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Introduction 

 

Foreword 

The American Academy of Pediatrics (AAP) is a membership organization representing 67,000 pediatricians 
and pediatric subspecialists that is committed to the optimal physical, mental, and social health and well-
being for all, infants, children, adolescents, and young adults. AAP develops and disseminates policies 
designed to achieve this. Special attention is focused on issues that leave some children more vulnerable than 
others. In recent years, AAP has officially recognized racism as a core social determinant of health and a driver 
of health inequities. It has also acknowledged its own history of bias and racist attitudes. In an effort to achieve 
health equity and actualize its goals to become an equitable, diverse, and inclusive organization, AAP set forth 
an equity agenda in 2020 to promote a diverse Academy membership, leadership and pediatric workforce; 
apply an equity lens to Academy policy, advocacy, and education; and equip AAP members with the capacity to 
foster equity in their practices, institutions, and communities.  

The Academy’s commitment to equity, diversity, and inclusion is advanced through its programs. With 
generous support from the Collaborative for Gender and Reproductive Equity (CGRE), AAP engaged 
collaborators with lived experiences or who serve communities that are historically under-resourced  including 
adolescents, federal agencies, community organizations, academic researchers, and legal experts to create a 
resource that supports pediatric health clinicians, community leaders, and public health professionals in 
identifying strategies and key partnerships to expand equitable access to reproductive health care, including 
comprehensive sex education, contraception, and abortion for all youth. During each project phase, AAP 
engaged collaborators with lived experiences or who serve under-resourced communities, including 
adolescents, federal agencies, community organizations, academic researchers, and legal experts.   

Project approach 

At the beginning of the project, AAP launched an initiative to engage with key collaborators to discuss and 
inform a published resource on the ramifications of expanded bans and limitations on access to sexual and 
reproductive health services, including comprehensive sex education, contraception, and abortion, for 
adolescents, families, pediatric health clinicians, and communities.  

Collaborators with lived experiences, areas of specialized studies, and professional positions in sexual and 
reproductive health were identified and meaningfully engaged to serve as planning committee members, 
presenters, and participants in all phases of the project. This includes adolescents as well as academic 
researchers, legal experts, and representatives from federal agencies and community organizations.  

First, AAP hosted a series of listening sessions focused on the current landscape of youth access to sexual and 
reproductive health care services and the impact of bans and limitations to access to care. Collaborators shared 
their perspectives, which resulted in the key themes incorporated into the agenda of a larger virtual summit. 
These collaborators, in addition to other identified experts, served as panelists, presenters, and participants.  

During the 2021 Youth Summit on Youth Access to Reproductive Health Care, youth participated in conversations 
with clinical, community, and academic leaders to examine the importance of equitable access to sexual and 
reproductive health care, describe barriers to accessing comprehensive sex education, contraception, and 
abortion services, and share solutions that support and expand youth access to reproductive health care.  

https://publications.aap.org/pediatrics/article/144/2/e20191765/38466/The-Impact-of-Racism-on-Child-and-Adolescent
https://publications.aap.org/pediatrics/article/146/3/e2020019794/36677/Truth-Reconciliation-and-Transformation-Continuing
https://www.aap.org/en/about-the-aap/american-academy-of-pediatrics-equity-and-inclusion-efforts/aap-equity-agenda/
https://downloads.aap.org/DOCHW/CGRE_ExecutiveSummary.pdf
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After the Summit, two focus meetings – one with youth from communities that are underrepresented and one 
with those who deliver sexual and reproductive health services to youth from communities that are 
underrepresented – explored the added barriers experienced by youth who are historically disenfranchised 
and underserved by comprehensive sex education, contraception, and abortion services. Special 
considerations for how clinicians and public health professionals can support and expand equitable 
reproductive health care access were examined.  

Meaningfully engaging individuals who have been historically disenfranchised and/or adversely impacted by 
the issues being addressed is considered a best practice in equity-centered work. Elevating the perspectives of 
those directly impacted by our policies is one important way to create policy and systems changes that benefit 
the communities we are aiming to serve.  

Key Terminology 

For the purposes of this resource:  
 

• The words “people” and “pregnant people” are generally used to describe individuals who are 
accessing sexual and reproductive health services, including comprehensive sex education, 
contraception, and abortion. The terms were chosen because they are inclusive to all people who 
access the full spectrum of health services, including cisgender women, cisgender men, people who 
identify as non-binary, and people who identify as transgender.  Sometimes the word “women” is used 
when describing specific research or data that use that term to describe their study population.   

• References to the term “pediatric  health clinicians” are intended to include all health clinicians who 
provide sexual and reproductive health care to youth and young adults, including (but not limited to) 
pediatricians, pediatric medical subspecialists, pediatric surgical subspecialists, pharmacists, family 
physicians, obstetricians, gynecologists, subspecialists, mental and behavioral health professionals, 
nurses, nurse practitioners, physician assistants, medical assistants, school nurses, and any other 
clinician who provides health care to youth. 

• Use of the terms “under resourced” and “underrepresented” when describing a population or 
community (eg, racial, religious, or cultural group) refers to a population or community whose access 
to institutional and structural power has been severely limited regardless of its relative population 
size. 

• References to the term “parent/caregiver” are meant to include anyone who serves in a parental role 
in a young person’s life, including, but not limited to, adoptive parents, biological parents, foster 
parents, grandparents, stepparents, and guardians.  

• References to “youth” and/or “young people” are meant to include all adolescents and young adults 
from 11 to 25 years in age.   

• The phrase “Reproductive Justice” can be defined as the human right to maintain bodily autonomy, 
have children, not have children, and parent the children we have in safe and sustainable 
communities.i  

• Use of the term “Reproductive Health Care” encompasses comprehensive sexual education, 
contraception, and abortion.  

• The use of the acronym “LGBTQ2S+” stands for lesbian, gay, bisexual, transgender, queer, two-spirit, 
and attempts to define individuals that do not experience the same power and privilege as individuals 
who are heterosexual and/or cisgender. 

• References to youth with disabilities is referring to youth physical disabilities, intellectual disabilities, 
learning disabilities, chronic medical conditions, and/or autism. It’s important to note that every 
individual’s spectrum of ability ranges and each’s unique needs be considered when developing 

https://www.sistersong.net/reproductive-justice
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strategies that supports and expands an individual’s access sexual and reproductive health care. 

 
Perspective: Yael Benvenuto Ladin, Youth activist  

Think about the last time you needed reproductive healthcare: where you were, who you were with, and why you sought 
care. Did you get what you needed? How far did you travel? How much did it cost to get there and to pay for your care? 
How did you figure out where to go and what to ask for? Did you expect to be listened to, treated with respect? Did you 
have to hide that you sought care? For many of us, these concerns are not restricted by age, and for youth, especially, 
encountering these hurdles can be overwhelming. Young people are so much more likely to be in the dark about critical 
and urgent issues: bodily processes, available and appropriate care, where it can be found, and how to ask for it. For youth 
of color, queer and trans youth, young people from rural communities and facing economic injustice and inequity, the fear, 
barriers, and risks involved in seeking out reproductive healthcare are compounded. This is what compels me to advocate 
and provide support for youth access.  

As a young person advocating for youth access to reproductive healthcare, I have a message for you. We need you, allies, 
and we appreciate you so much. We also know what we need, what we deserve, and how we want to get there. We have 
skills, energy, and power. Young people are the experts on youth experience, we know the barriers we face and how it feels 
to come up against them. Listening to our contributions and uplifting them is recognizing that you have the ability to do 
what many others do not: take us seriously. These issues are critical– we are fighting for our autonomy, our right to safe, 
comprehensive, trauma-informed care and our right to education. You– the pediatrician, the youth advocate, the public 
health professional, the policy maker– can take our words, our work, and our vision for youth access to sexual and 
reproductive healthcare into spaces that reject and overlook us.  

Perspective: Krishna Upadhya MD MPH FAAP  

Adolescents and young adults need access to developmentally appropriate sexual and reproductive health care and 
information in order to achieve optimal health. As all pediatricians know, the onset of romantic relationships and sexual 
experience are developmentally expected during adolescence. Having the skills and support needed to navigate these 
milestones sets the foundation for a key aspect of adulthood. Comprehensive sex education and services including 
contraception, prevention and treatment of sexually transmitted infections, and pregnancy care, including abortion, 
support healthy adolescent development and have benefits to communities and society that are well documented around 
the globe. Those of us who work with young people also have many, rich anecdotal experiences to validate the data in 
personal terms. 

Unfortunately, it is also very clear that too many people in the United States face unnecessary and unacceptable barriers to 
the sexual health information and services they need to be healthy. And while 2022 is a particularly acute inflection point 
for access, especially to abortion care, threats and barriers to this care and information have existed for decades. The 
barriers have also harmed some people more than others, with adolescents, people in historically disenfranchised and 
underserved racial groups and those with low incomes particularly impacted. Policies and practices restricting access to 
abortion and other sexual and reproductive health care and information are significant contributors to the poor 
reproductive health outcomes reflected in our national data:  why maternal and infant mortality in the US occur at much 
higher rates than in other high income countries; why women who are Black are more than 4 times as likely to suffer 
maternal mortality than white women; and why young people account for almost 50% percent of sexually transmitted 
infections even though they only represent 25% of the sexually active population.  

Pediatric health clinicians who work with families and young people are critical to changing the trajectory, improving 
sexual and reproductive health outcomes and advancing health equity. Pediatricians impact patients and their families 
directly with their care, provide subject matter expertise to schools and community organizations, and also can be 

https://www.healthypeople.gov/2020/leading-health-indicators/2020-lhi-topics/Reproductive-and-Sexual-Health
https://www.jahonline.org/article/S1054-139X(20)30456-0/fulltext
https://www.guttmacher.org/report/adding-it-up-investing-in-sexual-reproductive-health-2019
https://www.guttmacher.org/infographic/2021/us-states-have-enacted-1336-abortion-restrictions-roe-v-wade-was-decided-1973
https://data.oecd.org/healthstat/infant-mortality-rates.htm
https://data.oecd.org/healthstat/infant-mortality-rates.htm
https://www.cdc.gov/nchs/data/hestat/maternal-mortality-2021/maternal-mortality-2021.htm#:%7E:text=In%202019%2C%20754%20women%20were,(17.4)%20(Table)
https://www.cdc.gov/std/life-stages-populations/adolescents-youngadults.htm#:%7E:text=While%20sexually%20transmitted%20diseases%20(STDs,the%20United%20States%20in%202018
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powerful advocates with policy makers. As we think about what we can do to make change we must keep at the center 
what those who have experienced the greatest harms and barriers, including our young people, have been speaking up 
about and advocating for. Access to sexual and reproductive health care is essential because everyone should have the 
freedom and power to control their own body, decisions, and lives. Thank you for taking the time to engage with this 
resource and for doing what you can to ensure that all people can access the care and information they need to be their 
healthiest selves.  
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A call to action 

Equitable access to comprehensive sex education, contraception, and abortion is a critical component of 
adolescent health. Pediatric health clinicians play an important role in supporting and expanding access to 
sexual and reproductive health care for all adolescents and young adults:  

• Education: Educating self, colleagues, and other key partners about local/state laws on access to care, 
institutional policies surrounding delivery of care services, and identification of sexual and 
reproductive health organizations in the community for collaboration and referral opportunities. 

• Promotion: Speaking out on the importance of equitable access to sexual and reproductive health 
care for youth, and educating patients and their families about sexual health, reproductive health, 
contraception, pregnancy options, abortion, and other related health services.  

• Primary Prevention: Providing direct prevention interventions to support sexual and reproductive 
health of youth in clinical and community settings. Examples include addressing sextually transmitted 
infection (STI) and pregnancy prevention as a part of clinical services, talking with patients about 
healthy relationships, communication, and consent, talking with parents or caregivers of children and 
adolescents about having healthy discussions about puberty and sexuality with youth, providing 
options counseling to pregnant patients, combating misinformation about sexual health, speaking 
out against stigma, and raising awareness about the importance of sexual and reproductive health. 

• Advocacy: Promoting policy priorities that impact your community, such as increasing access to 
affordable, effective, evidence-based sexual and reproductive health services, fostering healthy sexual 
development for youth and young adults, increasing payment and insurance coverage, building the 
sexual and reproductive health workforce, and developing the evidence base to address disparities. 
More information can be found in the Policy Priorities for Promoting Youth Access to Sexual and 
Reproductive Health Care. 

• Partnerships: Collaborating with key partners, including but not limited to youth, families, schools, 
youth-serving organizations, school-based health clinics, and mobile clinic providers expands youth 
access to reproductive health care services and resources.  
 
 
 

Note: This resource is designed to support pediatric health clinicians and other youth advocates in supporting 
and expanding access to sexual and reproductive health care for all youth while also supporting the inclusion 
of reproductive justice in pediatric care.  It is a dynamic document that is meant to provide information that is 
current, accurate and easy to understand. As a consumer of this resource, you may bring lived experiences, 
areas of specialized studies, professional positions, and/or passion to this space and are therefore a valuable 
partner in this work. If, while engaging with this resource, you notice an outdated link or a missing resource or 
tool, please complete this form and your request will be reviewed by AAP staff.  

 

 

 

 

 

 

https://pubmed.ncbi.nlm.nih.gov/34542563/
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The importance of equitable access to sexual and reproductive health services for youth 

Sexual and reproductive health care is a critical component of adolescent health.  
 
Comprehensive, confidential, and accessible sexual and reproductive health care is a cornerstone of a young 
person’s health and well-being. All youth are entitled to have access to information and sexual and 
reproductive health services that are: available in adequate numbers, accessible physically and economically, 
accessible without discrimination, medically accurate, and culturally appropriate. 
 
Enabling young people to make informed and autonomous decisions about their sexuality and reproductive 
health is critical for fulfilling their human rights and enables self-management of care. 
 
Pediatric health clinicians play a critical role in supporting youth to make informed decisions about their 
health, and to delivering or linking young people to the sexual and reproductive health care services they need. 
Because of this, the AAP has long advanced policy, care guidelines, and advocacy priorities that reflect the 
importance of fostering sexual health and well-being at all developmental stages.  

Even so, access to such essential care is severely limited for many young people nationwide. Longstanding 
systemic inequities impact the ability of many to access sexual and reproductive health services, a crisis that is 
exacerbated by an increase in legislation to further restrict access.  

Access to reproductive health care is a health equity issue. 
 
Efforts are needed to address disparities in youth access to sexual and reproductive health services. Many 
populations have traditionally experienced added barriers when accessing comprehensive sex education, 
contraception, and abortion. 
 
Clinical efforts to support and expand access to sexual and reproductive health care are needed to provide 
comprehensive, effective, and culturally appropriate care to youth populations, including (but not limited to): 

• Youth who are Black and Hispanic. 
• Youth who are Indigenous and American Indian/Alaska Native. 
• Youth who are Asian-American and Pacific Islander. 
• Youth who are Immigrant. 
• Youth who identify as lesbian, gay, bisexual, transgender, queer, or two-spirit (LGBTQ2S+), non-

binary, asexual, and intersex. 
• Youth in rural and medically underserved areas. 
• Youth involved with the child welfare system or those who have experienced family disruption. 
• Youth involved with the juvenile justice system. 
• Youth who are undocumented.  
• Youth with special health care needs, including youth with developmental disabilities. 
• Youth who live in states that require parental involvement in sexual and reproductive health 

decisions, including abortion. 

Note: There are not inherent or generic physiologic differences that lead to disparities in sexual and 
reproductive health care outcomes. Rather, youth may experience discrimination or long-standing health, 
social, or systemic inequities that may impact their development and access to reproductive health care 
services, like comprehensive sex education, contraception, and abortion.  

https://www.advocatesforyouth.org/wp-content/uploads/storage/advfy/documents/fsyouthcolor.pdf
https://www.americanprogress.org/article/american-indian-alaska-native-maternal-infant-mortality-challenges-opportunities/
https://www.cdc.gov/nchhstp/healthdisparities/americanindians.html
https://www.napawf.org/our-work/content/2021/5/27/visibility-voice-vision-asian-american-and-pacific-islander-reproductive-justice-agenda
https://allaboveall.org/campaign/immigrant-justice/
https://transequality.org/sites/default/files/docs/usts/USTS-Executive-Summary-Dec17.pdf
https://www.acog.org/clinical/clinical-guidance/committee-opinion/articles/2014/02/health-disparities-in-rural-women
https://link.springer.com/article/10.1007/s13178-020-00519-w
https://www.healthyteennetwork.org/resources/position-statement-srh-system-involved-youth/
https://www.commonwealthfund.org/publications/issue-briefs/2018/nov/immigrant-womens-access-sexual-reproductive-health-coverage
https://amchp.org/disability-reproductive-health-its-time-to-talk-about-it/
https://pubmed.ncbi.nlm.nih.gov/29846252/
https://www.advocatesforyouth.org/resources/fact-sheets/abortion-and-parental-involvement-laws/
https://publications.aap.org/pediatrics/article/doi/10.1542/peds.2022-057998/186963/Eliminating-Race-Based-Medicine
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Systemic inequities that impact access to reproductive health care services include: 

• Racism. 
• Homophobia or transphobia. 
• Economic inequities, including being under-insured or having no health insurance. 
• Under-resourced schools. 
• Medically underserved areas. 
• Sexism. 
• Lack of school and community-based reproductive health education. 
• State legislation that prevents access to local reproductive health providers.  

 
Pediatric health clinicians can promote health equity in adolescent sexual and reproductive health care: 

• AAP policy states that pediatric health clinicians should be trained to understand and address the 
impact of systemic racism and discrimination on health. 

• Youth and family experiences with systemic discrimination should be incorporated into clinical history 
taking and counseling discussions. 

• Pediatric health clinicians should consider discussing topics such as sexual orientation and gender 
identity in a way that includes non-judgmental listening and promotes inclusion. 

 
Universal screening can support equity in youth access to sexual and reproductive health care: 

• Universal screening helps ensure that specific questions to address the sexual and reproductive health 
care needs are asked of all patients, not just those deemed by the pediatric health clinician to be in-
need or at high-risk for these services. 

• AAP policy states that pediatric health clinicians should use sexual and reproductive health care 
related interventions that are patient-centered and focus on the emotional, intellectual, physical and 
social aspects of a young person’s sexual and reproductive health, and address physical, social, and/or 
emotional challenges. 

• AAP recommends that pediatric health clinicians provide confidential time during health 
maintenance visits to discuss sexuality, sexual health promotion, and risk reduction. 

 
Pediatric health clinicians can address disparities by discussing cultural considerations when providing 
reproductive health services. Specific strategies include: 

• Ensuring all care comprehensive, patient-centered, and is delivered with a reproductive justice lens 
and following best practices in trauma-informed care. 

• Remembering that any decision a young person makes may be rooted in strongly held beliefs that 
vary across culture, religion, and individual values. 

• Reaching out to and engaging members of the community when developing office protocols and 
patient care resources. 

• Recognizing that health care tends to be heteronormative/cisgender-normative in focus and working 
to use inclusive language and avoid assumptions about identity or behavior. 

• Asking about a young person’s goals related to sexual health, relationships, and parenting and 
framing all care accordingly. 

• Integrating reproductive health into the life course approach to health, to be clear that sexual and 
reproductive health is part of overall health, and not something separate. 

• Beginning developmentally-appropriate reproductive health conversations at a young age and 
continuing them throughout childhood and adolescence. 

https://publications.aap.org/pediatrics/article/144/2/e20191765/38466/The-Impact-of-Racism-on-Child-and-Adolescent
https://journals.sagepub.com/doi/10.1177/1557988319864775
https://pubmed.ncbi.nlm.nih.gov/30666699/
https://www.guttmacher.org/fact-sheet/sex-education#:%7E:text=There%20are%20currently%20two%20federal,Responsibility%20Education%20Program%20(PREP).
https://capitol.texas.gov/tlodocs/87R/billtext/pdf/SB00008F.pdf
https://publications.aap.org/pediatrics/article/144/2/e20191765/38466/The-Impact-of-Racism-on-Child-and-Adolescent
https://mnmed.ispringcloud.com/acc/Rejv5S4zMjI4Ng/s/32286-65xA5-APsK5-7sMBn
https://mnmed.ispringcloud.com/acc/Rejv5S4zMjI4Ng/s/32286-65xA5-APsK5-7sMBn
https://www.adolescenthealth.org/Training-and-CME/Adolescent-Medicine-Resident-Curriculum/SAHM-Lecture-Series-Beyond-the-Basics-Adolescent-M.aspx
https://www.aap.org/en/news-room/campaigns-and-toolkits/adolescent-health-care/
https://www.aap.org/en/patient-care/adolescent-sexual-health/adolescent-sexual-health-aap-policy-statements/
https://www.ahrq.gov/ncepcr/tools/pcmh/index.html
https://brightfutures.aap.org/Bright%20Futures%20Documents/BF4_Introduction.pdf
https://www.sistersong.net/reproductive-justice
https://pediatrics.aappublications.org/content/148/2/e2021052579#sec-22
https://brightfutures.aap.org/Bright%20Futures%20Documents/BF4_Introduction.pdf
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• Reflecting upon cultural differences and ensuring all services are provided in a way that centers the 
patient’s needs, feelings, and experiences. 

• Respecting that patients may have different levels of health literacy and meeting them where they 
are, both physically where they are (eg, offering care in the community, vs an office), but also in 
language (eg, not over-medicalizing visits). 

• Integrating methods to engage and educate parents/caregivers to serve as champions and supporters 
of their child’s sexual and reproductive health. 

• Provide assurances of confidentiality and establish limits of confidentiality by clarifying state and/or 
institutional laws and limits of confidentiality, including how it will be maintained throughout the 
billing process. 

 
Pediatric health clinicians can build a welcoming practice to serve all patients by: 

• Focusing on the safe, stable, and nurturing relationships that surround each youth. These 
relationships buffer adversity and build resilience.  

• Encouraging clinicians and staff to recognize and reflect on their own biases and work to prevent 
these biases from impacting care delivery. 

• Using inclusive language and imagery in signage, materials, and office art. 
• Asking patients about their names and pronouns and using them consistently during clinical visits. 
• Using respectful language when interacting with patients and families. 
• Utilizing translation services, interpreters, and assistive technology to support accessible written, 

electronic, and verbal communication. 
• Providing opportunities for confidential discussions.  

 
Equitable access to sexual and reproductive health services for youth is important 

All adolescents deserve access to comprehensive sexual and reproductive health care. 
 
Youth advocates play a critical role in supporting a young person’s ability to make informed and autonomous 
decisions about their sexuality and reproductive health is critical for fulfilling their human rights and self-
manage their own health care.  
 
 

 

 

 

 

 

 

 

 

 

https://publications.aap.org/pediatrics/article/148/2/e2021052582/179805/Preventing-Childhood-Toxic-Stress-Partnering-With
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The importance of access to comprehensive sex education  
 
Comprehensive sex education is a critical component of sexual and reproductive health care. 

Developing a healthy sexuality is a core developmental milestone for child and adolescent health.  

To achieve this milestone, youth need developmentally appropriate information about their sexuality and how 
it relates to their bodies, community, culture, society, mental health, and relationships with family, peers, and 
romantic partners.   

Education about sex and sexuality can be taught in schools, families, and clinical and community care settings. 
To best meet the needs of children and adolescents, it is important that this education is comprehensive.  

AAP supports broad access to comprehensive sex education, wherein all children and adolescents have access 
to developmentally appropriate, evidence-based education that provides the knowledge they need to: 

• Develop a safe and positive view of sexuality. 
• Build healthy relationships. 
• Make informed, safe, positive choices about their sexuality and sexual health. 

Defining comprehensive sex education  

Comprehensive sex education involves teaching about all aspects of human sexuality, including: 
• Anatomy. 
• Consent.  
• Cyber solicitation/bullying. 
• Healthy sexual development. 
• Body image. 
• Sexual orientation. 
• Gender identity. 
• Pleasure from sex.  
• Sexual abuse. 
• Sexual behavior. 
• Sexual reproduction. 
• Sexually transmitted infections (STIs). 
• Abstinence. 
• Contraception. 
• Interpersonal relationships. 
• Reproductive coercion.  
• Reproductive rights. 
• Reproductive responsibilities. 

Comprehensive sex education programs have several common elements: 
• Utilize evidence-based, medically accurate curriculum that can be adapted for youth with disabilities. 
• Employ developmentally appropriate information, learning strategies, teaching methods, and 

materials. 
• Provide basic functional knowledge around 6 key topics: 

https://pubmed.ncbi.nlm.nih.gov/20810379/
https://publications.aap.org/pediatrics/article/138/2/e20161348/52508/Sexuality-Education-for-Children-and-Adolescents
https://publications.aap.org/pediatrics/article/138/2/e20161348/52508/Sexuality-Education-for-Children-and-Adolescents
https://siecus.org/resources/the-guidelines/
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o Human development, including anatomy, puberty, body image, sexual orientation, and 
gender identity. 

o Relationships, including families, peers, dating, marriage, and raising children. 
o Personal skills, including values, decision making, communication, assertiveness, 

negotiation, and help-seeking. 
o Sexual behavior, including abstinence, masturbation, shared sexual behavior, pleasure from 

sex, and sexual dysfunction across the lifespan. 
o Sexual health, including contraception, pregnancy, prenatal care, abortion, STIs, HIV and 

AIDS, sexual abuse, assault, and violence. 
o Society and culture, including gender roles, diversity, and the intersection of sexuality and 

the law, religion, media, and the arts. 
• Create an opportunity for youth to question, explore, and assess both personal and societal attitudes 

around gender and sexuality. 
• Focus on personal practices, skills, and behaviors for healthy relationships, including an explicit focus 

on communication, consent, refusal skills/accepting rejection, violence prevention, personal safety, 
decision making, and bystander intervention. 

• Help youth exercise responsibility in sexual relationships. 
• Include information on how to come forward if a student is being sexually abused.  
• Address education from a trauma-informed, culturally responsive approach that bridges mental, 

emotional, and relational health. 

Comprehensive sex education should occur across the developmental spectrum, beginning at early ages and 
continuing throughout childhood and adolescence:  

• Sex education is most effective when it begins before the initiation of sexual activity. 
• Young children can understand concepts related to bodies, gender, and relationships. 
• Sex education programs should build an early foundation and scaffold learning with developmentally 

appropriate content across grade levels. 
• AAP Policy outlines considerations for providing developmentally appropriate sex education 

throughout early childhood, middle childhood, adolescence, and young adulthood. 
 

Most adolescents report receiving some type of formal sex education before age 18. While sex education is 
typically associated with schools, comprehensive sex education can be delivered in several complementary 
settings: 

• Schools: 
o Schools can implement comprehensive sex education curriculum across all grade levels 
o The Sexuality Information and Education Council of the United States (SIECUS) provides 

guidelines for providing developmentally appropriate comprehensive sex education across 
grades K-12. 

• Clinical practice:  
o Pediatric health clinicians and other health care providers are uniquely positioned to provide 

longitudinal sex education to children, adolescents, and young adults. 
o Bright Futures: Guidelines for Health Supervision of Infants, Children, and Adolescents 

outlines clinical considerations for providing comprehensive sex education at all 
developmental stages, as a part of preventive health care. 

• Community or faith-based organizations:  
o Research suggests that community-based organizations should be included as a source for 

comprehensive sexual health promotion.  

https://www.jahonline.org/article/S1054-139X(20)30456-0/fulltext
https://www.jahonline.org/article/S1054-139X(20)30456-0/fulltext
https://publications.aap.org/pediatrics/article/138/2/e20161348/52508/Sexuality-Education-for-Children-and-Adolescents
https://www.cdc.gov/nchs/products/databriefs/db44.htm#:%7E:text=of%20birth%20control-,What%20percentage%20of%20teenagers%20received%20formal%20sex%20education%3F,teenagers)%20(Figure%201).
https://siecus.org/resources/the-guidelines/
https://brightfutures.aap.org/Bright%20Futures%20Documents/BF4_HealthySexuality.pdf
https://pubmed.ncbi.nlm.nih.gov/21730196/
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o Faith-based communities have developed sex education curricula for their congregations or 
local chapters that emphasize the moral and ethical aspects of sexuality and decision-
making.  

• At Home: 
o Parents and caregivers can serve as the primary sex educators for their children, by teaching 

fundamental lessons about bodies, development, gender, and relationships. 
o Many factors impact the sex education that youth receive at home, including parent/caregiver 

knowledge, skills, comfort, culture, beliefs, and social norms. 
• Online 

o Virtual sex education can take away feelings of embarrassment or stigma and can allow for 
more youth to access high quality sex education.  

Benefits of comprehensive sex education 

Comprehensive sex education provides children and adolescents with the information that they need to: 
• Understand their body, gender identity, and sexuality. 
• Build and maintain healthy and safe relationships. 
• Engage in healthy communication and decision-making around sex. 
• Practice healthy sexual behavior. 
• Understand and access care to support their sexual and reproductive health. 

Comprehensive sex education programs have demonstrated success in reducing rates of sexual activity, sexual 
risk behaviors, STIs, and adolescent pregnancy and delaying sexual activity. Many systematic reviews of the 
literature have indicated that comprehensive sex education promotes healthy sexual behaviors: 

• Reduced sexual activity. 
• Reduced number of sexual partners. 
• Reduced frequency of unprotected sex. 
• Increased condom use. 
• Increased contraceptive use. 

However, comprehensive sex education curriculum goes beyond risk-reduction, by covering a broader range of 
content that has been shown to support social-emotional learning, positive communication skills, and 
development of healthy relationships.  

A 2021 review of the literature found that comprehensive sex education programs that use a positive, 
affirming, and inclusive approach to human sexuality are associated with concrete benefits across 5 key 
domains: 

Benefits of comprehensive sex education programs 
 

Appreciation of Gender and Sexual 
Diversity 

Lower rates of homophobia. 

Reductions in homophobic bullying. 

Expanded understanding of gender and gender norms. 

Recognition of gender equity, rights, and social justice. 
  

Improved knowledge, attitudes, and reporting of DV and IPV. 

https://www.guttmacher.org/gpr/2008/02/matter-faith-support-comprehensive-sex-education-among-faith-based-organizations
https://www.uua.org/re/owl
https://www.plannedparenthood.org/planned-parenthood-illinois/blog/breaking-barriers-with-virtual-sex-ed
https://pubmed.ncbi.nlm.nih.gov/22341164/
https://www.sciencedirect.com/science/article/pii/S0749379711009068?via%3Dihub
https://www.tandfonline.com/doi/abs/10.1080/17437199.2016.1240625?journalCode=rhpr20
https://www.tandfonline.com/doi/abs/10.1080/17437199.2016.1240625?journalCode=rhpr20
https://www.cdc.gov/healthyyouth/data/profiles/pdf/2018/CDC-Profiles-2018.pdf
https://www.jahonline.org/article/S1054-139X(20)30456-0/fulltext
https://www.jahonline.org/article/S1054-139X(20)30456-0/fulltext
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Prevention of Dating Violence (DV) and 
Intimate Partner Violence (IPV) 

Decreased rates of DV and IPV. 

Increased bystander intention and behaviors. 
  

Healthy Relationships 
Increased knowledge, attitudes, and skills. 

Improved communication skills and intentions. 
  

Prevention of Child Sex Abuse 
Improved knowledge, attitudes, skills, and social-emotional 
outcomes related to personal safety and touch. 

Improved disclosure skills. 
  

Other Benefits 
Social emotional learning. 

Media literacy. 

 

Adolescents need equitable access to comprehensive sex education 

When children and adolescents lack access to comprehensive sex education, they do not get the information 
they need to make informed, healthy decisions about their lives, relationships, and behaviors.  

Several trends in sexual health in the US highlight the need for comprehensive sex education for all youth. 

Education about condom and contraceptive use is needed: 
• 55% of US high school students report having sexual intercourse by age 18. 
• Self-reported condom use has decreased significantly among high school students. 
• Only 9% of sexually active high school students report using both a condom for STI-prevention and a 

more effective form of birth control to prevent pregnancy. 

STI prevention is needed: 
• Adolescents and young adults are disproportionately impacted by STIs. 
• Cases of chlamydia, gonorrhea, and syphilis are rising rapidly among young people. 
• When left untreated, these infections can lead to infertility, adverse pregnancy and birth outcomes, 

and increased risk of acquiring new STIs. 
• Youth need comprehensive, unbiased information about STI prevention, including human 

papillomavirus (HPV). 

Continued prevention of unintended pregnancy is needed: 
• Overall US birth rates among adolescent mothers have declined over the last 3 decades. 
• There are significant geographic disparities in adolescent pregnancy rates, with higher rates of 

pregnancy in rural counties and in southern and southwestern states. 
• Social drivers of health and systemic inequities have caused racial and ethnic disparities in adolescent 

pregnancy rates. 
• Eliminating disparities in adolescent pregnancy and birth rates can increase health equity, improve 

health and life outcomes, and reduce the economic impact of adolescent parenting. 

Misinformation about sexual health is easily available online: 

https://www.cdc.gov/nchs/pressroom/nchs_press_releases/2017/201706_NSFG.htm#:%7E:text=For%20Immediate%20Release%3A%20June%2022%2C%202017&text=An%20estimated%2055%25%20of%20male,for%20Health%20Statistics%20(NCHS).
https://www.cdc.gov/healthyyouth/data/yrbs/pdf/trendsreport.pdf
https://www.cdc.gov/mmwr/volumes/69/su/su6901a2.htm
https://www.cdc.gov/mmwr/volumes/69/su/su6901a2.htm
https://www.cdc.gov/std/life-stages-populations/adolescents-youngadults.htm#:%7E:text=While%20sexually%20transmitted%20diseases%20(STDs,the%20United%20States%20in%202018.
https://www.cdc.gov/std/statistics/2019/default.htm
https://www.who.int/news-room/fact-sheets/detail/sexually-transmitted-infections-(stis)
https://www.healthychildren.org/English/safety-prevention/immunizations/Pages/Are-Your-Kids-Protected-from-Cancer-Caused-by-HPV.aspx
https://www.healthychildren.org/English/safety-prevention/immunizations/Pages/Are-Your-Kids-Protected-from-Cancer-Caused-by-HPV.aspx
https://www.cdc.gov/teenpregnancy/about/index.htm#:%7E:text=The%20US%20teen%20birth%20rate,decrease%20of%204%25%20from%202018.
https://www.cdc.gov/teenpregnancy/about/social-determinants-disparities-teen-pregnancy.htm
https://www.cdc.gov/teenpregnancy/about/social-determinants-disparities-teen-pregnancy.htm
https://www.cdc.gov/teenpregnancy/about/social-determinants-disparities-teen-pregnancy.htm
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• Internet use is nearly universal among US children and adolescents. 
• Adolescents report seeking sexual health information online. 
• Sexual health websites that adolescents visit can contain inaccurate information. 

Prevention of sex abuse, dating violence, and unhealthy relationships is needed: 
• Child sexual abuse is common: 25% of girls and 8% of boys experience sexual abuse during childhood. 
• Youth who experience sexual abuse have long-term impacts on their physical, mental, and behavioral 

health.  
• Dating violence (DV) is common among US high school students. 

o  1 in 11 female and 1 in 14 male students report physical DV in the last year. 
o 1 in 8 female and 1 in 26 male students report sexual DV in the last year. 

• Youth who experience DV have higher rates of anxiety, depression, substance use, antisocial 
behaviors, and suicide risk. 

The quality and content of sex education in US schools varies widely. 

There is significant variation in the quality of sex education taught in US schools, leading to disparities in 
attitudes, health information, and outcomes. The majority of sex education programs in the US tend to focus 
on public health goals of decreasing unintended pregnancies and preventing STIs, via individual behavior 
change.  

There are three primary categories of sex educational programs taught in the US: 
• Abstinence-only education, which teaches that abstinence is expected until marriage and typically 

excludes information around the utility of contraception or condoms to prevent pregnancy and STIs. 
• Abstinence-plus education, which promotes abstinence but includes information on contraception 

and condoms. 
• Comprehensive sex education, which provides medically accurate, age-appropriate information 

around development, sexual behavior (including abstinence), healthy relationships, life and 
communication skills, sexual orientation, and gender identity. 

