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SERVICE SPECIFICATION FOR
Relationship and Sexuality Education (RSE) in the community across Northern Ireland
1. Introduction
The Public Health Agency (PHA) is the major regional organisation responsible for tackling health inequalities and promoting social wellbeing improvement.  The PHA’s role is to address the causes and associated inequalities of preventable ill-health and lack of wellbeing. It is a multi-disciplinary, multi-professional body with a strong regional and local presence.
In taking forward actions to improve long term health and wellbeing outcomes the PHA recognises the importance of having strong partnerships with individuals, communities and other key public, private and voluntary organisations.  The PHA believes that greatest progress will be achieved by organisations working collaboratively and sharing resources and expertise in working towards common goals and outcomes.
The PHA wishes to tender for the provision of Relationship and Sexuality Education (RSE), to be delivered in community settings to young people aged 11-25 years, across Northern Ireland. This specification outlines the service requirements including the background to the project and provides details about the proposed programme, including aims and objectives.
2. Service Background
The PHA requires the provision of Relationship and Sexuality Education (RSE) in community settings (see Glossary) such as youth groups and community venues, with the exception of schools. The providers will plan, organise, facilitate, deliver and evaluate RSE programmes for young people across Northern Ireland. This will include recruitment of participants along with consent from parents or carers, engagement of organisations and administration of programmes e.g. booking of venues. The provider delivering the programmes will adopt an evidence based approach and be of a consistent quality throughout Northern Ireland.  

The PHA currently has contracts with several organisations who provide a range of community based RSE programmes in specific localities (Northern, Southern, Western, Belfast and South Eastern), which are now subject to this procurement exercise. Additionally, there are a number of programmes for young people focusing on mental health, alcohol and drugs, suicide, and organisations providing services for young people such as One Stop Shops, Youth Services, and community organisations. The Providers will be expected to make contact with organisations delivering these programmes as many are targeting the same groups of vulnerable young people as set out in this specification.

(A)  Contract Award - The PHA intends to appoint 4 Providers to provide the Services and each Provider is required to deliver programmes in and throughout all 5 localities: Northern, Southern, Western, Belfast and South Eastern as illustrated in the map (Table 1). The distribution of the sessions and the percentage indicative annual activity level for each locality within Northern Ireland is shown in Table 2 below. 
Should there be less than 4 (four) Tenderers at contract award stage, the PHA reserves the right to award the Contract to less than 4 (four) Tenderers on an equal basis subject to the Tenderers’ acceptance of such an increase in value of Services. Where a Tenderer does not wish to accept such an increase, the remaining available will be divided equally amongst those Tenderers who do wish to accept such an increase. Providers will have to demonstrate as part of the performance monitoring arrangements under the Contract how they have met the levels of activity in each of the localities.  
Organisations can tender both in a standalone capacity or as part of a sub-contracting or consortium arrangement however an organisation cannot be a named participant in more than two tender submissions.

Table 1
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Table 2

	Locality
	Indicative Annual Activity Level (%)

	Northern
	23%

	Southern 
	18%

	Belfast
	26%

	Western
	16%

	South Eastern
	17%


(B)  Budget - The total budget for the regional contract will be £275,500 per year which, subject to 2(A) above, will be divided evenly amongst the 4 Providers. It is therefore intended that a sum of £68,875 per annum will be paid to each of the 4 Providers by way of service fee. Providers will be required to stipulate in their Tender Response how many sessions they will deliver for the service fee i.e. their quarter share of the total budget and the resultant all inclusive cost per session.  For the avoidance of doubt, that total all inclusive cost per session as stipulated in the Providers Tender Response will be a fixed price for the full period of the contract.

