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Abstract

Quality adolescent sexual and reproductive health (ASRH) services play an important role in 

supporting the overall health and well-being of adolescents. Improving access to this care 

can help reduce unintended pregnancies, sexually transmitted diseases (STDs), and human 

immunodeficiency virus (HIV) infection and their associated consequences, as well as promote 

health equity. The Centers for Disease Control and Prevention funded three grantees to implement 

a clinic-based ASRH quality improvement initiative complimented by activities to strengthen 

systems to refer and link youth to ASRH services. The purpose of this study is to describe the 

initiative and baseline assessment results of ASRH best practice implementation in participating 

health centers. The assessment found common use of the following practices: STD/HIV screening, 

education on abstinence and the use of dual protection, and activities to increase accessibility (e.g., 

offering after-school hours and walk-in and same-day appointments). The following practices 

were used less frequently: provider training for Long-Acting Reversible Contraception (LARC) 

insertion and removal, LARC availability, same-day provision of all contraceptive methods, and 

consistent sharing of information about confidentiality and minors’ rights with adolescent clients. 

This study describes the types of training and technical assistance being implemented at each 

health center and discusses implications for future programming.
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Introduction

In 2018, the US teen birth rate reached a historic low of 17.4 births per 1000 females aged 

15–19 years [1]. Yet US teen pregnancy and teen birth rates remain considerably higher 

than other Western industrialized countries [2], and racial/ethnic and geographic disparities 

persist. In 2018, the teen birth rates among Black (26.3) and Hispanic (26.7) teens were 

more than twice as high as rates among White teens (12.1) [1]. Further, teens in families 

with lower education and income levels [3] and those in the child welfare system [4] 

are at increased risk of teen childbearing. The social and economic consequences of teen 

childbearing in the United States, especially among marginalized populations, have been 

well-documented [5, 6].

Access to quality adolescent sexual and reproductive health (ASRH) services (e.g., 

gynecologic services; contraceptive services; and sexually transmitted diseases [STD] 

counseling, screening, or treatment) can reduce rates of unintended pregnancies, STDs, 

and HIV infection and their related consequences [7, 8]. Yet many adolescents do not 

have adequate access to ASRH services [9]. Even with access, low-quality ASRH services 

may dissuade young people from using these services [10]. All of these factors may 

contribute to health disparities [11]. Barriers to adolescents accessing ASRH services 

include confidentiality concerns, cost of care and lack of insurance, inadequate provider 

training, unwelcoming environment, transportation obstacles, inconvenient health center 

hours, and lack of walk-in appointments [12, 13]. These challenges can be exacerbated for 

young people who are low income, live in foster care or group homes, or are incarcerated 

or in the juvenile justice system [9]. In an analysis of 2006–2010 data on US adolescents 

aged 15–19 years, one-quarter of sexually experienced females and one-third of sexually 

experienced males reported that they had not received a reproductive health service in 

the past year [14]. Only about one-third of sexually active adolescents report receiving 

information on contraception from a health care provider [15], yet adolescents describe 

health care providers as a desirable source for sexual health information [16].

Long-acting reversible contraceptives (LARCs) are safe for adolescents, have higher 

continuation and satisfaction rates among adolescents than shorter-acting contraceptives, and 

are more effective than user-dependent methods like the pill and condoms, which can fail 

because of inconsistent or incorrect use [17–19]. Yet multiple factors impede LARC access 

among adolescents. These factors include high initiation cost, limited adolescent awareness 

and knowledge, inadequate provider training for LARC insertion and removal, and provider 

misconceptions about the safety of adolescent LARC use [20–22].

Academic and clinical associations, including the Society for Adolescent Health and 

Medicine and the American Academy of Pediatrics, have recognized the importance of 

quality ASRH services and recommend strategies for reducing barriers to care [23–25]. 
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Strategies for improving access and quality of ASRH services include ensuring that 

opportunities to offer ASRH services are not missed. For example, at every visit, health 

centers can ensure that adolescents have time alone with providers and identify those who 

are sexually active. They can also assess adolescents’ pregnancy intentions and STD/HIV 

risk and, if needed, initiate contraception at the time of the visit rather than waiting for 

next menses (the “quick start” approach) if the provider is reasonably certain [26, 27] that 

the client is not pregnant. Other strategies include LARC insertion and removal training 

and client-centered counseling that is “respectful of and responsive to individual patient 

preferences, needs, and values, and ensuring that patient values guide all clinical decisions” 

[28–31].

Structural changes, such as provisions to ensure confidentiality, also help improve care [23, 

24, 32–34]. Without the assurance of confidentiality, adolescents may not seek needed health 

services, which increases their risk for unintended pregnancy, STDs and HIV infection 

[23, 35]. Systems changes that reduce client costs and offer more convenient hours for 

adolescents (e.g., after-school hours) and walk-in appointments can also help improve access 

[36].

Various interventions have been implemented to increase access to and quality of ASRH 

services. They include provider training, procedures to ensure confidential services, free 

services, in-depth counseling, education tailored to an adolescent’s level of development, 

follow-up phone calls, and drop-in health centers or weekend and after-school hours. 

