Appendix A -- Rationale for Program 1308 Approaches

Exemplary Sexual Health Education (ESHE)

Just as schools are critical to preparing students academically and socially, they are also vital
partners in helping young people take responsibility for their health and adopt health-enhancing
attitudes and behaviors that can last a lifetime. Health education is integral to the primary mission of
schools, and provides young people with the knowledge and skills they need to become successful
learners and healthy and productive adults. Increasing the number of schools that provide health
education on key health problems, such as HIV, other sexually transmitted diseases (STD), and
pregnancy, is a critical objective for improving our nation’s health (1, 2).

Thirty-three states currently mandate HIV education; of those, 20 mandate additional sexual
education (e.g., programs that describe sexual development, provide skills to establish healthy
relationships and prevent behaviors that increase the risk of HIV, other STD, and unintended
pregnancy) (3). Regardless of the emphasis in content, sexual health education programs should be
medically accurate; consistent with scientific evidence; tailored to students’ contexts and the needs
and educational practices of communities; and should use effective classroom instructional methods.
Sexual health education should allow students to develop and demonstrate developmentally
appropriate sexual risk avoidance and reduction-related knowledge, attitudes, skills, and practices.

Independent reviews of the scientific evidence show that well-designed and well-implemented
HIV/STD prevention programs are effective in decreasing sexual risk behaviors among youth (4-7).
Specific outcomes include:

* Delaying first sexual intercourse (8-11)

* Reducing the number of sex partners (11-14)
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* Decreasing the number of times students have unprotected sex (15-17)
* Increasing condom use (15, 18, 19)

Notably, the HIV prevention programs were not shown to hasten initiation of sexual intercourse
among adolescents, even when those curricula encouraged sexually active young people to use
condoms (6, 7). In addition, effective HIV/STD prevention programs can be cost-effective. An economic
analysis of one school-based sexual risk reduction program found that for every dollar invested in the
program, $2.65 was saved in medical costs and lost productivity (20). Other studies have found similar
savings for HIV prevention programs focusing on youth who are at disproportionate risk for HIV,

including young gay and bisexual men (21, 22) and urban African American male adolescents (23).

Key Sexual Health Services (SHS)

In 2010, young people aged 13—24 accounted for 26% of all new HIV infections in the United
States (24), and nearly half of the 19 million new STD reported each year are among young people ages
15-24 (25). Many adolescents engage in sexual risk behaviors that can result in such unintended health
outcomes. For example, among U.S. high school students surveyed in 2011, almost half reported ever
having had sex. Of those sexually active in the previous 3 months, about a third did not use a condom
(26).

Preventive services provided by medical providers can have a significant impact on reducing risk
behavior and the testing and treatment of infections to help stop the spread of STD and HIV. Several
official and national guidelines for adolescent preventive care specifically include recommendations for
the provision of sexual and reproductive health services for adolescents to attend to these health
problems and to provide preventive services (27-30) including HIV testing beginning at age 13 except in

those areas with lowest prevalence and gonorrhea and Chlamydia screening of sexually active females

Program 1308 Guidance: Appendix A 80



ages 25 and younger. Guidelines for HIV and STD testing emphasize adolescents because of the
increased burden among this age group and the importance of establishing a pattern of routine testing
early in life (31-33).

Despite support for the provision of clinical preventive services for adolescents, only 38% of
adolescents have had a preventive care visit in the previous 12 months and less than one-third of
providers routinely discuss sensitive sexual health topics at these visits (34). Schools in the United
States have a critical role to play in facilitating delivery of such needed preventive services for
adolescents; schools have direct daily contact with almost 15 million students attending grades 9-12
(35) and are an appropriate venue for HIV, STD, and teen pregnancy prevention programs (36). Many
U.S. schools already have healthcare service infrastructure in place and can play an important role in
providing adolescents access to sexual health services. A recent census report indicated that 73,697
registered nurses work in schools (37) and approximately 2,000 school-based health centers (SBHCs)
serve at least one grade of adolescents (sixth grade or higher) (38). There is evidence that such
resources have some impact on increasing adolescent use of sexual health services. For instance,
adolescents in a school with a school-linked clinic and on-campus counselors had a lower pregnancy
rate than students in a comparison school (36). There is also evidence that a school-based referral
program helped school nurses connect students to adolescent-friendly community providers and
increased adolescent use of reproductive health services (contraception, STD testing, counseling),
especially among sexually active females (39).

