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Adolescent Abstinence Promotion Programs:

An Evaluation of Evaluations

Over the past several decades, levels of sexval actvity among adolescents have increased
considerably. Among the age coharr borm between 1963 and 1974, 61 percent of the men and 58
percent of the women had sexuval intercourse by age 18, well below the 43 percent of men and 32
percent of women bom between 1933 and 1942 7§, Department of Health and Human Services,
1995). Both the pregnancy and birth rates to eens in the United States are higher than the rates for
ieens in most industrizlized nations {Alan Guatmacher Institute, 1994). A recent study estimates
that adolescent childbearing costs ULS. taxpayers approximately $6.9 billion each year in direct
program costs and somewhere between $9 billion and 521 billion per year in other social costs
(Maynard, ‘1996)1 ’

Federal Policy | ? .

Despite the human and economic costs widely believed to be associated with adolescent
pregnancy and childbirth, federal policy makers expressed litthe interest in the problem unti the

mid- 1970s, 4 time when adolescent pregnancy and childbirth rawes were actually declining
{Vinovskis, 1988). The timing of Congressional intarest seemed 1o be the result of several factors.
First, 2 highly publicized report by the Alan Gutmacher Institute (1976) detailed the extent of tha
problem of adolescent pregnancy and parenting. This report was frequently referenced by policy
makers in their deliberations on the guestion of how 0 respond to the issue of adolesceat
pregnancy. Second, federal costs associated with adolescent pregnancy and childbearing grew
through the 1970s, around the same time that public support for welfare policies and their ‘
recipients began (o wane (Garfinkel & McLanahan, 1986). Third, with the widespread legatization
of aborsion in 1973, abortion rates for adolescents increased markedly, attracting the interest and
concemn of anti-abortion legislators. Finafly, adolescent mothers inmasingiy chose (0 keep their .
children rather than giving them up for adoption and, additionally, were less likely 1o marry either
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‘ prior 1o or after the child's birth (Luker, 1996). This last demographic trend--the increasing rate of
nonmarital childbearing among adolescents--has bad the effect of making adolescent mothers more
visible (o the public. The combined set of factors spurted legislative action

The Adolescent Health Servicgs and Pregnancy Prevention and Care Act of 1978 (Title V1
of the Health Services and Canizrs Amendments Act) represented the first federal legislation
explicily and exclusively directed 0 the issue of adolescent pregnancy and childbearing. The
original legisiaton focused heavily on pregnancy prevention and sexuality education. but advocates
for services for pregnant and parenting adolescents succeeded in having the bill amended to focus
much more heavily on services for these adolescents than on prevention. The Title V1 program
was severely restnicied by limuted funding, and the program was finally dismantled by Congress in

1981,

. Concerned that federal farnily planning services condoned adolescent sexual activity by
making contraceptives available to teens, Senate conservatives led an effort resulting in the passage
of the Adolescent Family Life Act (AFLA, Title XX of the Public Health Service Act). AFLA was
designed 1o continue support for programs for pregnant and parenting adolescents but to
fundamentally change the nature of prevention programs it supponed. The sponsors of this
legisiation argued that prevention efforts including information about contracepuive use senta
message (0 teens that sexual reiations were accepiable or inevitable, thereby promoting sex outside
of a monogamous marriage. As finally approved by Congress and signed by President Reagan,
the Adolescent Family Life Act restricted prevention activities to those that promoted sexual
abstinence as the sole means ¢of preventing pregnancy and exposure 10 sexually transmited
diseases, prompting critics (o dub it the "Chastity Act”™ [ the 1S years since the enactment of
AFLA, millions of dollars have been spent by the federal govemment (o support what have besn
called “absunenmonijr" sex education. While the federal government funding for these projects
diminished substanually after 1992, many of the pmm funded during the 1980s have been and

continue 10 be implemented in communites around te country, despite the fact thax very litde



information exists in the professional literature concerning the effectiveness of these programs.

Characteristics of AFLA-Supported Abstinence-Only Programs

Typically, the curricula plans we reviewed were designed for junior or seator high school
studenis and presented over 4 10 9 sessions typically !&s:ing an hour. Through workbook
exercises and classroom discussions, occasionally led by peers and oceasionally involving parents,
students were taught that abstinence is the only healthy and effective means of preventing
pregnancy and sexually ransmined diseases. Generally, the proﬁrams sought to inculcate values
and beliefs supportive of sexual abstinence prior 1o marria,ge through exercises designed to: shape
values and antitudes, increase family communication about sexual values, increase knowledge
about sexual development, and increase self-esieem.

While abstinénce«eai? programs are being promowed widely in communities throughout the
country as an effective 1ol in Mg adolescemt sexual activity, pregrancy, and sexually
mansmittied disease, litle information is available with which to evaluale such ¢lairas. Despite the
fact that all AFLA prevention grant recipients were required 10 conduct and submit evaluations of
their projects, few of these evaluations have found their way inw print. We attemapt 1 address this
problem by reviewing a sample of both AFLA-funded and non-AFL.A-funded evaluations of
absunernce only programs. |
Study Design

We began our project with the intentiot of conductng 2 Higorons, quangiative meia-
evaluation of abstinence-only programs, particularly those funded under AFLA, but quickly found
that the Hmitations of most of the evaluations precluded that strategy. Instsad, we chose t9 condugct
a roore u'adi:iﬁnzi review the chanacteristics of the evaluations and, on the basis of the best
evaluation studies, describe what conclusions we felt could fairly be drawn.

The programs we included in this review are: “Sex W (Weed, Olses, & Hooper,
1987; Eisenman, 1994); “Teen Aid” (Weed, Olsen, & Tanas, 1989); “FACTS” (Weed & Olsen,
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1990}, "Values and Chaices” (Donahue, 1987); “"Best Friends™ (Rowberry, 1995); “Living Smart”
(Young. Core-Gebhan, & Mm 1952} “Success Express Program” (Christopher & Roosa, 1990:
Roosa & Christopher, 1990); “Choosing the Best” (Vessey, 1994), “Education Mow and Babies
Later” (ENABL; 2 variant on “"Postponing Sexual Involvement) (Kirby, Korpi, Banth, &
Cagampang, 1995); and a study comparing “Sex Respect,” “Teen Aid,” and “Values and Choices”
{Olsen, Weed, Daly, & Jensen, 1992, Weed & Jensen, 1993), This is far from a complete
analysis of ali the abstnence-only programs. They represent a mix of AFLA-funded and non-
AFLA-funded progeams. Many of the onginal AFLA-funded programs were irnhlememed ona
very small scale and appear 1o have had no life beyond their AFLA funding. Those reviewed. on
the other hand, were all larger scale programs which continue to be irnplemented in various
Cormumunites.

‘ We exarained several aspects of these program evaluations:
. Basic hypotheses and assumptions of the researchers
. Study design and methodology
* Data analysis

. Researchers’ interpretations of the resuits and conclusions about the program’'s
effecuveness
Study Resuits

Owr study revealed nurserous common flaws arsong the program evaluations thar we
examined. '
Hypotheses and Assumptions |

Few of the evaluatons mentioned theonies of adolescent development or -:nodcks of
behavior change underiying the interventions. Occasionally, evaluation reports contained a variety
of statements about the correlates of adolescent sexual activity. For exarnple, Weed and colleagues
(1985) stated that adolescent sexual acuvity (noi pregnancy or childbirth) interferes with |
educational achisvement and the quality of future relazimxshi;::s, but they cite no evidence in suppon

,;}m
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cf this statement. A number. of investigators either stated explicidy or implied that anitude change
is 2 good proxy for behavior change (Olson et al, 1993; Weed et al,, 1989; Eisenman, 1994,
Young, Core-Gebhart, & Marx, 1992; Vessey, 1994), while others explicitly acknowledged the
problemy associated with using attitudinal measures, partcularly as the sole outcome variables
{Roosa and Christopher, 1990; Kirby et al., 19935}