If after negotiations a Provider is unable to deliver the contracted level of activity then an agreed level of funding will be released and offered to the other Providers equally.
(C)  If additional funds are made available to the PHA for the Services there could potentially be up to 40% being added to the contract value on an in year basis. These funds will be divided amongst and offered to the Providers equally subject to satisfactory performance.
3.1 Service aims
The service will deliver Relationship and Sexuality Education in community settings and the aim will be:

· To improve the sexual health and well-being of young people aged 11-25 years across Northern Ireland by enabling them to make healthier choices. 
· To contribute to the reduction in the numbers of young people having underage sex, number of teenage pregnancies and incidence of sexually transmitted infections (STIs) among young people.
3.2 Service objectives
The Providers will provide a high quality, evidence based service, which represents good value for money and is responsive to the needs of specific population groups, as set out in Section 3.3.

Key objectives of the service are to:

· Provide young people with accurate, factual and up-to-date information about sexuality and sexual health issues and dispel myths;

· Improve young peoples’ knowledge about sexual health issues, such as STI’s and contraception;

· Develop young people’s understanding and attitudes towards relationships, sex and sexuality through increasing tolerance, respect and mutual understanding; 

· Develop young people’s skills to make decisions about sexual risk-taking behaviour, as well as negotiation and communication skills to delay sex, practice safer sex and preventing risky situations;

· Improve self-efficacy amongst the target populations, particularly with regard to refusing unwanted sexual relationships, unsafe sex and to obtain and use contraception and condoms;

· Build resilience and develop protective factors that support young people to make healthier sexual health choices.

· Facilitate and support sexually active young people in accessing appropriate sexual health services.

3.3 Target population
The Providers will deliver Relationship and Sexuality Education (RSE) programmes for young people aged 11-25 years across Northern Ireland. The majority of programmes will be for 11-19 year olds in the priority groups (listed below). However, it is expected that the programmes will also be delivered to young people aged 19-25 years, who are deemed to be ‘vulnerable’ young adults in need of support.
Programmes should target young people in community settings throughout Northern Ireland. This will include: 

· Young people in the 20% most deprived Super Output Areas in each PHA locality;
· Young people who are looked after, and young adults who have recently left statutory care; 
· Those attending alternative Education Projects such as EOTAS (Education Other Than at School);
· NEETS (young people Not in Education, Employment or Training),
· Those attending Government Training Schemes such as Rutledge, Prince’s Trust; 
· Vulnerable young people identified in Regional Colleges;
· Homeless young people;
· Those involved with the Youth Justice system;
· Young mothers and fathers; 
· Young people affected by alcohol and drugs; 
· Minority Ethnic young people (including Travellers);
· LGB&T (Lesbian, Gay, Bisexual and Transgender) young people.
Although programmes will be delivered in community settings, young people attending school youth clubs in disadvantaged areas should also be targeted.

The service provided should promote social inclusion and address issues around disadvantage, sexual orientation, gender identity, ethnicity, disability and rural/urban communities. 

This specification does not include;

· Family intervention 
· Work with parents (except young people who are parents themselves)
· Training for staff 

3.4 Programme content and delivery
The Providers will plan, organise, facilitate, deliver and evaluate RSE programmes for young people in community settings across Northern Ireland as outlined in section 3.3 and will agree with the PHA their plan of activity including geographical spread on being awarded the Contract.

Programmes delivered will focus specifically on sexual health but also address relevant personal development issues.

The PHA wish to procure a service which is theory based, drawing particularly on social learning theory and social cognitive theory
,
,
,
 (refer to page 17).The content of programmes should be age-appropriate, with style of delivery matched to the young person’s cognitive and social developmental stage.  Programmes will support young people to develop personal and social skills needed in order to improve their sexual health. 
Programmes will be evidence based and reflect the Northern Ireland curriculum for:
· Key stage 2 (11 year olds only);

· Key stage 3 (12-14 year olds);

· Key stage 4 (14-16 year olds)

(CCEA website- www.rewardinglearning.org.uk/)

The RSE programmes should align with the service objectives outlined in Section 3.2 and incorporate the following domains: 
· provision of accurate and up-to-date information; 
· increasing young people’s knowledge; 
· promotion of positive attitudes regarding sexual health; 

· supporting young people to enable them to improve their sexual health and wellbeing. 
Programmes targeting 11 year olds should focus on:

· information on puberty;

· information relating to conception and pregnancy; 
· friendships and healthy relationships;

· skills based work around decision making and negotiation skills.