These interventions have been associated with improved behavioral outcomes [37–41] and 

enhanced client knowledge and satisfaction [37, 42, 43]. Innovative initiatives designed to 

increase access to the full range of contraceptive methods (including LARC) by educating 

providers, conducting client-centered counseling, and reducing or eliminating client costs 

have been associated with reductions in teen pregnancy and births [17, 44].

Despite these promising efforts, gaps and inconsistencies have been identified in the 

implementation of many proven strategies and best practices. To help address these 

problems, the Teen Access and Quality (TAQ) initiative was developed. This initiative 

builds on lessons learned from a 2010–2015 communitywide initiative [45] designed to 

reduce rates of teen pregnancy and births in communities with the highest rates. The TAQ 

initiative seeks to improve access to and quality of ASRH services at publicly funded health 

centers and to link young people from communities most affected by teen pregnancy and 

childbearing to care. The purpose of this article is to describe TAQ’s programmatic approach 

and the results of health center and provider baseline assessments on ASRH best practice 

implementation. These assessments identified common practices that can be considered 

program strengths and less common practices that represent opportunities for improvement. 

We consider training and technical assistance that might help sustain strengths and address 

gaps, and we discuss implications for future programmatic efforts.
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Methods

The TAQ Initiative

Three nonprofit organizations from Georgia, Mississippi, and North Carolina were funded 

by the Centers for Disease Control and Prevention to implement the TAQ initiative 

during 2015–2020 in communities with teen birth rates higher than the national average. 

Grantees partner with publicly funded health centers in their community (e.g., Federally 

Qualified Health Centers, health departments) and provide training and technical assistance 

to measure, through collection and assessment of data, and improve the implementation of 

ASRH best practices. Grantees also partner with local youth-serving organizations (e.g., 

juvenile justice organizations, foster care agencies) to create policies and procedures to 

promote screening and referral of young people to ASRH services. The youth-serving 

organization component of the project will be described elsewhere.

We identified TAQ ASRH best practices through a previously described process [42], with 

updates based on current clinical guidelines and recommendations [18, 27, 30, 46] and 

lessons learned in the 2010–2015 communitywide initiative [47]. Best practices address the 

following five areas: Structure, Tasks: Nonclinical Staff, Tasks: Clinical Staff, Supporting 

Youth-Friendly Best Practices, and Client Outreach (Fig. 1).

Grantees partner with a national ASRH training and technical assistance provider, Cicatelli 

Associates Inc. (CAI), to identify and address common gaps in the implementation of best 

practices. To support this work, CDC and CAI developed the TAQ Adolescent Sexual and 

Reproductive Health Framework (Fig. 1), which is informed by implementation science [48–

51] and provides a process for grantees and partner health centers to effectively implement, 

measure, improve, and sustain ASRH best practices.

Implementation science literature [48] describes discreet implementation phases: 

assessment, preparation, initial and full implementation, and sustainment. Each TAQ 

framework phase (Fig. 1) addresses drivers that help health centers move through each 

phase toward sustainment. For example, in Phase 1, health center adoption of ASRH as a 

quality improvement initiative is the foundation that facilitates later tasks, such as allocating 

staff training time.

Through a literature review, ASRH implementation drivers were identified [51]. Drivers 

occur at the organizational level (e.g., leadership commitment to ASRH policies and 

procedures to support best practices), staff level (e.g., skills and motivation to deliver quality 

contraceptive counseling), and client level (e.g., client awareness, satisfaction). Drivers also 

occur at the community level (e.g., state minors’ rights policies), but these are beyond the 

scope of this project and not included in the framework.

Health centers were asked to develop a change leadership structure [52–54], which involves 

a site-level, multidisciplinary quality improvement team; a change agent who works with 

leaders who have the authority to ensure sufficient resources for program improvement; and 

site-level mentors to provide coaching to colleagues throughout the improvement process.
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Needs assessment surveys were developed with grantee staff to gather baseline and annual 

data to guide training and technical assistance for partnering health centers. The Health 

Center Organizational Assessment (Online Appendix A) measures organizational policies 

and practices that support ASRH best practices and includes a section for the health center 

and its respective practice settings. The Health Center Provider Survey (Online Appendix 

B) assesses provider knowledge, attitudes, and practices associated with TAQ framework 

best practices. Youth surveys measure youth satisfaction with health center services and 

client-centered approaches. Youth surveys were not implemented until the second year and 

are not included in this study.

CAI developed a tailored staff training curriculum for each community, delivered through 

web-based or cluster training. Training topics included improvement science, adolescent 

development, confidentiality, and minors’ rights. Core training for clinicians included 

contraception methods, client-centered contraceptive counseling, LARC insertion/removal, 

management of LARC side effects, and STD/HIV screening and treatment. For nonclinical 

staff who provide contraceptive counseling, training included client-centered contraceptive 

counseling, contraceptive methods, and common contraception myths. For front-line 

staff, training included how to provide basic and factual information about adolescent 

reproductive health services availability.

CAI trained select staff from each grantee organization to act as Practice Facilitation 

Coaches (PFCs) for each health center. The PFC model has been described as a key 

component of translating research findings into practice [55–57].