State laws impact the curriculum covered in sex education programs. According to a report from the 
Guttmacher Institute: 

• 26 US states and Washington DC mandate sex education and HIV education. 
• 18 states require that sex education content be medically accurate. 
• 39 states require that sex education programs provide information on abstinence. 
• 20 states require that sex education programs provide information on contraception. 

 
US states have varying requirements on sex education content related to sexual orientation: 

• 10 states require sex education curriculum to include affirming content on LGBTQ2S+ identities or 
discussion of sexual health for youth who are LGBTQ2S+. 

• 7 states have sex education curricular requirements that discriminate against individuals who are  
LGBTQ2S+.Youth who live in these states may face additional barriers to accessing sexual health 
information. 

Abstinence-only sex education programs do not meet the needs of children and adolescents. 

While abstinence is 100% effective in preventing pregnancy and STIs, research has conclusively shown that 
abstinence-only sex education programs do not support healthy sexual development in youth.  

https://www.pewresearch.org/internet/2021/04/07/social-media-use-in-2021/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5700403/
https://pubmed.ncbi.nlm.nih.gov/20638014/
https://www.cdc.gov/violenceprevention/childsexualabuse/fastfact.html
https://www.cdc.gov/violenceprevention/childsexualabuse/fastfact.html
https://www.cdc.gov/violenceprevention/intimatepartnerviolence/teendatingviolence/fastfact.html
https://www.cdc.gov/violenceprevention/intimatepartnerviolence/teendatingviolence/fastfact.html
https://www.cdc.gov/violenceprevention/intimatepartnerviolence/teendatingviolence/fastfact.html
https://www.kff.org/womens-health-policy/fact-sheet/abstinence-education-programs-definition-funding-and-impact-on-teen-sexual-behavior/
https://www.guttmacher.org/state-policy/explore/sex-and-hiv-education
https://siecus.org/wp-content/uploads/2022/02/2021-Sex-Ed-State-Law-and-Policy-Chart-5.pdf
https://www.guttmacher.org/state-policy/explore/sex-and-hiv-education
https://www.guttmacher.org/fact-sheet/abstinence-only-programs
https://www.jahonline.org/action/showPdf?pii=S1054-139X%2817%2930260-4
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Abstinence-only programs are ineffective in reaching their stated goals, as evidenced by the data below: 
• Abstinence-only programs are unsuccessful in delaying sex until marriage.  
• Abstinence-only sex education programs do not impact the rates of pregnancy, STIs, or HIV in 

adolescents. 
• Youth who take a “virginity pledge” as part of abstinence-only education programs have the same 

rates of premarital sex as their peers who do not take pledges, but are less likely to use contraceptives.  
• US states that emphasize abstinence-only education have higher rates of adolescent pregnancy and 

birth. 

Abstinence-only programs can harm the healthy sexual and mental development of youth by: 
• Withholding information or providing inaccurate information about sexuality and sexual behavior.  
• Contributing to fear, shame, and stigma around sexual behaviors. 
• Not sharing information on contraception and barrier protection or overstating the risks of 

contraception. 
• Utilizing heteronormative framing and stigma or discrimination against students who are LGBTQ2S+. 
• Reinforcing harmful gender stereotypes. 
• Ignoring the needs of youth who are already sexually active by withholding education around 

contraception and STI prevention. 

Abstinence-plus sex education programs focus solely on decreasing unintended pregnancy and STIs. 

Abstinence-plus sex education programs promote abstinence until marriage. However, these programs also 
provide information on contraception and condom use to prevent unintended pregnancy and STIs.  

Research has demonstrated that abstinence-plus programs have an impact on sexual behavior and safety, 
including:  

• HIV prevention.  
• Increase in condom use. 
• Reduction in number of sexual partners. 
• Delay in initiation of sexual behavior. 

While these programs add another layer of education, they do not address the broader spectrum of sexuality, 
gender identity, and relationship skills, thus withholding critical information and skill-building that can 
impact healthy sexual development.  

AAP and other national medical and public health associations support comprehensive sex education for 
youth. 

Given the evidence outlined above, AAP and other national medical organizations oppose abstinence-only 
education and endorse comprehensive sex education that includes both abstinence promotion and provision 
of accurate information about contraception, STIs, and sexuality.  

National medical and public health organizations supporting comprehensive sex education include: 
• American Academy of Pediatrics. 
• American Academy of Family Physicians 
• American College of Obstetricians and Gynecologists. 
• American Medical Association. 
• American Public Health Association. 

https://mathematica.org/publications/impacts-of-four-title-v-section-510-abstinence-education-programs
https://www.ajpmonline.org/article/S0749-3797(11)00906-8/fulltext
https://publications.aap.org/pediatrics/article/123/1/e110/71972/Patient-Teenagers-A-Comparison-of-the-Sexual
https://publications.aap.org/pediatrics/article/123/1/e110/71972/Patient-Teenagers-A-Comparison-of-the-Sexual
https://pubmed.ncbi.nlm.nih.gov/15780782/
https://pubmed.ncbi.nlm.nih.gov/15780782/
https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0024658
https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0024658
https://www.jahonline.org/article/S1054-139X(17)30260-4/fulltext
https://www.jahonline.org/article/S1054-139X(17)30260-4/fulltext
https://www.jahonline.org/article/S1054-139X(17)30260-4/fulltext
https://www.jahonline.org/article/S1054-139X(17)30297-5/fulltext
https://www.jahonline.org/article/S1054-139X(17)30260-4/fulltext
https://www.jahonline.org/article/S1054-139X(17)30260-4/fulltext
https://journals.plos.org/plosmedicine/article?id=10.1371/journal.pmed.0040275#s3
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1913682/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1913682/
https://www.sciencedirect.com/science/article/abs/pii/S1054139X0900247X?via%3Dihub
https://publications.aap.org/pediatrics/article/138/2/e20161348/52508/Sexuality-Education-for-Children-and-Adolescents
https://www.aafp.org/about/policies/all/adolescent-sexuality.html
https://www.acog.org/clinical/clinical-guidance/committee-opinion/articles/2016/11/comprehensive-sexuality-education#:%7E:text=Studies%20have%20demonstrated%20that%20comprehensive,transmitted%20infections%2C%20and%20adolescent%20pregnancy.
https://policysearch.ama-assn.org/policyfinder/detail/Sexuality%20Education,%20Sexual%20Violence%20Prevention,%20Abstinence,%20and%20Distribution%20of%20Condoms%20in%20Schools%20H-170.968?uri=%2FAMADoc%2FHOD.xml-0-993.xml
https://www.apha.org/policies-and-advocacy/public-health-policy-statements/policy-database/2015/01/23/09/37/sexuality-education-as-part-of-a-comprehensive-health-education-program-in-k-to-12-schools#:%7E:text=APHA%20calls%20on%20federal%2C%20state,respect%3B%20support%20the%20elimination%20of
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• Society for Adolescent Health and Medicine. 

Pediatric clinics provide a unique opportunity for comprehensive sex education. 

Pediatric health clinicians typically have longitudinal care relationships with their patients and families, and 
thus have unique opportunities to address comprehensive sex education across all stages of development.  

The clinical visit can serve as a useful adjunct to support comprehensive sex education provided in schools, or 
to fill gaps in knowledge for youth who are exposed to abstinence-only or abstinence-plus curricula.  

AAP policy and Bright Futures: Guidelines for Health Supervision of Infants, Children, and Adolescents provide 
recommendations for comprehensive sex education in clinical settings, including: 

• Encouraging parent-child discussions on sexuality, contraception, and internet/media use. 
• Understanding diverse experiences and beliefs related to sexuality and sex education and meeting the 

unique needs of individual patients and families. 
• Including discussions around healthy relationships, dating violence, and intimate partner violence in 

clinical care. 
• Discussing methods of contraception and STI/HPV prevention prior to onset of sexual intercourse. 
• Providing proactive and developmentally appropriate sex education to all youth, including children 

and adolescents with special health care needs. 

Perspective:  Karen Torres, Youth activist 

There were two cardboard bears, and a person explained that one bear wears a bikini to the beach and the other bear 
wears shorts – that is the closest thing I ever got to sex ed throughout my entire K-12 education. I often think about that 
bear lesson because it was the day our institutions failed to teach me anything about my body, relationships, consent, and 
self-advocacy, which became even more evident after I was sexually assaulted at 16 years old. My story is not unique, I 
know that many young people have been through similar traumas, but many of us were also subjected to days, months, 
and years of silence and embarrassment because we were never given the knowledge to know how to spot abuse or the 
language to ask for help. Comprehensive sex ed is so much more than people make it out to be, it teaches about sex but also 
about different types of experiences, how to respect one another, how to communicate in uncomfortable situations, how 
to ask for help and an insurmountable amount of other valuable lessons.  

From these lessons, people become well-rounded, people become more empathetic to other experiences, and people become 
better. I believe comprehensive sex ed is vital to all people and would eventually work as a part to build more 
compassionate communities.  

Barriers to equitable access to comprehensive sex education 

Many US children and adolescents do not receive comprehensive sex education; and rates of formal sex 
education have declined significantly in recent decades.  
 
Barriers to accessing comprehensive sex education include: 

Misinformation, stigma, and fear of negative reactions: 
• Misinformation and stigma about the content of sex education curriculum has been the primary 

barrier to equitable access to comprehensive sex education in schools for decades.  

https://www.adolescenthealth.org/SAHM_Main/media/Advocacy/Positions/Apr-14-Sexual-Repro-Health.pdf
https://publications.aap.org/pediatrics/article/138/2/e20161348/52508/Sexuality-Education-for-Children-and-Adolescents
https://brightfutures.aap.org/Bright%20Futures%20Documents/BF4_HealthySexuality.pdf
https://www.jahonline.org/article/S1054-139X(21)00444-4/fulltext
https://www.jahonline.org/article/S1054-139X(21)00444-4/fulltext
https://pubmed.ncbi.nlm.nih.gov/6903681/#:%7E:text=Some%20types%20of%20barriers%20to,budget%20financing%2C%20even%20regulatory%20restrictions.
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• Despite widespread parental support for sex education in schools, fears of negative public/parent 
reactions have led school administrators to limit youth access to the information they need to make 
healthy decisions about their sexuality for nearly a half-century.  

• In recent years, misinformation campaigns have spread false information about the framing and 
content of comprehensive sex education programs, causing debates and polarization at school board 
meetings. 

• Nearly half of sex education teachers report that concerns about parent, student, or administrator 
responses are a barrier to provision of comprehensive sex education.  

• Opponents of comprehensive sex education often express concern that this education will lead youth 
to have sex; however, research has demonstrated that this is not the case. Instead, comprehensive sex 
ed is associated with delays in initiation of sexual behavior, reduced frequency of sexual intercourse, a 
reduction in number of partners, and an increase in condom use.  

• Some populations of youth lack access to comprehensive sex education due to a societal belief that 
they are asexual, in need of protection, or don’t need to learn about sex. This barrier particularly 
impacts youth with disabilities or special health care needs.  

• Sex ed curricula in some schools perpetuate gender/sex stereotypes, which could contribute to 
negative gender stereotypes and negative attitudes towards sex. 

Inconsistencies in school-based sex education: 
• There is significant variation in the content of sex education taught in schools in the US, and many 

programs that carry the same label (eg, “abstinence-plus”) vary widely in curriculum.  
• While decisions about sex education curriculum are made at the state level, the federal government 

has provided funding to support abstinence-only education for decades, which incentivizes schools to 
use these programs.  

• Since 1996, more than $2 billion in federal funds have been spent to support abstinence-only sex 
education in schools. 

• This has impacted state laws about sex education: 
o 34 US states require schools to use abstinence-only curriculum or emphasize abstinence as 

the main way to avoid pregnancy and STIs. 
o Only 16 US states require instruction on condoms or contraception. 

• It is not standard to include information on how to come forward if a student is being sexually abused, 
and many schools do not have a process for disclosures made.  

• Because of this, abstinence-only programs are commonly used in US schools, despite overwhelming 
evidence that they are ineffective in delaying sexual behavior until marriage, and withhold critical 
information that youth need for healthy sexual and relationship development.  

Need for resources and training: 
• Integration of comprehensive sex education into school curriculum requires financial resources to 

strengthen and expand evidence-based programs. 
• Successful implementation of comprehensive sex education requires a trained workforce of teachers 

who can address the curriculum in age-appropriate ways for students in all grade-levels.   
• Education, training, and technical assistance are needed to support pediatric health clinicians in 

addressing comprehensive sex education in clinical settings, as a complement to school-based 
education.  

Lack of diversity and cultural awareness in curricula: 

https://www.plannedparenthood.org/learn/for-educators/whats-state-sex-education-us#:%7E:text=Sex%20Education%20is%20widely%20supported,education%20taught%20in%20high%20school.
https://pubmed.ncbi.nlm.nih.gov/6903681/#:%7E:text=Some%20types%20of%20barriers%20to,budget%20financing%2C%20even%20regulatory%20restrictions.
https://patch.com/new-jersey/tomsriver/toms-river-parents-tell-board-say-no-sex-ed-masks-vaccine
https://kutv.com/news/local/canyons-school-district-suspends-instruction-program-over-sexual-content
https://www.3newsnow.com/news/local-news/sex-ed-standards-polarize-those-attending-state-board-of-education-meeting
https://www.3newsnow.com/news/local-news/sex-ed-standards-polarize-those-attending-state-board-of-education-meeting
https://pubmed.ncbi.nlm.nih.gov/23517001/
https://pubmed.ncbi.nlm.nih.gov/18346659/
https://publications.aap.org/pediatrics/article/138/2/e20161348/52508/Sexuality-Education-for-Children-and-Adolescents
https://publications.aap.org/pediatrics/article/138/2/e20161348/52508/Sexuality-Education-for-Children-and-Adolescents
https://pubmed.ncbi.nlm.nih.gov/22341164/
https://www.tandfonline.com/doi/full/10.1080/14681811.2020.1851181
https://scholar.law.colorado.edu/cgi/viewcontent.cgi?article=1165&context=articles
https://pubmed.ncbi.nlm.nih.gov/18238961/
https://www.kff.org/womens-health-policy/fact-sheet/abstinence-education-programs-definition-funding-and-impact-on-teen-sexual-behavior/
https://www.guttmacher.org/gpr/2018/02/new-name-same-harm-rebranding-federal-abstinence-only-programs
https://siecus.org/wp-content/uploads/2021/10/2021-Sex-Ed-State-Law-and-Policy-Chart-1.pdf
https://siecus.org/state-profiles-2019-2020/
https://www.sciencedirect.com/science/article/pii/S0749379711009068?via%3Dihub
https://www.sciencedirect.com/science/article/pii/S0749379711009068?via%3Dihub
https://www.guttmacher.org/fact-sheet/sex-education#:%7E:text=There%20are%20currently%20two%20federal,Responsibility%20Education%20Program%20(PREP).
https://advocatesforyouth.org/wp-content/uploads/2020/03/NSES-2020-web.pdf
https://www.aap.org/en/patient-care/adolescent-sexual-health/
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• A history of systemic racism, discrimination, and long-standing health, social and systemic inequities 
have created racial and ethnic disparities in access to sexual health services and representation in sex 
education materials. The legacy of intergenerational trauma in the medical system should be 
acknowledged in sex education curricula.  

• Sex education curriculum is often centered on a white audience, and does not address or reflect the 
role of systemic racism in sexuality and development.   

• Traditional abstinence-focused sex education programs have a heteronormative focus and do not 
address the unique needs of youth who are LGBTQ2S+. 

• Sex education programs often do not address reproductive body diversity, the needs of those with 
differences in sex development, and those who identify as intersex.  

• Sex education programs often do not reflect the unique needs of youth with disabilities or special 
health care needs. 

• Sex education programs are often not tailored to meet the religious considerations of faith 
communities.  

• There is a need for sex education programs designed to help youth navigate sexual health and 
development in the context of their own culture and community.  

Disparities in access to comprehensive sex education. 

The barriers listed above limit access to comprehensive sex education in schools and communities. While these 
barriers impact youth across the US, there are some populations who are less likely to have access to 
comprehensive to sex education.  

Youth who are LGBTQ2S+: 
• Most sex education curriculum is not inclusive or representative of LGBTQ2S+ identities and 

experiences. 
o Only 8% of students who are LGBTQ2S+ report having received sexual education that was 

inclusive. 
o Students who are LGBTQ2S+ are 50% more likely than their peers who are heterosexual to 

report that sex education in their schools was not useful to them.  
o Only 13% of youth who are bisexual+  and 10% of youth who are transgender and gender 

expansive report receiving sex education in schools that felt personally relevant. 
o Only 20% of youth who are Black and LGBTQ2S+ and 13% of youth who are Latinx and 

LGBTQ2S+ report receiving sex education in schools that felt personally relevant.  
• Youth who are LGBTQ2S+ face additional access barriers depending on geography: 

o Only 10 US states require affirming content on LGBTQ2S+ relationships in sex education 
curriculum. 

o 7 states have sex education curricular requirements that discriminate against individuals who 
are  LGBTQ2S+.Youth who live in these states may face additional barriers to accessing sexual 
health information. 

Youth with disabilities or special health care needs: 
• Youth with disabilities or special health care needs have a particular need for comprehensive sex 

education, as these youth are less likely to learn about sex or sexuality form their parents, healthcare 
providers, or peer groups.  

• Youth with disabilities are far less likely than other youth to receive sex education at school.  
o In a national survey, only half of youth with disabilities report that they have participated in 

sex education.  

https://rewirenewsgroup.com/article/2020/06/09/why-students-need-sex-education-thats-honest-about-racism/
https://rewirenewsgroup.com/article/2020/06/09/why-students-need-sex-education-thats-honest-about-racism/
https://www.hrc.org/resources/a-call-to-action-lgbtq-youth-need-inclusive-sex-education
https://www.researchgate.net/publication/313823139_Intersex_Bodies_in_Sexuality_Education_On_the_Edge_of_Cultural_Difference
https://siecus.org/wp-content/uploads/2021/03/SIECUS-2021-Youth-with-Disabilities-CTA-1.pdf
https://www.tandfonline.com/doi/full/10.1080/14681811.2020.1851181
https://www.tandfonline.com/doi/full/10.1080/14681811.2020.1851181
https://www.soundvision.com/article/the-state-of-sex-education-in-muslim-schools
https://uscatholic.org/articles/202103/sex-ed-has-failed-catholics-heres-how-it-can-be-better/
https://forward.com/life/320826/what-jewish-schools-are-teaching-in-sex-ed/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6107849/
https://www.plannedparenthood.org/uploads/filer_public/41/d5/41d511c2-086f-4894-9df7-bb15ecf0d92e/call_to_action_lgbtq_sex_ed_report_-_final_2.pdf
https://www.plannedparenthood.org/uploads/filer_public/41/d5/41d511c2-086f-4894-9df7-bb15ecf0d92e/call_to_action_lgbtq_sex_ed_report_-_final_2.pdf
https://files.eric.ed.gov/fulltext/ED574777.pdf
https://www.hrc.org/resources/bi-youth-report
https://www.hrc.org/resources/2018-gender-expansive-youth-report
https://www.hrc.org/resources/2018-gender-expansive-youth-report
https://www.hrc.org/resources/black-and-african-american-lgbtq-youth-report
https://www.hrc.org/resources/latinx-lgbtq-youth-report
https://www.hrc.org/resources/latinx-lgbtq-youth-report
https://www.guttmacher.org/state-policy/explore/sex-and-hiv-education
https://www.guttmacher.org/state-policy/explore/sex-and-hiv-education
https://pubmed.ncbi.nlm.nih.gov/22642968/
https://europepmc.org/article/med/24651831
https://europepmc.org/article/med/24651831
https://siecus.org/wp-content/uploads/2021/03/SIECUS-2021-Youth-with-Disabilities-CTA-1.pdf
https://siecus.org/wp-content/uploads/2021/03/SIECUS-2021-Youth-with-Disabilities-CTA-1.pdf
https://ies.ed.gov/ncee/pubs/20174016/
https://ies.ed.gov/ncee/pubs/20174016/
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• Typical sex education may not be sufficient for youth with Autism Spectrum Disorder, and special 
methods and curricula are necessary to match their needs.  

• Youth with special health care needs often have limited access to sex education due to inaccurate 
beliefs that they: 

o Lack the desire or maturity for romantic or sexual relationships. 
o Are not subject to sexual abuse. 
o Do not need sex education. 

• Only 3 states explicitly include youth with disabilities within their sex education requirements.  
 
Youth from historically underserved communities: 

• Students who are Black in the US are more likely than students who are white to receive abstinence-
only sex education, despite significant support from parents and students who are Black for 
comprehensive sex education.  

• Youth who are Black and female are less likely than peers who are white to receive education about 
where to obtain birth control prior to initiating sexual activity.  

• Youth who are Black and male and Hispanic are less likely than their peers who are white to receive 
formal education on STI prevention or contraception prior to initiating sexual activity.  

• Youth who are Hispanic and female are less likely to receive instruction about waiting to have sex than 
youth of other ethnicities.  

• Tribal health educators report challenges in identifying culturally relevant sex education curriculum 
for youth who are American Indian/Alaska Native.  

• In a 2019 study, youth who were LGBTQ2S+ and Black, Latinx, or Asian reported receiving inadequate 
sex education due to feeling unrepresented, unsupported, stigmatized, or bullied.  

• In survey research, many young adults who are Asian American report that they received inadequate 
sex education in school.  

 
Youth from rural communities: 

• Adolescents who live in rural communities have faced disproportionate declines in formal sex 
education over the past two decades, compared with peers in urban/suburban areas.  

• Students who live in rural communities report that the sex education curriculum in their schools does 
not serve their needs. 

 
Youth from communities and schools that are low-income:  

• Data has shown an association between schools that are low-resource and lower adolescent sexual 
health knowledge, due to a combination of fewer school resources and higher poverty 
rates/associated unmet health needs in the student body. 

• Youth with family incomes above 200% of the federal poverty line are more likely to receive education 
about STI prevention, contraception, and “saying no to sex,” than their peers below 200% of the 
poverty line.  

 
Youth who receive sex education in some religious settings: 

• Most adolescents who identify as female and who attended church-based sex education programs 
report instructions on waiting until marriage for sex, while few report receiving education about birth 
control.  

• Young people who received sex education in religious schools report that education focused on the 
risks of sexual behavior (STIs, pregnancy) and religious guilt; leading to them feeling under-equipped 
to make informed decisions about sex and sexuality later in life.  

https://link.springer.com/article/10.1007/s10803-016-2906-2
https://link.springer.com/article/10.1007/s10803-016-2906-2
https://files.eric.ed.gov/fulltext/ED496552.pdf
https://www.tandfonline.com/doi/abs/10.1080/15546128.2017.1399492
https://siecus.org/wp-content/uploads/2020/03/NSES-2020-2.pdf
https://openscholarship.wustl.edu/law_lawreview/vol86/iss5/5/
https://openscholarship.wustl.edu/law_lawreview/vol86/iss5/5/
https://www.jahonline.org/action/showPdf?pii=S1054-139X%2821%2900444-4
https://www.jahonline.org/action/showPdf?pii=S1054-139X%2821%2900444-4
https://www.jahonline.org/article/S1054-139X(21)00444-4/fulltext
https://www.jahonline.org/action/showPdf?pii=S1054-139X%2821%2900444-4
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6107849/
https://www.tandfonline.com/doi/abs/10.1080/14681811.2019.1648248
https://www.tandfonline.com/doi/abs/10.1080/14681811.2019.1648248
https://static1.squarespace.com/static/5ad64e52ec4eb7f94e7bd82d/t/5d51c0c95402100001b8a78b/1565638859015/still-fierce-still-fighting.pdf
https://static1.squarespace.com/static/5ad64e52ec4eb7f94e7bd82d/t/5d51c0c95402100001b8a78b/1565638859015/still-fierce-still-fighting.pdf
https://www.guttmacher.org/sites/default/files/factsheet/facts-american-teens-sources-information-about-sex.pdf
https://www.guttmacher.org/sites/default/files/factsheet/facts-american-teens-sources-information-about-sex.pdf
https://www.tandfonline.com/doi/full/10.1080/14681811.2021.1931086?scroll=top&needAccess=true
https://www.tandfonline.com/doi/full/10.1080/14681811.2021.1931086?scroll=top&needAccess=true
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3348397/
https://www.jahonline.org/action/showPdf?pii=S1054-139X%2821%2900444-4
https://www.jahonline.org/action/showPdf?pii=S1054-139X%2821%2900444-4
https://digitalcommons.du.edu/etd/1288/
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• Youth and teachers from religious schools have identified a need for comprehensive sex education 
curriculum that is tailored to the needs of faith communities.  

Youth who live in states that limit the topics that can be covered in sex education: 
• Students who live in the 34 states that require sex education programs to stress abstinence are less 

likely to have access to critical information on STI prevention and contraception.  
• Other state laws that may impact youth access to critical health information include: 

o Prohibitions on addressing abortion in sex education or mandates that sex education 
curricula include medically inaccurate information on abortion designed to dissuade youth 
from terminating a pregnancy. 

o Limitations on the types of contraception that can be covered in sex education curricula. 
o Requirements that sex education teachers promote heterosexual, monogamous marriage in 

sex education. 
o Lack of requirements to address healthy relationships and communication skills. 
o Lack of requirements for teacher training or certification.  

The impact of limited access to comprehensive sex education 

Comprehensive sex education has significant benefits for children and adolescents.  

Youth who are exposed to comprehensive sex education programs in school demonstrate healthier sexual 
behaviors: 

• Increased rates of contraception and condom use. 
• Fewer unplanned pregnancies. 
• Lower rates of STIs and HIV. 
• Delayed initiation of sexual behavior. 

More broadly, comprehensive sexual education impacts overall social-emotional health, including: 
• Enhanced understanding of gender and sexuality. 
• Lower rates of homophobia and related bullying.  
• Lower rates of dating violence, intimate partner violence, sexual assault, and child sexual abuse. 
• Healthier relationships and communication skills. 
• Understanding of reproductive rights and responsibilities. 
• Improved social-emotional learning, media literacy, and academic achievement. 

Comprehensive sex education curriculum goes beyond risk reduction, to ensure that youth are supported in 
understanding their identity and sexuality and making informed decisions about their relationships, 
behaviors, and future. These benefits are critical to healthy sexual development. 

Impacts of a lack of access to comprehensive sex education. 

When youth are denied access to comprehensive sex education, they do not get the information and skill-
building required for healthy sexual development. As such, they face unnecessary barriers to understanding 
their gender and sexuality, building positive interpersonal relationships, and making informed decisions about 
their sexual behavior and sexual health.  

Impacts of a lack of comprehensive sex education for all youth can include: 
• Less use of condoms, leading to higher risk of STIs, including HIV. 

https://uscatholic.org/articles/202103/sex-ed-has-failed-catholics-heres-how-it-can-be-better/
https://www.soundvision.com/article/the-state-of-sex-education-in-muslim-schools
https://www.aare.edu.au/data/publications/2005/san05732.pdf
https://forward.com/life/320826/what-jewish-schools-are-teaching-in-sex-ed/
https://siecus.org/wp-content/uploads/2022/02/2021-Sex-Ed-State-Law-and-Policy-Chart-5.pdf
https://siecus.org/wp-content/uploads/2022/02/2021-Sex-Ed-State-Law-and-Policy-Chart-5.pdf
https://www.advocatesforyouth.org/wp-content/uploads/storage/advfy/documents/fscse.pdf
https://advocatesforyouth.org/wp-content/uploads/2019/09/Building-a-foundation-for-Sexual-Health.pdf
https://www.jahonline.org/article/S1054-139X(20)30456-0/fulltext
https://www.jahonline.org/article/S1054-139X(20)30456-0/fulltext
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• Less use of contraception, leading to higher risk of unplanned pregnancy. 
• Less understanding and increased stigma and shame around the spectrum of gender and sexual 

identity. 
• Perpetuated stigma and embarrassment related to sex and sexual identity. 
• Perpetuated gender stereotypes and traditional gender roles. 
• Higher rates of youth turning to unreliable sources for information about sex, including the internet, 

the media, and informal learning from peer networks. 
• Challenges in interpersonal communication. 
• Challenges in building, maintaining, and recognizing safe, healthy peer and romantic relationships  
• Lower understanding of the importance of obtaining and giving enthusiastic consent prior to sexual 

activity. 
• Less awareness of appropriate/inappropriate touch and lower reporting of child sexual abuse. 
• Higher rates of dating violence and intimate partner violence, and less intervention from bystanders. 
• Higher rates of homophobia and homophobic bullying. 
• Unsafe school environments. 
• Lower rates of media literacy. 
• Lower rates of social-emotional learning. 
• Lower recognition of gender equity, rights, and social justice. 

In addition, the lack of access to comprehensive sex education can exacerbate existing health disparities, with 
disproportionate impacts on specific populations of youth.  

Youth who identify as women, youth from communities of color, youth with disabilities, and youth who are 
LGBTQ2S+ are particularly impacted by inequitable access to comprehensive sex education, as this lack of 
education can impact their health, safety, and self-identity. Examples of these impacts are outlined below.  

A lack of comprehensive sex education can harm young women. 
 

• Young women have unique needs related to STI and pregnancy prevention: 
o Female bodies are more prone to STI infection and more likely to experience complications of 

STI infection than male bodies.  
o Female bodies are disproportionately impacted by long-term health consequences of STIs, 

including pelvic inflammatory disease, infertility, and ectopic pregnancy. 
o Female bodies are less likely to have or recognize symptoms of certain STI infections. 
o Human papillomavirus (HPV) is the most common STI in young women, and can cause long-

term health consequences such as genital warts and cervical cancer.  
o Women bear the health and economic effects of unplanned pregnancy. 
o Comprehensive sex education addresses these issues by providing medically-accurate, 

evidence based information on effective strategies to prevent STI infections and 
unplanned pregnancy.  
 

• Young women are at higher risk of abuse and violence: 
o Students who identify as female are more likely to experience sexual or physical dating 

violence than their peers who identify as male. Some of this may be attributed to 
underreporting by males due to stigma. 

o Students who identify as female are bullied on school property more often than students who 
identify as male. 

https://www.cdc.gov/std/life-stages-populations/stdfact-teens.htm
https://www.healthypeople.gov/2020/topics-objectives/topic/sexually-transmitted-diseases
https://www.cdc.gov/nchhstp/newsroom/docs/factsheets/stds-women.pdf
https://www.cdc.gov/std/health-disparities/stds-women-042011.pdf
https://www.cdc.gov/std/health-disparities/stds-women-042011.pdf
https://www.cdc.gov/std/hpv/stdfact-hpv.htm#:%7E:text=HPV%20is%20the%20most%20common,including%20genital%20warts%20and%20cancers.
https://siecus.org/new-story-map-illustrates-sex-ed-as-a-path-forward-for-social-change/
https://www.cdc.gov/violenceprevention/intimatepartnerviolence/teendatingviolence/fastfact.html
https://www.cdc.gov/violenceprevention/intimatepartnerviolence/teendatingviolence/fastfact.html
https://journals.sagepub.com/doi/full/10.1177/08862605211035870
https://www.cdc.gov/healthyyouth/data/yrbs/pdf/2017/ss6708.pdf
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o Young women ages 16-19 are at higher risk of rape, attempted rape, or sexual assault than the 
general population. 

o Comprehensive sex education addresses these issues by guiding the development of 
healthy self-identities, challenging harmful gender norms, and building the skills required 
for respectful, equitable relationships.  

A lack of comprehensive sex education can harm youth from communities of color. 
 

• Youth of color deserve to see themselves represented in sex education curricula: 
o Youth of color benefit from seeing themselves represented in sex education curriculum. 
o Sex education programs that use a framing of diversity, equity, rights, and social justice, 

informed by an understanding of systemic racism and discrimination, have been found to 
increase positive attitudes around reproductive rights in all students.  

o There is a critical need for sex education programs that reflect youth’s cultural values and 
community. 

o Comprehensive sex education can address these needs by developing curriculum that is 
inclusive of diverse communities, relationships, and cultures, so that youth see themselves 
represented in their education.  
 

• Youth of color have unique needs related to STI and pregnancy prevention: 
o A history of systemic racism, discrimination, and long-standing health, social and systemic 

inequities have created disparities in access to sexual and reproductive health services, 
leading to: 
 Racial and ethnic disparities in STI and HIV infection. 
 Racial and ethnic disparities in unplanned pregnancy and births among adolescents. 

o Comprehensive sex education addresses these issues by providing medically-accurate, 
evidence based information on effective strategies to prevent STI infections and 
unplanned pregnancy.  

 
• Youth of color face higher risks of abuse and violence: 

o Nearly half of youth who are Black ages 13-21 report having been pressured into sexual 
activity.  

o Adolescent experience with dating violence is most prevalent among youth who are American 
Indian/Alaska Native, Native Hawaiian/Pacific Islander, and multiracial.  

o Adolescents who are Latinx are more likely than their peers who are non-Latinx to report 
physical dating violence.  

o Youth who are Black and Latinx and who experience bullying are more likely to suffer 
negative impacts on academic performance than their white peers.  

o Students who are Asian American and Pacific Islander report bullying and harassment due to 
race, ethnicity, and language.  

o Comprehensive sex education addresses these issues by guiding the development of 
healthy self-identities, challenging harmful stereotypes, and building the skills required 
for respectful, equitable relationships.  
 

• Youth of color are negatively impacted by misperceptions in the media: 
o Young people of color—specifically those from Black, Asian-American, and Latinx 

communities–  are often hyper-sexualized in popular media, leading to societal perceptions 
that youth are “older” or more sexually experienced than their white peers.  

https://www.rainn.org/statistics/children-and-teens
https://siecus.org/new-story-map-illustrates-sex-ed-as-a-path-forward-for-social-change/
https://www.advocatesforyouth.org/wp-content/uploads/storage/advfy/documents/fsyouthcolor.pdf
https://www.advocatesforyouth.org/wp-content/uploads/2021/03/Understanding-of-Gender-One-Pager.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6107849/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6107849/
https://siecus.org/new-story-map-illustrates-sex-ed-as-a-path-forward-for-social-change/
https://www.advocatesforyouth.org/wp-content/uploads/storage/advfy/documents/fsyouthcolor.pdf
https://www.advocatesforyouth.org/wp-content/uploads/storage/advfy/documents/fsyouthcolor.pdf
https://siecus.org/new-story-map-illustrates-sex-ed-as-a-path-forward-for-social-change/
https://news.cision.com/the-national-campaign-to-prevent-teen-and-unplanned-pregnancy/r/almost-half-of-black-youth-report-pressure-to-have-sex,c9159425
https://news.cision.com/the-national-campaign-to-prevent-teen-and-unplanned-pregnancy/r/almost-half-of-black-youth-report-pressure-to-have-sex,c9159425
https://journals.sagepub.com/doi/abs/10.1177/0886260521997944
https://www.statista.com/statistics/221836/us-students-who-experienced-dating-violence-by-gender-and-ethnicity/
https://www.stopbullying.gov/bullying/groups
https://www.stopbullying.gov/bullying/groups
https://siecus.org/new-story-map-illustrates-sex-ed-as-a-path-forward-for-social-change/
https://genderjusticeandopportunity.georgetown.edu/wp-content/uploads/2020/06/girlhood-interrupted.pdf
https://psycnet.apa.org/record/2018-11225-004
https://digital.library.txstate.edu/handle/10877/13411
https://digitalcommons.tacoma.uw.edu/cgi/viewcontent.cgi?article=1026&context=gender_studies
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o Young men of color—specifically those from Black and Latinx communities—are often 
portrayed as aggressive or criminal in popular media, leading to societal perceptions that 
youth are dangerous or more sexually aggressive or experienced than white peers.  

o These media portrayals can lead to disparities in public perceptions of youth behavior, which 
can impact school discipline, lost mentorship and leadership opportunities, less access to 
educational opportunities afforded to white peers, and greater involvement in the juvenile 
justice system.  

o Comprehensive sex education addresses these issues by including positive representations 
of diverse youth in curriculum, challenging harmful stereotypes, and building the skills 
required for respectful relationships.  

A lack of comprehensive sex education can harm youth with disabilities or special health care needs. 
 