Programmes for 12-14 year olds, 15-16 year olds and 16 years and over should include the following themes, tailored to the needs of each age group:

· Provision of information and knowledge:

· The law and legislation in relation to sexual behaviour, particularly with regard to the minimum age for consent;

· Information on puberty (may be required depending on the knowledge base of the group); 

· Perceived and actual sexual behaviour amongst peer group;

· Information about the risks of STIs (including HIV);

· Information relating to conception and pregnancy;

· Awareness and knowledge of range of contraceptives available;

· Recognising social and media influences on sexual behaviour; 

· Sexual exploitation;

· Identifying situations resulting in sexual-risk taking and/or unwanted sexual activity, including peer pressure, mistaken perceptions of peer group norms, and the influence of alcohol and drugs on sexual behaviour and risk taking. 

· Promotion of positive attitudes:

· Develop an understanding of relationships and sexuality. Techniques to promote positive attitudes, tolerance and respect regarding sex, sexuality and relationships; 

· Responsibilities associated with relationships should also be included, and consequences of unhealthy relationships discussed. Parenting roles and issues surrounding unplanned pregnancy will also be discussed;

· Encouraging positive attitudes towards contraception and condom use;

· Forming safe, responsible and satisfying relationships; 

· Sexual orientation and gender identity.

· Supporting young people to change or plan future sexual behaviour to promote sexual health:

· Building resilience and developing protective factors that support young people to make healthier choices;

· Skills-based activities, including decision making and communication skills, e.g. preventing risky situations and handling those that might arise, effective strategies to resist pressurised sex, negotiating safer sex;

· Delaying sex; 
· Importance of condom use, skills in correct condom use; contraceptive use including the dual use of condoms and contraceptives;
· Reducing the number of sexual partners and frequency of sex;

· Reducing unprotected oral, anal and vaginal intercourse through increased and consistent condom use;
· How and where to access local sexual health services. 

The programmes delivered will require trainers to engage directly with young people.

A variety of teaching methods and approaches will be used to deliver programmes. Delivery style will be largely dependent upon the needs of the target group, but should incorporate interactive teaching methods where possible. Previous research has demonstrated that approaches that use active participation, rather than simply relying on the use of films or videos alone are more effective.
,
,
,
 (refer to page 17)The most effective sexual health programmes are those that provide multiple learning sessions, rather than single one-off teaching events.
,
  (refer to page 18)
The PHA requires:

· Programmes to run for 3 sessions per group. Each session will be 2 hours;
· There will be a minimum of 8 young people and a maximum of 20 attending each session;

· The timing of the programmes will be determined by the needs of the young people therefore day, evening and weekend work will be required.

The young people targeted for the above programmes will be recruited from the groups listed in section 3.3. It is envisaged that the majority attending programmes will be 19 years and under but some vulnerable young people up to 25 years may require these programmes.

3.5 Expected service outcomes
It is expected that the programme content described above will result in a series of outcomes, based on improvements in 4 key areas, namely- improvements in participants’ knowledge, attitudes and values, enhanced personal and social skills, and finally, behaviours relating to health and social outcomes.

A. Improvements in knowledge and awareness of sexual health issues:

· Increased awareness of risks including susceptibility to STI’s and pregnancy;

· Knowledge of contraception use and availability;

· Knowledge of condom use and availability;

· Myths surrounding sex and sexual intercourse;

· Knowledge of local sexual health services.