Reaign and Medhodolggy

Surprisingly, several evaluators failed o provide even the most basic information about the
partcipants in teir studies, such as their ages, racial and ethnic backgrounds, how they came 10
partcipate in the study, and the sample size. Only three of the evaluations provide substangal
information on saruple characieristics {&QML, Success Express, Values and Choices). Three
evaluations provide almost no information about the ‘garﬁcipams {Living Smart, Sex Respect,
FACTS) and the others provide moderate but incomplets information about the samples. -

Several of the weaker evaluatons provide very confusing descriptions of the sample. For
example, the evaluator of "Choosing the Best” states that “over 6000 adolescenis”™ panticipated
the study, but only 3840 are included in the final sample (those who completed both the pre- and
post-ests}. No comment or analysis is offered regarding the missing 2160 participants (36% of
the participants). We also {ind it unusual, 10 say the least, that the original sample is described as
being “over 6000." Several of the evaluations failed to note other imponant descriptive
information, such as the grades of the participants and the type (public vs. private) and location
{urban, suburban, rural) of the participating schools. Maost of the svaluations failed to note
whether participation in the intervention was voluntary or meandatory or whethee students and
familiss were allowed 1o opt out of the prograrus.

Most researchers yiilized limited and inadequate dependent measures in their svaluations.
Only four of dee evaluations contain behavioral measures or even self reports of behavior
(ENABL, the two Success Express evaluations, and Living Smart). The others relied completely
on measures of attitudes, values, and knowledge. This is particularly problematic when evaluating

b




programs with the main objective of preventing the onset of sexual activity. The next overhead
{overhead 1) gives an example of the types of attitude/value scales typically used. Adequate
discussions of the psychomeuwic propertes of the dependent measures were pfﬁ?id&d in only thres
of the evaluations (ENABL. Success Express). |
The problems created by the use of inadeézzazc dependent measyres is compounded in most
of the evaluations by the use of very weak research designs. Only one study used a true
experimental design (ENABL), illustratad by the next overhead (overhead 2). This (5 not arribly
surprising; convincing schools, funders, parents and others of the need for random assignment and
no-treatment controt groups is difficult in the real world, What proved surprising was that few of
' thé evaluations even utdized guasi-expenmental designs. Only the two Success Express and the
Living Sman and Vaim.? and Choices evaluations included no-treatment controls groups, and the
study coroparing the three prograras {Sex Raspect, Teen Ald, Values and Choices) used another
quasi experimental design. The oth;x fiva evaluations emploved single-group, pretest-pastiest
designs. These later designs, with their many Hmitations, preclude conclusions regarding the
effects of the programs. Lacking control of comparison groups, it is impossible to aunbue
changes in measures of antitudes solely to the abstinence programs. Moreover, with only three
exceptions, the evaluators collacted data on the dependent variables at the conclusion of the
program only. in other words, only three of the evaluations included followup data.
Data Apalysis |
With only four exceptions (ENABL., Values and Choices, the two Success Express
evaluations), the evaluators failed to adequately report the results of Mavﬁm;ﬁmi They
comroonly failed to provide such critical information as type of statistical test, sample sizes, means,
szandﬁ deviations, and significance levels, In at least one case (Choosing the Best) it was not st
all clear that the data were analyzed. Omission of critical statistical information made it impossible
for us to derermine whether several evaluators employed app;:nptim statistical tests, Sometimes
' statistical information is provided which makes it clear that the evaluator has 4 limited grasp of the



appropriate inferences to be drawn from the data (overhead 3). Comparing this overhead to the
questionnaire in overhead |, we see that the “statistically significant” findings represent minuscule
changes from pretest (o posttest on the attitude items. The statistical test used in this instance also
failed to control for correlations among the items. From the information provided, we concluded
that most of the evaluations employed simplistic and t‘réquenﬂy inappropriate analyses (i.e..
multiple t-tests). Multiple univariate analyses were commonly used when multivariate analyses
were more appropriate.

I : { Conclusi

Despite the many flaws contained in most of the evaluation reports, we \;rere surprised by
the willingness of many of the evaluators to draw conclusions wholly unwarranted by the data. [t
seemed that the cerutude expressed by the evaluators was inversely related to the quality of the
evaluations. The weakest evaluations uniformly concluded that the abstinence programs in
question had resulted in signiﬁc'ant chanées in the pro-abstinence values and attitudes of their
participants. Several of these evaluations went further, concluding that other variables such as
sexual activity and teen pregnancy were very likely to change as a result of the changes in amitudes
and values. Given the extensive research on the relationship between sexual attitudes, intentions,
and sexual behavior, we remain skeptical. We are particularly skeptical because only one
evaluation clearly stated that they had utilized appropriate methods o secure accurate self-report
information from the study participants. '

The best evaluations, on the other hand, were considerably more cautious in drawing
conclusions, given the limitations of the studies. These studies—ENABL, Values and Choices,
and the two Success Express evaluations--also found less cause for enthusiasm regarding the
efficacy of these programs. The Values and Choices evaluators found no changes in sexual
activity and small knowledge and pro-abstinence antitude changes which disappeared within three
months. The first Success Express evaluation found only one significant effect for the program (as

compared to the no-treatment control group): participants were more likely to increase their sexual

. |
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acuviry than nonparticipanis. Ne other differences were found. The second Success Express
evaluation found no changes for program participants for premarital saxual attitudes or beha;ﬁors,
self esteem, or family communication, This study found a nonsignificant trend for participants to
mcrease their sexual activity relative (o nonparucipants.

The strongest evaluation was clearly the ENABL study, which utilized a trug experimental
design and a large sample. The results of this evaluaton are no more encouraging. At three
ronths post-inierventon, the evaluators found several small but statistically significant posinve
effects on mediating variables for the program. including their perceived self-efficacy in saying no
10 sex, their intention to resist efforts 10 get them o have sex, and their belief that teen sex is not
inevitable. Unfortunately, these mediating variables did not translate into behavior change. No
éiffcrcﬁces were found at three months with respect 10 sexual and contraceptive behavior,
pregnancy rates, and 3TD rates. Al the 17 month followup, all positive effects had vanished and
ne éaiayeﬁ effects occurred.

Discussion

Under the Adolescent Family Life Act, the federal government has spent millions of dollars
1o suppont abstinence-only sex educaton. Evaluators of many of the funded programs have
concluded that the curricula are effective in promoting anitudas of sexual abstinence and in
decreasing sexual activity among teens. Our review of a sat of these evaluations suggests thai
these claims are unwarranted. We are aware of no rethodologically sound studies that
demaonsirate the effectivensss of curricula that wach ahsﬁmm as the only sffective means of
preventing teen pregrancy. Instead, the best evaluations of ahstinence-only programs find ao
caase for optimism. None of the best studies found positive changes in behavioral variables such
as rates of sexual activity, pregnancies, of STDs. The few anitudinal changes found in two of the
evaluations disappearcd within a few months of the programs’ ending.

There is no credible evidence supportng the effectiveness of abstinence.conly programs.
The best studies conducted o date suggest that several of the programs reviewed in this analysis, at
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least as implemented thus far, are generally ineffective. Methodologically sound studies of more
comprehensive sexuality education programs, most of which include significant components
strassing the value of abstinence and offering behavioral strategies for avoiding unwanted
intercourse, mdicate that these “abstirence-plus” programs can be successful in delaving the onset
of sexual acuvity and in reducing rates of unproecied intercowrse among teens (Frost & Formest,
1995; Kirby, Short, Collins, etal., 1994), but even here, the results are not overly encouraging.