Data Collection

Participants—All eight health center partners of the grantees responded to the 

Organizational Assessment. Four identified as FQHCs, two as community health centers, 

two as local or state health departments, and two as family planning clinics. (Two chose 

more than one category.) Combined, there were 16 practice settings within these health 

centers: seven were primary care or family practice settings, four were family planning 

settings, three were pediatric settings, and two were obstetrics/gynecology settings. All 

providers (N = 58) in the participating practice settings were invited to complete a Provider 

Survey. Forty-five providers, from seven of the eight participating health centers, responded 

to the baseline Provider Survey. One health center did not participate in the survey until the 

second project year because it joined slightly later than the other health centers.

Data Collection Procedures—Baseline data collection occurred during each health 

center’s period of planning and initial training. The primary contact at each health center 

completed the Organizational Assessment, with assistance from the appropriate staff (e.g., 

medical director, finance staff). Similarly, grantees provided their health center contact 

with copies of the Provider Survey, which the contact distributed to providers (e.g., family 

physicians, general practitioners, internists, obstetricians/gynecologists, pediatricians, other 

specialty physicians, nurse practitioners, physician assistants, certified nurse midwives). 

Providers completed the survey anonymously and returned it to the primary contact, who 
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returned the surveys to the grantee. Initially, providers were asked to complete the survey 

online and some did so, but there was a strong preference for completing it on paper.

Measures and Statistical Analysis—The Organizational Assessment consisted of 

questions developed for the TAQ initiative, as well as items taken or adapted from a 

similar questionnaire used for the 2010–2015 communitywide initiative [36] and a 2013 

survey of administrators of publicly funded health centers that provide family planning [58]. 

A collaborative process between CDC, grantees, their partners, and CAI to develop the 

Organizational Assessment involved iterative drafting and revision to account for grantee 

and evaluator needs. The Provider Survey consists of questions taken or adapted from a 

2013 survey of health care providers [59] and questions developed for the TAQ initiative. A 

similar collaborative process between CDC, grantees, their partners, and CAI was followed 

to develop a survey that met grantee and evaluator needs.

We focus on the results from four key ASRH best practice categories: structure, tasks for 

nonclinical staff, tasks for clinical staff, and supporting youth-friendly best practices. Our 

selection of these (Table 1) was based on their relevance for teen pregnancy prevention in 

evidence-based contraception guidance [18, 27, 30], sexually transmitted disease treatment 

guidelines [46], or stated importance among adolescents in published literature [13]. 

(Appendices C and D display the selected questions from the Organizational Assessment 

and Provider Survey, respectively.) We combined clinical and nonclinical staff tasks because 

they often overlap in clinical practice. We present frequency counts and percentages, 

calculated using SAS version 9.4.

Results

Structure

Trained Staff—In the Organizational Assessment, we assessed the number of practice 

settings that had limited training for all staff (e.g., doctors, nurses, health educators, medical 

assistants) for several key topics. “Limited Training” was defined as less than half of the 

staff being trained in the topic in the past year. Ten of the 16 practice settings had limited 

training on ensuring that adolescent clients had time alone with providers and on adolescent 

development. Eight had limited training on confidentiality and minors’ rights. We also 

assessed the number of practice settings that had limited training for clinical staff. Eight 

had limited clinical staff training on client-centered birth control counseling. Ten had limited 

clinician training on LARC insertion and removal and 11 had limited training on managing 

LARC side effects (Table 2).

For each training-related question discussed here from the Provider Survey, the number of 

responses varied, ranging from 37 to 38 of 45 total survey respondents (Table 3). Fewer than 

half of respondents to the Provider Survey reported that they had been formally trained in 

the insertion and removal of LARC methods (37% in copper IUD, 38% in hormonal IUDs, 

and 41% in implant). Among respondents who reported that they had not provided implants 

(N = 17) and IUDs (N = 16) to nulliparous adolescents in the past year, not being trained in 
insertion and not feeling comfortable inserting were among the main reasons (Table 4).
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LARC Availability—Among the 16 practice settings that responded to the Organizational 

Assessment, four reported that one or more hormonal IUD was currently available in the 

practice setting, four reported that the copper IUD was available, and nine reported that 

the implant was available. Among respondents to the Provider Survey who reported not 

providing implants (N = 17) or IUDs (N = 16) to nulliparous adolescents in the past year, 

My practice does not provide the method was among the main reasons (Table 4).

Addressing Client Cost Barriers (Financing, Reimbursement, Payment 
Options)—In the Organizational Assessment, five of eight health centers reported that 

at least half of their adolescent clients paid for visits using Medicaid or other federal or 

state assistance (data not shown). Seven health centers reported that they offer free or sliding 

scale services to any adolescent, had participated in the federal 340B drug discount program, 

had systems in place to facilitate billing third-party payers, and had provided hormonal 

contraception to adolescents regardless of their ability to pay (Table 5). Four of the health 

centers were receiving federal funding from the Title X Family Planning Program, provided 

IUDs and implants regardless of adolescents’ ability to pay, and offered a low flat fee for any 

adolescent (Table 5).