B. Shift in attitudes towards and understanding of relationships, sex and sexuality:

· More positive attitudes towards contraception;

· Increase in positive attitudes towards condoms;

· Increased awareness of healthy and unhealthy relationships;

· Increased tolerance and understanding of difference.
C. Personal and social skills:
· Skills to develop and maintain respectful and positive relationships;

· Development of decision, negotiation and communication skills, such as discussing condom use with new or existing partners;

· Improved self-efficacy and resilience via protective factors or strategies to:

· delay or negotiate sexual experiences with new and existing partners, 

· resist unwanted sexual pressures, 

· address barriers to condom use,

· refuse unprotected sex,

· improved confidence in condom acquisition and use;

· confidence in accessing contraception.

D. Health and social outcomes: 
· A reduction in current (or intended) sexual risk-taking behaviours including:

· delaying sex, 

· decreased unwanted or regretted sexual experiences, 

· reduction in frequency of unprotected sex i.e. increased use of condoms and or/ contraceptives if appropriate, particularly whilst drunk or taking drugs.

· Increased number of participants accessing or intending to access sexual health services, and increased satisfaction with contact with sexual health professionals.

4   Trainers
A. All trainers delivering the programmes will have;

· A minimum of OCN Level 3 in Sexual Health or equivalent. 
Or

· Two years’ experience in delivering relationship and sexual health programmes whilst working towards the achievement of the OCN Level 3 Sexual Health qualification or equivalent within 6 months of the contact being awarded.
B. Trainers will display non-judgmental attitudes when discussing topics such as unplanned pregnancy, condom use, emergency contraception, Lesbian, Gay, Bisexual and Transgender issues. 
C. Trainers will have extensive knowledge of local sexual health and contraceptive services and be able to signpost young people to relevant services and sources of support around health, sex and relationships.
5.  Performance Indicators and Monitoring
A. The PHA has developed both quarterly and annual performance indicators.  Activity levels will be agreed with successful Providers prior to the Contract commencement date and incorporated into the quarterly progress monitoring report; a copy of which is included within the Terms and Conditions. The PHA has developed an Excel spread sheet which will help collate and analyse the information required to complete the progress monitoring report, this will be made available to successful Providers. 
B. The PHA will assess the information provided in the quarterly progress monitoring report against the agreed minimum performance indicators and the following objectives:

· Providers must deliver the services from geographical locations that are appropriate and accessible to the targeted service users e.g. ensuring an even distribution of sessions across Northern Ireland taking into account a mix of urban/rural locations etc.   
· Providers must ensure that methods used in the delivery of the Service and premises are accessible to all service users. For the purposes of this clause, accessible means, as far as possible, ensuring the removal of barriers, or potential barriers, to the full participation of those service users with disabilities e.g. wheelchair access etc.
· Providers must actively engage with organisations and individuals who are currently working with young people (including the target populations as listed in section 3.3 of the specification) at a local level to facilitate access and identify opportunities to work with young people.  Providers must also actively engage with other organisations that are providing similar or complementary services in the area, to ensure that any benefits from working collaboratively can be realised.

C. Providers will be required to administer pre and post questionnaires with programme participants.  These questionnaires will be provided by the PHA to enable consistent measures of knowledge, attitudes and behaviour of participants regionally.  
As part of the performance monitoring process providers will be required to report on outcome measures for participants as part of the annual report.  This will require providers to collate and report on participants responses to a number of questions (maximum 5) included in the pre and post questionnaires.  Examples of the type of questions are provided in (Appendix 1) of the Progress Monitoring Report.

Providers will be required to retain pre and post questionnaires for further evaluation purposes by PHA and associated researchers (Section 6).

6.  Evaluation  
In addition to the administration of pre and post programme questionnaires to programme participants as outline in Section 5, Providers will be required to co-operate and comply with any requirements of the PHA and associated researchers to enable effective and robust external evaluation of the Service provided. Providers may have to facilitate the qualitative work.
The methods utilised may include, but not be restricted to, questionnaires (pre/post/follow up), focus groups or interviews as appropriate with participating young people, representatives from participating organisations and providers.  
Glossary 
Evidence based- Evidence Based Practice refers to the use of research and scientific studies as a base for determining the best practices in a field.