Despite the absence of findings supporting abstinence-only sex education, such programs
continue 1o proliferate and be adopied by schools. Additionally, federal support for such prograros
15 about (o inCrease dramatically. The Personal Responsibility and Work Oppormunity Act of 1996,
which was signed inte law by President Clinton on August 22, 1998, contains a provision that
will provide $50 million in annual granis 10 siates for abstinence-only pmgrams; beginning in 1998
(overhead 4). Additionally, after years of decreasing funding for the AFLA abstinence-only
program, Congress dramatically increased its funding,

Our review of what many consider to be the best of the abstinence-only programs suggests
to us that if the federal government is to be responsible, both fiscally and ethically, in its effons
reduce raies of teen pregnancy, it must first practice more diligent oversight over its pregrancy
prevention efforts. The quality of the AFLA evaluations funded by the federal government vary
from barely adequate 1o completely inadequate. AL this point it is oot Slear that states receiving
ahstinence education grants under the Personal Responsibility and Work Opportunity Act will be
requirsd to conduct evaluations of any soft as a condition for receipt of further funding. Secondly,
the government woukd be wise 1o support additional research on comprebensive abstinence-plus
programs in light c:f the modestly promising findings from some ¢valuations of these programs.
Given the éurrett political climate, i is not af all clear that either of thes courses will be pursued.
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American Enterprise Institute Conference on
Evaluating Sex Education and Abstinence Programs
October, 1996

Paper prepared by Sarah Brown, Director
The National Campaign to Prevent Teen Pregnancy



Those who work on social change matters - all of us - may well remember the 1990s as
the “what works?” era. Ev;e::'ywhcrc we g0, the question is posed -~ by foundations, by public
officials, by community activists, by the press. The assumption is that surely, by now, after
several decades of serious effort to make life better on many fronts, especially for those who are
poor, we would have a reasonable grasp of how best 1o address our current problems - violence,
drug abuse, teen pregnancy, drunk driving, public safety, delinguency, truancy, on and on and on,
Money seems ever scarcer for community change, so the need is pressing to do only that which

has some ghimmer of hope.

Our focus today is sex education and abstinence programs, and we are asking not only
what works, but how can we organize ourselves 10 learn more in the next few years. To meet
those twin goals, this paper summarizes two recent reviews of program effectiveness - one by the
Institute of Medicine and one by Wilcox and colleagues. It also notes some major problems faced
by scientists who would ke todo more program evaluation in this field. The paper concludes
with a guestion and a brief comment that | hope the conference will ponder as the agenda

proceeds,

Before launching into these topics, 1 want to set the context for my own panticular interest
in the “what works™ question as applied 10 sex education and abstinence programs. It is my good

fortune at present to be serving as the director of the new National Campaign to Prevent Teen




Pregnancy, and in that capacity, I have spent many hours in recent months talking with experts on
ieen pregnancy and teying to make certain that the Campaign is set up to be useful, well-grounded
in the best information available, and appealing to a wide variety of constituencies throughout the

land.

One thing is crystal clear from these early months of work: everyone agrees that it would
be wonderful if we could reduce teenage pregnancy. There are strongly divergent feelings,
however, on how o do so. Some emphasize the need 1o reduce sexual activity among teens,
while others feel that is a quixotic quest and that the real need is for more coniraception. Some
focus mainly on changing the behavior and values of adults, claiming that teens oply reflect what
goes on around them {thus 3 major teen pregnancy prevention campaign in California bas as its
matto, “teen pregnancy is an adult problem”}. Others believe that more community coalitions are
needed to improve matters, or that the media must be reformed. Some are interested in vigorous
enforcement of the statutory rape laws 10 discourage men from having sex with minors, while

others emphasize adult mentoring.

In the midst of this morass of strongly held views, it is critically important to stick to the
facts. Accordingly, one of the Campaign’s first steps was to establish a task force on Effective
Programs and Research. Dr. Kristin Moore, who participated in Panel 1, chairs that groups which
mcludes Dr. Kirhy among its members. This task force’s mandate is to make ¢ertain that the
(Zam;migzz‘is as soundly based in science as possible ~ to ask if our acuvities match research
findings, 10 stimulate new research where needed, and 10 point out where the facts don’t match

the rheloric - ours or others.



The very first task the group set for itself was to review what is known about effective
programming to reduce teen pregnancy, as Doug has already described. For severl reasons, we
have a deep and sincere interest In programs (including sex education curmicula) that stress
abstinence. Firsy, abstinence, when 1t works, works perfectly - and for that reason alone it must
always be included in the list of possibie approaches. Second, there are many groups who are
heavily invested in this remedy, and because we are eager (o include a wide vaniety of perspectives
in our work {the “big tent” approach), we have given a Iot of time to understanding various
approaches to abstinence education. Third, we have noted the steadily decreasing age of first
intercourse in recent years and understand that one obvious strategy 1o reduce wen pregnancy
would be to ammest the decline and perhaps even reverse it. And fourth, our strong sense is that
rost adulis would prefer that tcens be abstinent in their early and middie years of adolescence.
Although the consensus begins to break down by the time 17 year-olds are being considered -
and certainly 19 year-olds -- there seems little disagreement about the importance of abstinence at
younger ages. For all these reasons, the National Campai gnto Prevent Teen Pregnancy is very

interested in abstinence and we were most pleased 1o be included in this conference.

Remember, incidently, that abstinence programs come in many forms. Some programs
stress abstinence alone and decline to discuss contraception; this is the so-called abstinence-only
approach. Some of these, in turn, insist on abstinence until marriage; others are less precise but
prefer abstinence through high school or until “adulthood,” varicusly defined. Another set of
programs - the abstinence plus ones -- also stress abstinence but include instruction on

contraception; they tacitly recognize that many young people do not remain abstinent and



therefore atiempt to protect them from the risks of both uninended pregnancy and STDs by

providing a lot of information and skills to use the information.,

S0, what do we know abaut the effectivness of abstinence education? Both Dr. Kirby and
Pr. Moore have referred 10 their own comprehensive reviews of “what works.” 1 want 10 add
two others. The first is a review of about 25 programs designed in some way to reduce
uniniended pregnancy, completed by a comunittee of the Institute of Medicine (I0M) and
published in 1995, The second is a review by Wilcox and colleagues, presented Jast March at the
Sociery for Research on Adolescence. Both reviews share in common a value-neutral approach 1o
the question of efficacy. That is, they looked for findings based on high quality research, not on

ideology.

The IOM review considered those programs whose various outcome measures or stated
goals were 1 or more of the f{)iiawiaé: {1) raising the age of first intercourse, (2} improving
contraceptive use (or, similarly, decreasing unprotected sexual activity, and (3) reducing
pregnancy among adolescents, including rapid repeat pregnancy. To be considered “evaluated,” a
program must have met the following criteria: (1) the evaluation was completed since 1980; (2)
the evaluation was performed using an experimental or quasi-experimental design; (3) the
evaluation measured behavioral outcomes {e.g., sexual activity or contraceptive use), not just
attitudes; and (4) the evaluation results were published in peer-reviewed journals. With these
criteria in ﬁ"}i:}d, a national seafch was conducted to learn about local programs to reduce
unintended pregnancy and, in particular, to identify programs whose results had been evaluated.

This search resulted in the identification of more than 200 programs that in some way



address ynintended pregnancy. However, only 23 met the evaluation criteria; most were some
form of a sex education curricula - an abstinence-only or an abstinence-plus approach.. These
programs are a small ardd unique subset of the many programs now under way that deal with
issues of sexual activity and contraceptive use, Nevertheless, because their effectiveness has been
assessed carefully, they constitute the available body of knowledge regarding how to intervene
effectively at the local level to reduce unintended pregnancy. Since the JOM report was
published, a couple more programs have released good evaluation data, but these do not

materially change the conclusions of the IOM report.

