures among teens and the large body of research on what influences teens to use or not use protection. 

In the 1995 National Survey of Family Growth (NSFG), a population-based household survey that includes adolescents aged 15 years and older, 71% of sexually active young women and 82% of sexually active young men aged 15-19 reported using a method of contraception and/or protection at last intercourse. In 2002, these figures were much higher: 83% for young women and 91% for young men.94 Oregon teens are no exception to this trend. The proportion of Oregon 9th through 12th graders who reported using a method of protection at last sex increased from 82% in 1997 to 90% in 2005.95 More frequent use of condoms accounts for much of the increase in overall use of sexual protection.92, 93 Similar national or state-level data on protective behavior among youth who sometimes or always have same-sex partners are difficult to come by. However, some smaller studies suggest that use of sexual protection may be lower among this group.96, 97, 98  

Factors that influence contraceptive use

Condom use has been studied more extensively than teens’ use of methods that protect exclusively against pregnancy, such as the pill or Depo-Provera(. In this review, condoms and other methods are referred to jointly as “sexual protection,” except in cases where the evidence in question is method-specific. 

Both research and common sense suggest that a multitude of factors can affect the use of sexual protection among adolescents. In 2005, Kirby and colleagues published a review of more than 400 scientific studies of factors affecting teen sexual behavior.99 Some of those factors are individual, whereas others, like parental attitudes toward contraceptive use or neighborhood stability, pertain to teens’ families and communities.

Proximal factors: The factors most strongly related to teens’ behavior around sexual protection are their own attitudes and skills. Teens who have a positive impression of condoms and other contraceptives, who perceive more benefits than barriers to the use of such methods, who are confident in their ability to use protection or to ask that it be used, and who are motivated to avoid pregnancy and STIs are more likely to use contraception.99 Another study showed girls and women who are satisfied with their bodies and resist objectification report more consistent use of condoms than other girls and women.100
Mid-range factors: Among factors with a less direct influence, research indicates that older age, advanced cognitive development, and a sense of control over events are most closely associated with increased use sexual protection. Kirby and colleagues suggest that the impact of these factors is primarily through their ability to influence attitudes, motivation, and skills. Teens are also more likely to use sexual protection when they have their partners’ support for its use, when their peers support it and use protection themselves, and when their families and other groups with which they are connected support sexual protection and responsibility.99 

High self-esteem and/or positive self-concept have been hypothesized to affect protective behavior but the evidence for this assertion is mixed. Parental encouragement of condoms and contraceptives before a teen becomes sexually active can increase their use. Involvement in school and other organizations and – for women only – sports can increase use of sexual protection if the involvement is substantial. In this case, it is likely that such involvement is related to motivation to avoid pregnancy and STIs, which in turn increases the likelihood of a teen taking steps to protect him- or herself.99 

On the other hand, there are factors that clearly inhibit use of sexual protection. A history of sexual abuse is strongly connected to no or poor contraceptive use. Vicitimization of gay youth in schools is also associated with lack of protection.101 Teens who begin having sex at a young age are less likely to use protection. For younger females only, having a partner who is at least three years older reduces the likelihood of using sexual protection. Drug and alcohol use are often cited as risk factors for risky sexual behavior among teens, but Kirby and colleagues caution that the association between substance use and sexual risk-taking sometimes disappears when other factors are taken into account. Similarly, it has been observed that Latino youth are less likely to use protection at first sex compared with non-Hispanic whites and non-Hispanic blacks. However, controlling for socio-economic factors often weakens these associations.99 

Distal factors: Given their conceptual distance from the outcome of interest, it can be difficult to demonstrate conclusively that family- and community-level characteristics are related to teens’ pregnancy and STI prevention measures. In one recent study, researchers found that a variety of neighborhood level factors did affect age of sexual initiation (with important differences by gender) but had very little impact on contraceptive use.102
Research on teens’ access to protection is variable. A few specific methods – condoms and Emergency Contraception (EC) – have been investigated extensively, with studies generally concluding that access to these methods increases their use without increasing sexual activity.103, 104, 105, 91, 106, 108, 109 Kirby (2007) reports that when EC is provided to youth to have on hand in case of emergency, they are more likely to use it than those who don’t have it on hand, but no more likely to have unprotected sex.110 A study using 1995 NSFG data demonstrated that county-level availability of family planning services was associated with an increased probability of contraceptive use at last intercourse for 15-19 year old girls.111 Confidentiality is a key component of access for adolescents. Several recent studies suggest that a perceived lack of confidentiality would decrease teens’ use of reproductive health services and, by extension, their use of sexual protection.112, 113,114  