Community settings – For the purpose of this specification this is anywhere in the community except in schools. The exception to this is school youth clubs in disadvantaged areas.

Super Output Areas (SOAs) – These are a geography designed for the collection and publication of small area statistics.

APPENDIX 
The Sexual Health Promotion Strategy and Action Plan 2008 highlighted the following definition of sexual health:  

“A state of physical, emotional, mental and social wellbeing related to sexuality; it is not merely the absence of disease, dysfunction or infirmity. Sexual health requires a positive and respectful approach to sexuality and sexual relationships, as well as the possibility of having pleasurable and safe sexual experiences, free of coercion, discrimination and violence. For sexual health to be attained and maintained, the sexual rights of all persons must be respected, protected and fulfilled”.
,

It outlined the key objectives: 

· to enable the population to develop and maintain the knowledge, skills and values necessary for improving sexual health and wellbeing;

· to promote opportunities to enable young people to make informed choices before engaging in sexual activity, especially, empowering them to delay first intercourse until an appropriate time of their choosing;

· to reduce the number of unplanned births to teenage mothers;

· to ensure that all people have access to sexual health services; and

· to reduce the incidence of Sexually Transmitted Infections (STIs) including HIV.
While acknowledging that sexual-ill health can affect anyone, the strategy recognised inequalities in distribution and identified some groups as particularly vulnerable, including young people under 25 years and especially those who are looked after or leaving care.

A number of specific targets were set to measure success including that:
· 92% of 11 to 16 year olds should not have experienced sexual intercourse by 2013; Baseline: 89% of 11 to 16 year olds reported they had not experienced sexual intercourse in 2003 (Young Persons Behaviour & Attitude Survey).

· a reduction of 25% in the rate of births to teenage mothers under 17 years of age by 2013; Baseline: 3.1 births per 1000 females aged under 17 years 2003-2005. Note: Compatible with PSA 8 target of 40% reduction by 2010, on the 1998-2000 baseline rate of 4.1 births per 1,000 females. The percentage reductions for the 2010 and 2013 targets differ because different baselines have been used. 

One of the actions included in the Strategy was to establish a Regional Sexual Health Network to oversee the implementation of the Action Plan. The Network reviewed the evidence base for the prevention of teenage pregnancies, HIV and Sexually Transmitted Infections (STIs) to inform the strategic direction for the promotion of sexual health and wellbeing and development of the PHA Action Plan for Sexual Health and the commissioning priorities for 2012-2015. One of the priorities identified in the Action Plan was to draw up a specification for the provision of RSE in the community throughout Northern Ireland.
Progress and Priorities:  Addendum to the Sexual Health Promotion Strategy and Action Plan to December 2015 was published in early 2014 and enhances a number of the actions contained in the original strategy.

Sexual health among young people in Northern Ireland
Although fewer young people in Northern Ireland report having had sexual intercourse compared to the rest of UK the most recent school based survey of 11-16 year olds found that:
· Eight percent (8%) of pupils have had sexual intercourse and of these eight percent, 4 out of 5 had sexual intercourse for the first time between the ages of 13 and 15.
 
· Just under four fifths (79%) of those who have had sexual intercourse used something to prevent pregnancy. The majority (73%) of pupils used a condom and 21% used both a condom and the pill.

· Over half (53%) of pupils said they would find it easy to get contraceptives, with 54% of pupils stating they would get them from shops/chemists.

· Just over two thirds (67%) of pupils said that they learned about sexual matters from lessons at schools. Further sources of information on sexual health matters were mother (44%), friends (42%), newspapers/magazines/books/posters (28%) and the internet (27%).

· The majority of Year 11 and 12 pupils knew HIV (91%) and AIDS (88%) are sexually transmitted diseases however, fewer knew that syphilis (40%) or warts (39%) were sexually transmitted diseases.