Herr are some of the main findings that emerged from this review of the 23;

1. Knowledge about how 10 reduce unintended pregnancy at the local level is very
limited. Only 13 of the evaluated programs were even somewhat effective in changing sexual
andfor contraceptive behaviors that increase the risk of unintended pregonaney. Thus, knowledge
about how 1o reduce unintended pregnancy through local programs is still quite limited. It is also
apparert that even among those programs that did report varying degrees of success, the magni-
tude of impact was sometimes small. Success m raising the age of first intercourse, for example, is
typically measured in increments of menths, not years, as was the case with the Self Center in

Baltimore,

2. There is insufficient evidence o determine whether abstinence-only programs have

been effective tn increasing the age of first sexual intercourse. To date, available evaluations are




too weak to provide evidence for or against the ability of abstinence-only programs to help

adolescents delay the onset of sexual activity.

One example of the abstinence-only approach 18 Success Express, an abstinence-only,
school-based program for sixth through eighth graders. This program used a curriculum focusing
on family values and self-esteem, pubental development and reproduction, communication
strategies and interpersonal skilis about “how 10 say no,” examination of future goals, the effects
of peer and media pressures, and complications of premarital sexual activity, adolescent preg-
nancy, and STDs. Although the evaluation was carefully developed by using a quast-experimental
design, post-test data were gathered immediately following the 6-week intervention; no follow-up
data were collected at a later point. I{ is not surprising that such short-term results showed no
significant difference in timing of first sexual intercourse between the intervention and control
groups (Christopher and Roosa, 1990; Roosa and Christopher, 1990). The only significant finding
was that boys in the intervention group were more likely to participate in precoital sexual

behaviors than were boys in the comparison group.

Another abstinence-only, school-based program, Project Taking Charge, combined sex
education and vocational traini?g for iow-income seventh-grade students, The program was
designed to promaote abstinence from sexual activity through promotion of communication
between adolescents and their parents and planning for the future in the world of work. Basic
sexual anézomy and sexual development were taught, but contraception was not a part of the

curriculum, At both § weeks™ and 6 months’ post-intervention, the evaluation found no significant



differences in the sexual behaviors of the intervention and comparison groups, although the results
indicated that students i1 the intervention group may have delayed the initiation of sexual
intercourse, However, the srall sample size limits the generalizability of the results (Jorgensen,

1991; Jorgensen et al., 1993),

A home-based abstinence-only program, Facts arlld Feelings, distnibuted a videotape
designed to encourage parents and their seventh and eighth graders to discuss sexual issues before
the youths’ initiation of sexual intercourse. The objective of the program was 10 encourage
discussion about sexual issues between the parents and the adolescent, and the long-term goal was
to reduce early adolescent sexual behavior. The videotape promoted abstinence and did not
include contraceptive information. At the J-year follow-up, similar rates of adolescent sexual

activity were found in the intervention and control groups (Miller et al,, 1993},

In the aggregate, the evaluations of programs that encourage abstinence only (with no
additional material on contraception) provide insufficient evidence to determine # the programs
delayed the initiation of sexual intercourse or reduced the frequency of intercourse. More research

is needed 10 undersiand the impact of these programs more precisely,

3. Sexuality education programs that provide information on both abstinence and
cemréccptivc use neither encourage the onset of sexual intercourse nor increase the frequency of
intercourse among adolescents. In fact, programs that provide both messages appear 1o be
effective in delaying the onset of sexual intercourse and encouraging confracetive use once

sexual activity has begun, especially among younger adolescents.
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Concern has been expressed that sexuality education eads to earlier sexual intercourse.
Ten of the 23 evaluated programs were sexuality education programs that iaught students aboumt
the benefits of abstinence for young adolescenis as well as the benefits of contraceptive use once
sexual activity had begun. All of these programs reported that the onset of sexuval intercourse was
not higher for the intervention group, nor was the frequency of intercourse higher for the
intervension group. In fact, 7 of the 10 intervention programs had outcomes that can decrease the
risk of pregnancy, such as raising the age of onset of sexual intercourse, decreasing the mean
nuraber of zcts of sexual intercourse, and increasing contraceptive Use among those students who
were already sexually active. The remaining three programs had mixed results, but in no instance

was the onset of sexual intercourse earlier for the intervention groups.

Although these programs have been criticized for sending confusing messages about
sexual behavior to adolescents (“don’t do it, but if you do, protect yoursell”), program
evaluations indicate thal adolescents do not have difficulty absorbing this two-part message or
sorting through the information to find the material most relevant to their own sitations. In
addition, a recent worldwide literature review concludes that there is no support for the notion
that sexuality education encourages the initiation of sexual intercourse or increased sexual
activity. Even in the face of different methodologies and study locales, the aggregate effect of
sexuality education s in the direction of postponing first sexual intercourse and using
contraception more effectively (Grunseit and Kippax, undated}.

One of the best known evaluated programs in the United States that explicitly includes

informatjon on both abstinence and contraceptive use is Postponing Sexual Involvement: An



Edacation Series for Young Teens. This program includes two components: one on postponing
sexual mvolvernent and one on human sexuality. The first component emphasizes that abstinence
is the best choice for young adolescents, and the second component provides basic information on
m;:;‘oductiozz and contraception. This combination has been shown 1o be effective: fewer members
of the intervention group than those not offered the combined course initiated sexual intercourse,
angd contraceptive use was higher among sexually active students in the intervention group than in

the comparison group.

The Reducing the Risk program also ilustrates the effectiveness of the dual message. This
comiculum was based on several imerrelated theoretical approaches and explicitly emphasized that
adolescents should avoid unprotected intercourse, either through abstinence or by using
contraception. Results indicated that significantly fewer students in the intervention group than in
the comparison group became sexually active, Of the students who did report being sexually
active, significantly fewer reported the practice of unprotected sex, either by delaying first

intercourse or by increasing contraceptive use.

Not all programs offering dual messages have had such clear success, however. For
eiam;zie, Teen Talk, a school-based program that uses small group discussions as a key
feature, had mixed results. The curriculum was designed o make adolescents aware of the
seriousness of adolescent pregnancy and the probabilities of such a pregnancy happening to
them, as well as the benefits of and barriers to abstinence and contraceptive use. The evalva-

tion revealed that voung men in the intervention group were significantly more likely to have
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abstained from sex than were young men in the control group. Young women in the
intervention group, on the other handl, were no Jess likely 10 begin sexual activity than young
women in the control group, and furthermore, among the participants who became sexually
active following the prograrn, the women in the control group were significantly more likely

to have used contraception at last intercourse than those in the intervention group.

Sexuality education in school-based settings was considered carefully in a comprehensive
review by Kirby and colleagues (1994). The researchers identified studies of school-based
sexuality education and HIV-AIDS education programs and summarized the results; although
they looked at a slightly different prograr universe than the 23 programs reviewed here, the
overlap is considerable. Consistent with the analysis presented in this ¢chapter, they leamed that
none of the programs that discussed both abstinence and contraception significantly hastened the
onset of intercourse. Nor did the programs change the frequency of intercourse among those
students who were sexually experienced ?ﬁor to receiving the curnculum, Some programs also
increased contraceptive use among students who were sexually inexperienced at the onset of the

program. They conclude that, overall, effective programs:

« focus specifically on reducing sexual risk-taking behaviors that might lead to unintended
pregnancy or HIV or STD infection;

» use social learmning theories as a foundation for program developroent,

. p;‘ovide basic, accurate information about the risks of unprotected intercourse and

methods of avoiding unprotecied intercourse through experiential activities designed (o

it


http:inf.ormati.on

personalize this information; ’ .
' « include activities that address social or media influences on sexual behaviors:
« reinforce clear and appropnate standards to strengthen individoal values and group
norms against unprotected sex;
» provide modeling and practice of communication and negotiation skills; and

= pravide traintng for program implementation.