Method choice and quality of use: As with overall use and non-use, a variety of factors can influence how teens choose which method(s) of protection to use and how consistently they use them. Sporadic protection is common across all age groups, but particularly among teens.94, 115 However, studies suggest that use of sexual protection is habit-forming; that is, teens who used contraception and/or STI protection in past relationships are more likely to use them in current ones.116 Many of the factors that facilitate use of sexual protection in general (e.g., desire to avoid pregnancy and STIs, communication with and support from partner) also support its consistent use.117 With respect to method choice, it appears that teens use barrier methods that offer protection against STIs (e.g. condoms) more often in new relationships or with less well-known partners, but tend to switch to hormonal methods that prevent pregnancy more effectively (e.g. pills) when relationships or partnerships are more established.118 Finally, method choice and consistency are interrelated; teens who use intercourse-specific methods like condoms tend to use them less consistently than those who use non-intercourse-specific methods like the pill.117 

Boys and young men: The association between HIV and men who have sex with men (MSM) led sexual health advocates to focus interventions on this population. Although use of sexual protection increased significantly for a time, recent increases in unprotected sex suggest MSM may be experiencing “prevention fatigue” – the challenge of maintaining safer sex behaviors over time.119 Also, younger MSM may not have personal experience with HIV as a deadly disease.
Historically, efforts to include heterosexual young men in promoting sexual health have been limited. However, one of the biggest shifts in teenage reproductive behavior has been males’ increased use of condoms – doubling from 1979 to 1988, according to the National Survey of Adolescent Males.76 With growing recognition of the important role men can play in the use of all methods of sexual protection, more efforts are being directed to men and the work appears promising.76 Researchers have found some differences between teen men and women in terms of use of protection. For men but not women, endorsement of traditional gender roles was strongly negatively correlated with contraceptive use.120 Other studies indicate that relationship and partner characteristics are less predictive of protection use among males than among females.121, 116
Sexuality education. A strong body of evidence exists for the effectiveness of comprehensive sexuality education and the ineffectiveness of abstinence-only-until-marriage programs in encouraging sexual protection among sexually active teens.122, 16, 123 Education that includes information relevant to teens who engage in same-sex sexual activity has a stronger influence on their behavior than standard instruction.96 The Oregon Administrative Rules, rewritten in 2007, now state that school districts shall have a medically accurate, age appropriate “comprehensive plan of instruction” on human sexuality education, HIV/AIDS, and sexually transmitted disease prevention for both elementary and secondary school students. The instruction shall include information on abstinence, condoms, and contraceptives and shall include materials, language, and strategies that recognize different gender identities and sexual orientations (see OAR 581-022-1440). 

How was the plan developed?

[CREATE A TIMELINE GRAPHIC]

TPP/SHP proposes creation of a new plan to promote youth sexual health 05
Youth action research 2/06 - 11/06

Survey of youth and adults 3/06 - 9/06

Survey data analysis 11/06

Community forums 10/06 - 5/07

Scientific literature review 6/07 - 11/07

Community forum data analysis 10/07

Information synthesis and document drafting 8/07 - 9/07

Internal review 10/07

External review 11/07 - 12/07

Contents finalized 1/08 - 2/08

Publication 4/08??
 

Where can I get more information?

Ideas for parents for talking with kids about sexuality

http://www.noplacelikehome.org/
Birth control, safer sex, pregnancy, parenting, adoption, infections, diseases, lesbian, gay, bisexual, transgender, body image, relationships with family and friends, abortion, school, careers, and activism...for teens

http://www.teenwire.com/
Similar to the above, developed by and for teens

http://www.sexetc.org/
Videos by teens about pregnancy/STI prevention

http://www.stayteen.org/
Options counseling for pregnant teens

http://www.yourbackline.org/
Sexual health care and education services for youth and adults

http://www.plannedparenthood.org/
Sexual health activism for youth and adults
http://www.advocatesforyouth.org/
Policy and advocacy resources

http://www.siecus.org/
Teen pregnancy information for teens, parents, policy makers and professionals

http://www.teenpregnancy.org/
Research based curricula and programs

http://www.etr.org/
Science-based resources for researchers and practitioners
http://www.socio.com/
Oregon Revised Statute on Human Sexuality Education (ORS) 336.455

http://www.ode.state.or.us/search/page/?d=1453
Oregon Administrative Rule on Human Sexuality Education (OAR) 581-022-1440

http://www.ode.state.or.us/search/page/?id=1452
What does that word mean?
3 Rs: 

Rights: Young people have the right to accurate information and confidential health services.
Respect: Young people deserve to be respected as valued members of the community who have much to offer.