• Youth with disabilities benefit from being included and represented in sex education curricula: 
o Youth with disabilities need inclusive, developmentally-appropriate, representative sex 

education to support their health, identity, and development.  
o Youth with special health care needs often initiate romantic relationships and sexual 

behavior during adolescence, similar to their peers.  
o Youth with disabilities and special health care needs benefit from seeing themselves 

represented in sex education to access the information and skills to build healthy identities 
and relationships.   

o Comprehensive sex education addresses this need by including positive representation of 
youth with disabilities and special health care needs in curriculum and providing 
developmentally-appropriate sex education to all youth.  
 

• Youth with special health care needs have unique needs related to abuse and violence: 
o When youth with disabilities and special health care needs do not get access to the 

comprehensive sex education that they need, they are at increased risk of sexual abuse or 
being viewed as a sexual offender. 

o Youth with disabilities and special health care needs are more likely than peers without 
disabilities to report coercive sex, exploitation, and sexual abuse.  

o Youth with disabilities and special health care needs report more sexualized behavior and 
victimization online than their peers without disabilities. 

o Youth with disabilities are at greater risk of bullying and have fewer friend relationships than 
their peers.  

o Comprehensive sex education addresses these issues by providing education on healthy 
relationships, consent, communication, and bodily autonomy. 

A lack of comprehensive sex education can harm youth who are LGBTQ2S+. 
 

• Youth who are LGBTQ2S+ benefit from being represented in sex education curricula: 
o Most sex education curriculum is not inclusive or representative of LGBTQ2S+ identities and 

experiences. 
o Because school-based sex education often does not meet their needs, youth who are 

LGBTQ2S+ are more likely to seek sexual health information online, and thus are more likely 
to come across misinformation.  

o The majority of parents support discussion of sexual orientation in sex education classes.  
o Comprehensive sex education addresses these issues by including positive representation 

of LGBTQ2S+ individuals, romantic relationships, and families.  

https://www.opportunityagenda.org/explore/resources-publications/media-representations-impact-black-men/media-portrayals
https://assets.uscannenberg.org/docs/aii-hispanic-latino-rep-2021-09-13.pdf
https://www.chicano.ucla.edu/files/news/NHMCLatinoDecisionsReport.pdf
https://www.opportunityagenda.org/explore/resources-publications/media-representations-impact-black-men/media-portrayals
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3193909/
https://www.opportunityagenda.org/explore/resources-publications/media-representations-impact-black-men/media-portrayals
https://siecus.org/new-story-map-illustrates-sex-ed-as-a-path-forward-for-social-change/
https://siecus.org/wp-content/uploads/2021/03/SIECUS-2021-Youth-with-Disabilities-CTA-1.pdf
https://pubmed.ncbi.nlm.nih.gov/12090965/
https://link.springer.com/article/10.1007/s10882-005-3686-3
https://link.springer.com/article/10.1007/s10882-005-3686-3
https://ies.ed.gov/ncee/pubs/20174016/
https://ies.ed.gov/ncee/pubs/20174016/
https://siecus.org/wp-content/uploads/2020/03/NSES-2020-2.pdf
https://siecus.org/wp-content/uploads/2021/03/SIECUS-2021-Youth-with-Disabilities-CTA-1.pdf
https://files.eric.ed.gov/fulltext/ED496552.pdf
https://siecus.org/wp-content/uploads/2021/03/SIECUS-2021-Youth-with-Disabilities-CTA-1.pdf
https://siecus.org/wp-content/uploads/2021/03/SIECUS-2021-Youth-with-Disabilities-CTA-1.pdf
http://unh.edu/ccrc/pdf/CV245_Wells_Mitchell_2013_Patterns.pdf
http://unh.edu/ccrc/pdf/CV245_Wells_Mitchell_2013_Patterns.pdf
https://www.infona.pl/resource/bwmeta1.element.elsevier-f5806dc2-56f9-3e5e-a31f-6f8659a013b8
http://www.ncset.org/publications/viewdesc.asp?id=1470
https://siecus.org/wp-content/uploads/2020/03/NSES-2020-2.pdf
https://www.plannedparenthood.org/uploads/filer_public/41/d5/41d511c2-086f-4894-9df7-bb15ecf0d92e/call_to_action_lgbtq_sex_ed_report_-_final_2.pdf
https://www.glsen.org/news/out-online-experiences-lgbt-youth-internet
https://www.hrc.org/resources/a-call-to-action-lgbtq-youth-need-inclusive-sex-education
https://siecus.org/wp-content/uploads/2020/03/NSES-2020-2.pdf
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• Non-inclusive curriculum hurts youth who are LGBTQ2S+:  

o Sex education curriculum that overlooks or stigmatizes youth who are LGBTQ2S+ contributes 
to hostile school environments and harms the healthy sexual and mental development. 

o Youth who are LGBTQ2S+ face high levels of discrimination at school and are more likely to 
miss school because of bullying or victimization. 

o Ongoing experiences with stigma, exclusion, and harassment negatively impact the mental 
health of youth who are LGBTQ2S+.  

o Comprehensive sex education provides inclusive curriculum and has been shown to 
improve understanding of gender diversity, lower rates of homophobia, and reduce 
homophobic bullying in schools.   
 

• Youth who are LGBTQ2S+ have unique needs related to STI and pregnancy prevention: 
o Youth who are LGBTQ2S+ are more likely than their heterosexual peers to report not learning 

about HIV/STIs in school. 
o Lack of education on STI prevention leaves LGBTQ2S+ youth without the information they 

need to make informed decisions, leading to discrepancies in condom use between 
LGBTQ2S+ and heterosexual youth.  

o Some LGBTQ2S+ populations carry a disproportionate burden of HIV and other STIs: these 
disparities begin in adolescence, when youth who are LGBTQ2S+ do not receive sex education 
that is relevant to them.  

o Comprehensive sex education provides the knowledge and skills needed to make safe 
decisions about sexual behavior, including condom use and other forms of STI and HIV 
prevention.  

 
• Youth who are LGBTQ2S+ are at disproportionate risk of bullying and dating violence: 

o Youth who are LBGTQ2S+ or are questioning their sexual identity report higher rates of dating 
violence than their heterosexual peers.  

o Youth who are LGBTQ2S+ or are questioning their sexual identity face higher prevalence of 
bullying than their heterosexual peers.  

o Comprehensive sex education teaches youth healthy relationship and communication 
skills and is associated with decreases in dating violence and increases in bystander 
interventions.  

A lack of comprehensive sex education can harm youth who are in foster care.  

• Youth who are in foster care are at higher risk of abuse and violence: 
o More than 70% of children in foster care have a documented history of child abuse and or 

neglect. 
o More than 80% of children in foster care have been exposed to significant levels of violence, 

including domestic violence.  
o Youth in foster care are racially diverse, with 23% of youth identifying as Black and 21% of 

identifying as Latinx, who will have similar experiences as those highlighted in earlier sections 
of this report. 

o Removal is emotionally traumatizing for almost all children. Lack of consistent/stable 
placement with a responsive, nurturing caregiver can result in poor emotional regulation, 
impulsivity, and attachment problems. 

https://www.hrc.org/resources/a-call-to-action-lgbtq-youth-need-inclusive-sex-education
https://www.hrc.org/resources/a-call-to-action-lgbtq-youth-need-inclusive-sex-education
https://www.glsen.org/sites/default/files/2019-11/Educational_Exclusion_2013.pdf
https://www.mhanational.org/issues/lgbtq-communities-and-mental-health
https://www.mhanational.org/issues/lgbtq-communities-and-mental-health
https://www.jahonline.org/article/S1054-139X(20)30456-0/fulltext
https://www.plannedparenthood.org/uploads/filer_public/41/d5/41d511c2-086f-4894-9df7-bb15ecf0d92e/call_to_action_lgbtq_sex_ed_report_-_final_2.pdf
https://www.plannedparenthood.org/uploads/filer_public/41/d5/41d511c2-086f-4894-9df7-bb15ecf0d92e/call_to_action_lgbtq_sex_ed_report_-_final_2.pdf
https://www.plannedparenthood.org/uploads/filer_public/41/d5/41d511c2-086f-4894-9df7-bb15ecf0d92e/call_to_action_lgbtq_sex_ed_report_-_final_2.pdf
https://www.lgbtqiahealtheducation.org/wp-content/uploads/2019/05/TFI-53_Addressing-HIV-STI-for-LGBTQ-People-Brief_final.pdf
https://www.plannedparenthood.org/uploads/filer_public/41/d5/41d511c2-086f-4894-9df7-bb15ecf0d92e/call_to_action_lgbtq_sex_ed_report_-_final_2.pdf
https://www.jahonline.org/article/S1054-139X(20)30456-0/fulltext
https://www.jahonline.org/article/S1054-139X(20)30456-0/fulltext
https://www.cdc.gov/mmwr/volumes/69/su/su6901a4.htm#:%7E:text=Findings%20reveal%20that%208.2%25%20of,and%2015.7%25%20reported%20electronic%20bullying
https://www.cdc.gov/mmwr/volumes/69/su/su6901a4.htm#:%7E:text=Findings%20reveal%20that%208.2%25%20of,and%2015.7%25%20reported%20electronic%20bullying
https://www.cdc.gov/mmwr/volumes/69/su/su6901a4.htm#:%7E:text=Findings%20reveal%20that%208.2%25%20of,and%2015.7%25%20reported%20electronic%20bullying
https://www.cdc.gov/mmwr/volumes/69/su/su6901a4.htm#:%7E:text=Findings%20reveal%20that%208.2%25%20of,and%2015.7%25%20reported%20electronic%20bullying
https://www.jahonline.org/article/S1054-139X(20)30456-0/fulltext
https://www.jahonline.org/article/S1054-139X(20)30456-0/fulltext
https://publications.aap.org/pediatrics/article/146/6/e2020034629/33590/Pediatrician-Guidance-in-Supporting-Families-of?searchresult=1
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o Comprehensive sex education addresses these issues by providing evidence-based, 
culturally appropriate information on healthy relationships, consent, communication, and 
bodily autonomy.  

Comprehensive sex education is the cornerstone of healthy sexual development 

Sex education is often the first experience that youth have with understanding and discussing their gender and 
sexual health.  

Youth deserve to a strong foundation of developmentally appropriate information about gender and sexuality, 
and how these things relate to their bodies, community, culture, society, mental health, and relationships with 
family, peers, and romantic partners.   

Decades of data have demonstrated that comprehensive sex education programs are effective in reducing risk 
of STIs and unplanned pregnancy. These benefits are critical to public health. However, comprehensive sex 
education goes even further, by instilling youth with a broad range of knowledge and skills that are proven to 
support social-emotional learning, positive communication skills, and development of healthy relationships.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://www.jahonline.org/article/S1054-139X(20)30456-0/fulltext
https://www.jahonline.org/article/S1054-139X(20)30456-0/fulltext
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The importance of access to contraception  
 
Contraception is a core component of sexual and reproductive health care. 

Contraceptive education and counseling are best practices in adolescent anticipatory guidance and pediatric 
health clinicians play a fundamental role in assuring contraception counseling and access are available to 
everyone.  

Youth need developmentally appropriate information about their contraceptive options prior to becoming 
sexually active and want information about potential impacts to their bodies, personal beliefs and feelings, 
cultural values and norms, mental health, and relationships with family, peers, and romantic partners.   

Education about contraceptive options can be taught in clinical and community care settings, in schools, and at 
home. To best meet the needs of adolescents and young adults, it is important that this education is proactive, 
non-stigmatizing, comprehensive, and ongoing.  

AAP supports patient-centered counseling as the most effective approach to providing individual counseling 
about sexual and reproductive health topics.  
 
Note: While there is evidence to suggest economic benefits of having access to contraception, the connection 
between economic gains (especially societal) and contraception access are often not patient-centered. 
Additionally, these connections can ignore or oversimplify the experiences of communities who may have 
access to sexual and reproductive services, but – due to systemic racism– never attain the liberation or 
economic freedom that contraception claims to have. For these reasons, arguments of the economic benefits 
of contraception access are not included in this section.  

Methods of contraception 

Various methods of contraception are available to adolescents, including: 
• Abstinence. 
• Emergency contraception. 
• Progestin, progestin implants, and progestin injections. 
• Combined oral contraceptive pills. 
• Transdermal contraceptive patch. 
• Progestin-only pills. 
• Internal and external condoms. 
• Other barrier methods. 
• Fertility awareness and other periodic abstinence methods. 
• Withdrawal.  
• Vaginal ring. 
• Cooper intrauterine device (IUD). 

Contraceptive counseling conversations should emphasize a patient-centered framework, taking place before 
adolescents are sexually active and include discussions about contraception, consent, and sexually transmitted 
infections (STIs). Bright Futures outlines clinical considerations for promoting healthy sexual development. 

Key elements relevant to taking a sexual history that involves discussions about contraception include creating 
a safe environment and taking a sexual history. 

https://pubmed.ncbi.nlm.nih.gov/29710137/
https://publications.aap.org/pediatrics/article/140/5/e20172858/37895/Sexual-and-Reproductive-Health-Care-Services-in
https://publications.aap.org/pediatrics/article/134/4/e1257/33010/Contraception-for-Adolescents
https://www.acog.org/news/news-releases/2022/01/new-acog-guidance-contraceptive-counseling-emphasizes-patient-centered-framework
https://brightfutures.aap.org/Bright%20Futures%20Documents/BF4_HealthySexuality.pdf
https://www.cdc.gov/std/treatment/SexualHistory.pdf
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Creating a safe environment  

Establish rapport: 

• Normalize the discussion. State that all patients are asked the same questions.  
• Minimize note-taking, particularly during sensitive questions. 
• Screen for broad risk assessment which involves issues relating to home, school, and substance use. 
• Provide assurances of confidentiality and establish limits of confidentiality. Patients are more likely 

to disclose sensitive information if consent and confidentiality are clearly explained. Clarify laws 
and limits of confidentiality, including how it will be maintained throughout the billing process.  

Avoid assumptions of heteronormativity or behaviors: 

• Understand the difference between gender and sexuality and how it may apply to your patients. 
• Use gender-neutral language. 
• Be familiar with colloquial terminology that patients may use. 
• All clinicians and office staff should be nonjudgmental and supportive.  
• Offer open-ended encouragement, such as “Tell me your story.” When seeking to understand a 

youth’s current situation. 
• Ask developmentally appropriate questions. 
• Ask open-ended questions. 
• Avoid the surrogate parent role. Instead, look for opportunities to offer relevant and appropriate 

risk reduction information.  
• Be concrete and specific with your questions. 
• Describe how screening tests and results will be delivered.  

Taking a Sexual History – adapted from A Pediatrician’s Guide to an LGBTQ+ Friendly Practice  

 Introductions “Hi, I’m Dr ____ and my pronouns are she, her, and 
hers. How are you today? What name do you go by 
and what pronouns should we use?” 

“If I make a mistake with name or pronouns, or other 
information, please correct me so I can do better. 
Feeling that you are respected and comfortable when 
talking to me is very important.  

Partners “In the past 6 months, how many sex partners have 
you had?” 

“What are the genders of your partners?” 

“Were any partners known to be HIV positive?” 

Practices “Do you feel more like a boy, girl, or neither? How do 
you feel about being ____?” 

https://watermark.silverchair.com/peds_20182162.pdf?token=AQECAHi208BE49Ooan9kkhW_Ercy7Dm3ZL_9Cf3qfKAc485ysgAAAs0wggLJBgkqhkiG9w0BBwagggK6MIICtgIBADCCAq8GCSqGSIb3DQEHATAeBglghkgBZQMEAS4wEQQMZXqZ-BwNr4ayQJUDAgEQgIICgGTfpEwvrA30jyly-thCuq8dh4YSqlmRTAWJuq-zyV9OknIiGcMnCTSyfwPGV_m-3gaOcOPpcTFJLvp-aDG1QloLF8nMkE9_4FDQ5-sn-42W4erqk3LoQH_-Trvx2eRNPXJs5OAlPbF-wUmyhXTSA0TZVTA8mOTysnpilH9hLMWx31e4yW856wfabC4sCpyCWvlouJDtzbOXoYsNeL1ANa6GaF1F1SzfTpyAd9HGNSThLQeOnEi6duNYjObi2jceNQSSKxuUhNfe-3LalPVpodruZKobWFPiJzbkoqrSW-txv7zqbEyMk6AtWA9C6Qze0ML_wsudNrikZUfX6qnSWuEvQeWPZDQPU9gwtCZ2DmcrbQBaNS8TqsBnhvdJxK6TVLlE7KP1NdrETMEQnSKJdk66_lMxuuBr7oEd0QcvauBOMCtahk4EYxvjwnoKbnfuxkNuqrHB9bKSNEwjhY-CqbIi1kHE7eT1ZDAvpPuXIs5avDIUdXNhY4D3MVnTqJJHONgUQgsVrG11uW5Fvv8FsVeWEbJ5x-nb5_B-XXCnTbI_NeuTBUE3vb1HMotAK4bSX16wu4pRD7_qQgYcRSLeiRfwvTsVcgJ1NAeH_w6VRZ6n0Rn4z9mWqqYKlpjk4jfBxQucCKdof4rqTLe95uUYGZ3f2AjmH0aE-RZOyT8wFujeiH7Udqz7KC-ThOuRVLlgpVpgkP7Op0bCNFJ7gxQv0_PPv94val1xFx10Fwe9Iy1d0qtkYkjdsXg-cjptg7jDsU52NZqDijdA0BnGi0PGmf8wjhk2H2RqvH67h40uDs31R3S5VUUgOYH4srj7v8m1a9hmrapNLQxSwjBAa-DitOg
https://students673.ucr.edu/docsserver/lgbt/terminology.pdf
https://www.aap.org/en/patient-care/lgbtq-health-and-wellness/a-pediatricians-guide-to-an-lgbtq-friendly-practice/#communication
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“What kind of sexual contact do you have or have you 
had? Genital (penis in the vagina)? Anal (penis in the 
anus)? Oral (mouth on penis, vagina or anus)? Other 
(e.g., digital/finger in vagina or anus)?” 

“If you’ve had anal sex, have you had receptive anal 
sex (the “bottom”), insertive anal sex (the “top”), or 
both (“versatile”)? If you’ve had insertive anal sex, do 
you insert your penis, fingers, or sex toys?” 

Protection from sexually transmitted infections 
(STIs) 

“Do you use barriers, such as condoms or dental 
dams, consistently? If not, in which situations are you 
most likely to use or not to use a barrier?” 

“How many times did you have vaginal or anal sex 
without a barrier, such as a condom or dental dam?” 

“Did you use a barrier, such as a condom or dental 
dam, at your last sexual encounter?” 

Pregnancy intentions “Are you currently trying to conceive a child?” 

“Are you interested in pregnancy/having a child in the 
next year?” 

“Are you concerned about getting pregnant or getting 
your partner pregnant?” 

“Are you using contraception or practicing any form of 
birth control? Do you need any information on birth 
control (or a referral)?” 

“Have you used emergency contraception in the past 
year? If so, how many times?” 

Additional questions to identify risk of HIV and 
hepatitis  

“Have you or any of your partners been diagnosed 
with HIV or hepatitis B or C?” 

“Do you have sex when you have been using drugs or 
after drinking alcohol?” 

“Have you had the hepatitis A vaccines (two doses)?” 
(Recommended for men who have sex with men and 
injection drug users) 

“Have you ever taken pre-exposure prophylaxis (a 
medication to prevent against HIV)? Or used a 
partner’s medication to avoid getting HIV?” 
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“Have you ever taken post-exposure prophylaxis (a 
medication taken within 72 hours after sex to prevent 
against HIV)?” 

Interacting with Patients’ Families “There are all kinds of families. How would you 
describe your family?”  

“Tell me more about how your family accepts and 
supports you?” 

“Does your family know about your identity, sexual 
orientations, or relationships? Would you like support 
in talking to your family or anyone else about this?” 

Completing the history “Is there anything else about your sexual practices 
that I need to know about to ensure your good health 
care?” 

“Do you have any sexual concerns you would like to 
discuss?” 

“Thank you for being open and honest.” 

 
While contraceptive education is associated with clinical settings, it can and should be simultaneously 
delivered in other complementary settings: 

• Schools: 
o Schools can incorporate content on contraception into comprehensive sex education 

curriculum. 
o The Sexuality Information and Education Council of the United States (SIECUS) provides 

guidelines for providing developmentally appropriate education on contraception as part of 
its Guidelines for Comprehensive Sexuality Education. 

• Community and Faith-based Settings:  
o Community and faith-based settings can provide safe and nonjudgmental spaces to educate 

youth on contraception methods. 
o Education and health service delivery programs can be tailored to the populations served. 

• At Home: 
o Parents and caregivers can provide developmentally appropriate contraceptive information 

to their children. 
o Many factors impact the sex education that youth receive at home, including parent/caregiver 

knowledge, skills, comfort, culture, beliefs, and social norms. 
• Online 

o Online resources that provide evidence-based information on contraception options and 
effectiveness exist. 

o Few websites offer up-to-date, accurate information on effective contraception options, 
including long-acting reversible contraception (LARC) . This could present a barrier to 
promoting its utilization among youth, especially those who are part of historically franchised 
or underserved communities. 

https://siecus.org/resources/the-guidelines/
https://www.plannedparenthood.org/learn/birth-control
https://journals.sagepub.com/doi/10.1177/2150131915621058
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Benefits of contraception 

Access to contraception allows adolescents to maintain: 
• Personal bodily autonomy. 
• Healthy decision making. 
• Self-management of their own health care.  

There are many demonstrated benefits of contraception, including improved health and well-being and 
reduced global maternal mortality. A large and growing body of literature explores the social and economic 
benefits of a person’s ability to use reliable contraception: 

• Improved health and well-being. 
• Reduced global maternal mortality, which disproportionally affects people who are non-Hispanic 

Black and American Indian/Alaskan Native.  
• Health benefits of pregnancy spacing for maternal and child health. 
• Educational attainment. 
• Female engagement in the work force. 
• Economic self-sufficiency. 
• Pregnancy prevention, particularly after sexual abuse.  
• Regulation and shorter, lighter menstrual periods. 
• Treatment of menstrual cramps, which relates to menses and quality of life for many people who 

menstruate throughout the world.  
• Suppression of painful ovarian cysts. 
• Treatment for endometriosis. 

Nearly half of all pregnancies in the United States are unintended – with a higher rate (75%) unintended for 
those 15-19yrs old – and individuals who have lower incomes  are disproportionately affected. Healthy People 
2030 focuses on reducing unintended pregnancy by increasing use of birth control and family planning services 
to those who want it, including among adolescents.  

A person’s ability to avoid unintended pregnancy is related to their perceived level of risk for unintended 
pregnancy, the strength of their motivation to avoid pregnancy, and their pattern of contraceptive use. These 
factors, in turn, are often associated with: 

• Demographic and socioeconomic background. 
• Characteristics of their sexual partnerships. 
• Confidentiality. 
• Their STI concerns and risks. 
• Their experiences with and attitudes towards pregnancy and contraception. 
• Access. 
• Affordability. 

 
Although unintended pregnancy occurs among people of all backgrounds, levels are highest among those 
who: 

• Have lower incomes. 
• Have not completed high school. 
• Are members of racial or ethnic minority groups. 
• Are aged 18-24. 
• Are unmarried (particularly those who are cohabitating with a partner). 

https://www.guttmacher.org/report/social-and-economic-benefits-womens-ability-determine-whether-and-when-have-children
https://mchb.hrsa.gov/programs-impact/focus-areas/maternal-health
https://www.chop.edu/news/health-tip/managing-menstruation-hormonal-contraceptives
https://www.chop.edu/news/health-tip/managing-menstruation-hormonal-contraceptives
https://www.bedsider.org/features/223-ovarian-cysts-no-biggie-but-birth-control-can-help
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5683134/
https://www.cdc.gov/reproductivehealth/contraception/unintendedpregnancy/index.htm
https://www.cdc.gov/reproductivehealth/contraception/unintendedpregnancy/index.htm
https://www.cdc.gov/reproductivehealth/contraception/unintendedpregnancy/index.htm
https://health.gov/healthypeople/objectives-and-data/browse-objectives/family-planning
https://health.gov/healthypeople/objectives-and-data/browse-objectives/family-planning
https://www.guttmacher.org/sites/default/files/report_pdf/improvingcontraceptiveuse_0.pdf
https://pubmed.ncbi.nlm.nih.gov/16772190/
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The most effective way to prevent unintended pregnancy is by improving access to improving access to 
patient-centered reproductive health care that includes access to comprehensive and affordable 
contraception. 

Adolescents need equitable access to contraception 

When adolescents lack access to patient-centered care, including comprehensive and affordable 
contraception, they lack the tools they need to make informed, healthy decisions about their bodies, lives, 
relationships, and behaviors.  

Several trends in sexual health in the US highlight the need for increasing access to contraceptive services 
for all youth. 

National data indicate that adolescents under-use effective methods of contraception: 
• 55% of US high school students report having sexual intercourse by age 18. 
• Self-reported condom use has decreased significantly among high school students.  
• Only 9% of sexually active high school students report using both a condom for STI-prevention and a 

more effective form of birth control to prevent pregnancy. 

Adolescents and young adults are disproportionately impacted by STIs: 
• Cases of chlamydia, gonorrhea, and syphilis are rising rapidly among young people. 
• When left untreated, these infections can lead to infertility, negative pregnancy and birth outcomes, 

and increased risk of acquiring new STIs. 

Contraceptive access can support prevention of unintended pregnancy among adolescents: 
• Overall US birth rates among adolescent mothers have declined for 3 decades. 
• There are significant geographic disparities in adolescent pregnancy rates, with higher rates of 

pregnancy in rural counties and in southern and southwestern states. 
• Social drivers of health and systemic inequities have caused racial and ethnic disparities in adolescent 

pregnancy rates.  
• Eliminating disparities in adolescent pregnancy and birth rates can increase health equity, improve 

health and life outcomes, and reduce the economic impact of adolescent parenting. 

Access to contraception across the US varies widely.  

Ensuring access to contraception is important for supporting reproductive autonomy, preventing unintended 
pregnancies, and promoting equitable reproductive health. There is significant variation in contraception 
access and use across the US, leading to disparities in health information, methods used, and outcomes.   

 
 
 
 
 
 
 
 

https://www.cdc.gov/nchs/pressroom/nchs_press_releases/2017/201706_NSFG.htm#:%7E:text=For%20Immediate%20Release%3A%20June%2022%2C%202017&text=An%20estimated%2055%25%20of%20male,for%20Health%20Statistics%20(NCHS).
https://www.cdc.gov/healthyyouth/data/yrbs/pdf/trendsreport.pdf
https://www.cdc.gov/mmwr/volumes/69/su/su6901a2.htm
https://www.cdc.gov/mmwr/volumes/69/su/su6901a2.htm
https://www.cdc.gov/std/life-stages-populations/adolescents-youngadults.htm#:%7E:text=While%20sexually%20transmitted%20diseases%20(STDs,the%20United%20States%20in%202018.
https://www.cdc.gov/std/statistics/2019/default.htm
https://www.who.int/news-room/fact-sheets/detail/sexually-transmitted-infections-(stis)
https://www.cdc.gov/teenpregnancy/about/index.htm#:%7E:text=The%20US%20teen%20birth%20rate,decrease%20of%204%25%20from%202018.
https://www.cdc.gov/teenpregnancy/about/social-determinants-disparities-teen-pregnancy.htm
https://www.cdc.gov/teenpregnancy/about/social-determinants-disparities-teen-pregnancy.htm
https://www.cdc.gov/teenpregnancy/about/social-determinants-disparities-teen-pregnancy.htm
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One example of the many steps that an adolescent must manage in order to access prescribed contraception 
via a traditional primary clinic. 
 

Example Steps to Access Prescribed Contraception via Primary Care Clinic 
Outlined by Tracey A. Wilkinson MD MPH FAAP 

 
1. Know that the clinic exists. 
2. Find the phone number for the clinic. 
3. Find a time between 8am – 4:30pm to call. 
4. Understand how to navigate the phone appointment system. 
5. Know their insurance information. 
6. Know their social security number. 
7. Be able to attend the clinic between 8am – 4:30pm on specific days of the week. 
8. Know their schedule far enough in advance to schedule and be able manage self until then. 
9. Remember the appointment. 
10. Know the location of the clinic. 
11. Be able to afford and/or arrange transportation.  
12. Find the clinic from the parking lot. 
13. Have necessary information and co-pay for check-in. 
14. Wait. 
15. Have the courage to visit with the clinician: 

a. Exam. 
b. Testing. 
c. Disclosure. 

16. Be willing to risk breach of confidentiality. 
17. Have transportation to pharmacy, perhaps repeatedly. 
18. Have funds for co-pay. 
19. Ability to follow-up, as needed. 

Access to comprehensive contraceptive care and methods are impacted by the following factors: 
• Health insurance: Disparities in same-day access to health insurance and variations in individual plan 

coverage of all FDA-approved contraceptives without cost sharing can impact access.  
• Adequate funding: Programs to offset the cost of contraceptives can support access for low-income 

individuals. 
• Ability to access tools (such as a reliable phone or internet access) required for telehealth visits.  
• Comprehensive sex education: Youth education around methods and use can encourage use of 

contraception.  
• Confidential care: Dedicated confidential time during a clinical visit and legislation mandating 

parental involvement can dissuade some youth from seeking contraception. 
• Partnerships with alternative providers and method: Partnerships with healthcare providers who have 

specialized training in various methods of contraception (eg, long-acting reversible contraceptives, or 
LARC) can increase access for youth seen by providers who do not have this training.  

• Public and health care provider education: Requiring education about guidelines for contraceptive 
care can increase access for youth seen in medical settings.  

• Institutional and systematic changes: Inclusion of all contraceptive methods on all payer and hospital 
formularies and payment policies that support immediate postpartum and postabortion provision of 
contraception can increase access.  

https://www.acog.org/clinical/clinical-guidance/committee-opinion/articles/2015/01/access-to-contraception
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State laws also impact a minor’s access to contraceptive services. According to a report from the Guttmacher 
Institute: 

• 23 state and the District of Columbia explicitly allow all minors to consent to contraceptive services 
• 24 states explicitly permit minors to consent to contraceptive services in one or more circumstances: 

o 2 states allow minors to consent to contraceptive services if a physician determines that the 
minor would face a health hazard if they were not provided with contraceptive services. 

o 19 states allow a married minor to consent to contraceptive services. 
o 5 states allow a minor who is a parent to consent. 
o 5 states allow a minor who is or has ever been pregnant to consent to services. 
o 10 states allow a minor to consent if they meet other requirements, including being a high 

school graduate, reaching a minimum age, demonstrating maturity or receiving a referral 
from a specified professional, such as a physician or member of the clergy. 

There are strides to expand contraceptive access. 

Contraception is starting to become available via new avenues, including mail order (MO) purchasing, 
pharmacist-prescribed prescriptions (also known as pharmacy access), over-the-counter (OTC) sales, and 
telehealth. Each method is described in more detail below: 
 
Mail order: 
Mail order contraception is a new avenue made possible by a range of companies including Pandia Health, 
Nurx, Plush Care, The Pill Club, and Lemonaid. To place an order: 1) the individual must fill out an online health 
profile and answer questions regarding their medical history, 2) the company’s medical team will review the 
health history and work with the patient to select the best option, and then 3) contraception is prescribed and 
delivered to the patient’s door (with options for automatic refill available). MO contraception 
consult/prescription fees vary by company, as do the available methods, telemedicine visit requirements, and 
age qualifications (which are impacted by state law).  

Pharmacy prescribed contraceptives: 
“Pharmacy access” laws authorize pharmacists to prescribe contraceptives, which can make contraceptive care 
more accessible and affordable by eliminating the need for a separate visit to a health care provider to obtain a 
prescription. Importantly, pharmacist prescribing of contraceptives has been proven to be safe and effective. 
 

Guttmacher reports that there are over 15 states and the District of Columbia allow pharmacists to provide 
contraceptive care and 3 states that explicitly allow pharmacists to refuse to prescribe contraceptives. Several 
national medical and public health organizations, including the American College of Obstetricians and 
Gynecologists, the American Public Health Association, and the American Pharmacists Association, support 
pharmacist-provided contraception to increase access to contraception, with over-the-counter access to 
hormonal contraception being the ultimate goal.  
 
Over the counter (OTC) sales: 

Pharmacy Prescribing Process 
• Pharmacist completes additional training on contraception provision. 
• Patient completes a self-screener for medical contraindications. 
• Blood pressure is measured by pharmacy staff. 
• Options for contraception based on self-screener and BP measurement presented to patient. 
• Chosen contraceptive method is dispensed to patient. 
 

https://www.guttmacher.org/state-policy/explore/minors-access-contraceptive-services
https://www.guttmacher.org/state-policy/explore/minors-access-contraceptive-services
https://freethepill.org/online-pill-prescribing-resources/
https://www.pandiahealth.com/
https://www.nurx.com/
https://www.plushcare.com/
https://thepillclub.com/
https://www.lemonaidhealth.com/
https://www.acog.org/en/Clinical/Clinical%20Guidance/Committee%20Opinion/Articles/2019/10/Over-the-Counter%20Access%20to%20Hormonal%20Contraception
https://www.guttmacher.org/state-policy/explore/pharmacist-prescribed-contraceptives
https://www.acog.org/clinical/clinical-guidance/committee-opinion/articles/2019/10/over-the-counter-access-to-hormonal-contraception
https://www.acog.org/clinical/clinical-guidance/committee-opinion/articles/2019/10/over-the-counter-access-to-hormonal-contraception
https://www.apha.org/policies-and-advocacy/public-health-policy-statements/policy-database/2014/07/18/13/39/ensuring-that-individuals-are-able-to-obtain-contraceptives-at-pharmacies
https://aphanet.pharmacist.com/policy-manual?is_sso_called=1
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OTC access to hormonal contraception is available without a prescription in over 100 countries globally. In the 
US, emergency contraception is available OTC but can be cost-prohibitive and difficult to find in-stock. More 
than 100 organizations, including those that serve youth, have voiced their support.  Furthermore, data show 
that 3 in 10 teens have interest in OTC access and 1 in 4 teens not already using a birth control method would 
consider an OTC contraceptive pill.  These youth could be reached via the provision of school-based health 
centers, which already play an important role in expanding access to contraceptive services. Lastly, the 
evidence suggests that OTC contraception patients are capable of self-screening, and users continue to access 
preventive care while taking an OTC pill. To help bring such affordable, available, insurance-covered OTC to the 
US, the Oral Contraceptives OTC Working Group – a coalition of advocates, researchers, and health care 
providers – has been collaborating since 2o04, and two companies are pursuing the necessary research to 
provide the FDA the data needed to approve the OTC transition.  
 
Telehealth: 
The COVID-19 pandemic has greatly expanded the adoption and use of telehealth. Many states expanded 
telehealth access and coverage during this time to allow access to medical care while reducing people’s 
exposure to COVID-19. Both telephone and video platforms have shown to be well suited to delivering 
contraceptive counseling, and provision and maintenance of regular and emergency contraception. Resources 
are available that describe high-level information about the telehealth policies in each state.  
 
School-based programs: 
Access to sexual and reproductive health care services at school-linked programs residing in high schools, 
colleges and universities, and vocational settings, play a critical role in meeting the health care needs of youth. 
Many school-based health services provide a limited range of prescription contraceptive methods on-site, 
including oral contraceptive pills. There have been examples of expanded access to contraception at schools 
via adding long-acting reversible contraceptive methods (LARCs) to health services provided and university 
student organizations setting up vending machines to dispense emergency contraception. Providing 
prescription contraceptive services on-site can reduce common barriers to contraception for students, 
including limited knowledge of off-campus locations for health service clinics and clinicians, lack of trust in 
clinicians, and lack of time or transportation to access a clinic.  
 
AAP and other national medical associations support access to contraception for youth. 

Given the evidence outlined above, AAP and other national medical organizations endorse counseling and 
access to a broad range of contraceptive services for their adolescent patients. This includes education about 
safe and effective contraceptive methods. 

