Sexual Behavior

Definition: Sexual behaviors are any actions that allow the expressions of one’s sexual feelings. These behaviors include holding hands and kissing as well as masturbation and penetrative intercourse. Healthy sexual behaviors are consensual, non-exploitive, and honest and include actions that protect against unintended pregnancies and sexually transmitted diseases. Measures of healthy sexual behavior include condom use among people with multiple sexual partners and rates of sexually transmitted disease and unintended pregnancy.

i

Summary

Sexual behavior is part of normal human experience. Unhealthy sexual behaviors can have a number of physical and mental health effects including unintended pregnancy, HIV, and other sexually transmitted diseases. These, in turn, can lead to a variety of long-term problems, including infertility, ectopic pregnancy, depression, substance abuse, cancer, death, and increased health care costs.

Activities to promote healthy sexual behavior (including abstinence, delaying sexual intercourse, and consistent and correct use of latex condoms) will have a positive impact on many individuals and communities. Because unhealthy sexual behaviors are associated with long-term problems, investments to promote healthy sexual behaviors today can significantly reduce future health-related problems and costs.

Background

Human sexuality is influenced by many factors including age, gender, religion, family, friends, culture, ethnicity, economics, sexual orientation, and past experiences, both positive relational experiences and experiences of abuse, discrimination, and oppression. As a result, sexual behaviors are expressed in a variety of ways.

Healthy sexual behaviors tend to have several common characteristics.
 They are based on shared personal values and respect for one’s sexual partners and for people with different values. They are consensual, non-exploitive, and honest.

Healthy sexual behaviors include effective use of contraceptives and prophylaxis, when appropriate, as well as reducing the number of sexual partners and choosing ones’ sexual partners carefully. Sexually healthy people practice other preventive health actions such as breast or testicular self-exams, getting screened for cervical cancer, and, if appropriate, being tested for human immunodeficiency virus (HIV).

The challenge of achieving sexual health begins early in life and continues throughout the lifespan, and the actions taken to protect sexual health can vary from one stage of development to the next.
 Protecting sexual health is, on the one hand, a personal matter, and individuals take responsibility for their sexual health through activities such as abstinence, delay of sexual intercourse, and consistent and correct use of contraception and barrier methods. Latex condoms, when used consistently and correctly, are highly effective in preventing transmission of HIV. In addition, correct and consistent use of latex condoms can reduce the risk of other sexually transmitted diseases. Public health practitioners also recognize the role that community responsibility plays in protecting sexual health. Community responsibility includes providing people with access to sexuality education and sexual and reproductive health care and counseling and giving individuals the latitude to make appropriate sexual and reproductive health choices.2 

Year 2010 Goals
Responsible sexual behavior is listed as one of 10 leading health indicators in Healthy People 2010.
 There are several more specific US goals related to sexual behavior. Four major themes emerge from these goals:

· Increase the proportion of adolescents who are abstinent or who delay initiation of sexual intercourse.

· Increase the proportion of people younger than 18 years old who receive education on human sexuality and sexually transmitted diseases.

· Increase the proportion of sexually active people who effectively use contraceptives and/or barrier methods to prevent unintended pregnancy and to protect against sexually transmitted diseases.

· Increase the proportion of health care providers who provide appropriate counseling on the prevention of HIV and sexually transmitted diseases.

These goals are similar to the ones found in Healthy People 2000; however, data to measure these indicators in Washington are not currently available.

Nationally, the 1995 National Survey of Family Growth found that 23% of sexually active single women ages 18 – 44 reported using a condom; the 2010 goal is 50%. The 1999 Washington State Behavioral Risk Factor Surveillance System (BRFSS) found 35% (( 7%) of single, sexually active women ages 18 – 44 used a condom during their most recent intercourse. 

Trends
Significant effort has gone into monitoring trends in the health effects of unhealthy sexual behavior (e.g., sexually transmitted diseases, unintended pregnancies, ectopic pregnancies). Limited information, however, is available on sexual behavior. A sexual behavior module was added, on an optional basis, to the BRFSS in 1997. Data collection was limited to 1997 and 1999 in Washington. Table 1 compares results from Washington and 24 other states.

Table 1. Sexual Activity and Condom Use with Multiple Partners, 18-49 years of age, BRFSS, 1997 and 1999

	
	US Median 1997*
	WA 1997
	WA 1999

	Sample size
	33,913
	2,224 
	2,191

	% sexually active (had sex in past 12 months)
	85%
	88%     (( 1%)
	89%     ((2%)

	% of sexually active with >1 partner in past 12 months
	11%
	10%     (( 3.0%)
	14%     (( 3%)

	% of  those with >1 partner in past 12 months using condom at last intercourse
	65%
	55%     (( 10%)
	52%     (( 10%)


*Includes 24 states
 

Over half of those sexually active adults who had multiple partners in a 12-month period used condoms the last time they engaged in sexual intercourse, indicating an ongoing need to promote healthy sexual behaviors in this population.