Tasks: Clinical and Nonclinical Staff

Responses to questions on the Organizational Assessment (Table 6) indicated that 12 of the 

16 practice settings often/always provide time alone at every visit (ensuring time alone), 11 

often/always conduct sexual health assessments (i.e., assessment of sexual activity, current 

and future contraceptive options, sexual partners, condom use and protection from STDs, 

and past STD history) (identifying sexually active adolescents), and 11 often/always assess 

adolescent pregnancy/fatherhood intentions or risk (i.e., asked about intentions regarding 

timing of pregnancies or reproductive life plan) in the context of their personal values and 

life goals (explore pregnancy intentions).

To provide information about all FDA-approved birth control methods and assist client in 
birth control selection, 12 of 16 practice settings often/always present information on a wide 

range of contraceptive methods approved by the US Food and Drug Administration (FDA). 

They present the most effective methods first, then discuss how well each method meets the 

client’s needs. Thirteen practice settings often/always let their clients know that IUDs are 

safe for adolescents, 13 often/always offer contraception to sexually active clients at every 

sexual health visit, and eight often/always offer contraception at nonsexual health client 

visits (e.g., primary care visit).

In terms of providing comprehensive STD/HIV prevention information/messages, 14 of 16 

practice settings often/always educate on abstinence and 15 often/always educate on dual 

protection to prevent pregnancy and STDs. All 16 practice settings often/always conduct 

STD screening annually and 15 often/always offer HIV screening, addressing the provide 
STD/HIV screening/diagnostic testing and treatment per CDC guidelines best practice.

For the review method use and anticipated side effects and ensure understanding best 

practice, 11 of 16 practice setting often/always help clients think through potential 

barriers to their adopted contraceptive method. Twelve of 16 often/always provide another 
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contraceptive method to use when the client cannot start the chosen method right away 

(offer bridge method if needed), and 15 often/always offer same-day contraceptive services 

to adolescents who have a negative history and negative pregnancy test and do not want to 

become pregnant (provide method same-day).

Of the 15 practice settings that responded to the question about using the quick start 

approach for contraceptive initiation (provide method same day), eight often/always offer 

quick start for the pill, patch, ring, or Depo; two often/always offer it for the IUD; and three 

often/always offer it for the implant.

Supporting Youth-Friendly Best Practices

Confidentiality—According to the Organizational Assessment, four of the eight health 

centers consistently informed minors at every visit about state laws governing minors’ rights 

to consent to sexual and reproductive health care or treatment, four reported consistently 

informing clients of the center’s confidentiality policies verbally, and two informed clients 

of the center’s confidentiality policies in writing (Table 7). Six health centers reported that 

they had billing procedures to ensure confidentiality (data not displayed).

Convenience—Among the 16 practice settings, 14 offered walk-in appointments, 15 

offered same-day appointments, 14 offered afterschool hours, and five offered weekend 

hours (data not shown).

Discussion

The publicly funded health centers participating in the TAQ initiative had implemented 

several best practices for ASRH services at baseline, including screening for STD/HIV 

infection, providing education on abstinence and dual protection for the prevention of 

pregnancy and STDs/HIV infection, offering contraception to sexually active clients at every 

sexual health visit, and informing clients that LARC methods are safe for adolescents. Most 

reported offering after-school hours, walk-in and same-day appointments, and same-day 

contraception to patients with a negative pregnancy test. Tailored training and technical 

assistance are focusing on sustaining these best practices, and routine data collection is 

being used to help health centers monitor implementation.

The needs assessment process also identified several opportunities for improvement. Few 

practice settings were using the quick start approach for initiation of LARC contraception. 

Our data concur with other studies [60] that have found low levels of quick start 

contraceptive initiation at publicly funded health centers, despite recommended guidelines 

[61] that recognize its potential to reduce unintended pregnancy. Only eight of 15 practice 

settings reported offering contraceptive services at nonsexual health visits (e.g., sick visit 

or sports physical). These findings demonstrate potential missed opportunities to provide 

ASRH for adolescents visiting the health center, as they may not return for another visit. 

Technical assistance to address these missed opportunities includes training staff to be able 

to operate at the top of their license. For example, training of medical assistants or health 

educators to conduct contraceptive counseling could give clinical providers more time to 

conduct the needed medical procedures without impeding other scheduled appointments.
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Although six of eight health centers reported practices to ensure confidentiality in billing 

procedures, other efforts to ensure confidentiality (i.e., informing minors at every visit 

about state consent laws and health center confidentiality policies) were less common. As 

a result of these findings, the TAQ initiative focused on training to ensure that providers 

understand their state and federal consent and confidentiality laws for adolescent health 

care delivery and that they can communicate this information to parents and adolescents. 

Technical assistance to help develop communication materials that relay information about 

confidentiality and consent to parents may also be beneficial.

Limited LARC availability was a key reason providers cited for not providing a LARC 

method. As a result of this finding, health centers received training and technical assistance 

to help them focus on logistical barriers (e.g., purchasing and stocking methods) and client 

cost barriers. Health centers also received training to help them increase their use of the 

federal Health Resources and Services Administration’s 340B Drug Pricing Program to buy 

devices at reduced costs and to help them improve their systems to maximize third-party 

payer reimbursement.