National medical and public health associations supporting contraception education, counseling, and access 
include: 

• American Academy of Pediatrics.  
• American Academy of Family Physicians. 
• American College of Obstetricians and Gynecologists. 
• American Osteopathic Association. 
• American Medical Association. 
• American Public Health Association. 
• Society for Adolescent Health and Medicine. 

 
Pediatric clinics provide a unique opportunity for contraception counseling and access. 

https://pubmed.ncbi.nlm.nih.gov/29395780/
https://www.contraceptionjournal.org/article/S0010-7824(21)00092-5/fulltext
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4418512/
https://pubmed.ncbi.nlm.nih.gov/22520645/
https://pubmed.ncbi.nlm.nih.gov/22520645/
https://ocsotc.org/statement-of-purpose/
https://jamanetwork.com/journals/jamapediatrics/article-abstract/2765829
https://powertodecide.org/what-we-do/access/telehealth-policy
https://www.jahonline.org/article/S1054-139X(15)00074-9/fulltext
https://www.theverge.com/2019/2/11/18216209/contraception-campus-vending-machines-day-after-pill-plan-b
https://contraceptionmedicine.biomedcentral.com/articles/10.1186/s40834-017-0051-8
https://contraceptionmedicine.biomedcentral.com/articles/10.1186/s40834-017-0051-8
https://onlinelibrary.wiley.com/doi/abs/10.1363/psrh.12126
https://publications.aap.org/pediatrics/article/134/4/e1244/32981/Contraception-for-Adolescents
https://publications.aap.org/pediatrics/article/134/4/e1244/32981/Contraception-for-Adolescents
https://www.aafp.org/about/policies/all/adolescent-sexuality.html
https://www.acog.org/clinical/clinical-guidance/committee-opinion/articles/2017/08/counseling-adolescents-about-contraception
https://www.acog.org/clinical/clinical-guidance/committee-opinion/articles/2017/08/counseling-adolescents-about-contraception
https://osteopathic.org/wp-content/uploads/policies/Policy-H407-A-17-Reproductive-Issues-Counseling-Female-Patients-On.pdf
https://policysearch.ama-assn.org/policyfinder/detail/Contraception?uri=%2FAMADoc%2FHOD.xml-0-5216.xml
https://policysearch.ama-assn.org/policyfinder/detail/Contraception?uri=%2FAMADoc%2FHOD.xml-0-5216.xml
https://www.apha.org/policies-and-advocacy/public-health-policy-statements/policy-database/2015/12/17/09/14/universal-access-to-contraception
https://www.apha.org/policies-and-advocacy/public-health-policy-statements/policy-database/2015/12/17/09/14/universal-access-to-contraception
https://www.jahonline.org/article/S1054-139X(14)00052-4/pdf
https://www.jahonline.org/article/S1054-139X(14)00052-4/pdf
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Pediatricians and other pediatric health clinicians are a trusted source of sexual health information and 
typically have long-term care relationships with their patients and families, and thus have unique 
opportunities to address contraception with their adolescent patients.   

Pediatric health clinicians have the opportunity to deliver care with a reproductive justice approach, which 
means to explore patients’ priorities and trust young people’s decisions when it comes to their bodies. While 
prescribing contraception to adolescents is an important form of reproductive health advocacy, a reproductive 
justice mindset recognizes the socio-economic and cultural inequalities that provide some people with “easier 
access to self-determination and bodily autonomy than others.”  

The clinical visit is an opportunity to counsel about and ensure access to a broad range of contraceptive services 
for adolescent patients in a way that is caring and nonjudgmental. Contraceptive needs, expectations, and 
concerns should be discussed routinely. It can also serve as a useful adjunct to support other sources of sexual 
health information.  

AAP policy and Bright Futures: Guidelines for Health Supervision of Infants, Children, and Adolescents provide 
recommendations for addressing contraception in clinical settings, including: 

• Clinicians having their own working knowledge of contraception options and effectiveness for 
adolescents. 

• Regularly assessing adolescent patients’ sexual history. 
• Incorporating confidentiality and consent into contraceptive care. 
• Counseling about and ensuring access to a broad range of contraceptive services, describing the most 

effective methods first. 
• Educating adolescent patients about all safe and effective contraceptive methods or identifying 

clinicians in the community to whom patients can be referred for these services. 
• Addressing contraceptive needs using a patient-centered approach. 
• Following up to support adherence and monitor adverse effects and complications. 
• Being aware of programs and community clinics that provide confidential and free or low-cost 

reproductive health care services and supplies, including contraception. 

Barriers to equitable access to contraception still remain 

Many adolescents do not have access to contraceptive serves they want or need. Despite declines in recent 
decades, rates of unintended pregnancies in the US remain high.  
 
Barriers to accessing contraception include: 

Knowledge deficits, misinformation, mistrust: 
• The emphasis on abstinence-only sexuality education may contribute to misperceptions around 

contraceptive effectiveness, a lack of understanding of how various methods of contraception work, 
and incorrect concerns about safety that can influence contraceptive use and method selection. 

• Few websites offer up-to-date, accurate information on effective contraception options, including 
long-acting reversible contraception (LARC) . This could present a barrier to promoting its utilization 
among youth, especially those who are part of historically franchised or underserved communities. 

• People with periods of contraceptive nonuse report misconceptions about pregnancy risk. 
• One study found gender queer participants experienced a lack of self-concept and a fear of stigma 

from both queer and health care communities as contraceptive users. 

https://jamanetwork.com/journals/jamapediatrics/article-abstract/2784064
https://jamanetwork.com/journals/jamapediatrics/fullarticle/2677899
https://www.reliasmedia.com/articles/142623-beyond-efficacy-applying-a-reproductive-justice-framework-to-contraceptive-counseling-for-young-people
https://www.reliasmedia.com/articles/142623-beyond-efficacy-applying-a-reproductive-justice-framework-to-contraceptive-counseling-for-young-people
ithttps://www.acog.org/clinical/clinical-guidance/committee-opinion/articles/2017/08/counseling-adolescents-about-contraception
ithttps://www.acog.org/clinical/clinical-guidance/committee-opinion/articles/2017/08/counseling-adolescents-about-contraception
https://www.guttmacher.org/fact-sheet/facts-american-teens-sources-information-about-sex
https://publications.aap.org/pediatrics/article/134/4/e1244/32981/Contraception-for-Adolescents
https://brightfutures.aap.org/Bright%20Futures%20Documents/BF4_HealthySexuality.pdf
https://www.cdc.gov/reproductivehealth/contraception/unintendedpregnancy/index.htm
https://pubmed.ncbi.nlm.nih.gov/22681426/
https://journals.sagepub.com/doi/10.1177/2150131915621058
https://www.guttmacher.org/sites/default/files/report_pdf/improvingcontraceptiveuse_0.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6836771/
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• Historical coercive contraceptive practices, rooted in systemic racism, and related policies designed to 
restrict childbearing in specific populations have led to misinformation and mistrust of the healthcare 
system. 

• Individuals who are LGBTQ2S+ are often not provided with medically accurate education materials 
that address their sexual health needs. 

 
Bias: 

• Pediatric health clinicians may have knowledge deficits or attitudes and biases that can limit their 
ability to offer appropriate contraceptive methods to their patients.  

• Contraceptive counseling can be based on clinician assumptions about a patient’s sexual behavior (eg, 
a mistaken belief that women who have sex with women do not need contraception), and as a result, 
non-contraceptive benefits of birth control may not be taken into consideration. 

• Some practices may require or pressure youth to agree to other sexual and reproductive health 
services, like STI screening, when trying to access contraception.  

 
Legal and legislative climate: 

• While the Affordable Care Act (ACA) mandates that private insurance cover all contraceptives 
approved by the FDA without excessive cost-sharing, regulations allow employer exemptions from the 
contraceptive coverage rules.  

• Rulings like the US Supreme Court’s Burwell v Hobby Lobby state that corporations can exclude 
contraceptive coverage from workers’ insurance benefits based on the company owner’s religious 
beliefs. 

• Some states that require insurance plans to cover prescription drugs do not specify or cover 
prescription contraceptives. 

• Measures that define life as beginning at fertilization assert that most methods of contraception act as 
abortifacients because they may prevent a fertilized egg from implanting and therefore assert that 
these methods are illegal. 

• Despite national organizations recommending confidential care to adolescents, legislation requiring 
parental involvement for minors who receive contraceptive care provide legal barriers to access. 

 
Cost and insurance: 

• High out-of-pocket costs, deductibles, and copayments for contraception limit contraceptive access – 
even for those with private health insurance. 

o Out-of-pocket costs for contraception are nearly double that of out-of-pocket costs for non-
contraceptive drugs. 

• Individuals who have private insurance from employers who do not cover contraception or who are 
uninsured may not be able to afford the cost of the most effective methods, such as IUDs.  

• While access to an extended supply of contraceptives is cost effective and has been shown to increase 
adherence and continuation rates, insurance plans restrict many individuals’ abilities to receive more 
than a single month’s supply of contraception at a time. 

• Some insurers, clinic systems, or pharmacy and therapeutics committees require people to “fail” 
certain contraceptive methods before the cost of a more expensive method, such as an IUD or implant, 
will be covered. 

• The majority of unintended pregnancies in the US care caused by gaps in contraceptive use, most 
often due to interruptions in insurance coverage or inability to cover co-pays.  

 
Objection to contraception: 

https://www.guttmacher.org/gpr/2014/09/guarding-against-coercion-while-ensuring-access-delicate-balance
https://www.kff.org/health-reform/issue-brief/new-regulations-broadening-employer-exemptions-to-contraceptive-coverage-impact-on-women/
https://www.supremecourt.gov/opinions/13pdf/13-354_olp1.pdf
https://www.kff.org/other/state-indicator/state-requirements-for-insurance-coverage-of-contraceptives/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
https://brightfutures.aap.org/Bright%20Futures%20Documents/BF4_AdolescenceVisits.pdf
https://www.adolescenthealth.org/SAHM_Main/media/Advocacy/Positions/Aug-04-Confidential_Health_Care_for_Adolescents.pdf
https://www.acog.org/clinical/clinical-guidance/committee-opinion/articles/2020/04/confidentiality-in-adolescent-health-care
https://www.naspag.org/naspag-provision-of-reproductive-health-for-teens-during-pandemic
https://www.aafp.org/about/policies/all/adolescent-confidentiality.html
https://www.ama-assn.org/delivering-care/ethics/confidential-health-care-minors
https://pubmed.ncbi.nlm.nih.gov/14768985/
https://pubmed.ncbi.nlm.nih.gov/17077231/
https://pubmed.ncbi.nlm.nih.gov/16772190/
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• Health systems sponsored by religious institutions often provide limited access to reproductive health 
services, including contraception. 

o It is estimated that 30-37% of hospital admissions statewide are to religiously affiliated 
hospitals, and 40% of hospital beds are in religiously affiliated hospitals. 

• Reports of pharmacies refusing to fill contraception prescriptions or provide emergency contraception 
are increasing.  

• Six states have laws or regulations that specifically allow pharmacies or pharmacists to refuse 
medication dispersion for religious or moral reasons without critical protections for patients, such as 
requirements to refer or transfer prescriptions. 

• Areas where health care options are limited, such as rural areas, may be exacerbated by these barriers.  
 
Repetitive clinical visits: 

• Requiring a clinical visit that includes a pelvic examination prior to initiating hormonal contraception 
is not evidence-based and may deter an adolescent from seeking a more effective form of 
contraception and facilitate use of over-the-counter methods. 

• Requiring multiple clinical visits:  
o For use of long acting reversible contraception (LARC). 

 STI testing can occur on the same day as LARC placement and people do not require 
cervical preparation for insertion.  

o For use of non-LARC methods, such as only dispensing 1-2 months of contraception for 
repeated, frequent visits.  

 
Institutional and payment barriers: 

• Variable compensation for contraceptive services may disincentivize clinics from providing the full 
range of contraceptive options. 

• Healthcare providers face inadequate reimbursement for LARC devices in certain settings. 
 
Health care inequities: 

• Rates of adverse reproductive health outcomes are higher among people who are low-income and 
who live in under resourced communities.  

• Individuals who are low income, historically disenfranchised, and underserved have higher rates of 
nonuse of contraceptives and are more likely to use less effective reversible methods such as condoms. 

• Individuals who are low income face health system barriers to contraceptive access because they are 
more likely to be uninsured, a major risk factor for nonuse of prescription contraceptives. 

• Many people who are eligible for publicly funded contraception live in contraceptive deserts. 
• Publicly funded programs that support family planning services, including Title X and Medicaid, are 

increasingly underfunded and cannot bridge the gap in access for vulnerable people. 
 
A 2021 report from the Guttmacher Institute indicates that the COVID-19 pandemic has impacted fertility 
preferences and access to care. Key findings indicate that the pandemic: 

• Has shifted fertility preferences with 15% of respondents wanting fewer children or to have children 
later. 

o Pandemic-related shifts in fertility preferences were more likely to be experienced by 
respondents of color, LGTBQ2S+ respondents, respondents who are low-income, and those 
who experienced financial and employment difficulties in the past year than by their 
counterparts who are white, straight, cisgender, and financially better-off or employed. 

• Impedes access to sexual and reproductive health care, including contraceptive services. 

https://www.acog.org/clinical/clinical-guidance/committee-opinion/articles/2015/01/access-to-contraception
https://www.aclu-wa.org/overview-restrictions-health-care-religiously-affiliated-medical-facilities
https://nwlc.org/wp-content/uploads/2015/08/pharmacy_refusals_101_7_24_15_final_clean_0.pdf
https://nwlc.org/wp-content/uploads/2015/08/pharmacy_refusals_101_7_24_15_final_clean_0.pdf
https://www.cdc.gov/mmwr/volumes/65/rr/rr6504a1.htm
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2835625/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2835625/
https://powertodecide.org/sites/default/files/2022-02/Understanding%20Contraceptive%20Deserts.pdf
https://www.guttmacher.org/report/continuing-impacts-covid-19-pandemic-findings-2021-guttmacher-survey-reproductive-health
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o Respondents of color, LGTBQ2S+ respondents, low-income respondents, and those who 
experienced financial and employment difficulties in the past year were more likely than 
others to experience COVID-19–related barriers to SRH care. 

o Respondents who were higher-income Hispanic (23%) and Black (22%) were more likely than 
respondents who were lower-income white (15%) to report difficulty obtaining SRH care in 
the previous 12 months. 

• Has disproportionate effects on the SRH of those already experiencing systemic social and health 
inequities. 

o Respondents who were Hispanic and Black were more likely to report financial or 
employment challenges, such as financial instability and job loss, than respondents who were 
White. 

 
Disparities in access to contraception. 

The barriers listed above limit access to full contraceptive options. While these barriers impact youth across the 
US, there are some populations who are less likely to have access to contraception. One significant limitation is 
the disparity in racial and ethnic representation in research studies: most studies recruit predominately white 
populations, which leads to a lack of understanding about tailored sexual and reproductive health care for 
specific communities and identities.   

Youth who are LGBTQ2S+ face added barriers to contraception: 
• One study found people who are queer and can get pregnant are more likely than their counterparts 

who are straight to have an unintended pregnancy or a pregnancy before they are aged 20, indicating 
structural barriers to contraceptive care and a need for LGTBQ2S+ inclusive care. 

• Contraception counseling guidelines specific to people who are LGBTQ2S+ do not yet exist, a 
significant gap in care for family planning needs. 

• Nearly a quarter of patients who are transgender have delayed seeking health care because of the fear 
of being mistreated, which can impact their ability to seek contraceptive counseling. 

• Patient who are LGTBQ2S+ are more likely than straight patients to be uninsured and even those with 
insurance may face insurance denials because of gender markers in their patient profile. 

Youth with disabilities or special health care needs face added barriers to contraception: 
• Many individuals with disabilities or special health care needs experience assumptions from providers 

that they are not sexually active and/or do not need contraception. 
• Most individuals with physical disabilities experience problems accessing clinic rooms and 

examination tables. 
• Logistical barriers exist, including lack of accessible transportation, difficulty scheduling 

appointments around transportation constraints, and lack of understanding from insurance 
companies and providers about their specific needs. 

• People with disabilities who also live at the intersection of another marginalized identity face 
compounded barriers to accessing care, ranging from lack of language access, to not having their 
symptoms taken seriously, to having their expressed health goals ignored. 

• Contraception education materials are often not tailored for disabilities, such as sight impairment. 
• There is limited research on the safety and efficacy of various contraceptive methods for people with 

disabilities and that may impact if and how a provider recommends or prescribes contraceptives. 
 
Youth from historically underserved communities face added barriers to contraception: 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5995339/
https://www.guttmacher.org/article/2019/12/sexual-orientation-differences-pregnancy-and-abortion-across-lifecourse
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5995339/
https://transequality.org/sites/default/files/docs/usts/USTS-Executive-Summary-Dec17.pdf
https://news.gallup.com/poll/175445/lgbt-likely-non-lgbt-uninsured.aspx
https://www.cms.gov/files/document/federaldatadisability508.pdf
https://www.jognn.org/article/S0884-2175(21)00126-X/fulltext
https://link.springer.com/article/10.1007/s10389-020-01383-z
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7703246/
https://pubmed.ncbi.nlm.nih.gov/34352855/
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• Medical racism has resulted in a culture of fear and mistrust of health care institutions for some 
individuals, which can make it more difficult for people who are Black to access contraceptive 
coverage and care. 

o One study found that IUDs were recommended more often to women of color who are low-
income women compared to white women who are low-income. 

o Another study found that women’s preferences regarding contraceptive selection or removal 
were not honored. 

• Youth who are female and Black are less likely than peers who are white to receive education about 
where to obtain birth control prior to initiating sexual activity.  

 
The impact of limited access to contraception education and services 

Access to contraception has significant benefits for adolescents and future generations. 

Access to contraception impacts adolescents’ sexual behavior: 
• Students in schools that make condoms available without requiring parental notification are less 

likely to have ever had sexual intercourse than students at schools that don't provide condoms 
confidentially. 

• Moreover, in schools where condoms are readily available, those teens who do have sex are twice as 
likely as other students to have used a condom during their last sexual encounter. 

 
Meeting the contraceptive needs of adolescents is essential to improving their social and economic well-being: 

• Improving and expanding contraceptive services is key to preventing unintended pregnancies. 
• Access to contraceptive services increases opportunities for education. 

Access to comprehensive contraceptive education, counseling and services are critical for empowering 
adolescents to maintain bodily autonomy, make informed decisions about their bodies, and attain economic 
benefits. Efforts to expand access, including pharmacist-initiated prescriptions (also known as pharmacy 
access), over-the-counter (OTC) sales, and mail-order (MO) purchasing, can reduce barriers to access that 
adolescents may experience. These strides are critical to adolescents maintaining bodily autonomy and also 
have a positive impact on public health. 

Impacts of a lack of access to contraception.  

When youth are unable to freely access contraception services, they are unable to make informed decisions 
about their body and sexual behaviors or protect themselves from STIs or unintended pregnancies.  

Limiting access to contraception can have impacts on all youth, including: 
• Foregoing contraception use. 
• Stopping access to some or all reproductive health care services. 
• Increased risk of unintended pregnancy. 
• Increased possibility of exposure to sexually transmitted infections.  

Limiting access to contraception can exacerbate existing health disparities, with disproportionate impacts on 
specific populations of youth.  

http://blackrj.org/wp-content/uploads/2020/04/6217-IOOV_ContraceptiveEquity.pdf
https://pubmed.ncbi.nlm.nih.gov/20598282/
https://pubmed.ncbi.nlm.nih.gov/27631741/
https://www.jahonline.org/action/showPdf?pii=S1054-139X%2821%2900444-4
https://www.jahonline.org/action/showPdf?pii=S1054-139X%2821%2900444-4
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1447877/
https://www.guttmacher.org/sites/default/files/report_pdf/adding-it-up-adolescents-report.pdf
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Youth who identify as women, youth from communities of color, youth with disabilities, and youth who are 
LGBTQ2S+ are particularly impacted by inequitable access to contraception, as this lack of education can 
impact their health, safety, and self-identity. Examples of these impacts are outlined below.  

A lack of contraception access can harm young women. 
 

• Young women are greatly impacted by parental notification and/or consent laws: 
o One study found that, among adolescents who are female and sexually active, if parental 

notification was required to receive a contraception prescription: 
 47% would stop accessing all reproductive health care services from the clinic. 
 12% would stop using some reproductive health care services or would delay 

HIV/STD testing or treatment. 
 Nearly all adolescents who are female would stop or delay reproductive health care 

services indicated they would continue being sexually active. 

A lack of contraception access can harm youth from communities of color. 
 

• Youth of color have unique needs related to STI and pregnancy prevention: 
o A history of systemic racism, discrimination, and long-standing health, social and systemic 

inequities have created disparities in access to sexual and reproductive health services, 
leading to: 
 Racial and ethnic disparities in STI and HIV infection. 
 Racial and ethnic disparities in unplanned pregnancy and births among adolescents. 

A lack of contraception access can harm youth with disabilities or special health care needs. 
 

• Youth with disabilities benefit from comprehensive sexual and reproductive health care tailored to 
their individual needs: 

o Youth with special health care needs often initiate romantic relationships and sexual 
behavior during adolescence, similar to their peers. 

o Youth with disabilities are often not asked about contraception or abortion needs because it 
is assumed they are asexual, infertile, or incapable of having or consenting to sex. 

o Youth with disabilities can be treated as a monolithic group and contraceptive factors may 
not be considered for the individual person and their disability, such as their comfort level 
with different types of contraceptive methods, ease of use, or interactions with other 
characteristics of their disability, adaptive technologies, or medications they may take. 

o Youth with disabilities or with special health care needs are more like to be under 
conservatorship or guardianship, leading to a lack in confidential contraceptive services or 
autonomous decision making. 

A lack of contraception access can harm youth who are LGBTQ2S+. 
 

• Youth who are LGBTQ2S+ benefit from gender affirming care: 
• Youth who identify as LGBTQ2S+ may experience unique challenges with insurers, leading some 

to forego an insurance plan altogether or to stick to the birth gender on their insurance ID cards. 
• Youth who identify as LGBTQ2S+ have federal support for insurance coverage of sex-specific 

preventive services to people who are transgender. 
 

https://pubmed.ncbi.nlm.nih.gov/12169074/
https://www.advocatesforyouth.org/wp-content/uploads/storage/advfy/documents/fsyouthcolor.pdf
https://www.advocatesforyouth.org/wp-content/uploads/storage/advfy/documents/fsyouthcolor.pdf
https://pubmed.ncbi.nlm.nih.gov/12090965/
https://link.springer.com/article/10.1007/s10882-005-3686-3
https://link.springer.com/article/10.1007/s10882-005-3686-3
https://www.nationalpartnership.org/our-work/resources/repro/repro-disability-contraception.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4688170/
http://digitalcommons.law.yale.edu/cgi/viewcontent.cgi?article=1192&context=yjhple
http://www.cms.gov/CCIIO/Resources/Fact-Sheets-and-FAQs/Downloads/aca_implementation_faqs26.pdf
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• Youth who are LGBTQ2S+ have unique needs related to STI and pregnancy prevention: 
o Youth who are LGBTQ2S+ are more likely than their heterosexual peers to report not learning 

about HIV/STIs in school. 
o Lack of education on STI prevention leaves youth who are LGBTQ2S+ without the information 

they need to make informed decisions, leading to discrepancies in condom use between 
youth who are LGBTQ2S+ and heterosexual.  

o Some populations of LGBTQ2S+ people carry a disproportionate burden of HIV and other 
STIs: these disparities begin in adolescence, when youth who are LGBTQ2S+ do not receive sex 
education that is relevant to them.  

Contraception access is key for adolescent well-being  

Adolescents have a right to comprehensive, patient-centered contraception access.  

Youth deserve reasonable access to the full range of contraceptive services so that they can make well-
informed decisions about their bodies without concern about misinformation or bias, legality, or cost. 

Data have demonstrated that contraceptive access is essential to reducing risk of unintended pregnancy, 
figures that remain high in the US compared to countries with similar economic circumstances.  These benefits 
are critical to youth and to public health.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://www.plannedparenthood.org/uploads/filer_public/41/d5/41d511c2-086f-4894-9df7-bb15ecf0d92e/call_to_action_lgbtq_sex_ed_report_-_final_2.pdf
https://www.plannedparenthood.org/uploads/filer_public/41/d5/41d511c2-086f-4894-9df7-bb15ecf0d92e/call_to_action_lgbtq_sex_ed_report_-_final_2.pdf
https://www.plannedparenthood.org/uploads/filer_public/41/d5/41d511c2-086f-4894-9df7-bb15ecf0d92e/call_to_action_lgbtq_sex_ed_report_-_final_2.pdf
https://www.lgbtqiahealtheducation.org/wp-content/uploads/2019/05/TFI-53_Addressing-HIV-STI-for-LGBTQ-People-Brief_final.pdf
https://www.plannedparenthood.org/uploads/filer_public/41/d5/41d511c2-086f-4894-9df7-bb15ecf0d92e/call_to_action_lgbtq_sex_ed_report_-_final_2.pdf
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The importance of access to abortion 
 
Access to safe abortion is a core component of sexual and reproductive health care. 
 
AAP supports the right of an adolescent to access an abortion to terminate an unintended pregnancy. 
 
Timely receipt of pregnancy options counseling and access to a wanted abortion is critical for pregnant 
adolescents, because of the potential medical, personal, social, and economic consequences of an unplanned 
pregnancy during adolescence. 
 
Adolescents who are facing an unplanned pregnancy deserve access to medically accurate, unbiased, 
developmentally appropriate information about abortion, and support in obtaining this care if they so choose. 
 
AAP policy affirms that it is an adolescent’s right to decide the outcome of their pregnancy and the people who 
should be involved. Pediatric health clinicians should encourage adolescents to engage their 
parents/caregivers or a trusted adult in their decision-making around pregnancy and abortion; however, if 
adolescents choose not to do so, their decision should be respected.   
 
Abortion is a safe and effective medical procedure. 
 
Abortion is a medical procedure that is used to end a pregnancy.  
 
There 4 types of abortions performed by medical facilities in the United States (US). One can be performed at 
home, while the other 3 are performed in a clinical setting. Length of gestation and patient preference impact 
the type of abortion procedure used to end a pregnancy. Most abortions performed in the United States are 
medication or aspiration abortions. 
 
Types of abortions recognized in the US: 

• Medication abortion (also called self-managed abortion or the abortion pill).  
o This method uses two medications: mifepristone and misopristol.  

 Mifepristone blocks progesterone, which makes the uterus unable to support a 
pregnancy. 

 Misoprostol causes cramping and bleeding to empty the uterus.      
o Medication abortions are very effective in ending pregnancy.  
o This method can be used until 11 weeks after the last period.  
o This method can be performed in a clinic or at home.  
o In many states, abortion pills are available by mail.  

 
• Suction abortion (also called vacuum aspiration). 

o This method uses gentle suction to empty the uterus.  
o Suction abortions are very effective in ending pregnancy.  
o This method can be used until 14-16 weeks after the last period.  
o This method is performed in a clinic. 

 
• Dilation and evacuation abortion (also called D&E).  

o This method uses suction and medical implements to empty the uterus.  
o D&E abortions are very effective in ending pregnancy.  

https://publications.aap.org/pediatrics/article/doi/10.1542/peds.2022-058780/188339/The-Adolescent-s-Right-to-Confidential-Care-When
https://publications.aap.org/pediatrics/article/doi/10.1542/peds.2022-058781/188340/Options-Counseling-for-the-Pregnant-Adolescent
https://www.nap.edu/download/24950
https://www.nap.edu/download/24950
https://www.plannedparenthood.org/learn/abortion/the-abortion-pill
https://nwhn.org/safe-online-delivered-how-to-get-the-abortion-pill-by-mail/
https://www.plannedparenthood.org/learn/abortion/in-clinic-abortion-procedures
https://www.plannedparenthood.org/learn/abortion/in-clinic-abortion-procedures
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o This method can be used beyond 16 weeks after the last period; it is typically used when a 
suction abortion is no longer feasible.  

o This method is performed in a clinic.  
o Some states have passed laws making D&E abortion illegal or inaccessible to people who are 

pregnant. 
 

• Induction abortion (also called medical abortion). 
o Induction abortions are very rare in the US. 

 In 2018, induction abortions accounted for  <2% of US abortions performed after 14 
weeks gestation. 

o This method uses medications to induce labor and delivery of a fetus. 
o Induction abortions tend to be slower, more expensive, and more physically uncomfortable 

than D&E abortions; as such, they are used less frequently.  
o Induction abortions are very effective in ending pregnancy.  
o This method is performed in a clinic and can sometimes require a hospital stay. 

 
The National Academy of Sciences has concluded that abortion does not increase the risk of physical or mental 
health conditions:  

• There is no link between abortion and infertility, pregnancy-related hypertension, abnormal 
placentation, pre-term birth, or breast cancer.  

• Abortion does not increase risk of depression, anxiety, or posttraumatic stress disorder. 
• There is a body of misleading published literature that claims there is a link between abortion and 

mental/physical health conditions. These studies do not meet the standards for rigorous, unbiased 
research.  

 
Abortions performed by medication, suction, D&E, or induction are safe and effective. 
 
Abortion is a common medical procedure. 
 
A 2017 Guttmacher report found that one in four women in the US report having an abortion before age 45.  
 
Approximately 18% of pregnancies in the US end in abortion.  
 
Multiple factors impact incidence of abortion, including access to sexual and reproductive health services, 
access to contraception, availability of abortion providers, state regulations around abortion, and economic 
circumstances.  
 
Abortion rates in the US have declined in recent decades due to decreases in unintended pregnancies and 
increased contraceptive access and use. Abortion rates among adolescents have seen greater declines than 
among adults.  
 
Abortion rates vary by age group: 

• Young adults in their 20’s have the highest rates of abortion. 
• Younger adolescents (<15) have the lowest rates of abortion. 
• Adolescents (<15 and 15-19) have the highest ratio of abortion, which is the rate of abortion relative to 

the rate of live births in their age group.  
 

 

https://www.guttmacher.org/state-policy/explore/bans-specific-abortion-methods-used-after-first-trimester
https://www.nap.edu/download/24950
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7713711/
https://www.nap.edu/download/24950
https://www.nap.edu/download/24950
https://www.nap.edu/download/24950
https://www.guttmacher.org/article/2017/10/population-group-abortion-rates-and-lifetime-incidence-abortion-united-states-2008
https://www.cdc.gov/mmwr/volumes/70/ss/ss7009a1.htm
https://www.cdc.gov/mmwr/volumes/70/ss/ss7009a1.htm
https://www.cdc.gov/mmwr/volumes/70/ss/ss7009a1.htm
https://www.cdc.gov/mmwr/volumes/70/ss/ss7009a1.htm
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AAP policy and abortion 
 
AAP supports options counseling for youth who are pregnant. 
 
In June 2022, AAP reaffirmed its position that adolescents who are pregnant have the right to be informed and 
counseled on their pregnancy options. Pediatricians should: 
 

1. Inform the pregnant adolescent of all their options, which include continuing the pregnancy and 
raising the child; continuing the pregnancy and making an adoption, kinship care, or foster care plan; 
or terminating the pregnancy. 

2. Be prepared to provide a pregnant adolescent with accurate information about each of these options 
in a developmentally appropriate manner involving a trusted adult, when possible; support the 
decision-making process; and assist in making connections with community resources that will 
provide quality services during and after the pregnancy. 

3. Be familiar with laws and policies impacting access to abortion care, especially for minor adolescents, 
as well as laws that seek to limit health care professionals’ provision of unbiased pregnancy options 
counseling and referrals for abortion care. Pediatricians should oppose efforts by state governments 
to interfere in the patient-physician relationship or to levy criminal sanctions on physicians for the 
provision of care. 

4. Examine their own beliefs and values to determine whether they can provide nonjudgmental, factual 
pregnancy options counseling that includes the full range of pregnancy options. If they cannot fulfill 
this role, they should facilitate a prompt referral for counseling by another knowledgeable 
professional in their practice setting or community who is willing to have such discussions with 
adolescent patients. The impact on the patient should be minimized and the patient should not know 
the reasons a referral to another provider is needed. When referral is not possible or feasible, the 
pediatrician has an ethical obligation to provide this counseling. The AAP acknowledges the tension 
that pediatricians may face between their ethical duty to the patient and their duty to observe the law, 
and that pediatricians may choose not to follow these AAP recommendations when it is illegal to do 
so. 

 
AAP supports the right to confidential care when considering abortion. 

AAP policy from June 2022 reaffirms its position that the right of adolescents to access confidential care when 
considering abortion for an unintended pregnancy should be protected. AAP conclusions and 
recommendations are as follows: 

• Although the stated intent of mandatory parental involvement laws is to enhance family 
communication and parental responsibility, there is no supporting evidence that these effects are 
achieved. There is evidence that such legislation may have an adverse impact on some families and 
pose medical and psychological harm to some adolescents. Similarly, judicial bypass provisions do not 
ameliorate risks and may delay access to safe and appropriate care. 

• Because of the harms of restrictive abortion laws and the dangers associated with unsafe abortions, 
adolescents should have access to legal abortion services. 

• When safe and appropriate, health care professionals should encourage adolescents to seek 
adult guidance and support when considering their pregnancy options. 

• It should be recognized that most adolescents do involve a parent or trusted adult when making the 
decision to proceed with legal abortion therapy. Ultimately, the pregnant adolescent’s right to decide 

https://publications.aap.org/pediatrics/article/doi/10.1542/peds.2022-058781/188340/Options-Counseling-for-the-Pregnant-Adolescent
https://publications.aap.org/pediatrics/article/doi/10.1542/peds.2022-058780/188339/The-Adolescent-s-Right-to-Confidential-Care-When
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whom to involve in the decision to seek abortion care should be respected. This approach is consistent 
with basic ethical, legal, and health care principles. 

• Health care professionals should understand state and regional laws regulating abortion services, 
including restrictions on health care professionals’ counseling about or referring. 

Adolescents have the ability to make personal healthcare decisions: 
• Adolescents under age 18 are just as competent as adults in consenting for abortion services. 
• Adolescents understand the risks and benefits of their options for an unintended pregnancy. 
• Adolescents are capable of making rational, voluntary, and independent decisions.  

 
Most adolescents who are pregnant engage trusted adults in their decisions around abortion: 

• Family dynamics, including trusting and warm relationships impact parental engagement. 
• Most adolescents who are pregnant tell their parent about their intent to have an abortion. 
• Younger adolescents are more likely to engage their parents than older adolescents. 
• Adolescents who do not engage their parents typically involve another trusted adult. 

 
AAP opposes mandatory parental involvement in abortion. 
 
AAP is opposed to legislation that mandates parental involvement in abortion. 
 
Mandatory parental involvement: 

• Does not achieve the stated benefit of improving family communication or relationships.  
• Puts youth at risk for punishment, coercion, or abuse.  
• Delays access to timely medical care. 
• Deters adolescents from seeking health services. 
• Delays termination of pregnancy, which can increase medical risk, increase financial costs, or 

eliminate abortion as an option.  
 
States with mandatory parental involvement legislation typically allow judicial bypass proceedings, wherein a 
judge determines whether a minor adolescent is mature enough to choose to have an abortion without parent 
involvement.  
 
Judicial bypass provisions do not eliminate the risks of mandatory parental involvement, and can delay access 
to safe and appropriate abortion, making it a more complicated procedure or eliminating abortion as an 
option. 
 
Judicial bypass provisions are harmful to adolescents’ emotional health: 

• Adolescents have reported that the judicial bypass process is stressful and humiliating. 
• In these proceedings, young people are required to share the details of their sexual history and private 

life with many people involved with the court system, in order to obtain a hearing with a judge.  
• The proceeding itself may be traumatic for the adolescent, and may delay care, making the procedure 

more costly or removing abortion as an option entirely.  
 