Marital Status, Gender and Age

Based on the 1999 BRFSS data, in which respondents of all ages were asked about sexual behavior, 79% (( 2%) of respondents indicated that they had had sexual intercourse with at least one partner in the last 12 months; 9% (( 2%) indicated that they had had two or more partners. People who were single or living with someone but not married were more likely to report two or more partners than those who were married. People who had had two or more partners in the past 12 months were significantly more likely to have used a condom at the time of last intercourse than those who had had only one partner (51% ( 6% and 29% ( 4%, respectively).

Among those who were single and sexually active, 36% (( 3%) reported using a condom the last time they had sexual intercourse; single men were more likely than single women to report that they or their partner had used a condom (41% ( 7% compared to 30% ( 5%). The proportion of younger (age 18 – 29), sexually active single people who reported having used a condom at last intercourse was 47% (( 5%); for those ages 30-49 years it was 28% (( 5%), and for those over 50 years of age it was 11% (( 7%). 

Urban and Rural
Because of the small numbers of respondents from suburban, large town, and small town areas, it is not possible to describe differences at this level of detail. However, when these geographic areas are collapsed and compared to urban areas, in 1999, a significantly higher proportion of sexually active people in urban areas reported using a condom at last intercourse (20% ( 3% in urban areas and 12% ( 3% in other areas combined). This difference persisted when marital status was taken into consideration: sexually active singles in urban areas were significantly more likely than those in the other areas combined to report using a condom at last intercourse (41% ( 6% compared to 27% ( 8%).

Race and Ethnicity

Because of the small number of respondents in many racial and ethnic groups on the Washington BRFSS, data to describe differences in condom use among people in different racial and ethnic groups are not available. National BRFSS data also do not include information for different racial and ethnic groups.4 

Income and Education

When other factors such as sex, age, and marital status are taken into account, there do not appear to be any differences in condom use related to income and education.

Health Effects

While healthy sexual behaviors can contribute significantly to a productive and happy life, unhealthy sexual behaviors can have broad-reaching negative effects, many of which are long-term.

Sexually transmitted diseases. Sexually transmitted diseases affect 15 million men and women in the United States each year.
 Sexually transmitted diseases are caused by a wide variety of agents including bacteria (syphilis, gonorrhea, chalmydia), viruses (HIV, hepatitis B, herpes simplex, and human papilloma virus), protozoa (trichomonas), and arthropods (scabies).

Sexually transmitted diseases can cause acute illness, long-term effects, and even death. Among women with untreated chlamydia and/or gonorrhea, 10% – 20% will develop one of the most serious complications, pelvic inflammatory disease (PID).5 PID can lead to infertility, potentially fatal ectopic pregnancy, and chronic pelvic pain syndromes.

Sexually transmitted diseases can be spread from pregnant women to their fetuses, possibly resulting in fetal loss (including stillbirth and spontaneous abortion), low birth weight or prematurity, and congenital infection. Hepatitis B can result in chronic active hepatitis, cirrhosis, and liver cancer. Human papilloma virus has been strongly associated with various genital carcinomas, particularly cervical cancer in women.
 While significant advances have been made to prolong the lives of those with HIV, infection with this virus still leads to severe immunosuppression, life-threatening infections and cancers, and ultimately death.

Unintended pregnancy. Based on the 1995 National Survey of Family Growth, 49% of all pregnancies and 31% of all births nationally were unintended at the time of conception. Based on 1999 data from the Pregnancy Risk Assessment Monitoring System (PRAMS), 53% (( 4%) of all pregnancies and 38% (( 4%) of all births in Washington were unintended. About half of all unintended pregnancies end in abortion. 

When pregnancies are initiated without planning and intent and carried to term, there is less opportunity to prepare for optimal outcome. Unintended pregnancies carried to term are associated with adverse maternal behaviors such as delayed entry into prenatal care, poor maternal nutrition, cigarette smoking, and use of alcohol and other drugs. Women with unintended pregnancies carried to term are more likely to have low birth weight infants and less likely to breastfeed. Their infants are more likely to be abused and die in their first year. Unintended pregnancy is also associated with other negative social outcomes such as reduced education and career attainment of the parents, primarily mothers, and increased welfare dependency, divorce, and domestic violence.7 

Psychosocial impact. Having sex at a time or in a way that is not desired can lead to lower self-esteem and feelings of personal isolation and vulnerability. These feelings can lead to withdrawal and depression, an inability to develop appropriate sexual and non-sexual relationships with others, and poor performance in school or work.
,
 In extreme situations, the consequences of these feelings may be violent, leading to sexual abuse
 and rape.
 