· Year 11 and 12 pupils were most likely to say they would use a GP (55%) if they need help or advice about sexual health services, but would also use friends (49%), the internet (40%) or family (39%). Pupils said that Confidentiality (78%) and Not being judged (67%) were the most important when seeking sexual health advice.
,

In 2009, a survey exploring the sexual health awareness, attitudes and behaviour among adults aged 16-45 in Northern Ireland found that;

· The most common forms of sexual experience are heavy petting (88%: 79% for those aged 16-25 years), vaginal sexual intercourse (87%: 76% for those aged 16-25 years) and oral sex (78%: 71% for those aged 16-25 years), with relatively fewer respondents having engaged in anal sex (26%: 22% for those aged 16-25 years). 
· The average age at which those aged 16-25 had engaged in heavy petting was 15.7 years, vaginal intercourse was 16.3 years, oral sex 16.4 years and anal sex 17.3 years.
Among adults aged 16-45 in Northern Ireland found that level of STI knowledge was lowest among:
· Males compared to females;
· Those in social classes C2DE compared to C1 or AB; 
· Heterosexuals compared to LGBT individuals;
· Those who are single compared to married/cohabiting. 
· Those with no formal educational qualifications compared to those with educational qualifications such as CSE/GCSE, A levels or degree.
Overall, level of knowledge in relation to methods of protection against STIs was lower among:
· Males compared to females;
· Those aged 16-20 years compared to other age groups; 
· Single respondents compared to married/co-habiting or Separated/Divorced/Widowed;
· Social classes C2DE compared to ABC1;
· Those with no formal educational qualifications compared to those with educational qualifications such as CSE/GCSE, A levels or degree.
The Northern Ireland Health Survey is a new Department of Health, Social Services & Public Safety survey that will run every year on a continuous basis. The survey covers a range of health topics that are important to the lives of people in Northern Ireland today.  

In 2011/12 the sexual health section of the survey was completed by 1,854 individuals (42% of all respondents to the Health Survey).
 The module was asked of respondents aged between 16-55 years old so therefore responses were received for 70% of the age group. Key points from the 2011/12 module are as follows:

· On average, males had a greater number of sexual partners within the last 12 months than females (3 for males, 2 for females).

· Almost a fifth (18%) of respondents had at least one overlapping sexual relationship within the last year. There was a general decrease with age in the percentage of respondents whose sexual relationships overlapped. Over one-fifth of respondents (21%) aged 16-24 had sexual relationships which overlapped, compared with 16% of those aged 25-34 and 35-44, and 14% of 45-55 year olds. The most recent sexual experience for four-fifths of respondents was with someone whom they were in a serious long-term relationship, were cohabiting with or were married/engaged to. Younger respondents were more likely than older respondents to have had their most recent sexual experience with someone they had only just met and did not previously know (8% of 16-24 year olds compared with 4% of 45-55 year olds).
· One-third of males (32%) usually either carry or buy condoms when going out socially, while just 13% of females do so. Over a quarter (26%) of males and a fifth of females (20%) agreed or strongly agreed that if a woman carries condoms while not in a relationship that she is looking for sex or is easy. Young males aged 16-24 were the most likely to agree or strongly agree with this statement (36%).
· Most respondents (85%) strongly agreed or agreed that it is necessary to use condoms or some other form of contraception with a new partner.

· More than two-thirds of respondents (70%) either strongly agreed or agreed that they were unlikely to have sex with a new partner without using condoms. Half of females strongly agreed with the statement, however, only 21% of males strongly agreed. A higher proportion of older respondents (42% of those aged 45-55) than younger respondents (33% of those aged 16-24) strongly agreed that this was the case.
· Almost two-thirds (62%) of respondents did not think they had a risk of becoming infected with an STI.

· Almost a fifth (18%) had sought advice on STIs (including HIV). Of these, 41% had used the internet, while a third had contacted their GP.