Youth deserve broad, equitable access to abortion 
 
Access to a wanted abortion is a critical component of sexual and reproductive health for youth who are able to 
become pregnant.  

https://doi.apa.org/doiLanding?doi=10.1037%2Fa0014763
https://www.jstor.org/stable/1130087?origin=crossref
https://doi.apa.org/doiLanding?doi=10.1007%2FBF01044794
https://academic.oup.com/jmp/article-abstract/38/3/256/920018?redirectedFrom=fulltext
https://publications.aap.org/pediatrics/article/139/2/e20163861/59961/The-Adolescent-s-Right-to-Confidential-Care-When
https://journals.lww.com/jonalaw/Abstract/2007/07000/Minors__Rights_in_Medical_Decision_Making.13.aspx
https://journals.lww.com/jonalaw/Abstract/2001/09000/Children_s_Competence_to_Participate_in_Healthcare.4.aspx
https://www.sciencedirect.com/science/article/pii/S1054139X1300520X?via%3Dihub
https://ajph.aphapublications.org/doi/10.2105/AJPH.2014.302116
https://www.jstor.org/stable/2135870?origin=crossref
https://www.jstor.org/stable/2135870?origin=crossref
https://www.jstor.org/stable/2136017?origin=crossref
https://publications.aap.org/pediatrics/article/doi/10.1542/peds.2022-058780/188339/The-Adolescent-s-Right-to-Confidential-Care-When
https://www.jstor.org/stable/2135291?origin=crossref
https://repository.library.georgetown.edu/handle/10822/851591
https://journals.lww.com/greenjournal/Abstract/2015/01000/Association_Between_the_New_Hampshire_Parental.28.aspx
https://www.jstor.org/stable/2135291?origin=crossref
https://publications.aap.org/pediatrics/article/139/2/e20163861/59961/The-Adolescent-s-Right-to-Confidential-Care-When
https://jamanetwork.com/journals/jama/article-abstract/405814
https://jamanetwork.com/journals/jama/fullarticle/401754
https://www.sciencedirect.com/science/article/abs/pii/S1054139X06003752?via%3Dihub
https://jamanetwork.com/journals/jama/fullarticle/195185
https://www.jstor.org/stable/2136110?origin=crossref
https://ajph.aphapublications.org/doi/10.2105/AJPH.76.4.397
https://publications.aap.org/pediatrics/article/doi/10.1542/peds.2022-058780/188339/The-Adolescent-s-Right-to-Confidential-Care-When
https://www.sciencedirect.com/science/article/abs/pii/019700709190457W?via%3Dihub
https://heinonline.org/HOL/LandingPage?handle=hein.journals/ajgsp10&div=22&id=&page=
https://www.jstor.org/stable/2135398?origin=crossref
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Pregnant adolescents deserve the information, resources, and supports that they need to: 

• Make informed decisions about whether to carry their pregnancy to birth or obtain an abortion. 
• Obtain a wanted abortion using the method that is best suited to their needs and preferences. 
• Have access to a wanted abortion without hardship or barriers. 
• Be supported in their decisions about their sexual and reproductive health.  

 
In order to support adolescents and all people in accessing the abortion care they deserve, pediatric health 
clinicians and health professionals can advocate for a future with broad, equitable access to abortion, where: 

• The right to an abortion is codified by law, and the government cannot infringe upon this right.  
• Abortion is affordable for all people who are pregnant. 
• Abortion is covered under public and private insurance plans. 
• All people who are pregnant who are seeking an abortion have access to the full range of abortion 

services, via in-person care, telehealth, or self-managed care at home. 
• The workforce of abortion providers/clinical staff are fully trained in developmentally and culturally 

appropriate care. 
• Patients and abortion providers are protected from discrimination, harassment, and violence.  
• Abortion is fully integrated into the healthcare system.  

 
The World Health Organization has characterized access to safe, timely, affordable, and respectful abortion 
care as a critical public health and human rights issue.  
 
Many factors influence the decision to obtain an abortion. 
 
There are many reasons that adolescents and other people who are pregnant may choose to seek an abortion. 
 
Common factors influencing the decision to seek an abortion include: 

• Barriers to access to comprehensive sex education. 
• Barriers to access to contraception. 
• Educational consequences of an unintended pregnancy. 
• Economic consequences of an unintended pregnancy. 
• Relationship impacts of an unintended pregnancy. 
• Failure of contraception. 
• Rape. 
• Incest. 
• Intimate partner violence or dating violence. 
• Fetal anomalies. 
• Pregnancy complications. 
• Worsening of a pre-existing health condition. 

 
Abortion is healthcare. 
 
Abortion is an essential component of healthcare for adolescents, women, and other people who are pregnant.  
 
Just like other forms of medical care, decisions about abortion should be made by patients, in consultation 
with their healthcare provider and without interference from external forces. 
 

https://www.americanprogress.org/article/proactive-abortion-agenda/
https://www.who.int/news-room/fact-sheets/detail/abortion
https://www.who.int/news-room/fact-sheets/detail/abortion
https://www.acog.org/advocacy/facts-are-important/abortion-is-healthcare
https://www.guttmacher.org/journals/psrh/2007/abortion-among-young-women-and-subsequent-life-outcomes
https://www.acog.org/advocacy/facts-are-important/abortion-is-healthcare
https://www.acog.org/clinical-information/policy-and-position-statements/statements-of-policy/2020/abortion-policy
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Bans or restrictions on abortion impact autonomy and health outcomes 
 
Bans or restrictions on abortion interfere with the right to bodily autonomy. 
 
Bodily autonomy is the right for a person to decide and control what happens to their body.  
 
The right to make one’s own decisions about their body and reproductive health is at the core of the basic 
human rights to equality and privacy, as outlined in the United Nations’ (UN) International Covenant on Civil 
and Political Rights.   
 
In 2017, the UN Human Rights Working Group reaffirmed that people who are pregnant have the right to 
decide whether to continue or terminate a pregnancy, as this decision has significant implications for one’s 
personal life, family life, and human rights.  
 
Adolescents and all people who are pregnant have the right to make autonomous decisions about whether to 
carry or terminate a pregnancy, and should receive safe, effective, appropriate medical care to support this 
decision.   
 
Bans or restrictions on abortion access cause an increase in unsafe abortions. 
 
Bans or restrictions on abortion do not reduce the number of abortions; instead, they force people who are 
pregnant to seek unsafe abortions to terminate an unintended pregnancy. 
 
When abortion is banned or restricted, people who are pregnant seek unsafe means of terminating their 
pregnancies, including: 

• Self-inflicted injury to their bodies. 
• Self-medication with drugs or chemicals. 
• Seeking treatment from an unqualified abortion provider.  

 
The World Health Organization (WHO) defines an unsafe abortion as a procedure for terminating an 
unintended pregnancy that is performed “either by persons lacking the necessary skills, or in an environment 
lacking minimum medical standards, or both.”  

 
Unsafe abortions result in the death of approximately 47,000 women per year worldwide and leave millions 
more with significant physical health consequences. 
 
Deaths and injuries from unsafe abortions are entirely preventable via: 

• Comprehensive sex education. 
• Contraception and family planning. 
• Provision of safe, legal abortion. 

 
Access to safe and effective abortion is a health and safety concern for adolescents and other people who are 
pregnant. 
 
Bans or restrictions on abortion increase morbidity and mortality in people who are pregnant. 
 
Limitations on abortion access increase pregnancy-related morbidity and mortality rates and poor maternal 
health outcomes.   

https://www.ohchr.org/en/professionalinterest/pages/ccpr.aspx
https://www.ohchr.org/en/professionalinterest/pages/ccpr.aspx
https://www.ohchr.org/Documents/Issues/Women/WG/WomensAutonomyEqualityReproductiveHealth.pdf
https://www.amnesty.org/en/what-we-do/sexual-and-reproductive-rights/abortion-facts/
https://www.acog.org/advocacy/facts-are-important/abortion-is-healthcare
https://www.acog.org/advocacy/facts-are-important/abortion-is-healthcare
https://www.who.int/reproductivehealth/topics/unsafe_abortion/hrpwork/en/
https://www.guttmacher.org/report/abortion-worldwide-2017
https://www.who.int/reproductivehealth/publications/unsafe_abortion/9789241548434/en/
https://read.dukeupress.edu/demography/article/58/6/2019/265968/The-Pregnancy-Related-Mortality-Impact-of-a-Total
https://www.americanprogress.org/article/limiting-abortion-access-contributes-poor-maternal-health-outcomes/
https://www.americanprogress.org/article/limiting-abortion-access-contributes-poor-maternal-health-outcomes/
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Pregnancy involves a range of health risks, many of which are severe: 

• More than 50,000 people who are pregnant in the US face severe complications of pregnancy each 
year. 

• Approximately 700 people who are pregnant in the US die from pregnancy or delivery complications 
each year.  

 
Abortion is safer than childbirth in the US: 

• Abortion, when provided safely via the medication, suction, D&E, or induction procedures outlined 
above, poses lower risks of morbidity and mortality than childbirth.  

• The risk of death from childbirth is 14 times higher than the risk of death from abortion.  
 
A 2021 study found that a ban on abortion would increase pregnancy-related deaths in the US by 7% in the first 
year following the ban, rising to 21% in subsequent years.  
 
This study projected disproportionate impacts on mortality in communities that are Black and Latinx : 

• Populations that are white would see an estimated 4% increase in the first year, and 13% increase in 
subsequent years. 

• Populations that are Black would see an estimated 12% increase in the first year, and 33% in 
subsequent years. 

• Populations that are Latinx would see an estimated 6% increase in the first year, and 18% in 
subsequent years. 

 
In the Birth Equity Organization Amicus Brief in Dobbs v Jackson Women’s Health, numerous communities, 
including those that are Indigenous and American Indian/Alaska Native, describe how Dobbs v Jackson Women’s 
Health Organization would exacerbate the harms already imposed on communities that are Indigenous, 
including increased morbidity and mortality in people who are pregnant.  
 
These disparities are particularly problematic as communities that are Black already face disproportionate 
levels of maternal mortality due to systemic inequities and structural racism.  
 
Bans or restrictions on abortion exacerbate disparities in access to care. 
 
When bans or restrictions on abortion are enacted, people with sufficient economic resources can travel to 
obtain safe and legal services in other areas or seek private care.  
 
Adolescents and people who are pregnant without these economic resources are thus disproportionately 
impacted by bans.  

 
Populations that face disproportionate logistical and economic challenges to accessing abortion include: 

• Communities that are low-income. 
• Populations of refugee and migrant individuals. 
• Adolescents. 
• People who are pregnant and are LGBTQ2S+. 
• People who are as Indigenous or American Indian/Alaska Native .  
• People who are pregnant and who are Black or Latinx.  
• People who are pregnant and who live in rural areas. 

https://www.cdc.gov/reproductivehealth/maternalinfanthealth/pregnancy-complications.html
https://www.cdc.gov/reproductivehealth/maternalinfanthealth/severematernalmorbidity.html
https://www.cdc.gov/reproductivehealth/maternal-mortality/index.html
https://journals.lww.com/greenjournal/Abstract/2012/02000/The_Comparative_Safety_of_Legal_Induced_Abortion.3.aspx
https://journals.lww.com/greenjournal/Abstract/2012/02000/The_Comparative_Safety_of_Legal_Induced_Abortion.3.aspx
https://journals.lww.com/greenjournal/Abstract/2012/02000/The_Comparative_Safety_of_Legal_Induced_Abortion.3.aspx
https://read.dukeupress.edu/demography/article/58/6/2019/265968/The-Pregnancy-Related-Mortality-Impact-of-a-Total
https://read.dukeupress.edu/demography/article/58/6/2019/265968/The-Pregnancy-Related-Mortality-Impact-of-a-Total
https://reproductiverights.org/birth-equity-organizations-amicus-brief-in-dobbs-v-jackson-womens-health/
https://www.oyez.org/cases/2021/19-1392
https://www.oyez.org/cases/2021/19-1392
https://www.cdc.gov/reproductivehealth/maternal-mortality/pregnancy-mortality-surveillance-system.htm
https://www.cdc.gov/reproductivehealth/maternal-mortality/pregnancy-mortality-surveillance-system.htm
https://www.liebertpub.com/doi/10.1089/jwh.2020.8882
https://www.nejm.org/doi/10.1056/NEJMms2025396
https://www.amnesty.org/en/what-we-do/sexual-and-reproductive-rights/abortion-facts/
https://www.amnesty.org/en/what-we-do/sexual-and-reproductive-rights/abortion-facts/
https://www.washingtonpost.com/national/2019/07/10/abortion-access-is-more-difficult-women-poverty/
https://www.jstor.org/stable/10.1363/46e1120#metadata_info_tab_contents
https://www.latinainstitute.org/es/node/4620
https://www.advocatesforyouth.org/resources/fact-sheets/abortion-and-young-people-in-the-united-states/
https://www.thetaskforce.org/wp-content/uploads/2016/06/TF_FactSheet_Abortion-Final.pdf
https://prismreports.org/2022/01/27/recent-abortion-bans-highlight-the-continued-barriers-to-reproductive-justice-for-indigenous-people/
https://www.thelily.com/indigenous-and-immigrant-communities-stand-to-be-disproportionately-affected-by-texass-abortion-ban/
https://www.commonwealthfund.org/blog/2021/texass-new-abortion-law-will-harm-people-color-further-entrench-racist-policies
https://www.sciencedirect.com/science/article/pii/S2468266717301585?via%3Dihub
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There are already significant geographic disparities in access to abortion: 

• 27% of women in the US would need to travel at least 30 miles to the nearest abortion clinic. 
• 38% of women ages 15-44 live in a county that does not have an abortion clinic. 

 
If the US Supreme Court weakens or overturns federal protections for abortion, 26 states are likely to ban 
abortion. This will increase disparities in access to care by requiring people who are pregnant in those states to 
travel to access an abortion.  
 
Bans or restrictions on abortion exacerbate disparities in sexual and reproductive health outcomes. 
 
When discussing disparities in sexual health, it is critical to note that health outcomes are not directly tied to 
race, sexuality, or community. Rather, they are caused by systemic inequities in social drivers of health, 
structural racism, and disparities in access to care, including comprehensive sex education, contraception, and 
other sexual health services. 
 
These systemic inequities and discrimination have resulted in disparities in sexual and reproductive health 
outcomes: 

• Individuals who are Black and Latinx have higher rates of unintended pregnancies than communities 
that are white. 

• Individuals who are Black and Latinx have higher rates of HIV and STIs than the general population. 
• Individuals who are Black and Latinx, Indigenous or American Indian/Alaska Native are 

overrepresented among abortion patients.  
• Individuals who are LGBTQ2S+ and can get pregnant are more likely to experience unintended 

pregnancy or seek an abortion than their peers who are straight.  
 
Abortion restrictions have been shown to worsen maternal and child health and associated disparities.  
 
State-level bans or restrictions on abortion are associated with: 

• Poorer health outcomes for women and children.  
• Increased risk of infant mortality.  
• Increased probability of pre-term birth in individuals who are Black compared to peers who are non-

Black.  
• Increased probability of low birthweight in people without a college degree compared to college 

graduates.  
 
The current trend in state legislation to lower gestational age for abortion disproportionately affects 
adolescents, who: 

• May not access care when first miss menses 
• May have irregular cycles (common up to 2 years after menarche) and may not know they are 

pregnant 
• May have conditions that cause irregular cycles, such as untreated polycystic ovary syndrome (PCOS) 

and may not realize they are pregnant.  
 
States with more restrictive abortion policies also tend to have fewer policies supporting maternal and child 
health through the lifespan. 
 

https://www.sciencedirect.com/science/article/pii/S2468266717301585?via%3Dihub
https://www.guttmacher.org/news-release/2017/although-many-us-women-reproductive-age-live-close-abortion-clinic-substantial
https://www.guttmacher.org/report/abortion-incidence-service-availability-us-2017
https://states.guttmacher.org/
https://states.guttmacher.org/
https://publications.aap.org/pediatrics/article/doi/10.1542/peds.2022-057998/186963/Eliminating-Race-Based-Medicine
https://publications.aap.org/pediatrics/article/doi/10.1542/peds.2022-057998/186963/Eliminating-Race-Based-Medicine
https://www.liebertpub.com/doi/10.1089/jwh.2020.8882
https://www.nejm.org/doi/10.1056/NEJMms2025396
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3780732/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7813444/
https://www.hiv.gov/hiv-basics/overview/data-and-trends/impact-on-racial-and-ethnic-minorities
https://www.cdc.gov/std/statistics/2019/overview.htm
https://ajph.aphapublications.org/doi/10.2105/AJPH.2013.301339
https://www.sciencedirect.com/science/article/abs/pii/S1049386719304839?via%3Dihub
https://www.sciencedirect.com/science/article/abs/pii/S1049386719304839?via%3Dihub
https://evaluatingpriorities.org/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7312072/
https://bmchealthservres.biomedcentral.com/articles/10.1186/s12913-021-07165-x
https://bmchealthservres.biomedcentral.com/articles/10.1186/s12913-021-07165-x
https://www.americanprogress.org/article/state-actions-undermining-abortion-rights-2020/
https://www.americanprogress.org/article/state-actions-undermining-abortion-rights-2020/
https://evaluatingpriorities.org/
https://evaluatingpriorities.org/
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Perspective: Tammi Kromenaker BSW; Clinic Director, Red River Women’s Clinic, Fargo ND. 
 
In the US, abortion is heavily regulated. This is especially true when it comes to youth access to abortion, specifically for 
those under the age of 18. Many of these laws are enacted by legislatures that made certain assumptions about family 
dynamics and make up: for example, the idea of an intact, nuclear family consisting of a biological female parent, a 
biological male parent, and their children all living under the same roof with the ability to safely navigate difficult and 
intimate discussions regarding sex, sexuality, reproductive healthcare needs, and abortion. Another assumption under 
which restrictive abortion laws have been written is a patriarchal obsession with the idea of “protecting” young, 
vulnerable girls who fall prey to much older men working in collusion with abortion providers. These assumptions do not 
reflect reality and undermine the diversity of experiences and circumstances that impact youth seeking abortions in the 
US. It all adds up to a literal obstacle course of differing rules, regulations and hoops minors must jump through in order to 
fulfill each differing state’s legal requirements. 

In North Dakota, where I operate the only abortion clinic in the state, we have some of the most restrictive abortion laws 
in the country for minors. A minor has two options when seeking abortion care in our state. They can either 1) inform both 
biological parents of their intention to have an abortion, the physician/provider must then send out a certified letter to 
each parent and then the custodial parent(s) must give their consent. The other option is for 2) the minor to seek a judicial 
bypass, in the county in which they live, if they cannot inform or involve one or both of their biological parents. This 
difficult set up poses confidentiality issues for minors living in small, rural counties where just being seen walking into the 
local courthouse can become community gossip.  

Abortion providers and advocates for young people have undergone herculean efforts in order to break down many of the 
barriers’ minors face when accessing abortion care. There are numerous organizations, agencies and research that has 
been done in this area.  

Common barriers to abortion access 
 
Adolescents and other people who are pregnant face many barriers to abortion access. Common barriers are 
outlined below.  
 
Legislative barriers to abortion access. 
 
The current legal climate in the US is threatening abortion rights.  
 
Since the 1973 US Supreme Court decision in Roe v. Wade that affirmed the constitutional right to abortion, US 
states have enacted over 1200 laws and policies restricting abortion access.  
 
In 2021, 13 US states attempted to ban abortion at 6 weeks gestation or earlier. When implemented, these bans 
have been successful in stopping abortion clinics from providing evidence-based, safe medical care to people 
who are pregnant.  
 
Common legislative restrictions on abortion access include: 

• Targeted Regulation of Abortion Providers (TRAP Laws), which apply costly and medically 
unnecessary requirements on abortion providers and women’s health centers. 

• Restrictions on medication abortion, including limits on the type of prescribing-practitioners that are 
allowed to prescribe abortion pills, or bans on telemedicine appointments to facilitate a medication 
abortion. 

https://www.nejm.org/doi/10.1056/NEJMp1906972
https://www.guttmacher.org/article/2019/05/unprecedented-wave-abortion-bans-urgent-call-action
https://www.guttmacher.org/state-policy/explore/state-policies-later-abortions
https://jamanetwork.com/journals/jama/fullarticle/2784582
https://www.guttmacher.org/evidence-you-can-use/targeted-regulation-abortion-providers-trap-laws
https://www.guttmacher.org/state-policy/explore/medication-abortion
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•  Abortion refusal laws, which allow individual providers and institutions to refuse to provide or pay for 
abortion care or even provide information/referrals related to abortion.   

• Biased counseling provisions, which force healthcare providers to give patients information that 
discourages abortion or provide medically inaccurate information. 

• Mandatory waiting periods, which require a waiting period of 18-72 hours between a pre-abortion 
counseling visit and an abortion; thus, requiring two trips to a clinic and delaying access to care.  

• Forced ultrasounds, which require patients seeking an abortion to undergo a medically unnecessary 
ultrasound prior to accessing an abortion.  

• Mandatory parental involvement, which require adolescents under 18 to notify or obtain permission 
from their parents prior to obtaining an abortion or endure a lengthy judicial bypass process.  

• Regulations on insurance coverage, which limit, restrict, or ban coverage of abortion services in public 
or private health insurance plans.  

• State laws, like in Texas and Idaho, that ban most abortions and authorize enforcement from citizens, 
or state bills, like in Louisiana, that would make having an abortion grounds to be charged with 
homicide. 

 
Economic barriers to abortion access. 
 
There are significant economic disparities in a person who is pregnant’s ability to access an abortion.  
 
Many people seeking an abortion are facing economic challenges:  

• Half of people who seek an abortion have an income below the Federal Poverty Level. 
• The  most common reason to seek an abortion is concern about not being able to financially support a 

child. 
 
A first-trimester abortion costs approximately $550, and cost increases as the pregnancy progresses.  

• Over half of people seeking abortion report that the out-of-pocket costs (including medical expenses 
and travel costs) are more than 1/3 of their monthly income. 

• 54% of people seeking an abortion report that having to raise funds to cover expenses delayed their 
abortion care.  

 
Insurance coverage can help with the cost of abortion care, however, there are significant gaps in insurance 
coverage in both private and public insurance. 
 
Public insurance gaps in abortion coverage: 
 
The Hyde Amendment, passed in 1977, bans federal Medicaid dollars from being used to cover abortion 
expenses (with limited exceptions for rape, incest, or if the abortion is needed to save the life of the woman).  
 
The Hyde Amendment restricts access to abortion in 2 ways: 

• Directly prohibits Medicaid coverage for abortion in 34 states and Washington DC.  (The remaining 16 
states provide alternative funding for abortion coverage for people enrolled in Medicaid). 

• Withholds abortion coverage from millions of people who are insured through other federal 
programs, including: 

o Federal employees. 
o Military veterans and active-duty personnel. 
o Indigenous and American Indian/Alaska Native communities. 

https://www.prochoiceamerica.org/issue/abortion-refusal-laws/
https://www.aclu.org/other/biased-counseling-against-abortion
https://www.guttmacher.org/evidence-you-can-use/waiting-periods-abortion
https://www.guttmacher.org/state-policy/explore/requirements-ultrasound
https://prochoicecalifornia.org/issues/young-womens-access-abortion/
https://www.guttmacher.org/state-policy/explore/regulating-insurance-coverage-abortion
https://capitol.texas.gov/tlodocs/87R/billtext/pdf/SB00008F.pdf
https://apnews.com/article/idaho-abortion-ban-law-6eec10650b51c2b9dc98607d13cd8f40
https://www.nytimes.com/2021/07/09/us/abortion-law-regulations-texas.html
https://www.legis.la.gov/legis/BillInfo.aspx?s=22RS&b=HB813&sbi=y
https://www.ansirh.org/sites/default/files/publications/files/turnaway_socioeconomic_outcomes_issue_brief_8-20-2018.pdf
https://www.ansirh.org/sites/default/files/publications/files/turnaway_socioeconomic_outcomes_issue_brief_8-20-2018.pdf
https://www.ansirh.org/sites/default/files/publications/files/turnaway_socioeconomic_outcomes_issue_brief_8-20-2018.pdf
https://www.sciencedirect.com/science/article/pii/S2590151620300265?via%3Dihub
https://www.whijournal.com/article/S1049-3867(14)00004-8/fulltext
https://www.whijournal.com/article/S1049-3867(14)00004-8/fulltext
https://www.kff.org/womens-health-policy/issue-brief/the-hyde-amendment-and-coverage-for-abortion-services/
https://www.guttmacher.org/state-policy/explore/state-funding-abortion-under-medicaid
https://www.guttmacher.org/fact-sheet/hyde-amendment
https://www.guttmacher.org/fact-sheet/hyde-amendment
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o People who are imprisoned or detained by the federal government. 
 
The Hyde Amendment exacerbates racial and ethnic disparities in access to abortion. 

• Due to the economic impacts of systemic racism, women who are Black and Latinx are more likely to 
enroll in Medicaid.  

• Half of people impacted by the Hyde Amendment are women of color.  
 
Private insurance gaps in abortion coverage:  
 
US states have the power to ban or limit abortion coverage in private insurance plans, including those 
sponsored by employers and those offered through insurance exchanges, such as the Affordable Care Act.  

• 11 US states restrict abortion coverage in all private insurance plans written in the state. 
• 25 US states restrict abortion coverage in all insurance plans offered through health insurance 

exchanges. 
• 22 states restrict abortion coverage in insurance plans for public employees.  

 
In addition, individual employers can restrict coverage for abortion services through their employer-sponsored 
health plans.  

• 10% of US workers with employer-based insurance have abortion coverage excluded from their health 
plan.  

• Exclusion of abortion coverage in an employer-sponsored health plan varies by: 
o Company size. 
o Ownership structure. 
o Company’s religious affiliation. 

 
Economic barriers to abortion can delay care, resulting either in a more expensive procedure or eliminating 
abortion as an option due to stage of gestation.   
 
Geographic barriers to abortion access. 
 
A person who is pregnant’s ability to access an abortion in the US varies by where they live. This disparity in 
access to health services based on location is called spatial inequity.  
 
Abortion clinics are concentrated in urban areas, creating access barriers for people who are pregnant in rural 
communities.  
 
People who are pregnant and live farther from abortion clinics are less likely to access a wanted abortion.  
 
When states pass laws restricting access to abortion, people who are pregnant are forced to travel—often 
across state lines—to access the care they need.  
 
Needing to travel to an abortion clinic creates logistical barriers: 

• Traveling to a clinic requires people to take time off work and arrange for transportation and childcare.  
• In states that require mandatory waiting periods between abortion counseling and an abortion 

procedure, people who are pregnant may have to take multiple days off work or pay for a hotel stay. 
• People who travel to access abortion care report challenges with travel logistics, navigating the 

healthcare system, limited clinic options, and expenses.   
• These barriers to care can delay abortion services and negatively impact mental health.   

https://www.guttmacher.org/fact-sheet/hyde-amendment
https://www.guttmacher.org/gpr/2016/07/abortion-lives-women-struggling-financially-why-insurance-coverage-matters#:%7E:text=The%20Hyde%20Amendment%2C%20in%20effect,program%20for%20low%2Dincome%20Americans.
https://www.guttmacher.org/state-policy/explore/regulating-insurance-coverage-abortion
https://www.guttmacher.org/state-policy/explore/regulating-insurance-coverage-abortion
https://www.guttmacher.org/state-policy/explore/regulating-insurance-coverage-abortion
https://www.guttmacher.org/state-policy/explore/regulating-insurance-coverage-abortion
https://www.kff.org/womens-health-policy/issue-brief/exclusion-of-abortion-coverage-from-employer-sponsored-health-plans/
https://www.kff.org/womens-health-policy/issue-brief/exclusion-of-abortion-coverage-from-employer-sponsored-health-plans/
https://www.kff.org/womens-health-policy/issue-brief/exclusion-of-abortion-coverage-from-employer-sponsored-health-plans/
https://www.kff.org/womens-health-policy/issue-brief/exclusion-of-abortion-coverage-from-employer-sponsored-health-plans/
https://www.kff.org/womens-health-policy/issue-brief/exclusion-of-abortion-coverage-from-employer-sponsored-health-plans/
https://www.sciencedirect.com/science/article/pii/S2468266717301585?via%3Dihub
https://www.sciencedirect.com/science/article/pii/S2468266717301585?via%3Dihub
https://srh.bmj.com/content/41/3/170.short
http://jhr.uwpress.org/content/55/4/1137.short
https://www.usnews.com/news/politics/articles/2021-10-13/we-have-to-be-heard-texas-women-travel-to-seek-abortions
https://www.npr.org/2022/02/17/1081387020/as-more-states-restrict-abortions-patients-need-help-with-travel-costs
https://www.npr.org/2022/02/17/1081387020/as-more-states-restrict-abortions-patients-need-help-with-travel-costs
https://www.guttmacher.org/news-release/2017/although-many-us-women-reproductive-age-live-close-abortion-clinic-substantial
https://www.guttmacher.org/news-release/2017/although-many-us-women-reproductive-age-live-close-abortion-clinic-substantial
https://www.guttmacher.org/journals/psrh/2017/04/barriers-abortion-care-and-their-consequences-patients-traveling-services
https://www.guttmacher.org/journals/psrh/2017/04/barriers-abortion-care-and-their-consequences-patients-traveling-services
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Geographic barriers exacerbate economic disparities in abortion care; as people with lower incomes have fewer 
resources to pay for transportation and may face greater challenges in taking time off work.   
 
Furthermore, state of residence impacts how late in a pregnancy a person can obtain an abortion. 

• Approximately 4,000 people each year are denied an abortion because there are no clinics in their area 
that perform abortion at their stage of gestation. 

 
Stigma as a barrier to abortion access. 
 
Perceived stigma around abortion from a person’s family, community, or society can serve as a barrier to 
accessing abortion.  
 
More than half of people who are pregnant and seeking an abortion report perceived stigma in their 
communities or families, noting that they believed people would look down on them if they knew they had 
sought an abortion.  
 
People who are pregnant and who report that their partner was not involved in the abortion decision report 
higher levels of perceived stigma than those who report that their partner wanted to carry the pregnancy to 
term.  
 
People who are pregnant and who report lower perceived stigma are more likely to tell other people that they 
are seeking an abortion.  
 
People who encounter protestors when arriving at an abortion clinic are more likely to report perceived stigma.  
 
People who are pregnant and who report high levels of abortion stigma at the time of seeking their abortion 
are more likely to report psychological distress in future years.  
 
Crisis pregnancy centers as a barrier to abortion access. 
 
Crisis pregnancy centers (CPCs) seek to discourage people who are pregnant from considering abortion, often 
by using misleading and unethical practices.  
 
CPCs take an anti-abortion approach to care: 

• Pregnancy options counseling in CPCs is typically limited to adoption or parenting. 
• CPCs do not refer to abortion clinics. 

 
CPCs are designed to look like healthcare facilities, however, there are many limitations to the care provided: 

• CPCs are exempt from the regulatory, licensure, and credentialing oversight that applies to medical 
settings. 

• CPCs are often staffed by lay volunteers who are not licensed medical providers.  
• CPCs fail to adhere to medical standards around sexual and reproductive health care and informed 

consent.   
• CPCs frequently provide misleading or false information about abortion risks and contraception. 
• Only 66% of CPCs offer limited medical services beyond pregnancy testing and counseling.  

 
There are over 2,500 CPCs in the US: 

https://www.guttmacher.org/news-release/2017/although-many-us-women-reproductive-age-live-close-abortion-clinic-substantial
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4151926/
https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0226417
https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0226417
https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0226417
https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0226417
https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0226417
https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0226417
https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0226417
https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0226417
https://journalofethics.ama-assn.org/article/why-crisis-pregnancy-centers-are-legal-unethical/2018-03
https://www.jahonline.org/article/S1054-139X(19)30413-6/fulltext
https://journalofethics.ama-assn.org/article/why-crisis-pregnancy-centers-are-legal-unethical/2018-03
https://journalofethics.ama-assn.org/article/why-crisis-pregnancy-centers-are-legal-unethical/2018-03
https://journalofethics.ama-assn.org/article/why-crisis-pregnancy-centers-are-legal-unethical/2018-03
https://www.jahonline.org/article/S1054-139X(19)30413-6/fulltext
https://www.jahonline.org/article/S1054-139X(19)30413-6/fulltext
https://pubmed.ncbi.nlm.nih.gov/22958665/
https://pubmed.ncbi.nlm.nih.gov/24565137/
https://pubmed.ncbi.nlm.nih.gov/29702081/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7148549/
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• CPCs outnumber abortion clinics 3 to 1.  
• CPCs exist in all 50 states but are most prevalent in the southern and midwestern US. 
• CPCs are more common in states that provide direct funding for them.  
• CPCs are more prevalent in states with other legislation that restricts abortion access.  

 
National medical associations have highlighted ethical concerns with CPCs: 

• The American Medical Association Journal of Ethics has categorized that the misinformation provided 
at CPCs is an ethical violation that harms the health of women and people who are pregnant.  

• The Society for Adolescent Health and Medicine (SAHM) and North American Society of Pediatric 
Adolescent Gynecologists (NASPAG) published a joint position statement asserting that CPCs pose a 
risk to adolescent health by failing to adhere to medical and ethical standards of practice.  

• SAHM and NASPAG encourage health professionals to educate themselves and their patients about 
CPCs to help youth better identify safe and medically-accurate sources of sexual and reproductive 
health care.  

 
Being denied a wanted abortion negatively impacts people who are pregnant 
 
Being denied a wanted abortion removes a person’s ability to make decisions about their body and health and 
changes the decisions they are able to make about their future.  
 
95% of people who have an abortion report that they made the right decision, 5 years later.   
 
People who are pregnant and who are denied a wanted abortion face negative impacts on their health, 
finances, and well-being.   
 
The Turnaway Study: 
 
Much of what is known about the impacts of accessing or being denied a wanted abortion comes from the 
Turnaway Study, a longitudinal study that examines the impact of unintended pregnancy on the lives of 
people who are pregnant:  

• In over 50 publications, the authors of the Turnaway Study have outlined the health and 
socioeconomic consequences of receiving an abortion versus carrying an unintended pregnancy to 
term.  

• The Turnaway Study was led by a team of scientists at the University of California, San Francisco.  
• The Turnaway Study compared the experiences of people who have abortions and those who are 

denied a wanted abortion over a 5-year period.  
• The study tracked the outcomes of a diverse cohort of 1,000 women, recruited from 30 abortion 

facilities across the US.  
 
The main findings of the Turnaway Study indicate that: 

• Receiving an abortion does not harm the health and well-being of people who are pregnant. 
• Being denied a wanted abortion has negative health, family, and financial impacts.  

 
A selection of results from the Turnaway Study are highlighted below. 
  
Being unable to access a wanted abortion impacts physical health. 
 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7148549/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7148549/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7148549/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7148549/
https://journalofethics.ama-assn.org/article/why-crisis-pregnancy-centers-are-legal-unethical/2018-03
https://www.jahonline.org/article/S1054-139X(19)30413-6/fulltext
https://www.jahonline.org/article/S1054-139X(19)30413-6/fulltext
https://www.jahonline.org/article/S1054-139X(19)30413-6/fulltext
https://www.ansirh.org/research/ongoing/turnaway-study
https://www.ansirh.org/research/ongoing/turnaway-study
https://www.ansirh.org/sites/default/files/publications/files/turnawaystudyannotatedbibliography.pdf
https://www.ansirh.org/research/ongoing/turnaway-study
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People who are pregnant and who are denied a wanted abortion are more likely to experience serious 
pregnancy complications:  

• Eclampsia. 
• Post-partum hemorrhage. 
• Death. 

 
People who are pregnant and who are denied a wanted abortion are more likely to report poor health 
outcomes: 

• Chronic pain. 
• Headaches and migraines. 
• Gestational hypertension. 

 
Being unable to access a wanted abortion impacts mental health.  
 
People who are pregnant and who are denied a wanted abortion have a higher risk of short-term impacts on 
anxiety, self-esteem, and stress. 
 
Anxiety: 

• People who are pregnant and who are denied a wanted abortion report more anxiety than their peers 
who received an abortion.  

• Anxiety is highest around the time of denial and in the following months and reduces over time.  
• Prior mental health history and history of abuse increase incidence of anxiety after seeking an 

abortion.  
 
Self-esteem: 

• People who are pregnant and who are denied a wanted abortion report lower self-esteem than their 
peers who receive an abortion.  