High Risk Groups

Some groups appear to have a higher frequency of people practicing unhealthy sexual behaviors as suggested by increased rates of sexually transmitted diseases and unintended pregnancies.

Gay, lesbian, bisexual and transgender individuals. Researchers estimate that men who have sex with men (MSM), including both gay and bisexual men, still account for 42% of new HIV infections annually in the US. Several recent studies have pointed to high and increasing levels of sexually transmitted diseases among MSM. In recent years, cases of primary and secondary syphilis have risen precipitously in MSM in Seattle and urban King County.
 There have also been increases in unprotected anal intercourse. These behaviors will facilitate increased spread of HIV.
 

There is only a small body of information available about the lesbian and transgender populations, but more studies are being done. There is increasing evidence that the rate of HIV infection is high in the transgender population.
 Lesbians are more likely to engage in behaviors such as heavy alcohol use, which can increase the risk of unsafe sexual activity, and are less likely to have had a Pap test to screen for cervical cancer.
,
 

People of color. Rates of most sexually transmitted diseases are higher among blacks, Native Americans, and people of Hispanic origin than among whites.5 People of color in Washington are disproportionately impacted by HIV (see chapter on HIV/AIDS). In addition, unintended pregnancy is more common among black women than white women.
 Race and ethnicity are probably markers for other more fundamental determinants of health status such as poverty, lack of access to quality health care, and health-care-seeking behaviors. However, because information is often not collected about these characteristics on disease reports, it is difficult to determine if disparities would persist were these factors taken into account.

People with histories of family abuse or violence. On the 1997 Washington BRFSS, women who reported early and chronic sexual abuse were seven times more likely to report HIV-risk behaviors or to have tested positive for HIV than women who did not report any sexual abuse. Men who reported sexual abuse were eight times more likely, and men who reported physical abuse were three times more likely to report HIV-risk behaviors compared to non-abused men.
 Similar findings have been reported for other populations. Studies of adult homosexual and bisexual men,
 college women,
 and men and women in an HIV testing and counseling program
 each found that those individuals who reported having been sexually abused as children were more likely to also report high-risk sexual behaviors than those who did not report sexual abuse. 

Women reporting violence from dating or intimate partners are also more likely to report risky sexual behaviors. For example, in a study of adolescent girls, both physical and sexual dating violence were associated with first intercourse before the age of fifteen years and having three or more sex partners in the past three months.

Substance abusers. People with impaired decision-making abilities, whether due to legal drugs such as alcohol or illegal drugs such as methamphetamines and cocaine, are at increased risk for engaging in unsafe sexual behaviors such as exchanging sex for drugs, having anonymous sex partners, not using condoms, and not seeking appropriate medical treatment. Sexual partners of substance abusers are also at increased risk of acquiring infections contracted by their substance-abusing partners. 
Women of reproductive age. Women, in general, are at higher risk than men for infection with sexually transmitted diseases because most of the diseases, including HIV, are more efficiently transmitted from male to female than female to male. This higher risk results from the anatomy of the vagina, which facilitates prolonged exposure of a woman to the infected secretions of her partner following intercourse. In addition to this increased risk of infection, the long-term effects of these diseases among women – such as PID, infertility, and ectopic pregnancies – and the severe consequences of transmission perinatally make women a group of particular concern.

Youth. Nationally, the percentage of all high school students (9th – 12th grade) who report ever having had sexual intercourse has declined over the past decade. Among teens who are sexually active, rates of contraceptive use, including condom use, have increased.
 Even so, some of the highest rates of sexually transmitted diseases are seen among those 15 – 19 years of age, and a higher proportion of adolescent pregnancies end in abortion than do pregnancies for women over 20 years of age.
 Teens and young adults are more likely to have multiple sex partners and to engage in unprotected sex. Moreover, young women are more biologically susceptible to chlamydia, gonorrhea, and HIV because changes to the cervix during puberty make it especially sensitive to infection.5,
 Teens and young adults can also be reluctant to obtain health services and might experience barriers in getting services.
 

Intervention Strategies
Because the effects of unhealthy sexual behavior are so broad, promotion of healthy sexual behaviors can have a major impact on the health and well-being of a community.