Among Provider Survey responses, two other main reasons for not providing LARC were 

not being trained in insertion or not being comfortable inserting LARC devices. Although 

insertion and removal of LARC devices is a key focus of trainings, misperceptions about 

the safety of LARC for adolescents and other reasons for provider discomfort are also 

covered. The TAQ initiative also provides training on client-centered counseling to ensure 

reproductive autonomy and to assess adolescents’ preferences for certain contraceptive 

methods [28, 29]. Youth surveys were conducted annually beginning in the second year of 

the initiative to assess patient satisfaction with the contraceptive counseling and selection 

process.

Although these assessments provided valuable information to guide the TAQ initiative 

and its training and technical assistance, they have some limitations. Certain items on the 

assessment responses were missing data. The assessments used self-reports of best practice 

implementation, not clinical records data. They also focused primarily on the health center 

perspective and do not illuminate the perspectives of adolescent clients on service quality 

and access. Findings from the youth survey are not discussed here, but are being used to 

guide training and technical assistance in the TAQ initiative overall.

Another limitation is that our assessments did not collect information on specific barriers 

and facilitators to quality improvement. For example, establishing a change leadership 

team and ensuring leadership support for site-level mentors to provide staff coaching have 

been identified as essential for successful innovation in clinical settings [52–57]. Collecting 

metrics on quality improvement practices like these could advance the field by documenting 

implementation successes and challenges that may affect the successful adoption of ASRH 

best practices and, ultimately, ASRH outcomes. Similarly, the capacity of health centers to 

systematically collect, review, and report reliable data on a regular basis was not assessed at 

baseline, yet such capacity plays a critical role in the ability to evaluate the extent to which 

high-quality ASRH services are being implemented. Assessing and bolstering this capability 
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is vital for ASRH quality improvement initiatives and warrants a focus in future research and 

programmatic efforts.

Quality ASRH services play an important role in supporting the overall health of 

adolescents. Improving access to this care can help reduce unintended pregnancies, STDs, 

and HIV infections and their associated consequences [7, 8] and promote health equity. 

Publicly funded health centers are particularly well-suited to offer ASRH care to adolescents 

who might otherwise lack access to these types of core preventive services because they 

are mandated to provide care to low-income and medically underserved populations [62]. 

In 2018, these health centers served over 2.1 million adolescents aged 15–19 years, making 

them a prime source for meeting the reproductive health care needs of this population [63]. 

Our study identifies strengths to build on and opportunities for improvement among publicly 

funded health centers. CDC, CAI, and grantees are using this information to provide training 

and technical assistance tailored to each health center’s unique context, strengths, and 

identified gaps, which is essential for implementing and sustaining ASRH best practices.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.

Funding

This study was funded by National Center for Chronic Disease Prevention and Health Promotion (Grant No. 
CDC-RFA-DP15-1508).

References

1. Martin J, Hamilton B, & Osterman M. (2019). Births in the United States, 2018. NCHS Data Brief, 
No. 346. https://www.cdc.gov/nchs/products/databriefs/db346.htm.

2. Sedgh G, Finer LB, Bankole A, Eilers MA, & Singh S. (2015). Adolescent pregnancy, birth, and 
abortion rates across countries: Levels and recent trends. Journal of Adolescent Health, 56(2), 223–
230. 10.1016/j.jadohealth.2014.09.007.

3. Penman-Aguilar A, Carter M, Snead MC, & Kourtis AP (2013). Socioeconomic disadvantage as a 
social determinant of teen childbearing in the U.S. Public Health Rep, 128(1), 5–22.

4. Boonstra HD (2011). Teen pregnancy among young women in foster care: A primer. Guttmacher 
Policy Review, 14(2), 8–19.

5. Hoffman S. (2008). Kids having kids: Economic costs and social consequences of teen pregnancy. 
Washington, DC: The Urban Institute Press.

6. Assini-Meytin LC, & Green KM (2015). Long-term consequences of adolescent parenthood among 
African-American urban youth: A propensity score matching approach. Journal of Adolescent 
Health, 56(5), 529–535. 10.1016/j.jadohealth.2015.01.005.

7. Stidham Hall K, Moreau C, & Trussell J. (2011). Discouraging trends in reproductive health service 
use among adolescent and young adult women in the USA, 2002–2008. Human Reproduction, 
26(9), 2541–2548. 10.1093/humrep/der184. [PubMed: 21672925] 

8. Anachebe NF (2006). Racial and ethnic disparities in infant and maternal mortality. Ethnicity and 
Disease, 16(2), S3–71–76. [PubMed: 16599351] 

9. Brindis CD, Morreale MC, & English A. (2003). ). The unique health care needs of adolescents. 
Future Child, 13(1), 117–135. 10.2307/1602643. [PubMed: 14503457] 

10. Galloway CT, Duffy JL, Dixon RP, & Fuller TR (2017). Exploring African-American and Latino 
teens’ perceptions of contraception and access to reproductive health care services. Journal of 
Adolescent Health, 60(3S), S57–S62. 10.1016/j.jadohealth.2016.12.006.