• Self-esteem and life satisfaction tends to improve or remain steady over time.  
 
Stress: 

• People who are pregnant and who are denied an abortion and go on to parent report high levels of 
stress after being turned away.  

• Stress levels are higher among people who are pregnant seeking abortions in their 2nd trimester, 
compared with peers seeking abortions in the 1st trimester.  

 
Other mental health outcomes: 

• Accessing or being denied a wanted abortion does not impact risk of depression, suicidal thoughts, or 
post-traumatic stress symptoms. 

• Prior experience with mental health symptoms, violence, abuse, or sexual assault are most strongly 
linked to poor mental health outcomes after an abortion.  

 
The most significant mental health impacts of abortion denial happen in the short term. This indicates that 
people who are pregnant and who are denied an abortion are resilient, and able to find ways to cope 
emotionally in the long-term, despite economic and health impacts.  
 
Being unable to access a wanted abortion impacts economic outcomes. 
 

https://www.ansirh.org/sites/default/files/publications/files/the_harms_of_denying_a_woman_a_wanted_abortion_4-16-2020.pdf
https://www.ansirh.org/sites/default/files/publications/files/the_harms_of_denying_a_woman_a_wanted_abortion_4-16-2020.pdf
https://www.ansirh.org/sites/default/files/publications/files/the_harms_of_denying_a_woman_a_wanted_abortion_4-16-2020.pdf
https://www.ansirh.org/sites/default/files/publications/files/mental_health_issue_brief_7-24-2018.pdf
https://www.ansirh.org/sites/default/files/publications/files/mental_health_issue_brief_7-24-2018.pdf
https://www.ansirh.org/sites/default/files/publications/files/mental_health_issue_brief_7-24-2018.pdf
https://www.ansirh.org/sites/default/files/publications/files/mental_health_issue_brief_7-24-2018.pdf
https://www.sciencedirect.com/science/article/abs/pii/S0277953620307863?via%3Dihub=
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Many people who are pregnant and who seek an abortion are already experiencing economic hardship.  
• Not having enough money to care for a child or support another child is the most common reason for 

seeking an abortion.  
• Many women who seek an abortion have incomes below the Federal Poverty Level and report that 

they do not have enough money for basic expenses.    
 
Being denied a wanted abortion often exacerbates economic challenges: women who carry an unintended 
pregnancy to term are 4 times more likely to have an income below the Federal Poverty Level.. 
 
People who are pregnant and who are denied a wanted abortion report: 

• Higher levels of unemployment.   
• Higher likelihood of being unable to pay for basic needs, such as food, transportation, and housing. 
• Lower credit scores, higher debt, and more negative financial effects (eg, bankruptcies, evictions). 

 
People who are pregnant and who are denied a wanted abortion often seek support from federal programs, 
such as Temporary Assistance for Needy Families (TANF), Women Infants and Children (WIC), Medicaid, and 
food assistance (SNAP). These programs are important, but do not protect families from falling below the 
Federal Poverty Line.  
 
People who are pregnant and who do receive a wanted abortion report more financial stability in the future.  
 
Being unable to access a wanted abortion increases the likelihood of staying with a violent partner. 
 
People who are pregnant and who are unable to access a wanted abortion are more likely to remain in an 
abusive relationship.  
 
This can impact experience of domestic violence or intimate partner violence over time: 

• People who are pregnant and who access a wanted abortion report a reduction in physical violence 
from the partner involved in their pregnancy over time.  

• People who are pregnant and who are denied a wanted abortion are more likely to experience 
sustained violence.  

• Intimate partner violence has documented negative health consequences on both the victim of the 
violence and on any children in the family.  

 
Being unable to access a wanted abortion impacts the health and development of all children in the family. 
 
People who are pregnant and denied a wanted abortion are more likely to raise children alone, without the 
support of a partner or family.  
 
Children who are born as the result of an abortion denial are more to live below the Federal Poverty Line. 
 
People who are pregnant and who go on to parent a child after an abortion denial report poorer maternal 
bonding, and higher rates of resenting the baby or feeling trapped than they experience with their subsequent 
children. 
 
The other children of people who are pregnant and who are denied a wanted abortion have poorer 
developmental outcomes.  
 

https://www.ansirh.org/sites/default/files/publications/files/turnaway_socioeconomic_outcomes_issue_brief_8-20-2018.pdf
https://www.ansirh.org/sites/default/files/publications/files/turnaway_socioeconomic_outcomes_issue_brief_8-20-2018.pdf
https://www.ansirh.org/sites/default/files/publications/files/turnaway_socioeconomic_outcomes_issue_brief_8-20-2018.pdf
https://www.ansirh.org/sites/default/files/publications/files/turnaway_socioeconomic_outcomes_issue_brief_8-20-2018.pdf
https://www.ansirh.org/sites/default/files/publications/files/the_harms_of_denying_a_woman_a_wanted_abortion_4-16-2020.pdf
https://www.ansirh.org/sites/default/files/publications/files/the_harms_of_denying_a_woman_a_wanted_abortion_4-16-2020.pdf
https://www.ansirh.org/sites/default/files/publications/files/the_harms_of_denying_a_woman_a_wanted_abortion_4-16-2020.pdf
https://www.ansirh.org/research/ongoing/turnaway-study
https://bmcmedicine.biomedcentral.com/articles/10.1186/s12916-014-0144-z
https://bmcmedicine.biomedcentral.com/articles/10.1186/s12916-014-0144-z
https://www.ansirh.org/sites/default/files/publications/files/turnaway_socioeconomic_outcomes_issue_brief_8-20-2018.pdf
https://www.ansirh.org/sites/default/files/publications/files/the_harms_of_denying_a_woman_a_wanted_abortion_4-16-2020.pdf
https://www.ansirh.org/sites/default/files/publications/files/the_harms_of_denying_a_woman_a_wanted_abortion_4-16-2020.pdf
https://www.ansirh.org/sites/default/files/publications/files/the_harms_of_denying_a_woman_a_wanted_abortion_4-16-2020.pdf
https://www.ansirh.org/sites/default/files/publications/files/the_harms_of_denying_a_woman_a_wanted_abortion_4-16-2020.pdf
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People who are pregnant and who do receive a wanted abortion raise their other children under more 
economically-stable conditions, and are more likely to have a child from a wanted pregnancy in the future.  
 
Being unable to access a wanted abortion impacts outlook on the future. 
 
People who are pregnant and who are unable to access an abortion are less likely to have aspirational goals or 
plans for the future.  
 
However, it is important to note that the likelihood of achieving personal goals is similar among people who 
receive a wanted abortion and those who are denied this care. This indicates that people who are pregnant and 
who are denied an abortion are resilient in achieving the goals they set.  
 
The current abortion climate impacts on healthcare providers 
 
Healthcare providers are also impacted by bans or limitations on abortion.  
 
Bans or limitations on abortion interfere with providers’ ability to deliver basic medical care. 
 
Bans or restrictions on abortion prevent pediatric health clinicians and other healthcare providers from 
providing safe, effective, clinically-indicated medical treatment to their patients.  

• Common restrictions include TRAP laws, restrictions on care provision, or requirements to provide 
inaccurate information.  

• These restrictions are politically motivated, and not based in evidence, science, or medicine.  
• These restrictions cause complications and stressors for providers, harm patient-provider 

relationships, and interfere with the practice of medicine.  
• For more information, see “Common Barriers to Abortion Access,” earlier in this resource.  

 
AAP and other front-line physician groups oppose government restrictions on the information that patients 
can receive from their doctors. In a 2018 joint statement, AAP and its partners affirmed that: 

• Patients expect medically accurate, comprehensive information from their doctors 
• Provision of accurate information is critical to the integrity of the patient-physician relationship 
• No governmental body should interfere in a physician’s obligation to provide evidence-based 

information to patients. 
 
Stigma around abortion impacts the training and practice experiences of healthcare providers. 
 
The current climate around abortion in the US reinforces cultural stigma, which can impact the training and 
clinical practice experiences of abortion providers. 
 
There is a documented shortage of trained abortion providers in the US, even among obstetrician-
gynecologists.  
 
The gap in the abortion care workforce is influenced by systemic factors, including: 

• Lack of access to training on abortion in residency programs. 
• Options to “opt-out” of abortion care during medical school, residency, and advanced-practice 

clinician education.  
• State-level limitations on the types of physicians or advanced-practice clinicians that can perform 

abortion procedures. 

https://www.jpeds.com/article/S0022-3476(18)31297-6/fulltext
https://www.ansirh.org/sites/default/files/publications/files/the_harms_of_denying_a_woman_a_wanted_abortion_4-16-2020.pdf
https://bmcwomenshealth.biomedcentral.com/articles/10.1186/s12905-015-0259-1
https://srh.bmj.com/content/46/3/177
https://srh.bmj.com/content/46/3/177
https://www.amnesty.org/en/what-we-do/sexual-and-reproductive-rights/abortion-facts/
https://www.guttmacher.org/evidence-you-can-use/targeted-regulation-abortion-providers-trap-laws
https://www.guttmacher.org/state-policy/explore/medication-abortion
https://www.aclu.org/other/biased-counseling-against-abortion
https://www.acog.org/clinical/clinical-guidance/committee-opinion/articles/2020/12/increasing-access-to-abortion
https://www.aafp.org/dam/AAFP/documents/advocacy/legal/ST-Group6-LegislativeInterference-052318.pdf
https://pubmed.ncbi.nlm.nih.gov/25131444/
https://www.guttmacher.org/sites/default/files/pdfs/pubs/journals/Abortion-Stigma.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3518342/
https://www.guttmacher.org/article/2017/11/estimating-abortion-provision-and-abortion-referrals-among-united-states
https://www.guttmacher.org/article/2017/11/estimating-abortion-provision-and-abortion-referrals-among-united-states
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3518342/
https://www.ajog.org/article/S0002-9378(18)30292-8/fulltext
https://www.acog.org/clinical/clinical-guidance/committee-opinion/articles/2020/12/increasing-access-to-abortion
https://www.guttmacher.org/gpr/2019/01/ensuring-access-abortion-state-level-selected-examples-and-lessons
https://www.guttmacher.org/gpr/2019/01/ensuring-access-abortion-state-level-selected-examples-and-lessons
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Abortion care in the US is separated from the rest of the healthcare system, which reinforces stigma and limits 
access to care:  

• Most abortions are often performed in freestanding clinics, separated from other health facilities.  
• Patients seeking abortion report that they would prefer to receive this care from their family doctor 

instead of at a specialized clinic. 
• Abortion services are concentrated in urban areas, contributing to significant geographic disparities in 

access.  
• Primary care providers can provide first-trimester abortions with appropriate training, however, many 

elect not to pursue this training due to stigma and politically-motivated restrictions on this care.  
• Further integration of abortion care into primary care settings—particularly in rural and medically-

underserved areas—could increase access to abortion care in the US.  
 
Abortion providers report personal and career-related challenges related to the factors above, including: 

• Limited training availability. 
• Marginalization within their profession. 
• Stigma and isolation. 
• Concerns about personal safety. 

 
Abortion providers face violence and safety risks. 
 
Bans or restrictions on abortion promote stigma around a safe and effective medical procedure, and abortion 
providers and other medical staff at risk of discrimination and harassment.  
 
Abortion patients, providers, and clinics face threats of violence, harassment, and intimidation.  
 
From 1993-2016, 11 people in the US were murdered in incidents of violence against abortion providers, and 26 
more survived attempted murder.  
 
The National Abortion Federation tracks incidents of violence against abortion providers, including: 

• Murder. 
• Attempted murder. 
• Bombings and bomb threats. 
• Arson. 
• Vandalism. 
• Burglary. 
• Assault. 
• Death threats. 
• Stalking. 
• Harassment via phone, mail, or internet. 

 
Rates of violence and harassment against abortion patients, providers, and clinics have escalated in recent 
years.  
 
Anti-abortion violence limits access to abortion care and puts abortion providers and their families in serious 
danger.  
 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3518342/
https://www.guttmacher.org/report/abortion-incidence-service-availability-us-2017
https://pubmed.ncbi.nlm.nih.gov/19631794/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3518342/
https://www.sciencedirect.com/science/article/pii/S2468266717301585?via%3Dihub
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3518342/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3518342/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3518342/
https://link.springer.com/article/10.1007/s10995-021-03338-6
https://www.amnesty.org/en/what-we-do/sexual-and-reproductive-rights/abortion-facts/
https://www.prochoiceamerica.org/issue/anti-abortion-violence/
https://prochoice.org/national-abortion-federation-releases-2020-violence-disruption-statistics/
https://prochoice.org/national-abortion-federation-releases-2020-violence-disruption-statistics/
https://prochoice.org/national-abortion-federation-releases-2020-violence-disruption-statistics/
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Best practices for adolescent sexual and reproductive health care in clinical settings  

Using evidence-based best practices to deliver sexual and reproductive health care to adolescents can improve 
health outcomes and support healthy behaviors, communication, and relationship development.    
 
AAP policy and resources provide key strategies for delivering adolescent-centered sexual and reproductive 
health care in clinical settings. Considerations for care delivery are outlined below.  
 
Preserving confidentiality. 
AAP policy, Bright Futures, and other national medical organizations’ policy highlights the importance of 
confidentiality in adolescent health care. Preserving confidentiality for adolescent patients supports youth in 
taking ownership over their own health, facilitates open communication about sensitive topics (eg, sexual 
health, mental health, and substance use), and supports the transition to adulthood.  
 
When adolescents know their confidentiality is protected, especially over multiple visits, they are more likely 
to access health care, communicate about sensitive topics regarding behaviors, partners, or gender issues; and 
return for care. Confidentiality also allows for self-management of an individual’s sexual and reproductive 
health care.  
 
AAP provides clinical resources and videos to support confidential care for adolescents. 
 
Clinicians can support adolescent confidentiality for sexual and reproductive health care in many ways: 
 
Education: 

• Train all office staff and clinicians to discuss confidentiality with all parents and youth beginning at an 
early age, to set the expectation that patients will begin to have one-on-one time with their pediatric 
health clinician during adolescence.  

• Ensure all clinicians and staff understand state laws surrounding informed consent and confidentiality 
related to contraceptive services; STI testing and treatment; and HIV testing and treatment. 

• Ensure all clinicians and staff know how to detect sexual violence or abuse, and understand the legal 
requirements for reporting sexual violence or abuse. 

 
Office policies and procedures: 

• Develop an office policy that explicitly outlines the right of adolescent patients to confidential care 
and share the policy with patients and families. Post it in a visible location in your office.  

• Require education for clinical and office staff about the importance of protecting adolescent 
confidentiality in all aspects of care delivery, including medical records, appointments, test results, 
after-visit summaries, explanation of benefits forms, and follow-up care.  

• Consider confidentiality concerns in follow-up care and referrals. For example, when providing a 
prescription for contraception, refer adolescents, especially minors, to pharmacies where their 
confidentiality will be respected and where the pharmacist will call the health provider and not the 
parents with questions about a prescription. 

• Clinics that serve an entire community may need to take extra steps to ensure confidentiality for 
young people, including use of confidential codes and/or separate waiting rooms for adolescents. 

 
Communications with adolescents and families: 

https://www.aap.org/en/patient-care/adolescent-sexual-health/
https://publications.aap.org/pediatrics/article/144/6/e20193150/37985/Unique-Needs-of-the-Adolescent
https://brightfutures.aap.org/Bright%20Futures%20Documents/BF4_AdolescenceVisits.pdf
https://www.aafp.org/about/policies/all/adolescent-confidentiality.html
https://www.adolescenthealth.org/SAHM_Main/media/Advocacy/Positions/Aug-04-Confidential_Health_Care_for_Adolescents.pdf
https://www.naspag.org/naspag-provision-of-reproductive-health-for-teens-during-pandemic
https://www.acog.org/clinical/clinical-guidance/committee-opinion/articles/2020/04/confidentiality-in-adolescent-health-care
https://www.ama-assn.org/delivering-care/ethics/confidential-health-care-minors
https://pubmed.ncbi.nlm.nih.gov/9307357/
https://www.aap.org/link/ea182ba361114cd8b69976beefde3003.aspx
http://www.aap.org/adolescenthealthconsortium
https://www.cahl.org/
https://www.ama-assn.org/delivering-care/ethics/preventing-identifying-treating-violence-abuse
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• Talk directly with adolescent patients and their families about the protections of confidentiality at 
every visit and allocate time for a one-on-one conversation between the patient and clinician during 
every visit. Some examples for talking about confidentiality include: 

o To adolescents: “I want to take a few minutes today to talk about your sexual health, which is 
a big part of your overall health. Before we get started, I want to make sure that you know that 
what we talk about is confidential, meaning it’s private between you and I, and I don’t discuss 
any of this with your parents. Unless there is a concern of your safety or someone else’s safety. 
Is that OK?” 

o To parents: “Now it’s time for the one-on-one portion of the visit. As you both know, I spend 
time alone with all my patients ages 11 and above so we can have a confidential conversation. 
Mrs. Smith, I am going to have you step out so that John gets practice talking about his own 
health care and answering questions related to his health. This will help John as he transitions 
to adulthood.” 

• Pediatric health clinicians have opportunities with families and caregivers to introduce topics such as 
healthy sexual development and exploration while limiting risk of harm. 

• When talking to adolescent patients about their sexual and reproductive health concerns, encourage 
them to engage their parent/caregiver or other trusted adult in their care. Many patients choose to 
involve their parents/caregivers in their reproductive health care. To support them in doing so, offer to 
talk to the parent/caregiver together during the visit.   

• If the patient does not want to engage their parents/caregivers in their care and are not at risk of 
hurting themselves or someone else, respect their wishes within the limits of your state’s laws around 
confidentiality.  

• Be sure to get a cell number and/or private e-mail address for youth for quick and reliable 
communications. 
 

Creating an adolescent-friendly office environment. 
An adolescent-friendly office culture can facilitate the delivery of patient-centered sexual and reproductive 
health care. 
 
Specific strategies to promote an adolescent-friendly office environment include: 
 
Incorporating sexual and reproductive health services into the clinic visit: 

• Providing the full range of sexual and reproductive health services in one location (eg, screening, 
counseling, STI prevention and treatment, contraception, pregnancy-related care, abortion), and 
advertising the breadth of services provided. 

• Offering same-day sexual and reproductive procedures or helping adolescents make referral 
appointments for specialized services, and providing clear directions and instructions, assurances of 
continuing confidentiality, and information about fees, if any.  

• To the extent possible, ensuring continuity of care by making every effort to have adolescents see the 
same provider at every appointment. 

• Involving families in the care of adolescents as much as possible; for example, the provider can “wrap 
up” the visit with the parent or guardian for nonconfidential issues and/or, if the adolescent or young 
adult wishes, to disclose anything with the pediatric health clinician present for support. 

o Simultaneously, it is important to educate parents on the benefits of the physician having a 
parallel, independent care relationship with their child to ease transition of the relationship 
to primarily focus on the patient/provider, and not the parent/provider, over time.  

• Incorporate puberty, sexuality, and sexual health assessment into psychosocial history taking. 
Example screening questions include: 

https://publications.aap.org/pediatrics/article/148/1/e2021052043/179970/Promoting-Healthy-Sexuality-for-Children-and
https://www.aap.org/en/patient-care/adolescent-sexual-health/adolescent-supportive-care/considerations-for-providing-adolescent-care/
https://www.cdc.gov/teenpregnancy/health-care-providers/teen-friendly-health-visit.htm
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o Puberty: “Do you have any concerns about how your body is developing?” 
o Sexuality: “Many people your age begin to have attractions physically or romantically. Have 

you thought about that? What are the genders of the people that you are attracted to?”  
o Sexual health assessment: “What types of sexual experiences have you had?” 

• Encourage transition-planning for youth, with a focus on ensuring that reproductive health care, 
including contraception and pregnancy care, continues as youth transition from pediatric to adult 
care. 

Offering a range of hours and services that cater to adolescent schedules: 
• Offering flexible hours, walk-in hours, same-day appointments, and appointments in the evening and 

on weekends.  
• Offering telehealth appointments to adolescents to increase options for accessing care.  
• Following best practices for adolescent telehealth visits (eg, asking if a parent is present in the room, 

encouraging use of headphones or the chat function to protect the privacy of conversations). 
 
Creating a welcoming office culture: 

• Establishing clear, unambiguous policies against discrimination on the basis of sex, age, 
race/ethnicity, sexual orientation, religion, gender identity, ability/disability, and gender expression. 
Make sure the health center is a safe place for all patients and staff. 

• Hiring diverse, well-trained clinicians and staff, and making efforts to hire candidates that live in the 
community or reflect the demographics, culture, and language of the patient population.  

• Delivering supportive, non-judgmental care to all youth who access the office or clinic. 
• Using clinical forms and/or questionnaires that allow patients to write in their own gender and sexual 

identity and by allowing differentiation between sex assigned at birth and affirmed gender. 
• Establishing continuous ongoing training regarding cultural diversity, sexual orientation, gender 

identity, and cultural norms, particularly those cultures of the adolescents served. 
o Encourage accountability for all clinicians and staff by coordinating training during work 

hours or building into continuing education requirements. 
o Any culturally appropriate tools, trainings, or interventions should be leveraged to support 

both clinicians and non-clinician providers alike. 
 
Providing free or low-cost services: 

• Offer free or greatly reduced-fee services to adolescents. This can be especially important for STI 
testing and treatment. 

• Set up private billing accounts for adolescents who seek confidential services. Arrange for laboratory 
fees for confidential tests to be billed directly to the health center. Work out a nominal payment plan 
with the adolescent. At the same time, bill the adolescent’s insurance for provider time, using 
confidential codes, so that information forms sent to the parents will not betray youth’s 
confidentiality. 

• Where permitted by state law, dispense free or low cost prescriptions to adolescents. 
• Stock exam rooms and bathrooms (not just the waiting room) with baskets of condoms along with 

signs saying that youth are free to take as many as they like, at no charge. 
• School nurses and providers at school-based or school-linked health centers can assist students and 

families in obtaining health insurance as needed and can represent the school on community 
coalitions to advocate for increased resources for school-based health care. 

 
 

https://www.aap.org/en/practice-management/care-delivery-approaches/telehealth/telehealth-and-adolescent-health-care-what-can-pediatric-clinicians-do/
https://www.aap.org/en/practice-management/care-delivery-approaches/telehealth/telehealth-and-adolescent-health-care-what-can-pediatric-clinicians-do/
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Removing barriers to access: 
• If possible, offer transportation vouchers or bus tokens to youth who need them. If this is not possible, 

link with community health centers around the county or geographic area so you can offer youth the 
option of using a health center closer to home or work. 

• Offer a special help-line that adolescents can use to inquire about services, make appointments, and 
request follow-up care. Where possible, consider establishing a text-messaging line or web page 
which can provide youth with information about where and when to access youth-friendly health 
services. 

• Offer solutions to increase access for youth with physical disabilities, including wheelchair accessibility 
and exam table access.  

 
Knowing and collaborating with community resources: 

• Building strong referral systems and/or establishing collaborative partnerships with agencies who 
serve communities of youth with unique sexual health needs, including young parents, youth in foster 
care, youth who live in homeless shelters, youth engaged in the juvenile justice system, and youth 
enrolled in substance abuse programs. 

• Connecting with local emergency rooms to guide referrals for family planning or contraceptive service 
needs. 

• Involving young people in assessing the policies and services offered in the practice and taking their 
recommendations seriously. 

• Choosing gender-neutral décor for waiting rooms and include art, posters and resources in waiting 
and examination rooms that is inclusive of diverse races, ethnicities, abilities/disabilities, family 
structures, relationship types, and gender identities. 

 
Providing strengths-based, trauma-informed, patient-centered care. 
Within the context of a sexual and reproductive health visit, pediatric health clinicians can provide strengths-
based, trauma-informed, patient-centered care to best meet the needs of each individual patient. 
 
Pediatric health clinicians can consider the following strategies when delivering care: 

• Delivering care through a reproductive justice framework, which includes: 
o Asking youth about their priorities and concerns related to sexual and reproductive health 

without bias or making assumptions: 
 Use unbiased and inclusive language during conversations about behaviors, 

partners, sexual orientation, gender identity. 
 Ask about and follow patients’ wishes about contraceptive methods (eg, clinicians 

should not push individuals to use a specific form of contraception, such as LARC). 
o Supporting each adolescent’s right to body autonomy: 

 Talk with adolescent patients about their bodily autonomy, and ways to proactively 
assert and protect their autonomy in their healthcare, relationships, and behaviors.  

 Integrate aspects of sex positivity and discussion about the normalcy to find intimacy 
pleasurable into sexual health counseling.  

o Using patient-centered language: 
 Communicate with adolescents using their vernacular and ask questions about the 

patient’s goals, rather than making assumptions. Overly medical terminology, even 
about anatomy may not resonate.  

 Ask patients their pronouns. 

https://rhedi.org/about/our-reproductive-justice-approach/
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 Ensure that patients can communicate with staff in their own language. This may 
mean hiring bilingual staff or compensating staff who learn additional languages.  

 Ensure that high-quality adolescent health education materials are available in all 
the languages that adolescents in the community speak and for various reading 
levels, include low literacy.  

• Providing adolescents with the realistic, unbiased information and education needed to make 
informed decisions about their sexual health—including choices around contraception, pregnancy, 
parenting, adoption/kinship care, or abortion—and then provide support to implement whatever 
decision is made. 

• Integrating principles of trauma-informed care into clinical interactions: 
o Leadership commitment by annual reviewing policies and procedures to ensure a safe work 

environment and setting to provide trauma-informed care, to reduce secondary traumatic 
stress and burnout, and to promote sensitivity to the needs of trauma survivors. 

o Patient and family empowerment by seeking meaningful input in the development of 
policies and practices, particularly regarding cultural, historical, and gender issues. 

o Continuous through the Health Care System including primary, secondary, and tertiary 
prevention strategies. 

o Recruitment and Training of a Trauma-Informed and Compassionate Workforce including all 
administrators, clinicians, and staff, both clinical and nonclinical. 

o Coordination of Care Across Family-Serving Systems in the Community that establish and 
support collaborative, interdisciplinary relationships among community and public health 
agencies that serve the population of focus to coordinate care for those exposed to trauma. 

 
Why trauma-informed care is important in delivery of sexual and reproductive health services 

Exposure to a traumatic experience, such as intimate partner violence, is more common than most people 
think. Some child and adolescent populations are at a higher risk for trauma, including youth who are 
LGBTQ2S+, have development disabilities, are in foster or kinship care, are incarcerated, are living in deep 
poverty, or are immigrants. Additionally, racial, ethnic, or religious bigotry magnifies the risk inherent to other 
special populations. 
 
Trauma-informed care is important in the delivery of sexual and reproductive health services to adolescents for 
several reasons, including: 

• It presents an opportunity to promote family resilience and relational health. 
• It can be considered primary prevention of stress-related disturbance. 
• It can also provide patient-centered care for youth who been impacted by sexual abuse or other forms 

of trauma.  
• Trauma-informed practices also support relational health as an important protective factor for those 

who have been exposed to persistent adversity or potentially traumatic events. 
• It can help connect patients with culturally-informed care and services.  

 
Considerations for providing sexual and reproductive health services in school-linked settings 

Schools and school-based health centers are in a unique position to provide students with comprehensive 
sexual and reproductive health care and referrals, due to their accessibility to school-aged children and 
adolescents and ability to provide health education targeted to young people. School-based health centers 
support the physical and mental health needs of young people young by providing health services in school or 

https://publications.aap.org/pediatrics/article/134/4/e1244/32981/Contraception-for-Adolescents
https://publications.aap.org/pediatrics/article/140/3/e20172274/38291/Options-Counseling-for-the-Pregnant-Adolescent
https://publications.aap.org/pediatrics/article/140/3/e20172274/38291/Options-Counseling-for-the-Pregnant-Adolescent
https://publications.aap.org/pediatrics/article/148/2/e2021052580/179745/Trauma-Informed-Care
https://www.cdc.gov/violenceprevention/intimatepartnerviolence/index.html
https://pubmed.ncbi.nlm.nih.gov/30974258/
https://pubmed.ncbi.nlm.nih.gov/31358665/
https://www.nature.com/articles/pr2015197
https://publications.aap.org/view-large/figure/8248468/PEDS_2021052579_f1.tif
https://publications.aap.org/pediatrics/article/148/4/e2021053758/183284/School-Based-Health-Centers-and-Pediatric-Practice
https://publications.aap.org/pediatrics/article/148/4/e2021053758/183284/School-Based-Health-Centers-and-Pediatric-Practice
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on school grounds and improve access to health care services by decreasing financial, geographic, age, and 
cultural barriers. School based health centers have been proven to improve student access to health care, 
improve health outcomes, and reduce health disparities. 
 
Clinicians and staff who provide sexual and reproductive health care to adolescents in school-linked settings 
can support and expand access in the following ways: 
 
Expanded hours and services: 

• Consider being open year-round and not just during the academic school year.  
• Ensure the school based health center is open before and after school, not solely during school hours. 
• Consider expanding services to include recent graduates.   

 
Policies and procedures: 

• School nurses and health providers in school-based health centers can partner with schools to 
establish policies which allow students to see medical providers during the school day. 

• Develop strategies that promote and incentivize transition of care for sexual and reproductive health 
when students graduate.  

 
Referrals: 

• Provide students with referral information along with available community resources to improve 
access to care.  

• School nurses and school-based health center staff can follow-up with students if they are referred to 
a community health clinic to ensure that the adolescent understood what was discussed during their 
appointment and to ensure they will follow through with the recommended next steps (e.g., 
scheduling a follow-up appointment or taking a prescribed medication). 

 
Youth populations that are underrepresented need equitable access to sexual and reproductive health 
services 

Due to a longstanding history of systemic inequities that impact access to reproductive health care services, the 
above considerations are particularly important to certain populations of youth. Clinicians and staff who are 
delivering sexual and reproductive health care should be aware of the following:  

• Some populations of youth need extra assurances of confidentiality, including youth that are HIV-
positive, older youth, youth who are LGBTQ2S+, and youth who are pregnant and parenting. 

• Provision of respectful, strengths-based, trauma-informed care is particularly important for some 
populations of youth, including youth who are parents, youth who are LGBTQ2S+, youth who are HIV-
positive, youth who are historically underserved, and youth who are survivors of sexual or physical 
assault. 

• Integrated care is especially important to some populations of youth, including young adults, youth 
who are pregnant, youth who are LGBTQ2S+, youth who are HIV-positive, and youth who are survivors 
of sexual or physical assault. 

• Cultural competency is highly important to particular populations of youth: 
• Men who are gay and bisexual often rely heavily on the experiences and recommendations of 

their peers. Good client-staff interactions with one young man will be likely to come to the 
attention of other young men who are gay and bisexual. While most adolescents rely heavily on 
the experiences and recommendations of their peers, youth who are LGTBQ2S+ may be more 
attune to this because of concerns about discrimination, oppression, and lack of knowledge. Be 
aware that young males who are gay and bisexual have the same need as their peers who are 

https://pubmed.ncbi.nlm.nih.gov/27320217/
https://pubmed.ncbi.nlm.nih.gov/27320215/
https://www.plannedparenthoodaction.org/issues/health-care-equity
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heterosexual to be treated holistically and to receive optimal care that addresses their physical, 
emotional, and psychosocial health. 

• Youth of color need to know that they are seen as individuals, not as someone’s stereotype of their 
race/ethnicity. Remember that any individual adolescent is no more and no less likely than any 
other to participate in or to avoid risk-taking behaviors. All need the same individual counseling 
and care. 

 
Perspective: Frankie Heightchew-Howard, Youth activist 

As caretakers, it is necessary to work with underrepresented communities without bias. This does not mean to work with 
the mindset that we are all the same: it is necessary to be conscious of the unique care that may be required for different 
communities.  
 
To provide adequate care for people who are LGBTQ2S+, first create a space in which patients feel as comfortable as 
possible. Due to the long history of medical abuse within underrepresented communities, particularly within reproductive 
and sexual health, there is a lot to unpack and conquer in just this step alone. Receiving sexual and reproductive healthcare 
is one of the most vulnerable positions to be in, and when patients have accumulated traumas related to their sexuality 
and/or gender, this becomes even more complex. It is important that sexual and reproductive health spaces establish 
themselves in their community as a source of support to queer people. 
 
Ask, and be willing to listen to each patient’s unique needs and wants, and not make assumptions about what care they 
need. In this work, it is important to remember that sexuality does not equate to the genitalia of a person's partner or 
partners, that trans people may not be out to all people around them and may use different names and pronouns with 
other people you may interact with, and to be careful not to alienate queer patients, they are not research subjects. We 
each have a duty to learn and develop our understanding of trauma-informed care, and of the health needs and wants of 
patients who are LGBTQ2S+. It is a primary responsibility to be able to provide proper care to all patients and to be 
constantly learning and engaging with their worldview. 
 
Steps that can be taken to make spaces where youth who are LGBTQ2S+ receive sexual and reproductive health services 
feel safer include: providing gender-neutral bathrooms; introducing yourself using your name and pronouns and not 
requesting this of patients, instead allowing them to share if they feel comfortable; and adding preferred names and 
pronouns to EHR systems and paperwork and ensuring all staff are trained to use these. Be aware and make connections 
with local resources for people who are LGBTQ2S+ and where they could have referred them for specialized care. Report 
any discriminatory behavior, as there is no space in health care for bigotry. Get comfortable with the most current 
language being used within the LGBTQ2S+ community, because language is important. Signal to patients in as many 
ways as possible that you are their advocate, and that the space they are in is supportive. The people providing our care 
should reflect the world around us, Advocate for hiring from within the communities you serve. No true radical change 
can be made for a group of people without said group involved. 
 
Adolescents deserve best practices in the receipt of sexual and reproductive health services  

The provision of adolescent-friendly services is a key component of ensuring young people receive the sexual 
and reproductive care they want and need. Access to such services helps young people to lead healthy lives. 
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Building partnerships to support and expand youth access to reproductive health care  

Supporting and expanding youth access to sexual and reproductive health care is a complex issue that requires 
cross-sectional partnerships between medical experts, schools, community leaders, policymakers, youth, and 
families.  

This section of the resource outlines strategies for building partnerships and provides concrete examples of 
activities that can support access to reproductive health care in your community.  

Identifying community partners. 

Anyone can play a role in supporting and expanding youth access to the full spectrum of sexual and 
reproductive health services. Cross-sectoral partnerships with health professionals, educators, community 
members, youth, and families are essential to promoting youth access to education and health services in their 
communities.  

The first step in promoting access to sexual and reproductive health care in your community is to check in with 
partners who are already doing this type of work. Identify individuals and community organizations who are 
working on health equity and sexual and reproductive rights in your community or state. Consider the 
following types of organizational partners: 

• Schools or school districts across all grade levels. 
• Colleges, universities, and vocational settings. 
• Student organizations. 
• Organizations representing educators or school health personnel and their state chapters. 
• Parent-teacher associations. 
• Faith-based or religious organizations. 
• Community leaders. 
• Tribal elders. 
• Youth groups (including peer-education groups, school clubs, youth advocates). 
• Organized extracurriculars, such as Boys and Girls Clubs, 4H Clubs, or Scout troops. 
• Sports organizations. 
• Group and residential care organizations. 
• Juvenile justice system. 
• Foster and adoptive groups for parents. 
• Elected officials. 
• Organizations serving youth with special health care needs or disabilities. 
• Organizations that support LGBTQ2S+ individuals. 
• Health clinics, including county or community health centers. 
• City or county health departments. 
• Your local chapter of the American Academy of Pediatrics. 
• National and local chapters of reproductive health organizations, including: 

o Advocates for Youth. 
o Black Women’s Health Imperative. 
o Center for Reproductive Rights. 
o National Latina Institute for Reproductive Justice. 
o Planned Parenthood. 
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o Power to Decide. 
o SIECUS: Sex Ed for Social Change. 
o Sistersong. 
o South Asian Sexual and Mental Health Alliance. 
o Unite for Reproductive and Gender Equity. 

Promoting health equity in sexual and reproductive health services. 