Recently, Wilcox and colleagues (1996} reviewed a miore specialized universe of
abstinence programs - those funded by the federal government through Tite XX of the Pablic
Health Service Act, the so-called Adolescen: Family Life Act. This legislation was based on the
firm belief that the best way to prevent pregnancy and $STDs among teens is to promote total
abstinence as the only approach, and that companion education about contraception gives mixed .
message to kids by tacitly accepting the possibility of their being sexually active. The authors

concluded:

Under the Adolescent Famuly Life Act, the federal government has spent mifiions of
doliars to support abstinence-only sex education. }jivaluators of many of the funded
programs have concluded that the curricula are effective in promoting attitudes of sexual
absnnence and in decreasing sexual activity among teens. Our review of a set of these
evaluations suggests that these claims are unwarranted. We are aware of no
mézizmiaiegicaﬁy sound studies that demonstrate the effective ness of cumiculs that weach

abstinence as the only effective means of preventing teen pregnancy, Insicad, the best
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evaluations of abstinence-only programs find no cause for optimism. None of the best
stuchies found positive changes in behavioral vanables such as rates of sexual activity,
pregnancies, or 8TDs, The few anitudinal changes found in two of the evaluations
disappeared within a few months of the programs’ ending. Credibie evidence is lacking t;)
show the effectiveness of abstinence-only programs. Additionally, there is mountiog

evidence suggesting that these programs are generally weffective.

So, where are we? First, the abstinence-plus approach appears to delay first intercourse
and increase effective contraceptive use once sexuval activity has begun. Second, we are not sure
whether many abstinence-only programs are successful in rasing the age of {irst intercourse, and
most of the evidence suggests they are not. Put another way, because of poorly done research,

many programs are of unknown value, and some have been shown to be ineffective,

Although many would like to focus on part two of this message - thal some abstinence-
only programs have been shown to be ineffective, I'd like to focus on part one - that in many
instances we don’t know one way or the other. Why is it, afier all these vears of innovation and
experimentation by deeply caring individuals who believe in the ment of their work, that we know
so little -~ not just about abstinence-only programs, but about pregnancy prevention programs

generally?

As detailed in the IOM report, there are at least three reasons we have poor program
evaluation: {1} cost, (2) methodological difficulties, and (3) a social environment in which

research on fertility-related topics may be seen as controversial.
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With regard to cost, methodologically rigorous evaluations that incorporate random
assignment or the development of a comparison group can be expensive; for example, it is often
necessary 1o hire outside evaluators, especially for smaller programs with limited staff. Few
programs have the additional funding readily available in their budgets for such an undertaking,
and program staff may be rejuctant 10 spend program doliars on research evaluations that would
not immediately rransiate into the ability to provide more or higher-quality service. In some cases,
evaluations are mandated by federal or state legislation, but additional funding is often not
provided for in the legislation ¢ is budgeted on an unrealistically low level. This leaves the option
of using funds designated for program service, much to the distress of program staff. Sometimes
additiona} funds for evaluation can be raised from, for example, Jocal foundations, but success
with such an approach is often fimited. This perennial prebicz;; in finding or being provided with
adeguate evaluation financing sets the stage for a particularly distressing sequence of events: a
program is put in place without adequate funds for evaluation, and then when it is unable w prove

its effectiveness, it is ¢riticized for not knowing what impact it has had.

As for research methods, most programs target only a small number of people, generally a
convenience sample such as students in 2 classroom or teen mothers receiving public support in a
community progeam. The sample size is usually limited, and often there is a selection bias toward
peaple who want to participate in the program. Small sample size makes it difficult to detect
sta{iszicalt;§ significant differences between intervention and comparison groups, And comparison

groups can be difficult 1o select, in some cases because clinically oriented programs often provide
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basic health services that might be unethical 10 withhold. Determining the intervention “dosage.’
or ameunt of time spent in a program, is also chalienging and must be carefully tracked, because
some panicipanls atend all segments of the program and some attend only a few. Similarly, the
fact that pregnancy prevention programs often consist of many components makes it difficult 1o
assess the relative effectivensss of each component, It may be that no single component is the
most effective piece, but rather that 1t 15 the combination of components that is effective. In
addition, longitudinal follow-up of participants 1s difficult in general, but is panticularly challenging

in reproductive health programs because of confidentiality issues.

Another problem faced in many program evaluations is that cutcome measures are limited
to self-reported sexval activity and contraceptive use. Such reports may be unreliable, but there
are often no alternative ouicome measures available, save the most conspicuous consequences
such as sexually transmitted diseases (8TDs) and pregnancy. Even these obvious outcome
measures can be diffieult 10 assess precisely, For example, although births cap be verified through
the vital registration System, there is no universal system for reporting abortions or miscarriages, a
fact that leads, among other things, to chronic problems in documenting the actual number of

abortions performed annually in the United States,

These considerations argue in favor of evaluaring only a few large, multi-site, model
programs relying on experienced evaluators having resources sufficient for the task. Some have
suggested that individual programs should focus attention on process evaluation (1.e., the careful

collection of data on client characteristics and service utilization) and that third parmes should

}
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underizke weli-funded impact evaluations {i.e., outcomes and jong-term follow-up} of various

program models that target different subpopulations.

And finally, there 1s the problem of the general social environment. The past I8 or 15
vears have not been hospitable to research that miight be seen a3 sex-related and therefore
controversial. For example, very little survey and ethnographic research on séxaa}ity has been
done in the past two decades, Not only is it controversial politically to conduct research on sex-
related issues, but involving adelescents in such research, particularly without parental consent,

can raise legal issues as well.

During the 1980s especially, the federal government severely curtailed systems of data

collection that had been used to monitor a wide variety of programs related to ferulity, such as the

naticnal family planning reporting system. The view seemed to be that becanse such programs

were seen by some public officials as objectionable, it was best 1o down play or ignore them

altogether by, among other things, collecting little information on thelr activities or effects. Thus,

the fact that only 23 programs mef the JOM's evaluation criteria may reflect more the political
climate within which pregnancy-related programs have mnﬁy operated than a disinclination
among program leaders o evaluate their activities. In addition, during the 1980s, the withdrawal
of much federal funding from all but abstinence-only programs may have had a chilling effecton

program directors and researchers who might otherwise have been inclined to evaluate their

programs. ‘

16



If we want to move ahead in understanding how 10 do effective education for abstinence -

or effective sex ed generally, we are going to have o address three of these hurdles. Specifically:

1. Public and private sector funders will need 1o invest substantially more mongy
program evaluation. For example, the notion that a modest 5% set-aside for program evaluation
can answer the tough questions about impact is naive. Sometimes as much must be spent on
evaluation as on the actual program. It may seem a bitter pill 1o swallow, but if we fail 1o make
adequate investments in research, we will be bere again in five years bemgoaning the limited

information availahle about how to improve matters,

2. Researchers and program leaders alike need 1o adhere (o strong standards of
experimental design, with particular attention to addressing the pervasive problem of self-selection
bias. Findings must be submitted to peer review and published as widely as possible; in particular,

we need 10 hear more about what has been tied that dida’t work out, and why that might be.

3. All of us need to help convince policy makers at all levels that their tmidity about
research in this area is ultimately self-defeating. The only way we will know, for example, if a
particular abstinence-program delays first intercourse will be to ask kids about that event before
and after the intervention, If we can’t ask, we are unable to cheEt)p. effective interventions,

whatever their makeup,

With progress on all three fronts, several years from now we may well have a few
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programs or curricuia from the “abstinence-only” approach that have been shown to raise the age
of first intercourse; we’d probably have some more abstinence-plus approaches as well. If so,
communities will ther have a greater range of opiions to choose from as they confront the
challenge of pregnancy and STDs. As 1 alluded to earlier, this is a big and complicated country,
and communities vary enormously in their preferences and their values. If we are serious about
improving the lives of agia}esccnzs, we must be able to offer a variety of effective programs.
Some may be abstinence-based; some may be abstinence-only; some may even be youth
development programs that deal very litde with the mechanics of pregnancy prevention but

instead help to create the basic motivation to avoid pregnancy in the first place.