Brittain et al. Page 10

J Community Health. Author manuscript; available in PMC 2024 April 11.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

https://www.cdc.gov/nchs/products/databriefs/db346.htm


11. Hall KS, Moreau C, & Trussell J. (2012). Determinants of and disparities in reproductive health 
service use among adolescent and young adult women in the United States. American Journal of 
Public Health, 102(2), 359–367. 10.2105/ajph.2011.300380. [PubMed: 22390451] 

12. Oberg C, Hogan M, Bertrand J, & Juve C. (2002). Health care access, sexually transmitted 
diseases, and adolescents: Identifying barriers and creating solutions. Current Problems in 
Pediatric and Adolescent Health Care, 32(9), 320–339. 10.1067/mps.2002.128719. [PubMed: 
12395136] 

13. Brittain AW, Loyola Briceno AC, Pazol K, et al. (2018). Youth-friendly family planning services 
for young people: A systematic review update. American Journal of Preventive Medicine, 55(5), 
725–735. 10.1016/j.amepre.2018.06.010. [PubMed: 30342635] 

14. Tyler CP, Warner L, Gavin L, & Barfield W. (2014). Receipt of reproductive health services among 
sexually experienced persons aged 15–19 years–National Survey of Family Growth, United States, 
2006–2010. MMWR Supplements, 63(2), 89–98. [PubMed: 25208263] 

15. Donaldson AA, Lindberg LD, Ellen JM, & Marcell AV (2013). Receipt of sexual health 
information from parents, teachers, and healthcare providers by sexually experienced U.S. 
adolescents. Journal of Adolescent Health, 53(2), 235–240.

16. Ackard DM, & Neumark-Sztainer D. (2001). Health care information sources for adolescents: Age 
and gender differences on use, concerns, and needs. Journal of Adolescent Health, 29(3), 170–176.

17. Secura GM, Madden T, McNicholas C, et al. (2014). Provision of no-cost, long-acting 
contraception and teenage pregnancy. New England Journal of Medicine, 371(14), 1316–1323. 
10.1056/NEJMoa1400506. [PubMed: 25271604] 

18. Curtis KM, Tepper NK, Jatlaoui TC, et al. (2016). U.S. Medical eligibility criteria for 
contraceptive use, 2016. Morbidity and Mortality Weekly Report (MMWR), 65(3), 1–103. 
10.15585/mmwr.rr6503a1. [PubMed: 26766396] 

19. Trussell J. (2011). Contraceptive failure in the United States. Contraception, 83(5), 397–404. 
10.1016/j.contraception.2011.01.021. [PubMed: 21477680] 

20. ACOG Committee Opinion No. (2018). 735: Adolescents and Long-Acting Reversible 
Contraception: Implants and Intrauterine Devices. Obstetrics and Gynecology, 131(5), e130–e139. 
10.1097/aog.0000000000002632. [PubMed: 29683910] 

21. Beeson T, Wood S, Bruen B, Goldberg DG, Mead H, & Rosenbaum S. (2014). Accessibility of 
long-acting reversible contraceptives (LARCs) in Federally Qualified Health Centers (FQHCs). 
Contraception, 89(2), 91–96. 10.1016/j.contraception.2013.09.014. [PubMed: 24210278] 

22. Goldberg DG, Wood SF, Johnson K, et al. (2015). The organization and delivery of family 
planning services in community health centers. Womens Health Issues, 25(3), 202–208. 10.1016/
j.whi.2015.02.007. [PubMed: 25965153] 

23. Ford CA, English A, & Sigman G. (2004). Confidential health care for adolescents: Position paper 
of the Society for Adolescent Medicine. Journal of Adolescent Health, 35(2), 160–167. 10.1016/
j.jadohealth.2004.03.002.

24. Klein J. (2008). Achieving quality health services for adolescents: Policy statement of the 
Committee on Adolescence. Pediatrics, 121(6), 1263–1270. [PubMed: 18519499] 

25. Burke PJ, Coles MS, Di Meglio G, et al. (2014). Sexual and reproductive health care: A position 
paper of the Society for Adolescent Health and Medicine. Journal of Adolescent Health, 54(4), 
491–496. 10.1016/j.jadohealth.2014.01.010.

26. Whiteman MK, Tepper NK, Kottke M, et al. (2014). Using a checklist to assess pregnancy 
in teenagers and young women. Obstetrics and Gynecology, 123(4), 777–784. 10.1097/
AOG.0000000000000179. [PubMed: 24785604] 

27. Curtis KM, Jatlaoui TC, Tepper NK, et al. (2016). U.S. selected practice recommendations for 
contraceptive use, 2016. Morbidity and Mortality Weekly Report: Recommendations and Reports, 
65(4), 1–66.

28. Aiken AR, Borrero S, Callegari LS, & Dehlendorf C. (2016). Rethinking the pregnancy planning 
paradigm: Unintended conceptions or unrepresentative concepts? Perspectives on Sexual and 
Reproductive Health, 48(3), 147–151. 10.1363/48e10316. [PubMed: 27513444] 

Brittain et al. Page 11

J Community Health. Author manuscript; available in PMC 2024 April 11.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



29. Borrero S, Nikolajski C, Steinberg JR, et al. (2015). “It just happens”: A qualitative study 
exploring low-income women’s perspectives on pregnancy intention and planning. Contraception, 
91(2), 150–156. 10.1016/j.contraception.2014.09.014. [PubMed: 25477272] 

30. Gavin L, Moskosky S, Carter M, et al. (2014). Providing quality family planning services: 
Recommendations of CDC and the U.S. Office of Population Affairs. Morbidity and Mortality 
Weekly Report: Recommendations and Reports, 63(Rr-04), 1–54.