· Nearly half of all respondents (46%) felt there were barriers preventing them from contacting someone for information on STIs if required. The main concern was that they would be embarrassed to talk about these issues (21%) and concerns relating to confidentiality (17%). Over a half of respondents (53%) stated that there would be no barriers for them regarding contacting someone for advice or information on STIs. Although there was no difference between males and females, 44% of those aged 16-24 compared with 64% of those aged 45-55 stated that there were no barriers.
· Over three-fifths of respondents (61%) said they would prefer to contact their GP if they needed help in relation to an STI (including HIV).

Teenage births

Teenage pregnancy has been associated with a number of adverse health and social outcomes.
 
Provisional figures for 2012 show that there were 110 live births to mothers under the age of 17 years, a slight increase from 106 in 2011. The provisional rate for 2010-2012p is 2.5 births per 1,000 females under 17 years showing a continual decreasing trend (Figure 1). While the number of births to teenage mothers in Northern Ireland has fallen in recent years, like the rest of the UK, the rate is higher than in other European countries. 
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The birth rate for mothers under 17 years reduced by 31% over the period 2001 to 2011, from 3.2 to 2.2 births per 1,000 females (Figure 2). In the most deprived areas, the rate reduced by 35% from 7.1 to 4.6 births per 1,000 females. The teenage birth rate in the most deprived areas was consistently around twice that of the NI rate throughout the time series..
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The rate of births to teenage mothers (<20 years) living in the 20% most deprived areas is twice as high as the Northern Ireland average (Figure 3).
 There is also variation by Health and Social Care Trust (Table 1 ).

Figure 3 : Variation in teenage birth rates (under 20 years) by deprivation, 2001-2010
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	Table 1: Comparison of teenage birth inequality gaps by Health and Social Care Trust



	Births per 1,000 females (under 20 years)
	Year
	Belfast

HSCT
	Northern HSCT
	South Eastern

HSCT
	Southern HSCT
	Western

HSCT

	NI average
	01-03
	16.6
	16.6
	16.6
	16.6
	16.6

	
	08-10
	15.8
	15.8
	15.8
	15.8
	15.8

	Trust 
	01-03
	22.3
	15.4
	15.9
	13.7
	15.8

	
	08-10
	20.6
	14.8
	15.0
	14.2
	14.2

	Deprived 
	01-03
	42.3
	26.9
	27.3
	25.2
	30.4

	
	08-10
	40.1
	25.1
	30.4
	22.9
	25.4

	Source: NI Health & Social Care Inequalities Monitoring System Sub-regional Inequalities – HSC Trusts 2012

Note: This is the number of births in an area to teenage mothers (i.e. between 13 and 19 years of age) expressed per 1,000 females. Figures are an average of three years data.


Sexually transmitted infections
The most recent information collected from genitor-urinary clinics in Northern Ireland for 2012 reported an 18% decrease in annual numbers of new STI diagnoses made in Northern Ireland GUM clinics. However, this masks an increase in diagnoses of gonorrhoea and continued high numbers of infectious syphilis and genital herpes.

Although males accounted for around two-thirds (63%) of all new STI diagnoses overall in 2012, diagnostic rates for the most commonly detected bacterial STI, Chlamydia, in those under 25 years of age were consistently higher in females between 2000 and 2012. In 2012, the diagnostic rate of first episode herpes infection in 16–19 year old females was nearly 4 times higher than in males of the same age.
 
There is a range of sexual health services, including primary care, family planning, cervical screening, GUM clinics, information and advice, currently being provided by professionals in the statutory, voluntary and community sectors. It is acknowledged that these services play a major role in promoting and maintaining good sexual health.