I conclude with one question and one comment. First the question. Several data sets now
document that an appreciable portion of young teenage girls who give birth -- perhaps as high as
60% -- were themselves sexually abused in their girlhood. Ifer these young women, the notion of
taking control of ones sexuality - of saying no, of remaining pure, of rejecting inappropriate and
unwanted sexual advances - seems a hollow message that ails to understand their history, their
fears, and thelr great vulnerability. What is the connection between ahstinence and these young

women? How do we encourage abstinence when the abusive uncle lurks just around the corner?

My comment is simply that we be very modest in our expectations about any of the
.programs we have been discussing, whether they are abstinence-only or abstinence-plus, Teen
pregnanz;};, the spread of AIDS and STDs ~ teen sexual activity generally - have many

artecedenis and explanations. We would be foolish to think that small community- or school-
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based programs in isolation would be able to make major inroads in these areas. Most have very
small budgets and Zhez%fem himited staff. Many programs count their efforts in hours -- five hours
of such and such material in a classroom, for example, or two sessions on successive Saturdays.
How can these efforts cornpete with a media culture that saturates hours of every single day in an’
adolescent’s life with messages that are typically in direct opposition to all of our curricuta? How
can we expect a small program to be an equal match for movies in which everyone is sexually
active and upmamied and no one seems the worse for wear? The answer, I think, points us to
working as much at the cultural and institutional Jevel of our nation as we do at the smali program
level. Or, as we sometimes say at the National Campaign to Prevent Teen Pregnancy, for every
hour you spend working one-on-one with an at-risk young person, spend an hour also on

changing the public conversation and culture in complimentary ways.
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A National Strategy to Prevent Teen Pregnancy

Deespite the recent decline in the teen birth rate, teen pregnancy rematns a significant problem in
this country. Maost teen pregnancies are unintended. Each year, about 200,000 teens aged 17 and
younger have children. Their babies are often low birth weight and have disproportionately high
infant morslity rates. They are also far more likely to be poor. About 80 percent of the children
bom to unmarried 1eenagers who dropped cut of Ingh school are poor. In contrast, just 8 percent
of children born to married high school graduates aged 20 or older are poor.

The U.S. Department of Health and Human Services {(HHS) has responded to a call from the
President and Congress for a national strategy 1o prevent out-of-wedlock teen pregnancies and to
a directive, under the new welfare law, 1o assure that at least 25 percent of communities zzz this
country have teen pregnancy prevention programs in place.

Building on our previous work in this area, our national strategy is designed to:
1. Strengthen the national response to prevent out-of-wedlock teen pregnancies.
Il. Support and encoursge adoiescents (o remain abstinent.

Our pational strategy will build en existing public and private-sector efforts and on initiatives in
the new welfare law by helping 1o provide the tools needed to develop more strategic and

* targeted approaches to preventing oul-of-wedlock teen pregnancies. it will strengthen ongoing
efforts across the nation by increasing opporturities through welfare seform; supporting
promising approaches; building partnerships; improving data collection, research, and
evaluation; and disseminating information on innovative and effective practices,

This strategy will also send the strongest possible message to teens that postponing sexuoal
activity, staying in school, and preparing for work are the nght things to do. In pariicular, our
new Girl Power! public education campaign will engage the Department’s teen pregnancy
prevention programs in efforts to promote abstinence among 9- 16 [4-year-old girls.

KEY PRINCIPLES

A% we move forward in implementing the national strategy, we will adhere to and promote the
five principles that research and experience tell us are key 10 promising community efforts:

Parental and Adult Involvement: Parents and other adult mentors must play key roles in
encouraging young people to avoid early pregnancy and to stay in school.

Abstinence: Abstinence and personal resp{mszbzi;w must be primary messages of prevention
programs.

Clear Strategies for the Future: Young people must be given clear connections and
pathways to college or jobs that give them hope and a reason to stay in school and avoa;i

pregnancy.

Community Involvement: Public and private sector partners throughout communities,
wcluding parents, schools, business. media, health and human services providers, and
refigious organizations, must work together to develop comprehensive sirategies.

Sustained Commitment: Real success requires a sustained commitment to the young
person over g long period of time.



THE NATI STRATEGY

I. Strengthen The National Response To Prevent Qut-Of-Wedlock Teen Pregnaneies

Teen pregnancy is a problem that impacis nearly every community. The responsibility to solve
this problem lies with all of us, including families, communities, and young people themselves.
1n calling for a national strategy, Congress has recognized the critical importance of assuring that
every commumity, large or small, wban or rural, is working to find solutions to this problem.

As part of the national strategy, we will use new resources to srengthen, integrate, and support
additional teen pregnancy prevention and other youth-related activities in communities across the
country. Further, we will work with our partners to identify additional promising efforts and
disseminate information about them 10 other cormmunities.

A. Increase Opportunities Through Welfare Reform

The welfare law signed by President Clinton on August 22, 1996 calls for additional efforisto
prevent out-of -wedlock teenage pregnancies and to assure that cormumunitiesengage in focal efforts
1o prevent teenage pregnancy, These additional efforts are a critical component of our national
strategy. As President Clinton has said, "Nobody should get pregmant or father a child who isa'
prepared 1o raise the child, love the child, and take responsibility for the child's future.” HHS wall;
~ work with the siates to provide guidance, to capture lessons learned from these welfare reform
initiatives, to identify successful and innovative strategies, and to disseminate that informationto
all interested parties,

Personal Responsihility for Minor Parents. Under the new welfare law, unmarried minor
parents wiil be required to stay in school and live at home, or in an adullwsupemsz:i:i setting, in
order to receive assistance, The law also supports the creation of Second Chance Homes for teen
parents and their children who might be at nisk of abuse if they remained in their own homes.
Second Chance Homes are expected to provide leen parents with the skills they need to become
good role models and providers for their children, giving them guidance in parenting, child
development, family budgeting, and proper health and nurrition, and in avoiding repeat
pregnancies,

Abstinence Education. The new welfare law provides 3350 million a year in new funding for
state abstinence education activities, beginning in FY 1998, Suates will be able 1o target these
funds to high-risk groups, such as teenage boys and girls most likely to have chiidren outeof-
wedlock. These new funds will be available through the Matemal and Child Health Block Grant.

Incentives for States. Under the new welfgre law, HHS will award a bonus to as many as five
states in the country that have the largest decrease in out-pfewedlock births while also having
abortion rates lower than in 1983, The bonus will equal $20 mllion per state if five states
qualify, and 325 million per state if fewer siates qualify.

The Toughest Possible Child Support Enforcement. Through tougher child support
enforcement we will send the strongest possible message to young girls and boys that parenthood

brings responsibilities and obligations and that they should not have children until they are ready
1o provide for them. The new weifare law inciudes the child support enforcement measures
President Clinton proposed in 1994 - the most sweeping ¢rackdown on non-paying parents in
history. The new measures include: streamlined efforts to name the father in every case;
employer reporing of new hires to locate non-paying parents whe move from job 1o job; uniform
interstate child support laws; computerized state-wide collections w speed up payments; and
tough new penalties, like drivers’ license revocation, for parents who fail 1o pay.
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B. Support Promising Approaches

HHS-supported programs that include teen pregnancy prevention are just a part of the myriad
and diverse teen pregnancy prevention efforts focated in communities across the country.
However, HHS plays an important leadership role in sponsoring innovative and promising
strategies tajlored o the unique needs of individual communities. Excluding HHS- funded
programs that reach communities theough states {e.g., Medicaid and the Maternal and Child
Health Block Grant), HHS-supported programs that include teen pregnancy prevention reach an
estimated 30 percent of communities in the United States. This represents about 1,410
comgmunities across the country that receive funding from HHS. (See Appendix I: HHS
Activities for overview of HHS teen pregnancy prevention activities and the methodology used
to devetop this estimate).