31. Institute of Medicine Committee on Quality of Health Care in America. In Crossing the Quality 
Chasm: A New Health System for the 21st Century. Washington (DC): National Academies Press 
(US) Copyright 2001 by the National Academy of Sciences. All rights reserved.

32. Riley M, Patterson V, Lane JC, Won KM, & Ranalli L. (2018). The adolescent champion model: 
Primary care becomes adolescent-centered via targeted quality improvement. Journal of Pediatrics, 
193(229–236), e221. 10.1016/j.jpeds.2017.09.084.

33. Gray SH, Pasternak RH, Gooding HC, et al. (2014). Recommendations for electronic health record 
use for delivery of adolescent health care. Journal of Adolescent Health, 54(4), 487–490. 10.1016/
j.jadohealth.2014.01.011.

34. Society for Adolescent Health Medicine, & American Academy of Pediatrics. (2016). 
Confidentiality protections for adolescents and young adults in the health care billing 
and insurance claims process. Journal of Adolescent Health, 58(3), 374–377. 10.1016/
j.jadohealth.2015.12.009.

35. Reddy DM, Fleming R, & Swain C. (2002). Effect of parental notification on adolescent girls’ use 
of sexual health care services. JAMA, 288(6), 710–714. [PubMed: 12169074] 

36. Chandra-Mouli V, Camacho AV, & Michaud PA (2013). WHO guidelines on preventing early 
pregnancy and poor reproductive outcomes among adolescents in developing countries. Journal of 
Adolescent Health, 52(5), 517–522. 10.1016/j.jadohealth.2013.03.002.

37. Winter L, & Breckenmaker LC (1991). Tailoring family planning services to the special needs of 
adolescents. Family Planning Perspectives, 23(1), 24–30. 10.2307/2135397. [PubMed: 2029940] 

38. Brindis CD, Geierstanger SP, Wilcox N, McCarter V, & Hubbard A. (2005). Evaluation of a 
peer provider reproductive health service model for adolescents. Perspectives on Sexual and 
Reproductive Health, 37(2), 85–91. 10.1363/3708505. [PubMed: 15961362] 

39. Herz EJ, Olson LM, & Reis JS (1988). Family planning for teens: Strategies for improving 
outreach and service delivery in public health settings. Public Health Reports, 103(4), 422–430. 
[PubMed: 3136502] 

40. Kavanaugh ML, Jerman J, & Finer LB (2015). Changes in use of long-acting reversible 
contraceptive methods among U.S. women, 2009–2012. Obstetrics and Gynecology, 126(5), 917–
927. 10.1097/aog.0000000000001094. [PubMed: 26444110] 

41. Ethier KA, Dittus PJ, DeRosa CJ, Chung EQ, Martinez E, & Kerndt PR (2011). School-
based health center access, reproductive health care, and contraceptive use among sexually 
experienced high school students. Journal of Adolescent Health, 48(6), 562–565. 10.1016/
j.jadohealth.2011.01.018.

42. Gupta S, Hogan R, & Kirkman RJ (2001). Experience of the first pelvic examination. 
The European Journal of Contraception & Reproductive Health Care, 6(1), 34–38. 10.1080/
ejc.6.1.34.38. [PubMed: 11334474] 

43. Morrison A, Mackie CM, Elliott L, Elliott LM, Gruer L, & Bigrigg A. (1997). The Sexual Health 
Help Centre: A service for young people. Journal of Public Health Medicine, 19(4), 457–463. 
10.1093/oxfordjournals.pubmed.a024677. [PubMed: 9467154] 

44. Colorado Department of Health and Environment. (2017). Taking the unintended our of pregnancy: 
Colorado’s success with long-acting reversible contraception, January 2017. Retrieved from 
https://www.colorado.gov/pacific/sites/default/files/PSD_TitleX3_CFPI-Report.pdf.

45. Mueller T, Tevendale HD, Fuller TR, et al. (2017). Teen pregnancy prevention: Implementation 
of a multicomponent, community-wide approach. Journal of Adolescent Health, 60(3s), S9–S17. 
10.1016/j.jadohealth.2016.11.002.

46. Workowski KA, & Bolan GA (2015). Sexually transmitted diseases treatment guidelines, 2015. 
Morbidity and Mortality Weekly Report. Recommendations and Reports, 64(Rr-03), 1–137.

Brittain et al. Page 12

J Community Health. Author manuscript; available in PMC 2024 April 11.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

https://www.colorado.gov/pacific/sites/default/files/PSD_TitleX3_CFPI-Report.pdf


47. Romero LM, Olaiya O, Hallum-Montes R, et al. (2017). Efforts to increase implementation 
of evidence-based clinical practices to improve adolescent-friendly reproductive health services. 
Journal of Adolescent Health, 60(3s), S30–S37. 10.1016/j.jadohealth.2016.07.017.