Sex, alcohol and other risk taking behaviour

Early initiation of sex is associated with other risk taking behaviours including alcohol consumption, tobacco and illicit drug use.
,
,
 Such risk taking behaviours often share common determinants including poor family connectedness, poor school connectedness, low educational achievement, peer group influence, parental and peer modelling, low income and social deprivation.
,

Research from Northern Ireland also shows that there is a significant relationship between drinking behaviour and sexual intercourse. In 2010, eight percent of young people (11-16 years) in a school based survey had experienced sexual intercourse. Consistent with previous published research, regular drinkers (once a month or more often) were significantly more likely to say they had had sexual intercourse compared to occasional/non-drinkers (35% compared to 3% in 2010, p<0.001; 31% compared to 4% in 2003 p<0.001).
,

Research has found that alcohol consumption or drunkenness may be linked to a number of adverse sexual health outcomes including regretted sex, unprotected sex, STIs and teen pregnancy. 
,

Specific groups
Looked after children and young people

· At 31 March 2012, there were 2,644 looked after children in Northern Ireland, up by 5% (133) from 2011 (2,511); 29% were 12-15 years old; 
· 74% were foster care placements, 11% were placed with family, 9% were in residential care and 7% were in ‘Other’ placement types.

· At 30 June 2012 there were 52 Children’s Residential Homes in Northern Ireland, with 41 Statutory Homes and 11 Independent Homes; 296 places provided in Statutory Homes, compared to 64 places in Independent Homes.

· Across Trusts the South Eastern Trust had the highest average number of places per Statutory Home at eight, while the Southern Trust had the lowest average number of places at 6.
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· During 2010/11, 176 young people who had been in care on 1 April 2008, reached their 19th birthday during the year ending 31 March 2011; of these, 52% (91) were males and 48% (85) were females.

· Findings from the 2010/11 survey indicate a fifth (20%) of all care leavers aged 19 had become parents, 22 young women and 13 young men.

· Between 2010 and 2011, the proportions of care leavers aged 19 who were parents remained the same at 20%.

· 1 in 7 (14%) of all male care leavers aged 19 were fathers, 5 percentage points higher than in 2009/10 (9%).

· Just over a quarter (26%) of female care leavers aged 19 became mothers on or before their 19th birthday, 7 percentage points lower than the previous year 2009/10 (33%), and over five times that to teenage mothers in the general population (5%)(Figure 2).

· Being in care has been identified as a risk factor for sexual exploitation.
 A NI study examined 1,102 cases, all were known to social services and the majority (70.7 per cent) were looked after. Social workers identified sexual exploitation to be an issue of concern for almost one in seven young people in the sample (13.3 per cent; n=147). The study also found that; 
· Sexual exploitation was identified as an issue of concern for more than four times as many females as males (21.3 per cent versus 4.9 per cent).
· Rates of sexual exploitation within the LAC sample varied by placement type, with sexual exploitation identified as an issue of concern for 40.5 per cent of LAC in residential care, compared to 10.7 per cent of those in at-home placements and less than 5 per cent of those in non-familial or kinship foster care.
· Sexual exploitation was identified as an issue of concern for almost two-thirds (63.6 per cent) of young females in residential care.
· The Belfast Youth Development Study explored substance use among participants living in residential care. It found heavy levels of alcohol and solvent use among those in school Years 10 and 11 and a higher prevalence of lifetime cannabis use among those in school Years 10-12 living in residential care.

LGB&T young people

A Northern Ireland study of young people identifying as LGBT found that 77% of young people realised that they were gay, lesbian or bisexual between the age of 10 and 17 years (average for males was 12 years and the average for females was 13 years).
 Eight out of ten first “came out” to someone between the age of 14 and 21 years (for males the average was 17 years and the average for females was 18 years). This suggests that it may take some time for young people to come to terms with their sexual orientation or transgenderism. 
The study also reported that 44% of respondents indicated that they been bullied at school directly because of their sexual orientation. One quarter of young people reported that they truanted, 15% dropped out of school and 9% changed school as a result of their perceived sexual orientation. 

A recent UK study found that bisexual behaviour in teenage boys and girls was associated with greater sexual risk taking than exclusively heterosexual behaviour. It found that boys were more likely to report partner pressure and regret in relation to first same-sex genital contact than first heterosexual intercourse, suggesting that boys are vulnerable to unwanted sex. Girls showed no differences according to partner type. Teenagers with bisexual behaviour reported greater pregnancy or partner pregnancy risk than teenagers with exclusively opposite- sex partners.
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