These resources, however, may be constrained by budgets, local policies on service provision,
limited staff, and other issues. A 2008 survey of school nurses found that less than half of schools have
a full-time registered nurse on staff, and most nurses serve multiple schools. In addition, students with

exceptional medical needs—whose numbers have been increasing—take up a major proportion of
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nurses’ time. The average number of total students served per nurse is 1,151 (40). SBHCs are
somewhat limited in number and geographic location, and not all are permitted to provide on-site
testing and treatment for STDs (68%) or HIV testing (64%); about one third (60%) are prohibited from
providing contraceptive services (40).

One way to help schools meet the physical health needs of students within these constraints is
to strengthen schools’ ability to provide services or to connect students to community resources. For
these reasons, one of DASH’s key programmatic strategies is to improve schools’ capacity to increase
adolescents’ access to key preventive sexual health services via either direct provision of on-site

services or referrals to adolescent-friendly community-based health service providers.

Safe and Supportive Environments for All Students and Staff (SSE)

Two aspects of the school environment—climate and safety—are particularly important for

HIV, STD and pregnancy prevention (41). Research shows that a positive school climate and school
safety are associated with improved education and health outcomes for students (42, 43), including
students at disproportionate risk for HIV infection and other STD (44, 45). Promoting and providing a
learning environment in which all students and staff feel safe and supported is an essential function of
schools (46). Moreover, schools can implement policies, practices, and programs that target specific
elements of safety and the psycho-social climate and improve the overall school environment (47).

Three specific domains associated with safety and/or climate are the focus of the SSE approach: (1)
bullying and sexual harassment, including electronic aggression; (2) school connectedness; (3) and

* .
parent engagement in schools.

" Those adults who serve as the primary caregivers of a child’s basic needs. They include biological parents and others who
serve in this role including biological relatives such as grandparents, aunts, uncles, and siblings; and non-biologically related
adults such as adoptive, foster, or step parents.
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(1) Bullying and sexual harassment are highly prevalent in schools. About 20% of high school
students report being bullied in the previous year, and 15% report being bullied electronically
(48). Eight in 10 students (81%) experience some form of sexual harassment during their school
lives (49). However, bullying and sexual harassment prevention, such as anti-bullying policies
and staff training related to sexual harassment, are associated with improvements in school
safety (50, 51).

(2) Programs that promote students’ sense of belonging to school, or school connectedness, are
considered promising ways to improve adolescent health outcomes (52). Students who
experience a high level of school connectedness generally also report a positive school climate
(53).

(3) Increasing parent engagement in schools can help foster positive health behaviors and
outcomes among students (54). Such effects may results from improvements in school safety or
climate. For example, parental involvement may increase the effectiveness of school-based
bullying prevention (55).

In addition to increasing safety and improving psycho-social climate at the school level, we
know that these specific domains also are associated with individual-level sexual risk and HIV, other
STD, and pregnancy among adolescents.

(1) Perpetrators and victims of bullying may be more likely to have casual sex, sex under the
influence of drugs/alcohol, and sex with four or more partners compared to those students not
involved in bullying (56). Sexual harassment of female students in middle and high school has
been associated with lower self-esteem, mental health, physical health, and life satisfaction,

and higher levels of substance abuse compared to their peers who had not been sexually
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harassed (57). Bullying perpetration is also associated with sexual violence perpetration over

time (58).

(2) School connectedness has been identified as a protective factor for adolescent sexual and
reproductive health (59). For example adolescents who feel connected to their school are less
likely to initiate sexual activity (60) or initiate sexual activity at an early age (59).

(3) Parental factors, including the quality of parents’ communication and overall relationship with
their adolescents, parenting styles, expectations, and level of supervision are associated with
their adolescent’s likelihood of engaging in risk behaviors, such as early sexual initiation, and
health outcomes, including STl acquisition (59, 61). Parent engagement in school may include
parent participation in school-based programs that promote positive parenting practices and
reduce adolescent sexual risk (62).