The five principles of promising strategies described above are reflected in the teen pregnancy
prevention programs HHS supports, including the key demonstration programs of the Centers for
Digease Control and Prevention (CDC} and the Office of Papulation Affairs (OPA). Additional
funding for these programs in FY 1997 will enable communities across the country (o expand
their teen pregnancy prevention ¢fforts,

The Community Coalition Partnership Program for the Prevention of Teen Pregnancy 1s
one of HHS s most comprehensive and innovative teen pregnancy prevention programs. The
CDC launched the program in 1993 by awarding grants 10 13 communities with high rates of
teen pregnancy focated in 11 states. The funds have been used to strengthen existing
community-wide coalitions and to develop community action plans. The next phase begins in
FY 1997 when a total of $13.7 million is available to heip the 13 community coalition
partnerships implement their action plans and evaluate their impact, as well as 1o support related
data collection, evaluation, and dissemination activities.

Yhe Adolescent Family Life Program (AFL) created in 1981, supports demonstrationprojects,
approximately one-third of which currently provide abstinence-focused educational servicesto
prevent early unintended pregnancies, sexuaily rransmitied diseases, and HIV/AIDS. Most
prajects provide comprehensive and innovative health, education, and social services 1o pregnant
and parenting adolescents, their infants, male partners, and their families, with a major emphasts on
preventing repeat pregnancies among adolescents. In FY 1996, the AFL program funded 17
projecisin 14 states, which will be continuedin FY 1997, An additional $7.6 millionin new
funding will be used to enable smaller communities 1o develop and implement about 40 abstinence-
based education programs and about 60 larger prevention demonstration projects, following the
abstinenceeducation definition in the welfare law.

C. Build Partnerships

Building partnerships among all concemed citizens is essential 1o preventing leen pregnancy,
which President Clinton has described as “our most serious social problem.” Tackling this
probiem will require a comprehensive, focused. and sustained effort from all sectors of society.
Therefore, HHS will initiate a broad partnership-building process to implement the national
strategy and to solicit nationwide commitment and involvement in the goal of preventing out-of-
wedlock teen pregnancies. The feedback from this process will allow us 1o refine the pational
strategy as well as to improve our ongoing efforts. By building partnerships among national,
state, and local organizations; schoois; healih and social services; businesses; religious
institutions; federal, siate and local governments; tribes and mbal organizations; parents; and
adolescents, we will be ahle 10 unite in our efforts 10 send a strong message of abstinence and
personai responsibility 1o young people and to provide them with opportunities for the future,



An important partner in this effort will be the National Campaign to Prevent Teen Pregnancy. in
his January 1993 State of the Union Address, President Clinton challenged "parents and leaders all
across this country to join together in 2 national campaign against {een pregnancy to make a
difference.” A group of prominent Americans responded 10 that challenge, forming the National
Campaign to Prevent Teen Pregnancy ("Campaign™). The Presidenthas pledged the heip of the
Executive Branch in this non-partisan, private-sectoreffort.

The mission of the Campaign is to prevent teen pregnancy by supporung the values and stimulating
actions that are consistent with a pregnancy-freeadolescence. The Campaign is designedio
suppon the efforts of local communities and 1o make sure that local community efforts are hased on
research about what works., The Campaignis helping to build parinerships with the media, the
business sector, and others, and HHS looks forward to working with the Campaign in
implementing the national strategy.

The strategy will also include a partnership effort with federal, state, and community
organizations that work on behalf of teenagers with disabilities. Teens with learning disabilities,
mental retardation, mental illness, and physical disabilities present a unique set of challenges in
preventing out-of-wedlock pregnancies, Mainstream programs can be highly effective, but the
unigue characteristics of teenagers with disabilities also must be taken into account in developing
and implementing these programs. As part of the national strategy, HHS wili work to address
the special chalienges in preventing out-of-wedlock teen pregnancies among young men and
women with disabilities, The strategy will address issues such as program access, the need for
argeted materials, and opportunities for education and skills-building to give teens with
disabilities a positive future and a better chance of avoiding teen pregnancy.

D. improve Data Collection, Research, and Evaluation

Data coilection, research, and evaluation are all critical for contributing to our understanding of
the magnitude, trends, and causes of teen pregnancies and births; for developing targeted teen
pregnancy prevention sirategies; and for assessing how well these strategies work, whetheron a
tocal. state, or national level, As pan of the national strategy, HHS will work to strengthen each
of these imponant activities.

Data Coflection and Sarveillance. National statistics on teen birth patierns, including siate-by-
state data, are now available neariy a full year earhier than in prior years, a result of 2 more timely
approach 1o collecting, compiling, and publishing viwul statistics data. The new systern builds on
advances in computer and communications technology as well ag the CDC s National Center for
Heaith Statistics” (NCHS) long-standing collaboration with state vital statistics offices. .
Preliminary teen birth rates from the new systemn for 1995 were published in October 1996 and
future statistics will be reported semiannualiy. (See Appendix 11 Teen Birth Data). The CDC
also provides consultation to states and locai areas 10 enable them 1 compute estimates of teen
pregnancy and other related indicators.

The upcoming release iy 1997 of the new National Longitudinal Stedy of Adolescent Health
{Add HEALTH). a comprehensive study of adolescent health funded by HHS' National Institete
of Child Health and Human Development (NICHD) and other HHS agencies, will provide an
opportunity to increase our knowledge about risky behaviors and resiliency factors in adolescents
and about environmental influences. including parents, siblings. peers, schools, neighborhoods,
and communities. The National Survey of Adolescent Males, supported by NICHD, OPA, and
other HHS agencies, and the 1995 cycle of the National Survey of Family Growth, conducted by
NCHS with other HHS support. will also provide relevant information on the behavior of young
men and women,




Research and Evaluation. While promising approaches 10 reduce teenage pregnancy have been
identified, a comprehensive review of teen pregnancy programs funded by HHS and cenducted
by Child Trends, Inc. indicaes that most interventions have not been rigorously evaluated to
assess their impact or 1o identify the componems that contribute to program success or failore.
Using our demonstration programs, we will work with our partners to increase our understanding
of what works and what does not. Fer example, the CDC’s Comrounity Coalition Partnership
Program for the Prevention of Teen Pregnancy 1s helping each community to thcorporate
evaluation into its teen pregnancy prevention strategy. In addition, the National Institutes of
Health 15 sponsoning research on interventions 1o prevent feen pregnancy.

The Child Trends report also indicates that further research is needed in 3 number of areas of
normal adolescent development, including why certain adoleseents engage in high-nsk
behaviors, why some adolescents are able 10 negotiate safely to adulthood, and what factors
influence adolescent sexual behavior, including media influences and coltural norms. In addition
to 1ts own research studies and demonstration projects, HHS wiil provide information from its
new survey data, (e.g., Add HEALTH), 1o help researchers answer these questions.,

E. Disseminate Information on Inpevative and Effective Practices

Sharing information about promising and successful approaches is ¢ritical 1o the replication and
expansion of teen pregnancy prevention efforts across the country. Policy makers, program
administrators, tax payers, media producers, comimuity leaders, parents, and adelescents all

" need to know about the approaches most likely to be successful in preventing teen pregnancy.

HHS will continue to work with its partners 1o highlight innovative practices at the federal, state,
and local levels and 1o disseminate new research and evaluation findings. For example, at a
White House press conference in June, HHS released “Preventing Teen Pregnancy: Promoting
Promising Strategies: A Guide for Communities” highlighting five teen pregnancy programs that
gvaluation shows to be promising. (See Appendix {11 Prosnsing Suategies). Ongoing efforts
include outreach 10 105 Empowerment Zones and Enterprise Comrounities to encourage and heip
them to include teenage pregnangy preventionin their community development strategies. The
Depantment will also disseminate new information on the developmental needs of youth and on the
use of broad-based activities 1o help teenagers avoid risky behaviors leading to 1een pregnancy. In
addition, HHS currently supports a variety of resource centers, clearinghouses, and toll-free
hotines at both the state and nationai level that provide information and technical assistance o
stat¢ and community-based health. social service, and youth-serving agencies. (See Appendix
IV: Program Contacls and Other Resources).