When building partnerships to advance sexual and reproductive health, it is critical to center the needs and 
experiences of populations facing disparities in access to care. Deliberate, proactive work is needed to achieve 
equitable access to the full range of sexual and reproductive health services—including comprehensive sex 
education, contraception, and abortion. 

Youth have disparate opportunities and experiences in their schools and communities, due to social drivers of 
health, family and community resources, and structural factors such as systemic racism, social inequities, and 
discrimination.  

Youth face barriers to accessing the sexual and reproductive health services they need, based on many factors: 
• Race. 
• Ethnicity. 
• Gender identity. 
• Sexual orientation. 
• Having a disability or other special health care needs. 
• Cultural or language differences. 
• Being involved in the child welfare system. 
• Being involved in the juvenile justice system. 
• Geography. 
• Level of community resources. 
• Attending an under-resourced school. 

There are not inherent or generic physiologic differences that lead to disparities in sexual and reproductive 
health care outcomes. Rather, youth and families may experience barriers or discrimination based on long-
standing systemic inequities that impact their options, choices, access to care, and overall health.  

Engaging authentically with partners that serve diverse cultural populations. 

To promote equity in sexual and reproductive health care, it is critical to engage meaningfully with community 
members and organizations that serve youth and families from diverse cultures. Sustained engagement with 
community partners can help reduce barriers to care and increase utilization of sexual and reproductive health 
services, ultimately impacting health and reproductive outcomes. 

Public health scholars have outlined important considerations for authentic engagement around health issues 
with community partners, including: 

• Be aware and acknowledge differences in lived experience. 
• Center the perspectives and needs of the population-of-focus. 
• Consider cultural factors and strengths of the population-of-focus. 
• Practice humility in learning from diverse partners. 

https://publications.aap.org/pediatrics/article/doi/10.1542/peds.2022-057998/186963/Eliminating-Race-Based-Medicine
https://www.worldcat.org/title/community-mental-health-engagement-with-racially-diverse-populations/oclc/1155699098
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• Develop strategies and action plans collaboratively with community members, health professionals, 
policy makers, and other key partners. 

• Consider co-creating messages and materials that are culturally and linguistically tailored for the 
community. 

• Communicate regularly and openly. 

Case study: Reproductive health access project (RHAP) 

The Reproductive Health Access Project (RHAP) is a project that is run for young people by young people that works to 
increase education and access to sexual and reproductive health services. Youth who work as peer educators at the RHAP 
clinic presented during the AAP Summit on Youth Access to Reproductive Health Care and a synopsis of their program is 
included as a case study.  
 
This program offers free pregnancy testing, STI testing, and treatment, various methods of birth control, counseling, 
comprehensive sex education, menstrual products, gender-affirming clothing items, among many other essential services. 
Our program is incredibly special because it works by listening to young people first, spotting where there are gaps or 
barriers to services, and then working to fill those gaps and overcome those barriers. For example, RHAP saw some of the 
barriers were cost, transportation, confidentiality, and access to education, so we created a clinic system where all those 
barriers are addressed. Young people will come to our clinic, see our peer educators for a sex education session where we 
talk about all the services, they have access to, answer questions, and hear whatever they wish to share before they see a 
provider. This allows young people who often have never been to an appointment for sexual and reproductive health-
related services to get all the information they need to make a decision that is right for their life and to be able to advocate 
for themselves whenever they see a provider. I think that part of our advocacy that makes us unique is how our clinic 
system works to put the power in the hands of the young people. 
 
Building a new partnership. 

When building a new partnership to address sexual and reproductive health in your community, follow 6 key 
steps to set your strategic priorities and identify collective goals and measures of success: 

Step 1: Define the problem • There are a wide range of services included under the umbrella of “sexual 
and reproductive health services.” All are important and interconnected.  

• However, it is often easiest to focus on one specific goal in your 
community, especially when beginning a new initiative.  

• Select a priority that is an important need in your community, for 
example “promoting comprehensive sex education in our local middle and high 
school,” or “advocating against a proposed state law that would restrict abortion 
services.”  

• Identifying the problem may take some research: if you’re passionate 
about sexual and reproductive health but aren’t sure where to begin, 
consider reaching out to one of the community partners listed above to 
learn about their priorities and how you can help.  

Step 2: Understand the 
scope of the issue & the key 
players 

• Work to understand what’s currently happening in your community  
• For example: 

o If you’re interested in STI prevention, consult your local health 
department for data on disease prevalence in your community. 
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o If you’re focusing on sex education in schools, find out what 
curriculum is currently being taught in schools and what it 
covers.  

• Before launching a new effort, find out what is already happening to 
address the issue, and identify the individuals and organizations who are 
working in this arena.  

Step 3: Find shared goals • When building partnerships, be clear about the individual missions, 
goals, and priorities of each partner organization and illustrate how they 
are aligned.  

• Open communication can help identify and overlap in mission and 
leverage each organization’s strengths and capacities for greatest impact.   

Step 4: Identify operational 
differences 

• When building partnerships, work to identify any differences in 
organizational capacity, standards of operation, priorities, constituents, 
and communication styles.  

• Open communication can help each partner understand shared and 
individual priorities, work-styles, and strengths, which can be leveraged 
for a successful partnership. 

• Understanding differences early on can help avoid miscommunications 
or difficulties down the road.  

Step 5: Establish the value 
of the partnership 

• To determine the value of a partnership, outline the individual 
organizations’ values, priorities, strengths, and constituencies.  

• Partnering across organizations and sectors can facilitate greater 
progress than individual efforts, as you can leverage the strengths, 
resources, and reach of each organization.  

• Understanding shared values and priorities can help individual 
organizations articulate the importance of this partnership to internal 
and external stakeholders. 

Step 6: Outline measures 
of success 

• Work with partners to identify common metrics for the success of your 
work.  

• Agree upon how these metrics will be monitored, calculated, and 
communicated throughout the course of the work.  

• Having shared measures of success allows all partners to work toward a 
common goal. 

• Communicate small wins along the way: this helps keep partners 
engaged and enthusiastic over the long-haul.  

  

Strategies to support youth access to sexual and reproductive health care in community settings  

Promoting equitable access to sexual and reproductive health services for youth is a broad goal, with work that 
can be done across many domains and settings.  In this resource, we have focused on 3 key priorities: 
comprehensive sex education, contraception, and abortion.  
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There are many ways that clinicians, public health professionals, community leaders, educators, youth, and 
families can advance access to sex education, contraception, and abortion in their communities. Some 
practical strategies are outlined below.  

Practical ideas for working with schools. 

• Schools play a critical role in advancing and supporting the sexual and reproductive health of 
students.  

• Most school-based sexual and reproductive health priorities fall under two key domains: 
o Sex education. 
o School-based health services. 

• Promoting comprehensive sex education in schools: 
o Speak to your local school board/school administration about the important role that schools 

can play in providing youth with the knowledge and skills they need to achieve healthy sexual 
development. 

o Share information on the broad benefits of comprehensive sex education.  
o Share the SIECUS Guidelines for Comprehensive Sex Education, which provide a framework 

for the key concepts, topics, and messages that a strong sex education program should 
include.  

o Share the CDC Health Education Curriculum Analysis Tool (HECAT) to assess and improve the 
health education – including sex education—curriculum used by the school district. 

o Partner with schools to ensure that youth with disabilities have access to a developmentally 
appropriate sexual education that includes knowledge building around sexual victimization, 
safer sex practices, consent, and respect through their Individualized Education Programs or 
as part of the typical curriculum. 

o Encourage schools in your community to adopt evidence-based, comprehensive sex 
education programs for youth in grades K-12. Examples of these programs include:  
 Family Life and Sexual Health (FLASH).  
 Get Real: Comprehensive Sex Education that Works.  
 In•clued LGBTQ2S+-focused sexual health education.  
 Promoting Health Among Teens! Comprehensive Abstinence & Safer Sex (PHAT). 
 Rights, Respect, Responsibility.  

• Promoting delivery of clinical sexual and reproductive health services in schools: 
o Advocate for sexual and reproductive services in the context of a full spectrum of physical and 

mental health services for all students which promotes a holistic approach to health and does 
not identify or stigmatize the school-based service as being solely related to sexual activity.  

o Speak to your local school board/school administration about the important role of schools in 
providing clinical sexual and reproductive health services to students. 

o Understand the promote the critical roles of school nurses and school-based health centers in 
improving sexual and reproductive health. 

o Share information on evidence-based programs to promote sexual health in schools, 
including: 
 Condom availability programs. 
 On-site sexual health services: 

• STI and HIV testing and treatment. 
• Contraceptive services. 
• Health guidance and counseling. 

https://www.jahonline.org/article/S1054-139X(20)30456-0/fulltext
https://siecus.org/resources/the-guidelines/
https://www.cdc.gov/healthyyouth/hecat/index.htm
https://www.plannedparenthood.org/planned-parenthood-south-east-north-florida/education-programs/flash
https://www.getrealeducation.org/
https://sparked.net/inclued/
https://www.etr.org/ebi/programs/promoting-health-among-teens-comprehensive/
https://www.3rs.org/
https://www.cdc.gov/healthyyouth/whatworks/what-works-sexual-health-services.htm
https://www.nasn.org/nasn-resources/resources-by-topic/sexual-reproductive-health
https://www.sbh4all.org/what-we-do/school-based-health-care/health-and-learning/reproductive-health/
https://www.cdc.gov/healthyyouth/healthservices/caps/index.htm
https://www.cdc.gov/healthyyouth/whatworks/what-works-sexual-health-services.htm
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 Developing a referral guide to link students with youth-friendly services in the 
community. 

 Building relationships with healthcare providers to promote collaborative care. 
 Information campaigns for students and parents to promote sexual health. 
 Resources and tools for coaches and youth advocates  

• Work with schools to promote student-centered, trauma-informed practices when educating and 
caring for youth: 

o Systemic racism, unconscious bias, and discriminatory policies have caused disparities in 
experiences with school discipline. For example, students who are Black or American 
Indian/Alaska Native, and students with disabilities are disproportionately more likely to be 
suspended or expelled for behavioral challenges. 

o Systemic racism and societal inequities can impact the health and experiences of youth from 
communities of color, causing intergenerational trauma.  

o Students can experience trauma both inside and outside the school settings, which impacts 
their health, academic achievement, and social-emotional well-being.  

o Trained educators and school support professionals can promote diversity, equity, and 
inclusion and build supportive school environments that foster health and positive outcomes 
for all students.  

o Utilizing trauma-informed practices in schools can help educators and administrators 
recognize symptoms of trauma and respond accordingly to help students succeed and thrive 
in school.  

Practical ideas for working with the juvenile justice system. 

• Talk with the leadership and staff of local juvenile detention facilities about the importance of 
ensuring access to sexual and reproductive health services for justice-involved youth.  

• Work with juvenile detention facilities on best practices for sexual and reproductive health services, 
including: 

o Ensuring detained youth receive the same level and standards of healthcare as youth 
accessing care outside of the juvenile justice system. 

o Encouraging sex education for youth living in detention settings including: 
 Counseling on safe sex practices. 
 STI and HIV prevention. 
 Barrier methods. 
 Contraception, including hormonal contraception, long-acting reversible 

contraception (LARC), and emergency contraception. In the US, there is a history of 
forced sterilization among individuals who are incarcerated; therefore, any 
contraception should only be given once non-coerced consent has been obtained 
from the patient.  

o Promoting reproductive health care for youth living in detention settings, including: 
 Assessment of youth sexual behaviors and practices. 
 STI and HIV screening and treatment. 
 Trauma counseling. 
 Access to the range of contraception options, including LARC.  
 Emergency contraception as needed. 
 Pregnancy screening. 
 Pregnancy options counseling, including information on abortion, adoption, or 

parenting. 
 Provision of appropriate pregnancy and post-partum care. 

https://www.ncsddc.org/resource/developing-a-referral-system-for-sexual-health-services/
https://alteristic.org/services/green-dot/
https://www.coachescorner.org/
https://www.futureswithoutviolence.org/
https://ocrdata.ed.gov/assets/downloads/CRDC-School-Discipline-Snapshot.pdf
https://traumaawareschools.org/traumaInSchools
https://publications.aap.org/pediatrics/article/146/1/e20201755/37020/Advocacy-and-Collaborative-Health-Care-for-Justice
https://lawandinequality.org/2021/06/07/the-long-scalpel-of-the-law-how-united-states-prisons-continue-to-practice-eugenics-through-forced-sterilization/
https://lawandinequality.org/2021/06/07/the-long-scalpel-of-the-law-how-united-states-prisons-continue-to-practice-eugenics-through-forced-sterilization/
https://publications.aap.org/pediatrics/article/146/1/e20201755/37020/Advocacy-and-Collaborative-Health-Care-for-Justice
https://publications.aap.org/pediatrics/article/140/3/e20172274/38291/Options-Counseling-for-the-Pregnant-Adolescent
https://www.acog.org/clinical/clinical-guidance/committee-opinion/articles/2021/07/reproductive-health-care-for-incarcerated-pregnant-postpartum-and-nonpregnant-individuals
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 Providing menstrual products to youth who need them. 
o Providing gender-affirming care in detention settings, including: 

 Continuation of hormone therapy without interruption for transgender youth. 
 Management of medical and surgical transgender care following accepted standards 

developed by professionals with expertise in transgender health care. 
 Providing gynecological, family planning, and obstetrical care when clinically 

indicated, regardless of gender identity.  
o Utilizing trauma-informed care in detention settings. 
o Providing access to wanted abortion for young people.  
o Recognizing and responding to the unique health needs of justice-involved youth with 

chronic medical conditions and developmental needs.  
• Share relevant resources from the American Academy of Pediatrics (AAP) and National Commission 

on Correctional Health Care (NCCHC): 
o AAP: Advocacy and Collaborative Care for Justice-Involved Youth. 
o NCCHC: Women’s Health Care in Correctional Settings. 
o NCCHC: Transgender and Gender Diverse Health Care in Correctional Settings. 

• Encourage transition-planning for youth, with a focus on ensuring that reproductive health care, 
including contraception and pregnancy care, continues without interruption. 

Practical ideas for working with the child welfare system. 

• Connect with local leadership and staff from the child welfare system, group homes, and foster care 
agencies, about the importance of ensuring uninterrupted, confidential access to sexual and 
reproductive health care services for youth living in foster care.  

• Require the use of trauma-informed care when working with youth and families in the child welfare 
system.  

• Work with child welfare personnel on best practices for sexual and reproductive health services, 
including: 

o Ensure that all clinicians who care for the patient are reminded that the confidentiality 
afforded to youth living with their families should be the same as youth living in foster care.  

o Requiring an initial comprehensive health assessment—to include STI screening, pregnancy 
screening, and assessment for physical and sexual abuse, exploitation, and trafficking —no 
later than 30 days of a new placement, and a follow-up assessment within 60-90 days.  

o Gaining the adolescent patient’s consent to share the following: 
 Incorporating the results of health assessments into the child’s court-approved social 

service case plan. 
 Educating foster caregivers, caseworkers, birth parents, adoptive parents, and youth 

about the child’s health and treatment plan within the guidelines of the law. 
Information which is protected should not be shared unless express permission is 
granted by the patient. 

o Advocating for the provision of health services—including sexual and reproductive health 
services—in the context of a medical home. 

o Addressing the unique sexual and reproductive health needs of children and adolescents with 
special health care needs involved in the child welfare system. 

o Understanding and addressing the impact of trauma, toxic stress, abuse, neglect, and 
ongoing uncertainty, transitions, and loss on child and adolescent health. 

https://publications.aap.org/pediatrics/article/146/1/e20201755/37020/Advocacy-and-Collaborative-Health-Care-for-Justice
https://publications.aap.org/pediatrics/article/146/1/e20201755/37020/Advocacy-and-Collaborative-Health-Care-for-Justice
https://publications.aap.org/pediatrics/article/146/1/e20201755/37020/Advocacy-and-Collaborative-Health-Care-for-Justice
https://www.ncchc.org/transgender-and-gender-diverse-health-care
https://nicic.gov/series/becoming-trauma-informed-essential-element-justice-settings
https://journals.lww.com/greenjournal/Fulltext/2011/11000/Committee_Opinion_No__511__Health_Care_for.50.aspx
https://publications.aap.org/pediatrics/article/146/1/e20201755/37020/Advocacy-and-Collaborative-Health-Care-for-Justice
https://www.ncchc.org/womens-health-care
https://www.ncchc.org/transgender-and-gender-diverse-health-care
https://pediatrics.aappublications.org/content/148/2/e2021052579
https://publications.aap.org/pediatrics/article/136/4/e1131/73819/Health-Care-Issues-for-Children-and-Adolescents-in?searchresult=1
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o Building collaborative partnerships between the practice, caseworkers, foster parents, family 
of origin, and other professionals to promote integrated care for sexual and reproductive 
health needs. 

• Support caseworkers in having the capacity to provide access to age-appropriate, medically accurate, 
culturally sensitive information about: 

o Gender identity. 
o Prevention of unplanned pregnancies. 
o Sexual development. 
o Sexual and reproductive health care. 
o STI prevention and treatment. 
o The full spectrum of contraception options. 
o The full spectrum of pregnancy options, including abortion, adoption, and parenting. 
o Trauma. 
o Trauma symptoms/stress responses. 
o Trauma-informed care. 

• Educate child welfare leaders, staff, and families about common barriers to sexual and reproductive 
health services for youth in the welfare system and support them in addressing these barriers. 
Common challenges include: 

o System losing track of youth’s insurance eligibility or medical card and residence when 
transitioning between placements. 

o Youth needing support in scheduling medical appointments. 
o Stigma around sexual and reproductive health services. 
o Transportation barriers. 
o Placement in families/group homes that prohibit or confiscate contraception. 
o Placement in families/group homes that limit pregnancy options, including abortion. 
o Mistrust of the medical system. 
o Lack of confidentiality. 

• Encourage transition-planning for youth aging out of the foster care system, with a focus on ensuring 
that reproductive health care, including contraception and pregnancy care, continues without 
interruption.  

Practical ideas for working with youth- and parent-focused organizations. 

• Engage with the leadership of youth- or parent-focused organizations to talk about the importance of 
youth having information to medically accurate, age-appropriate information about their gender and 
sexuality.  

• Work with groups to identify evidence-based sex education curriculum or programming to 
incorporate into organizational activities. 

• Offer to host an educational session for parents or youth about a topic related to sexual and 
reproductive health, such as consent, healthy relationships, STI prevention, or gender identity.  

• Connect with leadership of a youth- or parent-focused organization about opportunities to advocate 
together to increase youth access to comprehensive sex education, contraception, or abortion in your 
community. Advocating together with representatives from multiple sectors gives you a stronger voice 
than advocating alone.  

Practical ideas for making your voice heard. 

https://pediatrics.aappublications.org/content/148/2/e2021052579
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• Engage with your AAP chapter or the local chapter of other medical groups (eg, physician or 
pharmacist organizations, nursing organizations, professional associations) to engage your 
colleagues in advocacy efforts to promote access to sexual and reproductive health services for youth. 

• Write a letter to the editor, an op-ed in your local paper, or a blog to highlight the importance of 
youth access to sexual and reproductive health services, and strategies to expand this access. 

• Participate in advocacy activities that support youth access to comprehensive sex education, 
contraception, and abortion.  

Organizations working to advance youth access to sexual and reproductive health services 

There are many opportunities to partner with organizations who have existing expertise and structures to 
expand youth access to sexual and reproductive health care in your community.  

A selection of organizations that provide programs and resources for community-based sexual and 
reproductive health activities is listed below. This list is not intended to be exhaustive, and inclusion of 
programs should not be interpreted as official endorsement by AAP.   

Abortion Care Network 
• Abortion Care Network (ACN) is the national association and network for independent community-

based abortion care providers and allies.  
• ACN fights to protect access to abortion care and keep independent clinics open to continue providing 

essential health care for communities. 
• Learn more here: https://abortioncarenetwork.org/ 

 
Advocates for Youth 

• Advocates for Youth works to promote adolescent reproductive and sexual health programs and 
policy. 

• Programs include youth leadership, activism, educational resources, curricula, and building the 
capacity of youth serving professionals. 

• Learn more here: https://www.advocatesforyouth.org/ 
 
Association of American Indian Physicians 

• The Association of American Indian Physicians (AAIP) works to provide educational programs and 
services to American Indian and Alaska Native communities. 

• Learn more here: https://www.aaip.org/ 
 
Black Women’s Health Imperative 

• Black Women’s Health Imperative is dedicated to improving the health and wellness of our nation’s 
Black women and girls through signature programs and special initiatives. 

• Core components of BWHI programs include reproductive justice, shared lived experiences, training 
in policy and advocacy, and anti-racism strategies. 

• To get involved, learn more here: https://bwhi.org/take-action/ 
 
Bold Futures 

• Bold Futures advocates for reproductive health care policy change, research, place-based organizing, 
and culture shift by and for people of color in New Mexico. 

• Learn more here: https://www.boldfuturesnm.org/ 
 

https://www.aap.org/en/community/chapter-websites/
https://abortioncarenetwork.org/
https://www.advocatesforyouth.org/
https://www.aaip.org/
https://bwhi.org/take-action/
https://www.boldfuturesnm.org/
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B.Y.E LLC 
• Bringing You Excellence (B.Y.E) LLC operates through a trauma-informed lens and encourages the 

prioritization of wellness over productivity in the workplace. 
• B.Y.E works with philanthropic and government partners providing advocacy curriculum and SRH 

programs. 
• Learn more here: https://www.byellc.org/ 

 
Center for Reproductive Rights 

• Center for Reproductive Rights is a global human rights organization of lawyers and advocates 
working to ensure reproductive rights are protected in law as fundamental human rights. 

• Get involved here: https://reproductiverights.org/get-involved/ 
 
El Rio Health 

• The El Rio Reproductive Health Access Project (RHAP) works to improve access to sexual reproductive 
health care and education through peer-designed initiatives. 

• SRH services include STI’s/HIV counseling and treatment, and free confidential peer-led walk-in teen 
clinics. 

• Learn more here: https://www.elrio.org/service/teens/ 
 
Feminist Women's Health Center 

• Feminist Women’s Health Center provides safe and affordable abortion and reproductive health 
services to all without judgement. 
Services include Sexual Health + Wellness, Trans Health Initiative, Abortion Care, Birth Control 
Options, and Emergency Contraception. 

• Learn more here: https://feministcenter.org/ 
 
Geoffray Strategies 

• Geoffray Strategies is a consulting firm offering policy and strategy solutions for healthcare clients. 
• Learn more here: https://www.geoffraystrategies.com/ 

 
Guttmacher Institute 

• Guttmacher Institute works to advance sexual and reproductive health care and rights worldwide 
through high-quality research, evidence-based advocacy, and strategic communications. 

• Learn more here: https://www.guttmacher.org/ 
 
Gyrls in the H.O.O.D Foundation 

• Gyrls in the H.O.O.D (Healthy, Optimistic, Outstanding, and Determined) Foundation is on a mission 
to increase positive reproductive health outcomes for young people living in urban Chicagoland areas. 

• Learn more here: https://gyrlsinthehood.com/ 
 
Howard Brown Health 

• Howard Brown Health is rooted in LGBTQ2S+ freedom, providing reproductive health care and social 
justice for communities. 

• Services include, and are not limited to, OBGYN services, Trans & Nonbinary services, HIV/AIDS case 
management, and sexual harm response program counseling. 

• Get involved here: https://howardbrown.org/get-involved/ 
 

https://www.byellc.org/
https://reproductiverights.org/get-involved/
https://www.elrio.org/service/teens/
https://feministcenter.org/
https://www.geoffraystrategies.com/
https://www.guttmacher.org/
https://gyrlsinthehood.com/
https://howardbrown.org/get-involved/
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If/When/How 
• If/When/How helps to ensure all people can decide if, when, and how to create and sustain families 

and to actualize sexual and reproductive wellbeing. They work to support the advancement of 
reproductive justice in our legal system. 

• Learn more here: https://www.ifwhenhow.org/ 
 
Ignite Young Asian People Power 

• Asian American Organizing Project (AAOP) – Ignite Young Asian People Power empowers young Asian 
people in Minnesota to create systems change for an equitable society. 

• Programs include civic engagement, gender justice campaigns and youth action teams. 
• Learn more here: https://aaopmn.org/ 

 
 
In Our Own Voice: National Black Women’s Reproductive Justice Agenda 

• A national/state partnership designed to amplify Black voices in the fight to secure reproductive 
justice for all. 

• This organization partners with eight Black women’s reproductive justice organizations to educate 
and mobilize Black people on abortion access, comprehensive sex education and contraceptive equity. 

• Learn more here: https://blackrj.org/ 
 
Jane's Due Process 

• Jane’s Due Process helps young people in Texas navigate parental consent laws and confidentially 
access birth control and abortion care. 

• Services include case management, legal support, and stigma-free sexual and reproductive health 
care. 

• Learn more here: https://janesdueprocess.org/ 
 
Midwest Access Project 

• Midwest Access Project works to ensure every person has access to high quality, comprehensive sexual 
and reproductive health care in their community. 

• Services include individual clinical training, and provider and community education. 
• Learn more here: https://midwestaccessproject.org/ 

 
National Association of Nurse Practitioners in Women's Health 

• National Association of Nurse Practitioners in Women’s Health (NPWH) is a national professional 
membership organization leading the way for women’s health care across their lifetime. 

• Learn more here: https://www.npwh.org/ 
 
National Family Planning and Reproductive Health Association 

• National Family Planning and Reproductive Health Association (NFPRHA) is a membership 
organization representing providers committed to helping people get family planning education 
through training and advocacy. 

• Learn more here: https://www.nationalfamilyplanning.org/ 
 
National Latina Institute for Reproductive Justice 

https://www.ifwhenhow.org/
https://aaopmn.org/
https://blackrj.org/
https://janesdueprocess.org/
https://midwestaccessproject.org/
https://www.npwh.org/
https://www.nationalfamilyplanning.org/
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• National Latina Institute for Reproductive Justice (the Latina Institute) fights for the fundamental 
human right to reproductive health care and justice. They center and amplify Latina/x voices, mobilize 
communities and drive policy change. 

• Get involved here: https://www.latinainstitute.org/en/get-involved 
 
National Network of Abortion Funds 

• National Network of Abortion Funds works with members to remove financial and logistical barriers 
to abortion access and care. 

• Learn more here: https://abortionfunds.org/ 
 
Northwest Portland Area Indian Health Board 

• The Northwest Portland Area Indian Health Board (NPAIHB) is a tribal advisory organization serving 
the forty-three federally recognized tribes of Oregon, Washington, and Idaho.  

• NPAIHB is engaged in many areas of Indian health, including legislation, health promotion and 
research. 

• Learn more here: https://www.npaihb.org/ 
 
Physicians for Reproductive Health 

• Physicians for Reproductive Health is an organization of doctors using evidence, training, and 
organized action for fundamental health care rights. 

• They focus on abortion care, equitable access to contraception, comprehensive sex education, and 
defending/improving American’s access to care services. 

• Learn more here: https://prh.org/ 
 
Power to Decide 

• Power to Decide provides trusted, high-quality information on sexual health and contraceptive 
methods to allow young people to make informed decisions. 

• Get involved here: https://powertodecide.org/get-involved 
 
Preterm 

• Preterm works to advance reproductive health and justice by providing safe, respectful, and accessible 
abortion and sexual healthcare. 

• Preterm is Ohio’s only independent, non-profit abortion clinic. 
• Learn more here: https://www.preterm.org/ 

 
Red River Women’s Clinic 

• The Red River Women’s Clinic offers abortion care and family planning services to the Fargo-
Moorhead area, all of North Dakota, Northwestern Minnesota and South Dakota. 

• Services include abortion care, birth control education, emergency contraception, STI testing, 
pregnancy testing and miscarriage management. 

• Learn more here: https://www.redriverwomensclinic.com/ 
 
Resources for Abortion Delivery 

• Resources for Abortion Delivery (RAD) protects abortion access by investing charitable resources in 
the U.S. independent abortion sector. 

• Learn more here: https://www.radprogram.org/index.php 
 

https://www.latinainstitute.org/en/get-involved
https://abortionfunds.org/
https://www.npaihb.org/
https://prh.org/
https://powertodecide.org/get-involved
https://www.preterm.org/
https://www.redriverwomensclinic.com/
https://www.radprogram.org/index.php
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SIECUS: Sex Ed for Social Change 
• SIECUS advocates for the rights of all people to access and enjoy accurate and comprehensive sex 

education, information, and related health services.  
• SIECUS creates policy briefs, advocacy tools, and hosts events related to sex education. 
• To get involved, learn more here.  

Sistersong 
• Sistersong is a Southern based, national membership organization with a purpose to create a network 

to improve institutional policies and systems that impact the reproductive health of marginalized 
communities. 

• Learn more here: https://www.sistersong.net/ 

Society for Adolescent Health and Medicine (SAHM)  
• SAHM is a multidisciplinary organization working to improve the health and well-being of 

adolescents through advocacy, clinical care, health promotion and research. 
• Learn more here: https://www.adolescenthealth.org/Home.aspx 

Society of Family Planning 
• Society of Family Planning fights for equitable abortion and contraception informed by science. 
• Learn more here: https://societyfp.org/ 

South Asian Sexual and Mental Health Alliance (SASMHA) 
• SASMHA seeks to celebrate the diversity of South Asian experiences and interrogate oppressive 

cultural values and traditions. 
• Programs include Sexual and Reproductive Health, Racism & Anti-Blackness, and LGBTQ2S+ Issues & 

Sexuality. 
• Learn more here: https://www.sasmha.org/ 

Southcentral Foundation 
• Southcentral Foundation works together with the Native Community to achieve wellness through 

health services. 
• Learn more here: https://www.southcentralfoundation.com/ 

Southern Birth Justice Network 
• Southern Birth Justice Network works to make reproductive health care accessible to all – especially 

communities that are Black, Brown, youth, immigrant, indigenous, LGBTQ2S+, and low-income 
• Learn more here: https://southernbirthjustice.org/ 

Unite for Reproductive and Gender Equity (URGE) 
• URGE is driven by young leaders through campus chapters and Community Activist Networks. 

Members educate their communities and advocate for local, state, and national policy. 
• Programs include integrated voter engagement, reproductive justice leadership and abortion positive 

campaigns. 
• Learn more here: https://urge.org/ 

Whole Woman’s Health 
• Whole Woman’s Health offers compassionate, affordable abortion care in-clinic and online and 

provides high-quality reproductive healthcare and advocacy for SRH rights. 

https://siecus.org/get-involved/
https://www.sistersong.net/
https://www.adolescenthealth.org/Home.aspx
https://societyfp.org/
https://www.sasmha.org/
https://www.southcentralfoundation.com/
https://southernbirthjustice.org/
https://urge.org/
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• Learn more here: https://www.wholewomanshealth.com/ 

Young Women’s Freedom Center 
• Young Women’s Freedom Center works to empower trans and gender-expansive young people who 

have been disproportionately impacted by incarceration, racist and sexist policy, and/or the 
underground street economy. 

• Learn more here: https://www.youngwomenfree.org/ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

https://www.wholewomanshealth.com/
https://www.youngwomenfree.org/
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Policy priorities for promoting youth access to sexual and reproductive health services 

Access to comprehensive, medically accurate, evidence-based sexual and reproductive health services is a 
cornerstone of adolescent health.  

All people, regardless of age, race, gender identity, sexual orientation, marital status, socioeconomic status, or 
geographic location should have equitable access to sexual and reproductive health services.  

Pediatric health clinicians, other medical professionals, public health professionals, and community members 
can advocate for policies that promote equitable access to sexual and reproductive health services for all youth.  

Policy and advocacy priorities for promoting youth access to sexual and reproductive health services are 
outlined below. These strategies can be pursued at the community, state, or federal level. 

Increase youth access to affordable, effective, evidence-based sexual and reproductive health services 

Promote universal access to comprehensive sex education for all youth. 

• Establish national standards for comprehensive sex education in schools that: 
o Provide medically accurate education around anatomy, sexual development, gender identity, 

sexual behavior, sexually transmitted infection (STI) prevention, and reproductive health 
care. 

o Teach skills and behaviors for healthy relationships, communication, consent, and decision-
making 

o Address social pressures and influences from a trauma-informed and culturally responsive 
lens 

o Rely on evidence-based and developmentally appropriate curriculum. 
o Include tailored curricular materials that are responsive to the diverse needs of all historically 

disenfranchised and underserved. 
• Encourage school-based comprehensive sex education programs that emphasize prevention of 

unintended pregnancy and sexually transmitted infections (STIs). 
• Oppose abstinence-only sex education in schools. 
• Oppose federal funding for abstinence-only sex education curriculum. 
• Incentivize and support pediatricians and healthcare providers to provide comprehensive, 

developmentally appropriate, longitudinal sex education to children, adolescents, and young adults in 
the context of primary care. 

Promote equitable access to contraception for all youth and young adults who are sexually active or 
considering becoming sexually active. 

• Promote policies that reduce barriers to accessing contraception, including: 
o Mail-order purchasing of contraceptives without age-limits. 
o Encouraging FDA review of oral contraceptives for over-the-counter use, and approval for all 

age groups as supported by the data. 
• Promote low-cost or free nonprescription access to emergency contraception, regardless of age and 

insurance coverage and without cost-sharing. 
• Encourage federal agencies to make regulatory decisions around contraception based on sound 

evidence, not politics. 

https://publications.aap.org/pediatrics/article/138/2/e20161348/52508/Sexuality-Education-for-Children-and-Adolescents
https://publications.aap.org/pediatrics/article/138/2/e20161348/52508/Sexuality-Education-for-Children-and-Adolescents
https://publications.aap.org/pediatrics/article/144/6/e20193149/37988/Emergency-Contraception?searchresult=1
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• Oppose policies limiting the distribution of contraception or emergency contraception on school 
property. 

Promote equitable access to abortion for all youth and young adults who wish to terminate a pregnancy. 

• Oppose legislative efforts to restrict access to abortion for adolescents and adults. 
• Promote the expansion of access to medication abortion. 
• Support the use of telehealth services for medication abortion. 
• Support policies that prohibit interference in medical care and decision making. 
• Support the codification of affirmative protections for abortion care in state and federal law. 
• Oppose state policies designed to prevent people from seeking abortions by instating: 

o Logistical/financial burdens (e.g., mandatory waiting periods, requiring multiple clinic visits 
to obtain an abortion). 

o Interference in care delivery (e.g., mandatory ultrasounds, requirements to provide 
misleading information, or other clinical interventions that are not based in scientific 
evidence). 

• Oppose laws that criminalize abortion for patients or providers. 
• Oppose targeted restrictions for abortion providers or “TRAP” laws. 

Promote adolescents’ right to confidential care when accessing gender, sexual, and reproductive health 
services. 

• Promote and incentivize confidential care and private, one-on-one time for all adolescent patients. 
o This includes promotion and incentivization of financial resources and reimbursement for 

additional staffing and longer patient visits to enable confidential time.  
• Promote adolescents’ right to confidential care when accessing contraception and abortion. 
• Oppose mandatory parental consent and notification laws for sexual and reproductive health services, 

including abortion services. 
• Oppose judicial bypass provisions for abortion care, as these do not ameliorate risk to adolescents and 

may delay access to safe and appropriate care. 
• Promote and incentivize adolescent confidentiality protections in electronic health record (EHR) 

systems and insurance coverage and ensure confidentiality in billing and issuance of explanation of 
benefits (EOB). 

o Pharmacy benefits managers (such as SureScripts) can share information about 
contraception dispensed in school-based health centers with pediatric health clinicians, even 
when the young person’s insurance is not paying for the contraception.  

o This promotion and incentivization includes confidentiality protections for immunization 
registries in states where youth who are sexually active and consent to receive the human 
papillomavirus (HPV) vaccine without parental consent.  

• Oppose efforts to penalize/criminalize pediatric health clinicians and other clinicians for providing 
evidence-based, age/developmentally-appropriate gender, sexual, and reproductive health care. 
Pediatric health clinicians can consider collaborating with allied medical specialties and other youth 
advocates in opposition to such measures. 