Finally, in addition having direct effects of adolescent sexual risk, a safe and supportive school
environment can decrease the likelihood that student become involved in substance abuse, violence,
and other problem behaviors (42, 63, 64) that are associated with HIV and STD risk (65, 66). Given both
direct and indirect effects of the school environment on adolescent sexual risk, addressing the school

environments holds promise as a school-based HIV/STD prevention approach.

Youth at Disproportionate Risk (YDR)

Young people who share certain demographic characteristics are disproportionately affected by
HIV infection and other STD. Black and Latino young men who have sex with men (YMSM), homeless
youth, and youth enrolled in alternative schools are affected at particularly high rates.

Regardless of income level, black and Latino adolescents are disproportionately affected by HIV

infection and other STD and have higher rates of pregnancy than white adolescents. Although blacks
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accounted for 15% of all adolescents aged 13—19 in the United States in 2010, they received 69% of all
diagnoses of HIV infection among adolescents. Also in 2010, more Hispanic/Latino adolescents were
diagnosed with HIV infection than white adolescents even though there are nearly three times as many
white adolescents as Hispanic/Latino adolescents living in the United States (67).

Among adolescent males aged 13—-19 years, approximately 91% of diagnosed HIV infections in
2010 were among YMSM (68). Youth who identify as lesbian, gay, bisexual, or transgender (LGBT) are
more likely than their heterosexual peers to engage in sexual risk-taking behaviors, including earlier
age at first sexual intercourse, more lifetime and recent sex partners, and drinking alcohol or using
other drugs prior to last sexual intercourse; and are less likely to use a condom during intercourse (69,
70). Additionally, LGBT students are frequently bullied and harassed and are more likely than
heterosexual students to experience a higher prevalence of dating violence and forced sexual
intercourse (71). LGBT youth are more likely to have suicidal thoughts or attempts, personal safety
issues, and lower academic achievement than their heterosexual peers (69, 72).

Homeless youth are a vulnerable population with high rates of sexual risk-taking behaviors,
substance use, and mental health problems. It is estimated that 1.5 to 2 million youths per year are
homeless or have run away from home (73). Homeless youth are highly likely to experience early
sexual debut, have multiple sex partners, engage in unprotected sexual intercourse, and use alcohol or
other drugs prior to sex, resulting in a high risk of acquiring HIV (74, 75). Further, homeless youth are
disproportionately likely to be sexual minority youth. Although there are no national data available on
HIV among homeless youth, community studies have demonstrated a higher sero-prevalence among
homeless youth than among the general US youth population (76). Some homeless youth may be at
additional risk because of a history of childhood sexual abuse and a lack of connectedness to trusted

adults and family (75).

Program 1308 Guidance: Appendix A 85



Students in alternative school settings are more likely than students in mainstream schools to
engage in sexual risk-taking behaviors. Students in alternative high schools are nearly twice as likely to
report ever having sexual intercourse, compared with students in mainstream high schools, and are
three times as likely to report having four or more sexual partners during their lifetime (15, 77). Among
students who are sexually active, alternative school students are less likely to have used a condom
during sexual intercourse and are nearly twice as likely to use alcohol or drugs prior to sexual
intercourse compared to mainstream high school students (78). This pattern of sexual behavior
contributes to a greater risk for HIV infection, other STD, and unintended pregnancy.

Given the disproportionate risk faced by these subpopulations of youth, DASH has asked sites
to develop or strengthen efforts for addressing the needs of LGBT youth, homeless youth, or youth in
alternative school settings in one of the FOA strategy areas. YDR may belong to several groups
associated with heightened risk, and school policies, programs, and practices tailored to them help to
assure that every student has access to education, skills-building, services, and environments that
reduce their sexual risk. Such access helps to reduce stigma and may increase the likelihood that
otherwise marginalized youth stay in school. Sites should choose specific evidence-informed practices
on the basis of their particular needs, but might include strategies such as identifying LGBT-friendly
health providers; developing guidance to link homeless students to necessary health and social
services; and implementing evidence-based interventions that have been designed for use in

alternative school settings, such as All4You! (15).
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