48. Aarons GA, Hurlburt M, & Horwitz SM (2011). Advancing a conceptual model of evidence-based 
practice implementation in public service sectors. Administration and Policy in Mental Health, 
38(1), 4–23. 10.1007/s10488-010-0327-7. [PubMed: 21197565] 

49. Damschroder LJ, Aron DC, Keith RE, Kirsh SR, Alexander JA, & Lowery JCJIS (2009). Fostering 
implementation of health services research findings into practice: A consolidated framework for 
advancing implementation science. Implementation Science, 4(1), 50. 10.1186/1748-5908-4-50. 
[PubMed: 19664226] 

50. Tabak RG, Khoong EC, Chambers DA, & Brownson RC (2012). Bridging research and practice: 
Models for dissemination and implementation research. American Journal of Preventive Medicine, 
43(3), 337–350. 10.1016/j.amepre.2012.05.024. [PubMed: 22898128] 

51. Fixsen D, Blase K, Naoom S, & Duda M. (2013). Implementation drivers: Assessing best 
practices. Retrieved October 17, 2019, from https://nirn.fpg.unc.edu/ai-hub

52. Stefancyk A, Hancock B, & Meadows MT (2013). The nurse manager: Change agent, change 
coach? Nursing Administration Quarterly, 37(1), 13–17. 10.1097/NAQ.0b013e31827514f4. 
[PubMed: 23222749] 

53. Schneider H, English R, Tabana H, Padayachee T, & Orgill M. (2014). Whole-system change: 
Case study of factors facilitating early implementation of a primary health care reform in a 
South African province. BMC Health Services Research, 14, 609. 10.1186/s12913-014-0609-y. 
[PubMed: 25432243] 

54. Westover J. (2010). Managing organizational change: Change agent strategies and techniques to 
successfully managing the dynamics of stability and change in organizations. Westover: Jonathan 
H.

55. Due TD, Thorsen T, Waldorff FB, & Kousgaard MB (2017). Role enactment of facilitation 
in primary care—A qualitative study. BMC Health Services Research, 17(1), 593. 10.1186/
s12913-017-2537-0. [PubMed: 28835276] 

56. Kotecha J, Han H, Green M, Russell G, Martin MI, & Birtwhistle R. (2015). The role of the 
practice facilitators in Ontario primary healthcare quality improvement. BMC Family Practice, 
16(1), 93. 10.1186/s12875-015-0298-6. [PubMed: 26224104] 

57. Harvey G, & Lynch E. (2017). Enabling continuous quality improvement in practice: The role 
and contribution of facilitation. Frontiers in Public Health, 5, 27. 10.3389/fpubh.2017.00027. 
[PubMed: 28275594] 

58. Carter MW, Gavin L, Zapata LB, Bornstein M, Mautone-Smith N, & Moskosky SB (2016). Four 
aspects of the scope and quality of family planning services in US publicly funded health centers: 
Results from a survey of health center administrators. Contraception, 94(4), 340–347. 10.1016/
j.contraception.2016.04.009. [PubMed: 27125894] 

59. Morgan IA, Zapata LB, Curtis KM, & Whiteman MK (2019). Health care provider attitudes about 
the safety of ‘quick start’ initiation of long-acting reversible contraception for adolescents. Journal 
of Pediatric and Adolescent Gynecology. 10.1016/j.jpag.2019.01.007.

60. Janiak E, Clark J, Bartz D, Langer A, & Gottlieb B. (2018). Barriers and pathways to 
providing long-acting reversible contraceptives in Massachusetts Community Health Centers: A 
qualitative exploration. Perspectives on Sexual and Reproductive Health, 50(3), 111–118. 10.1363/
psrh.12071. [PubMed: 29940086] 

61. Practice Bulletin No. (2017). 186: Long-acting reversible contraception: Implants and intrauterine 
devices. Obstetrics and Gynecology, 130(5), e251–e269. 10.1097/aog.0000000000002400. 
[PubMed: 29064972] 

62. HRSA. (2018). What is a Health Center? Retrieved September 17, 2019, from https://
bphc.hrsa.gov/about/what-is-a-health-center/index.html.

63. HRSA. (2018). 2018 National Health Center Data. Retrieved September 17, 2019, from https://
bphc.hrsa.gov/uds/datacenter.aspx.

Brittain et al. Page 13

J Community Health. Author manuscript; available in PMC 2024 April 11.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

https://nirn.fpg.unc.edu/ai-hub
https://bphc.hrsa.gov/about/what-is-a-health-center/index.html
https://bphc.hrsa.gov/about/what-is-a-health-center/index.html
https://bphc.hrsa.gov/uds/datacenter.aspx
https://bphc.hrsa.gov/uds/datacenter.aspx


Fig. 1. 
TAQ Adolescent Sexual and Reproductive Health Framework
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Table 2

Number of practice settings with limited traininga in each topic, by staff type (N = 16)

Topic Number of practice settings with limited training

All staff

 Time alone 10

 Adolescent development 10

 Confidentiality/Minors’ rights 8

Clinical staff

 Client-centered birth control counseling 8

 LARC insertion/removal 10

 Managing LARC side effects 11

a
Defined as less than half of staff being training in the topic in the past year
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