Support adolescent access to evidence-based, medically accurate sexual and reproductive health services in 
their communities. 

https://publications.aap.org/pediatrics/article/134/4/e1244/32981/Contraception-for-Adolescents?searchresult=1
https://publications.aap.org/pediatrics/article/doi/10.1542/peds.2022-058780/188339/The-Adolescent-s-Right-to-Confidential-Care-When
https://publications.aap.org/pediatrics/article/doi/10.1542/peds.2022-058780/188339/The-Adolescent-s-Right-to-Confidential-Care-When
https://publications.aap.org/pediatrics/article/139/2/e20163861/59961/The-Adolescent-s-Right-to-Confidential-Care-When?searchresult=1&_ga=2.220870174.783758905.1659039908-767884200.1636410077
https://surescripts.com/
https://www.aclu.org/news/lgbtq-rights/doctors-agree-gender-affirming-care-is-life-saving-care/https:/www.aclu.org/news/lgbtq-rights/doctors-agree-gender-affirming-care-is-life-saving-care
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• Support and incentivize the provision of clinical sexual and reproductive health services in schools and 
on college campuses. 

• Support resources and funding for outpatient clinics providing comprehensive sexual and 
reproductive health services, including STI screening and treatment, contraception, pregnancy testing 
and care, pregnancy options counseling, and abortion services. 

• Promote timely and complete HPV vaccination for adolescents. 
• Oppose the provision of federal funding to crisis pregnancy centers. 

Increase funding and resources to promote innovative care strategies for sexual and reproductive health 
services in medically underserved areas, including efforts to support: 

• Telehealth services. 
• Teleconsultation models. 
• Collaborative or integrated care models. 
• Health educators. 
• Community health workers. 

Strengthen linkages between medical settings, social services, and other youth-serving systems to address 
intersecting needs of youth and families where they are, including: 

• Schools. 
• Colleges, universities, and vocational settings. 
• Primary and subspecialty care. 
• Juvenile justice. 
• Child welfare system. 

Promote and incentivize clinician education and training in developmentally appropriate, gender-
affirming, patient centered care for sexual and reproductive health services, including: 

• Sexual development. 
• Gender identity. 
• Prevention of STIs and unintended pregnancies. 
• Counseling, education, and provision of all safe and effective contraceptive methods. 
• Provision and use of emergency contraception. 
• Options counseling for adolescents who are pregnant. 
• Reproductive justice in pediatric training.  

Promote sexual, reproductive health, and reproductive justice competencies during training and in 
continuing medical education requirements across disciplines, including: 

• Pediatricians. 
• Adolescent medicine physicians. 
• Family medicine physicians. 
• Internal medicine physicians. 
• Obstetrics/Gynecology. 
• Primary care physicians. 

https://publications.aap.org/pediatrics/article/129/3/602/31694/HPV-Vaccine-Recommendations
https://apps.who.int/iris/bitstream/handle/10665/174112/WHO_FWC_MCA_15.04_eng.pdf?sequence=1&isAllowed=y
https://publications.aap.org/pediatrics/article/140/5/e20172858/37895/Sexual-and-Reproductive-Health-Care-Services-in?searchresult=1
https://publications.aap.org/pediatrics/article/142/4/e20182162/37381/Ensuring-Comprehensive-Care-and-Support-for
https://publications.aap.org/pediatrics/article/140/5/e20172858/37895/Sexual-and-Reproductive-Health-Care-Services-in?searchresult=1
https://publications.aap.org/pediatrics/article/134/4/e1244/32981/Contraception-for-Adolescents?searchresult=1
https://publications.aap.org/pediatrics/article/144/6/e20193149/37988/Emergency-Contraception?searchresult=1
https://publications.aap.org/pediatrics/article/140/3/e20172273/38293/Diagnosis-of-Pregnancy-and-Providing-Options?searchresult=1
https://publications.aap.org/pediatrics/article/doi/10.1542/peds.2021-054936/186811/My-Body-Whose-Choice-A-Call-to-Advance
https://www.sistersong.net/reproductive-justice
https://publications.aap.org/pediatrics/article/doi/10.1542/peds.2021-054936/186811/My-Body-Whose-Choice-A-Call-to-Advance
https://www.adolescenthealth.org/Training-and-CME/Adolescent-Medicine-Resident-Curriculum/SAHM-Lecture-Series-Beyond-the-Basics-Adolescent-M.aspx
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• Subspecialty care physicians. 
• Nurse practitioners. 
• Nurses. 
• Physician assistants. 
• Community health workers.  
• Other medical clinicians. 

Address disparities in access to sexual and reproductive health services 

Educate providers, policymakers, and the public on disparities in access to sexual and reproductive health 
services and the social, health, and economic impacts of these disparities. 

Support policies that improve access to sexual and reproductive health services for communities of color 
and promote health equity. 

Promote sexual and reproductive health care services in schools: 

• Support funding to increase the workforce of school nurses, pediatric health clinicians, and other 
school-based health personnel to provide services in schools. 

• Support programs to increase delivery of sexual health services, including STI screening, in schools 
and on college campuses. 

• Promote trauma-informed care principles in schools. 
• Provide incentives to ensure school-based health providers are adequately trained to recognize and 

respond to sexual and reproductive health needs. 
• Normalize conversation about sexual and reproductive health in schools. 

Promote sexual and reproductive health services for youth in the child welfare system: 

• Ensure all youth entering the child welfare system have timely access to initial and ongoing 
comprehensive health assessments and all necessary services indicated during assessment, including 
the full spectrum of sexual and reproductive health services. 

• Expand access to trauma-informed, evidence-based, and confidential community-based care for 
youth in the child welfare system. 

• Promote education about adolescents’ rights to sexual and reproductive health care for all foster 
parents, case workers, administrators, and youth involved in the welfare system. 

• Promote policies to support youth involved in the child welfare system, including those with special 
health care needs, as they transition to adulthood and adult medical care. 

• Promote training for caregivers and child welfare professionals in using trauma-informed care to 
provide support to youth who have experienced sexual abuse and exploitation, including trafficking. 

Promote sexual and reproductive health services for youth in the juvenile justice system 

• Promote efforts to ensure that confined youth receive at least the same level and standards of 
healthcare as non-confined youth accessing care in their communities. 

• Support implementation of trauma-informed care in detention settings. 
• Promote continuation of Medicaid coverage for youth while in juvenile detention. 

https://publications.aap.org/pediatrics/article/148/2/e2021052580/179745/Trauma-Informed-Care
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• Support confinement facilities in recognizing and responding to the unique health needs of youth 
who are justice-involved, including those with chronic medical conditions and developmental needs. 

Promote equity, diversity, and inclusion in sexual and reproductive health services 

• Promote policies, training, and hiring practices to establish culturally and linguistically competent 
clinics, clinicians, and care navigators. 

• Require anti-bias and cultural sensitivity training during medical training, continuing education, and 
board certification. 

Encourage parental education and family involvement surrounding sexual and reproductive health 

• Encourage family-centered gender, sexual, and reproductive health care with parental involvement or 
consultation with another trusted adult where appropriate. 

• Provide parent education about adolescent gender, sexual, and reproductive development to foster 
improved outcomes for youth. 

• Provide counseling for parents of youth with special health care needs to understand their unique 
gender, sexual, and reproductive health needs, including typical developmental behavior for children 
who are functioning cognitively at a level younger their chronological age and potential for increased 
risk for sexual abuse for specific subpopulations. 

Foster healthy sexual development for youth and young adults 

Encourage funding and resources for evidence-based community/school programs intended to increase 
knowledge of sexual health and support healthy sexual development in youth and families. 

Increase funding for research to develop and scale up-stream interventions to promote sexual and 
reproductive health in youth and families. 

Promote sexual and reproductive health in online spaces frequented by adolescents and young adults by 
incentivizing the promotion of evidence-based information and content and the removal of 
misinformation. 

Support policies and programs that address and mitigate the underlying risk factors that can impact sexual 
and reproductive health, including: 

• Poverty. 
• Discrimination. 
• Racism. 
• Stigma. 
• Gaps in access to health care. 
• Gaps in insurance coverage. 
• Gaps in education or school resources. 

 
Increase funding and support for community programs that foster youth engagement, connection, and 
participation in activities to promote sexual and reproductive health. 
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Increase payment and insurance coverage for sexual and reproductive health services for youth 

Ensure adequate payment to primary care providers for provision of appropriate sexual and reproductive 
health care to adolescents and young adults. 

Support provider payment for sexual and reproductive health services, via development (if necessary), 
recognition, and appropriate valuation of codes used to report necessary services. 

• Preventive services. 
• Sexual and reproductive health screening and counseling. 
• STI screening. 
• Counseling around contraceptive options. 
• Options counseling for pregnant adolescents. 
• Telehealth for sexual and reproductive health services. 
• Expedited partner therapy. 
• Care management. 
• Consultation services. 
• Team-based approaches to care. 

Incentivize screening and follow-up for sexual and reproductive health services at adolescent well-child 
visits. 

Incentivize financially sustainable collaborative care models for sexual and reproductive health needs. 

Support the development of payment models that better account for patient needs across specialties and 
clinical disciplines. 

Preserve and extend public and private insurance coverage for sexual and reproductive health services for 
adolescents and young adults. 

Build the sexual and reproductive health workforce 

 Increase availability of providers in medically underserved areas. 

Increase diversity of sexual and reproductive health workforce. 

• Support the development and funding of pipeline programs to increase diversity in the sexual and 
reproductive health workforce. 

• Incentivize fellowship training and college programs to recruit diverse groups of students to pursue 
careers in sexual and reproductive health. 

• Support the development and funding of programs that mentor diverse groups of people over the 
course of their education, training, and careers in sexual and reproductive health. 

Increase provider knowledge and capacity in identifying and providing treatment for sexual and 
reproductive health needs. 

Expand workforce training programs. 

Recognize health educators, and community health workers as important members of the health care team 
providing sexual and reproductive health education.   

https://www.cdc.gov/std/ept/default.htm
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Build the evidence base to address disparities in youth access to sexual and reproductive health services, 
including comprehensive sex education, contraception, and abortion 

Expand funding for culturally informed research into sexual and reproductive health services. 

• Understanding and addressing stigma around sexual and reproductive health. 
• Establish and validate culturally and developmentally appropriate education, screening, and 

intervention programs to promote sexual and reproductive health. 

Expand funding for research to increase access to sexual and reproductive health services for youth who are 
Black, Indigenous, Latinx, Asian-American, and other underrepresented, with a focus on studies that aim to: 

• Identify risk and protective factors that influence sexual and reproductive health. 
• Understand cultural views of sexual and reproductive health. 
• Explore utilization, engagement, and attitudes toward sexual and reproductive health services. 
• Adapt and validate existing screening tools for youth from diverse cultural backgrounds. 
• Build, adapt, and validate evidence-based care pathways and interventions that are developmentally, 

culturally, and linguistically appropriate. 
• Understand and address practical, systemic, and cultural barriers to sexual and reproductive health 

services. 
• Understand the health and economic impacts of systemic barriers to care. 

Expand funding for research to increase access to sexual and reproductive health services for youth who 
identify as lesbian, gay, bisexual, transgender, queer, questioning, or two-spirit (LGBTQ2S+), with a focus on 
studies that aim to: 

• Identify risk and protective factors that influence sexual and reproductive health. 
• Understand cultural views of sexual and reproductive health. 
• Explore utilization, engagement, and attitudes toward sexual and reproductive health services. 
• Adapt and validate existing screening tools for youth who are LGBTQ2S+. 
• Build, adapt, and validate evidence-based care pathways and interventions that are developmentally, 

culturally, and linguistically appropriate. 
• Understand and address practical, systemic, and cultural barriers to sexual and reproductive health 

services. 
• Understand the health and economic impacts of systemic barriers in access to care. 

 
Expand funding for research to increase access to sexual and reproductive health services for youth with 
special health care needs, with a focus on studies that aim to: 

• Identify risk and protective factors that influence sexual and reproductive health. 
• Explore utilization, engagement, and attitudes toward sexual and reproductive health services. 
• Understand how to implement developmentally appropriate screening protocols, education, and 

health services for youth with disabilities. 
• Understand the health and economic impacts of systemic barriers in access to care. 
• Understand the intersectionality of sexuality, disability and health equity, including racism, gender 

dysphoria, and poverty. 

https://publications.aap.org/pediatrics/article/132/1/198/31354/Office-Based-Care-for-Lesbian-Gay-Bisexual
https://publications.aap.org/pediatrics/article/132/1/198/31354/Office-Based-Care-for-Lesbian-Gay-Bisexual
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Expand funding for research to understand the impact of policy changes on access to sexual and 
reproductive health services. 

Require that research studies addressing sexual and reproductive health services include communities of 
color, LGBTQ2S+ populations, and other diverse populations in their sampling. 

Promote diversity in sexual and reproductive health research: 

• Prioritize diversity in allocation of grant funding and in study section membership, including race, 
gender identity, sexual orientation, and age.  

• Encourage the continued investment and expansion of research programs that increase funding to 
researchers from underserved communities. 

• Encourage researchers and funders to engage lower-resourced institutions that are more likely to 
support underserved communities. 

• Prioritize efforts to enhance the workforce pipeline to engage new researchers from communities that 
are underrepresented in medicine and science. 
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Resources 

This resource is designed to support pediatric health clinicians and other youth advocates in supporting and 
expanding access to sexual and reproductive health care for all youth while also supporting the inclusion of 
reproductive justice in pediatric care.  It is a dynamic document that is meant to provide information that is 
current, accurate and easy to understand. As a consumer of this resource, you may bring lived experiences, 
areas of specialized studies, professional positions, and/or passion to this space and are therefore a valuable 
partner in this work. If, while engaging with this resource, you notice an outdated link or a missing resource or 
tool, please complete this form and your request will be reviewed by AAP staff.  

AAP Policy and Resources 

Policy statements to support this work: 

• The Adolescent’s Right to Confidential Care When Considering Abortion. 
• Sexuality Education for Children and Adolescents. 
• Ensuring Comprehensive Care and Support for Transgender and Gender-Diverse Children and 

Adolescents. 
• Promoting Healthy Sexuality for Children and Adolescents with Disabilities. 
• Sexual and Reproductive Health Care Services in the Pediatric Setting. 
• Options Counseling for the Pregnant Adolescent Patient. 
• Diagnosis of Pregnancy and Providing Options Counseling for the Adolescent Patient. 
• Emergency Contraception. 
• Unique Needs of the Adolescent. 
• Barrier Protection Use by Adolescents During Sexual Activity. 
• Long-Acting Reversible Contraception: Specific Issues for Adolescents. 
• Care of Adolescent Parents and Their Children. 
• The Impact of Racism on Child and Adolescent Health. 
• Health Care Issues for Children and Adolescents in Foster Care and Kinship Care. 

Non-AAP Resources 

There are many opportunities to partner with organizations who have existing expertise and structures to 
expand youth access to sexual and reproductive health care in your community.  

A selection of resources for community-based sexual and reproductive health activities is listed below. This list 
is not intended to be exhaustive, and inclusion of programs should not be interpreted as official endorsement 
by AAP.   

Comprehensive sex education: 

• Advocates for Youth 3Rs curriculum. 
• Advocates for Youth’s Amaze program. 
• Amaze: Educational Videos. 
• amaze jr. videos. 
• Awk Talk. 

https://pubmed.ncbi.nlm.nih.gov/34542563/
https://publications.aap.org/pediatrics/article/doi/10.1542/peds.2022-058780/188339/The-Adolescent-s-Right-to-Confidential-Care-When?_ga=2.211766037.1620905123.1659041517-1753904046.1654107071
https://publications.aap.org/pediatrics/article/138/2/e20161348/52508/Sexuality-Education-for-Children-and-Adolescents
https://nam02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fpediatrics.aappublications.org%2Fcontent%2F142%2F4%2Fe20182162&data=04%7C01%7CKKaseeska%40aap.org%7C1ce801ec815a4385e33308d98f60010c%7C686a5effab4f4bad8f3a22a2632445b9%7C0%7C0%7C637698464778533309%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000&sdata=7icoENZq2KdNdxrQGxqO4SHuhCJEI3rzMnri740TJMc%3D&reserved=0
https://nam02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fpediatrics.aappublications.org%2Fcontent%2F142%2F4%2Fe20182162&data=04%7C01%7CKKaseeska%40aap.org%7C1ce801ec815a4385e33308d98f60010c%7C686a5effab4f4bad8f3a22a2632445b9%7C0%7C0%7C637698464778533309%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000&sdata=7icoENZq2KdNdxrQGxqO4SHuhCJEI3rzMnri740TJMc%3D&reserved=0
https://pubmed.ncbi.nlm.nih.gov/34183359/
https://nam02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fpediatrics.aappublications.org%2Fcontent%2F140%2F5%2Fe20172858&data=04%7C01%7CKKaseeska%40aap.org%7C1ce801ec815a4385e33308d98f60010c%7C686a5effab4f4bad8f3a22a2632445b9%7C0%7C0%7C637698464778543267%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000&sdata=g%2BMavpq1Y0ed8p0fnZmWpMZIhJgvl%2Fe7Cznk0tPZU%2Fs%3D&reserved=0
https://publications.aap.org/pediatrics/article/doi/10.1542/peds.2022-058781/188340/Options-Counseling-for-the-Pregnant-Adolescent?_ga=2.211765141.1620905123.1659041517-1753904046.1654107071
https://nam02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fpediatrics.aappublications.org%2Fcontent%2F140%2F3%2Fe20172273&data=04%7C01%7CKKaseeska%40aap.org%7C1ce801ec815a4385e33308d98f60010c%7C686a5effab4f4bad8f3a22a2632445b9%7C0%7C0%7C637698464778543267%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000&sdata=65QmWVpwPibWjSzX57DVYYx89UWN0WusHemEMXhj1Lg%3D&reserved=0
https://nam02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fpediatrics.aappublications.org%2Fcontent%2F144%2F6%2Fe20193149&data=04%7C01%7CKKaseeska%40aap.org%7C1ce801ec815a4385e33308d98f60010c%7C686a5effab4f4bad8f3a22a2632445b9%7C0%7C0%7C637698464778553221%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000&sdata=fUMBYOpyMWeCHchZnx0yhPgf5tv8vYtfSaqEEKCzN80%3D&reserved=0
https://nam02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fpediatrics.aappublications.org%2Fcontent%2F144%2F6%2Fe20193150&data=04%7C01%7CKKaseeska%40aap.org%7C1ce801ec815a4385e33308d98f60010c%7C686a5effab4f4bad8f3a22a2632445b9%7C0%7C0%7C637698464778553221%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000&sdata=JHpFVUZ%2Br50Qdx1QgUx4BLFux6g4maM2KtbyKC59ud0%3D&reserved=0
https://nam02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fpediatrics.aappublications.org%2Fcontent%2F146%2F2%2Fe2020007237&data=04%7C01%7CKKaseeska%40aap.org%7C1ce801ec815a4385e33308d98f60010c%7C686a5effab4f4bad8f3a22a2632445b9%7C0%7C0%7C637698464778563180%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000&sdata=M7FgNFlDLyygONSD4TEvO3k5ces1bnorrUOIQg%2Fsv1w%3D&reserved=0
https://nam02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fpediatrics.aappublications.org%2Fcontent%2F146%2F2%2Fe2020007252&data=04%7C01%7CKKaseeska%40aap.org%7C1ce801ec815a4385e33308d98f60010c%7C686a5effab4f4bad8f3a22a2632445b9%7C0%7C0%7C637698464778563180%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000&sdata=BEiyzQov7fZXET4FbbBcmTzfo%2FOO5Erl99O7fqUmca0%3D&reserved=0
https://nam02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fpediatrics.aappublications.org%2Fcontent%2F147%2F5%2Fe2021050919&data=04%7C01%7CKKaseeska%40aap.org%7C1ce801ec815a4385e33308d98f60010c%7C686a5effab4f4bad8f3a22a2632445b9%7C0%7C0%7C637698464778563180%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000&sdata=o0qUWgyWrUDz07ffWHR02jK%2BKDL1jfOjChB65xZ%2Flxk%3D&reserved=0
https://nam02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fpediatrics.aappublications.org%2Fcontent%2F144%2F2%2Fe20191765&data=04%7C01%7CKKaseeska%40aap.org%7C1ce801ec815a4385e33308d98f60010c%7C686a5effab4f4bad8f3a22a2632445b9%7C0%7C0%7C637698464778573135%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000&sdata=cBwnygUbI%2BDbm%2BzhJ%2FADPLIhJNuvThNETYFCT%2BaF3Bc%3D&reserved=0
https://publications.aap.org/pediatrics/article/136/4/e1131/73819/Health-Care-Issues-for-Children-and-Adolescents-in?searchresult=1
http://3rs.org/3rs-curriculum/
https://amaze.org/
https://amaze.org/
https://amaze.org/jr/
https://awktalk.org/for-parents/training-resources/
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• CPS: Sexual Health Education Policy. 
• Euki Sexual Health App. 
• Future of Sex Education Initiative's National Sex Education Standards. 
• Lifting Latinx Voices Initiative. 
• Planned Parenthood: Roo Sexual Health Chatbot. 
• Positive Prevention PLUS. 
• SIECUS’ Community Action Toolkit. 
• Texas is Ready. 
• Three Decades of Research: the Case for Comprehensive Sex Education by Goldfarb and Lieberman. 
• United Nations Educational, Scientific and Cultural Organization (UNESCO) International technical 

guidance on sexuality education. 
• US Office of Adolescent Health’s Checklist for Integrating a Trauma-Informed Approach Into Teen 

Pregnancy Prevention Programs. 
• WeRNative: Educational Videos 

 
Contraception: 

• Advocates for Youth’s  #FreeThePill Campaign. 
• Coalition to Expand Contraceptive Counseling. 
• Illinois Government: Minors Access to Birth Control in Illinois. 
• National Women’s Law Center CoverHer 
• Oral Contraceptives OTC Working Group. 
• Planned Parenthood’s Direct App for birth control or UTI treatment without insurance. 
• Planned Parenthood’s Spot On app for tracking period, cycle, and birth control. 
• Power to Decide’s Advancing Contraceptive Access Toolkit. 
• Power to Decide’s BCBenefits. 
• Power to Decide’s Bedsider & Bedsider Provider Portal. 
• Power to Decide’s Contraceptive Desert Map. 
• Addressing the Contraceptive Needs of Refugee Youth and Women.  

 
Abortion: 

• ACLU: Laws Restricting Teenagers’ Access to Abortion. 
• Access, Delivered Toolkit for Family Practice Providers. 
• Advocates for Youth: Abortion and Parental Involvement Fact Sheets. 
• Center for Reproductive Rights’ What if Roe Fell Map. 
• Guttmacher Institute State Laws and Policies Resources. 
• House of Representatives’ Women’s Health Protection Act. 
• If/When/How: Judicial Bypass Wiki and Judicial Bypass Convening Report. 
• Jane’s Due Process: Judicial Bypass and Pregnancy Resources. 
• Kari White et al 2020 Study: Parental Involvement Policies for Minors Seeking Abortion in the Southeast and 

Quality of Care. 

https://policy.cps.edu/download.aspx?ID=57
https://eukiapp.com/
https://futureofsexed.org/
https://www.advocatesforyouth.org/resources/health-information/future-of-sex-education-national-sexuality-education-standards/
https://feministcenter.org/lifting-latinx-voices-initiative/
https://www.plannedparenthood.org/learn/roo-sexual-health-chatbot
https://positivepreventionplus.com/
https://siecus.org/community-action-toolkit/
https://www.texasisready.org/
https://www.jahonline.org/article/S1054-139X(20)30456-0/fulltext
https://nam02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fcdn.who.int%2Fmedia%2Fdocs%2Fdefault-source%2Freproductive-health%2Fsexual-health%2Finternational-technical-guidance-on-sexuality-education.pdf%3Fsfvrsn%3D10113efc_29%26download%3Dtrue&data=04%7C01%7CKKaseeska%40aap.org%7Cb569ab92b9004f5bb2a808da126203b0%7C686a5effab4f4bad8f3a22a2632445b9%7C0%7C1%7C637842509450277309%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000&sdata=Y4Gz5ZemFWjcM0d4UCvh9wniITRmf7QcXwN%2FFlZVm1Y%3D&reserved=0
https://nam02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fcdn.who.int%2Fmedia%2Fdocs%2Fdefault-source%2Freproductive-health%2Fsexual-health%2Finternational-technical-guidance-on-sexuality-education.pdf%3Fsfvrsn%3D10113efc_29%26download%3Dtrue&data=04%7C01%7CKKaseeska%40aap.org%7Cb569ab92b9004f5bb2a808da126203b0%7C686a5effab4f4bad8f3a22a2632445b9%7C0%7C1%7C637842509450277309%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000&sdata=Y4Gz5ZemFWjcM0d4UCvh9wniITRmf7QcXwN%2FFlZVm1Y%3D&reserved=0
https://www.healthyteennetwork.org/wp-content/uploads/TipSheet_ChecklistIntegratingTrauma-InformedApproach.pdf
https://www.healthyteennetwork.org/wp-content/uploads/TipSheet_ChecklistIntegratingTrauma-InformedApproach.pdf
https://www.wernative.org/my-relationships/sexual-health/sex
https://www.advocatesforyouth.org/campaigns/free-the-pill-youth-council/
https://www.contraceptionaccess.org/
https://www.ilga.gov/legislation/ilcs/ilcs3.asp?ActID=1461&ChapterID=32
https://nwlc.org/birth-control/coverher/
https://ocsotc.org/
https://plannedparenthooddirect.org/
https://www.plannedparenthood.org/get-care/spot-on-period-tracker
https://powertodecide.org/Access-Toolkit
https://www.bedsider.org/where_to_get_it/bcbenefits/about
https://www.bedsider.org/birth-control
https://providers.bedsider.org/
https://powertodecide.org/what-we-do/access/birth-control-access
https://nam02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fswitchboardta.org%2Fcourses%2Faddressing-the-contraceptive-needs-of-refugee-youth-and-women%2F&data=04%7C01%7CKKaseeska%40aap.org%7Cb0babbbdeb2d449bc48c08d9f613e5e8%7C686a5effab4f4bad8f3a22a2632445b9%7C0%7C1%7C637811387662741824%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000&sdata=fZkMUg9w%2FIkU6br83DPJTvp%2FVp%2FC0bCh1K7sYkew%2B%2BQ%3D&reserved=0
https://www.aclu.org/other/laws-restricting-teenagers-access-abortion
https://familymedicine.uw.edu/accessdelivered/
https://www.advocatesforyouth.org/resources/fact-sheets/abortion-and-parental-involvement-laws/
https://maps.reproductiverights.org/what-if-roe-fell
https://www.guttmacher.org/state-policy/laws-policies
https://www.congress.gov/bill/117th-congress/house-bill/3755/text
https://judicialbypasswiki.ifwhenhow.org/
https://www.ifwhenhow.org/resources/2019-judicial-bypass-convening-report/
https://janesdueprocess.org/
https://link.springer.com/article/10.1007/s13178-021-00539-0
https://link.springer.com/article/10.1007/s13178-021-00539-0
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• Law Atlas Policy Surveillance Program Abortion Law Database. 
• National Abortion Federation. 
• National Network of Abortion Funds. 
• North Dakota Women in Need Abortion Access Fund. 
• Power to Decide’s AbortionFinder.Org. 
• RAD/RAAP, and RAAP’s Medication Abortion by Telehealth: Legal Issues for Providers. 
• Reproaction’s The Fake Clinic Database. 
• Repro Legal Helpline. 
• RHEDI program. 
• University of Georgia College of Public Health’s CPC Map. 

 
Sexual and reproductive health care: 

• Advocates for Youth’s Youth Leadership and Activism Programs. 
• Bold Futures. 
• Boston Children’s Hospital’s Center for Young Women’s Health. 
• California Latina’s for Reproductive Justice. 
• CDC’s Teen Access and Quality Initiative (TAQ). 
• Center for Reproductive Rights. 
• Congressional Black Caucus’ Black Maternal Momnibus Act of 2021. 
• Expanding medical education and training programs to become more holistic and integrate 

reproductive health care into all care: 
o The RHEDI program and Innovating Education in Reproductive Health are 2 good models. 

• Guttmacher Institute. 
• Guttmacher Institute: State-by-State Minor Consent Laws Overview. 
• Guttmacher Institute: Teenagers’ Access to Confidential Reproductive Healthcare Services. 
• Healthy Native Youth – Implementation Toolbox. 
• Healthy Native Youth – Resources and Support. 
• Hoosier Action. 
• Illinois Department of Public Health: Illinois National Electronic Disease Surveillance System. 
• Illinois Government: Minors Access to Health Care Services in Illinois 
• Indigenous Women Rising. 
• National Academies Report, Promoting Positive Adolescent Health Behaviors and Outcomes. 
• National Academies Report, The Promise of Adolescence: Realizing Opportunity for All Youth. 
• Northwest Portland Area Indian Health Board: Celebrating Our Magic Toolkit. 
• Northwest Portland Area Indian Health Board: Paths (Re)membered Project Gender Diverse 

Resources. 
• Planned Parenthood affiliates. 
• Protecting Privacy to Promote Interoperability Workgroup. 
• Quality and Access for Reproductive Health Equity for Teens (QARE for Teens Project). 
• RHAP Video Overview. 

http://lawatlas.org/datasets/abortion-laws
https://prochoice.org/
https://abortionfunds.org/
https://www.ndwinfund.org/
https://www.abortionfinder.org/
https://www.radprogram.org/index.php
http://bit.ly/raaptelemabguide
https://reproaction.org/fakeclinicdatabase/
https://www.reprolegalhelpline.org/
https://rhedi.org/
https://crisispregnancycentermap.com/about-us/
https://www.advocatesforyouth.org/about/our-programs/
https://www.boldfuturesnm.org/
https://youngwomenshealth.org/
https://californialatinas.org/tag/teen-pregnancy/
https://www.cdc.gov/teenpregnancy/projects-initiatives/teens-access-qa-tools.html#:%7E:text=The%20CDC%20Division%20of%20Reproductive,adolescent%20access%20to%20sexual%20and
https://reproductiverights.org/
https://www.congress.gov/bill/117th-congress/house-bill/959
https://rhedi.org/
https://www.innovating-education.org/
https://www.guttmacher.org/
https://www.guttmacher.org/state-policy/explore/overview-minors-consent-law
https://www.guttmacher.org/gpr/2005/11/teenagers-access-confidential-reproductive-health-services
https://www.healthynativeyouth.org/implementation-toolbox/
https://www.healthynativeyouth.org/resources/
https://www.hoosieraction.org/
https://www.dph.illinois.gov/topics-services/diseases-and-conditions/infectious-diseases/infectious-disease-reporting
https://www.ilga.gov/legislation/ilcs/ilcs3.asp?ActID=1539&ChapterID=35
https://www.iwrising.org/
https://www.nap.edu/catalog/25552/promoting-positive-adolescent-health-behaviors-and-outcomes-thriving-in-the
https://www.nap.edu/catalog/25388/the-promise-of-adolescence-realizing-opportunity-for-all-youth
http://www.npaihb.org/download/Toolkit-Final.pdf
https://www.pathsremembered.org/two-spirit-lgbtq/
https://www.pathsremembered.org/two-spirit-lgbtq/
https://www.plannedparenthood.org/about-us/contact-us
https://www.drummondgroup.com/pp2pi/
https://www.cdc.gov/teenpregnancy/projects-initiatives/quality-and-access-for-health-equity-teens.html
https://vimeo.com/371721340/76023663ac
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• SiX (State Innovation Exchange). 
• Sonya Rahder’s course, Policy in Human Sexuality: Cutting-Edge Analyses. 
• Teen Doula Project from Perinatal Safe Zone: Supporting Healthier Pregnancies Together, with 

training provided by Doula Trainings International. 
• WeRNative. 
• Reproductive Health Access Project, which trains and supports clinicians to make reproductive health 

care accessible to everyone.  
 
Best practices to deliver sexual and reproductive health care to adolescents: 

• Advancing New Standards in Reproductive Health (ANSIRH) research on OTC medication abortion. 
• Advocates for Youth’s Virtual Professional Development . 
• CDC resource: Teen Health Services and One-On-One Time with A Healthcare Provider. 
• Examples of trauma-informed approaches include the Teen Pregnancy Prevention Programs Checklist 

from the Office of Adolescent Health. 
• Family Planning National Training Center’s Counseling Adolescents Seeking Family Planning Services: A 

Checklist for Providers. 
• National Clinical Training Center for Family Planning podcasts. 
• Nursing License Map’s blog, How to Use Inclusive Language in Healthcare. 
• PATH Framework for Clarifying Reproductive Goals and PATH Questionnaire. 
• Physicians for Reproductive Health’s Advocacy Training, Medical Education and Direct Physician 

Support resources. 
• Power to Decide’s One Key Question. 
• Reproductive Health National Training Center’s Telehealth Etiquette for Family Planning Visits. 
• Some youth may experience discomfort in verbally communicating their needs; alternative measures 

(pen/paper, texting, tablet-based questionnaire, the Q Card Project) may help. 
• UCSF’s Guidelines for Primary and Gender-Affirming Care of Transgender and Gender Nonbinary People. 
• University of Michigan’s Adolescent Health Initiative’s LGBTQ+ Youth Spark Training Series. 
• University of California San Francisco’s Beyond the Pill Trainings.  

 
Other resources: 

• The Health Improvement Project for Teens (HIPTeens) program adapted an evidence-based sex risk 
reduction program for implementation with girls who are refugees.  

• The Hellooo America miniseries explores the often-stigmatized conversations around sexual health 
and rights in the community of refugee youth.  

• A Black Mama’s Guide to Living and Thriving discusses mental health, self-love, pleasure, 
nourishment, financial wellness, and “#ReclaimingBlackBirth.” 

 

 

 

https://stateinnovation.org/about/
https://ccaps.umn.edu/credit-courses/policy-human-sexuality-cutting-edge-analyses
https://stdavidsfoundation.org/2021/08/26/perinatal-safe-zone-supporting-healthier-pregnancies-together-in-central-texas/
https://doulatrainingsinternational.com/
https://www.wernative.org/
https://www.reproductiveaccess.org/
https://www.ansirh.org/research/ongoing/over-counter-medication-abortion
https://www.advocatesforyouth.org/virtualpd/
https://www.cdc.gov/healthyyouth/healthservices/pdf/OneonOnetime_FactSheet.pdf
https://www.healthyteennetwork.org/wp-content/uploads/TipSheet_ChecklistIntegratingTrauma-InformedApproach.pdf
https://rhntc.org/sites/default/files/resources/fpntc_ado_counsel_fp_chklst_2020-03.pdf
https://rhntc.org/sites/default/files/resources/fpntc_ado_counsel_fp_chklst_2020-03.pdf
https://www.ctcfp.org/category/podcasts/
https://nursinglicensemap.com/blog/how-to-use-inclusive-language-in-healthcare/
https://rhntc.org/resources/client-centered-reproductive-goals-counseling-flow-chart
https://rhntc.org/sites/default/files/resources/fpntc_path_clnt_cntrd_cnslng_2019-03.pdf
https://prh.org/
https://prh.org/
https://powertodecide.org/one-key-question
https://rhntc.org/resources/telehealth-etiquette-family-planning-visits
http://www.qcardproject.com/
https://transcare.ucsf.edu/guidelines
https://umhs-adolescenthealth.org/improving-care/spark-trainings/lgbtq-youth-series/
https://beyondthepill.ucsf.edu/training
file://FileShareDept/rce/Reproductive%20Access/CGRE%20Summit/AAP%20Published%20Resource/Deb%20Batch%205.11.22/;%20http:/www.hip4change.com/;%20(https:/tppevidencereview.youth.gov/document.aspx?rid=3&sid=67&mid=7
https://nam02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fswitchboardta.org%2Fresource%2Fhellooo-america%2F&data=04%7C01%7CKKaseeska%40aap.org%7Cb0babbbdeb2d449bc48c08d9f613e5e8%7C686a5effab4f4bad8f3a22a2632445b9%7C0%7C1%7C637811387662741824%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000&sdata=V2%2FiZKvl74PX9kc7hgk1%2BIP4dPYDNmgNTFRqrM4YIlY%3D&reserved=0
https://www.mamatotovillage.org/blackmamasguide.html
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