Responsibility: Young people are expected to act responsibly to safeguard their health. Society must offer young people the tools they need to do so: accurate information, confidential health services, and a secure stake in the future.

Abstinence: In terms of sexual health, no oral, anal or vaginal sex, including any sexual/genital contact that may involve the exchange of bodily fluids and could result in a pregnancy or STI.

Abstinence-based education: Abstinence-based education programs emphasize abstinence and in addition offer complete, balanced and medically accurate information about the benefits of condom use and other forms of contraception. 

Abstinence-only education: Abstinence only education programs emphasize that abstinence, when practiced consistently and correctly, is the only 100% effective way to prevent unintended pregnancy, reduce risks of contracting sexually transmitted infections (STIs), as well as HIV/AIDS and Hepatitis B and C (when transmitted sexually). Information about the benefits of condoms and contraceptives is not included in these programs. For a more detailed description, see Title V section 510 of the Social Security Act for criteria for abstinence program funding. 

Abstinence-only-until-marriage: The same as “abstinence-only education,” but includes the message that sex in the context of a heterosexual marriage is the expected standard. 

Action research: A reflective process of investigation and problem solving led by community members, guided by professional researchers, with the aim of improving knowledge and practice in their communities.
Comprehensive sexual health services: Providing confidential information and skill-building for to help men and women make informed choices about relationships and sexual health, as well as reproductive system exams (pap, pelvic, breast, testicular), prescriptions for contraceptives, provision of condoms, pregnancy testing and options counseling, STI testing and treatment (including HIV), and prenatal care. Comprehensive services include prevention and health maintenance.

Comprehensive sexuality education: School-based comprehensive sexuality education programs (as defined by Oregon Administrative Rules) are age-appropriate programs offered in K-12 settings, annually in grades 6-12, that emphasize abstinence but also include education about condoms and contraceptives. Such programs are skill based and provide information that is complete, medically accurate and include the risks and benefits of condom and contraceptive use. Comprehensive sexuality education promotes both risk elimination and risk reduction strategies. It uses culturally and gender sensitive materials, language, and strategies that recognize different gender identities and sexual orientations. Opportunities are provided for young people to develop and understand their own values, attitudes, and beliefs about sexuality as a means of exercising responsibility regarding sexual relationships. Youth and adults have emphasized the importance of adding developmentally appropriate information about LGBTQ issues and healthy relationships, beginning in elementary school.

Developmentally appropriate sexuality education: Curricula designed to teach concepts, information, and skills based on the social, cognitive, emotional, and experience level of students. 

Evidence-based: Programs utilizing elements that have a scientifically demonstrated history of having the desired effects on participants. Consideration should be given to the quality of evidence based on the type and number of research studies supporting the relevant findings. 

Fear-based: Strategy employed to cease an undesired behavior by utilizing information and activities that exaggerate the negative consequences of said behavior. Not all curricula or activities that describe risks of sexual activity can be considered fear based
Male involvement: Strategies or programs that provide opportunities and encouragement for males to be actively involved in youth sexual health issues. This may include providing services for boys and young men that are gender appropriate and welcoming, encouraging young men as leaders in sexual health promotion, and incorporating efforts to eliminate rigid gender roles into work on sexual health.

Medically accurate: Information that is established through use of scientific methodology. Results are measured, quantified, and replicated to confirm accuracy, and are reported or recognized in peer-reviewed journals or other authoritative publications. 

Sexual health: The integration of the physical, emotional, intellectual and social aspects of sexual being in ways that are positively enriching and that enhance personality, communication, and love. Sexual health includes not only the physical aspects of sexual development and reproductive health, but also valuing one’s own body, developing interpersonal skills to achieve meaningful relationships, interacting with others in a manner that reflects respect and equality, and expressing love and intimacy. 

Sexual protection: Use of contraceptives and disease reduction methods, which provide varying degrees of protection for those who are sexually active.
Sexually active: Engaging in behavior connected with sexual gratification or reproduction including but not limited to genital stimulation or genital contact.

Youth development: Youth development emphasizes providing services, opportunities and support to all young people to enable them to develop a sense of competence, usefulness, belonging, and empowerment. This approach works best when communities include young people in creating a continuum of services and opportunities that youth need to grow into healthy adults. All youth need 1) A healthy start, 2) caring relationships with adults, 3) safe places and structured activities, 4) marketable skills from education, and 5) opportunities for community services.
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