Education and Skills Building. For decades, there has been widespread public support for sexuality education.
 This has continued, particularly since the emergence of the HIV epidemic. In a telephone survey of Washington residents about HIV/AIDS knowledge, attitudes, and beliefs conducted in 2000, 93% (( 2%) of adults supported sex education in junior or senior high school, 98% ((1%) supported education about sexually transmitted diseases, and 98% (( 1%) supported education about AIDS.
 

Sex education in the schools, however, has been controversial in some communities. In particular, there is concern that sexual activity will be increased by direct discussion of sexual behavior and contraceptive use. The available data suggest the contrary. Many adolescents become sexually active before having had any formal sex education. Moreover, although there is insufficient evidence to determine whether abstinence-only programs are effective, several studies have shown that sexual intercourse in young adolescents can be postponed and that use of contraceptives can be increased once sexual activity has begun by participation in selected comprehensive sex education programs. A national review outlined some elements of effective programs: tailoring them to the age and experience of the audience; focusing on risky sexual behavior; having a sound foundation in behavior change theory; providing basic facts about avoiding the risks of unprotected sex; acknowledging social pressures to have sex; and practicing communication, negotiation, and refusal skills.

Communication. An important long-term strategy to change unhealthy sexual behaviors will be to modify the norms of communication about sex and sexuality in the United States.3 Parents and teachers need to be able to talk frankly with young people about responsible sexual behaviors and how to avoid risks; sex partners need to talk honestly about safe behaviors; and health care providers need to talk comfortably and knowledgeably with patients about sexuality and sexual risk. A survey of primary-care physicians conducted in 1992 indicated that one fourth of all physicians believed their patients would be offended by questions about their sexual behavior.
 Although almost all North American medical schools offer curriculum material in sexuality, nearly one-third do not address important topics such as taking a sexual history.
 Adolescents and adults often perceive that providers are uncomfortable discussing sexuality and lack adequate communications skills on this topic.
 

The entertainment industry plays an important role in establishing norms related to responsible sexual behavior. While the public is barraged with a multitude of sexual images, very little information is communicated about responsibility, respect, caring and consent, and protection against both unintended pregnancy and sexually transmitted diseases. Popular television programs depict as many as 25 instances of sexual behaviors for every one instance of protected behavior or discussion about STDs or pregnancy prevention.
 

Access to health care. Access to sexual and reproductive health services has been shown to be cost-effective in reducing undesirable outcomes. To be most effective, preventive and clinical ser
vices need to be sensitive, confidential, affordable, and accompanied by age-, sexual orientation- and culture-appropriate counseling on HIV, sexually transmitted diseases, and sexual behavior.
,

Targeted interventions for specific high-risk populations. While providing comprehensive sex education for youth and improving communication about sex and access to health care in general are important strategies to help individuals achieve and maintain good sexual health, it is also important to provide targeted interventions for people who have sexually transmitted diseases, including HIV, or are at high risk of becoming infected. The Centers for Disease Control and Prevention has summarized the common elements of successful interventions.
 These included having a clearly defined audience, goals, and objectives; having a basis in sound behavioral and social science theory; having a focus on reducing specific risk behaviors; having opportunities to practice relevant skills; and including a broader context relevant to the risk population.
Monitoring sexual behavior. Accurate and timely public health information on sexual behaviors and their health impacts allows monitoring of trends over time and identification of high-risk populations. This information can be used to identify effective strategies for promoting healthy sexual behaviors and to better focus the use of limited program resources.

Public health researchers face challenges in collecting information about sexual behaviors from those who might be at highest risk. Sexual orientation is mentioned in 29 of the Healthy People 2010 objectives, signaling that sexual orientation might be related to some health disparities.3 Consequently, more effort is being made at the national level to collect data on sexual orientation, and local areas are being encouraged to do the same. It is also important to collect information about sexual orientation and sexual behaviors from not only adults but also adolescents. Such data collection is particularly difficult because of limitations on the types of information that can be asked without parental consent and the reluctance of schools and communities to participate in surveys with questions about sexual orientation and behavior.

See related chapters on Sexually Transmitted Diseases, HIV/AIDS and Unintended Pregnancy.

Data Sources (For additional detail, see Appendix B)
Behavioral Risk Factor Surveillance System (BRFSS), 1997, 1999

The Pregnancy Risk Assessment Monitoring System (PRAMS), 1999

For More Information

Washington State Department of Health:

Infectious Disease and Reproductive Health Assessment Unit (360) 236-3455

Office of HIV/AIDS Prevention and Education Services 
(360) 236-3434

Sexually Transmitted Disease/Tuberculosis Services 
(360) 236-3460

Family Planning and Reproductive Health 
(360) 236-3471
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