1I. Buppert and Enceunrage Adelescents to Remsin Absiinent

To reach adolescent populations at risk for premature sexual activity and pregnancy, we must
develop comprehensive efforts specifically tailored 10 the unique needs, interests, and challenges
of each group, including targeted messages that work. Although the national strategy must send
the stronges! possible message 10 all teens that postponing sexual activity, staying in school, and
preparing to work are the right things 10 do, the research shows that girls and boys experience
some aspects of early adolescence in different ways. because they encounter different social,”
cuitural, physiological and psychological challenges. Therefore, different approaches will be
required to meet the unique needs of different adolescent populations, including disabled teens
who are at increased risk of pregnancy.  As a result, an important component of the national
strategy will be to determine the best ways to reach different groups of young boys and girls.



The national strategy will place a special emphasis on encouraging abstinence among 9~ to 14~
year-old girls. The research tells us that this a critical age for reinforcing self confidence and
positive values and attitudes among girls. In 1997, HHS will use its new Girl Power! campaign
to address premature sexual activity among girls aged 9-14, promoting a strong abstinence .
message. The Girl Power! campaign, launched in November, 1998, is a multi-phased, national
public education campaign designed to galvanize parents, schools, communities, religious
grganizations, health care providers, and other canng adults 1o make regular sustained efforts to
reinforce girls’ self-confidence, by providing them with positive messages, meaningful
opportunities, and accurate information on a variety of key health issues. The Girl Power!
abstinence education initiative iInciudes: engaging all HHS teen pregnancy prevention and rejated
youth programs in sustained efforts to promote abstinence among 9- to 14-year-old girls, and
developing and implementing a national media campaign 1o involve parents and caring adults in
sending a strong abstinence message across the country,

The mzti(ma} sirategy will also focus on boys and young men. Significantly less is known about

the decision-making behavior of boys around motivations for abstinence, sexual activity, and

fatherhood. Through the national strategy, HHS will increase our understanding of these factors

and work te develop effective prevention strategies, particularly those promoting abstimernce, for i
toys. These efforts will include working with the Administration’s Fatherhood Initiative to

ensure that men, including pre-tecn and teenage boys, receive the education and support i
necessary to postpone fatherhood until they are emotionally and financially capable of supporting
children. The strategy will also build on exisung Departmental efforts, such as the Title X

Family Planning Adolescent Male Initiative and other Title X-funded projects to support male-

oriented community-based organizations in promoting responsible behavior among teenage boys,

Finally, the Department will work with national youth-serving organizations 10 use their

networks to promote activities that encourage abstinence among girls and boys. With their

importam effons in stimulating parental and community involvement, these programs will help .
provide the sustained commitment necessary o help prevent teen pregnancy.




APPENDIX I: HHS ACTIVITIES

The Department of Health and Human Services supports a variety of effonts to help communities
develop comprehensive teen pregnancy prevention sirategies that reflect five principles: parental
and adult involvemeni, abstinence, ¢lear strategies for the future, community invoivement, and a
sustained commitment. We estimnate that, through our support, at least 3G percent of
communities across the country already have teen pregnancy prevention programs in place. This
estimate will differ from a simple count of the number of communities served by the following
programs due 10 overlapping sites and other factors (3e2 note below for methodology). Our
national strategy will build upon, strengthen, and expand the most promising efforts to assure
that every commusity in the country is working to prevent out-of-wedlock teen pregnancies.

HHS Programs

s  The Community Coalition Partnership Program for the Prevention of Teen Pregnancy
is one of HHS s most comprenensive and innovative teen pregnancy prevention programs. In
1993, the Centers for Disease Control and Prevention awarded grants to community-wide
coalitions in communities with high rates of 1een pregnancy. CDC awarded approximately
$230.800 per vear for two vears to 13 communities in 11 states to help these communities
mobilize and organize their resources o support effective and sustainabie teen pregnancy
prevention programs. The next phase beging in FY 1997 when a total of $13.7 million is
available 0 help the 13 community coalition partnerships implement their action plans and
evaluate their impact, as well as 10 support related data collection, evaluation, and
dissermination activities,

* The Adolescent Family Life ng’ran'x (AFL}, created in 1981, supports demonstration

projects, approximatelyone-third of which currently provide abstinence-focused
educational services 1o grevent early unintended pregnancies, sexually transminted diseases,
and HiV/AIDS. Most projects provide comprehensive and innovative health, education,
and social services to pregnant and parenting adolescents, their infants, male partners, and
their families, with a major emyphasis on preventing repeat pregnancies among adolescents.
In FY 1996, the AFL program funded 17 projectsin 14 states, which will be continued in
FY 1997, An additional $7.6 million in new funding will be used to enable smaller
communitiesto develop and implement about 40 abstinence-based education programs and
about 60 larger prevention demonstiration projects. following the abstinence education
definitionin the welfare law,

» Reproductive Health and Family Planning Services {under Title X of the Public

Health Service Act) are provided 10 nearly 5 million persons each year, nearly one third
of whom are under 20 vears of age. Abstinence counseling and education are an
impaortant part of the Title X service protocol for adolescent clients. To address male
involvement in preventing unintended pregnancy, the Title X Family Planning Program
will supplement existing cormmunity-based programs to develop effective approaches for
providing family planning education and services to males.
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Healthv Schools, Healthy Communities. 2 Health Resources and Services Administration
program created in 1994, has established school-based health centers in 27 communities in
20 states and the District of Columbia to serve the health and educationneeds of children
and youth at high risk for poor health, teenage pregnancy, and other problems.

The Social Services Block Grant (SSBG i (under Title XX of the Social Security Act)
provides funding to prevent, reduce, or ¢liminate dependency; achieve or maintain seif-
sufficiency; prevent neglect, abuse, or exploitation of chikiren and adults; prevent ¢r reduce
inappropriate institutional care; and provide admission or referral for institutional care when
other forms of care are inappropriate. SSBC Grants arc made directly 1o the 50 states, the
District of Columbia, and Puerto Rico, Guam, the Virgin Islands, American Samoa, and the
{Commonwealth of the Northern Mariana Islands to fund social services tailored to mest the
needs of individuals and families residing within that jurisdiction.

The Community Services Block Grant, which operates in ali 50 states, the District of

Columbia, and the territories, enables local community agencies to provide low-income
populations, including youth at risk, with job counseling, summer youth employment, GED
mstruction, ¢risis hotlines, information and referral to health care, and other services,

The Independent Living Program, run by the Administrationfor Children and Families,
provides funds 10 states 1o support activities ranging from educational programs 1o programns
that help young people who are making the transition from foster care to independent hiving to
avoid early parenthood. This prograr supports activities in all 50 states and the Districtof
(Columbia, .

Youth Programs including Runaway and Homeless Youth Programs, Transitional Living
Programs.and the Youth Spons Program. address a wide range of risk factors for een
pregnancy. Together, these programs operate in 620 communitiesin 50 states and the District
of Colurmsbia.

The Community Schools Program was created by the 1994 Violent Crime Control and Law
Enforcement Act to support activities during non-school howrs for youth i high-risk
communities. Funds are awarded to public-private partherships of community-based -
organizations (o provide a broad spectrum of supervised extracurmicular and acadernic
programs afier-school and during evenings, weekends and schoo! vacations. Grantees also
traln teachers, administrators, social workers, guidance counselors, and parent and school
volunteers 1o provide concurrent social services for at-risk students. The Administration for
Chuldren and Families awarded $10.15 million in grants to 54 communities in 1997 under
this program.

Healthy Start has 22 demonstration projects operating in 25 states (one project operates in
three states) (o reduce nfant mortality in the highesi-risk areas and to improve the heatth and
well-being of women, infants. and their families. Among z broad array of services provided,
thousands of teenagers participate in prevention programs exclusively designed for adolescents
that encourage healthy lifestyles. youth empowerment, sexual responsibility, conflict resolution,
goal serting, and the enhancement of self-esicem.
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Maternal and Child Health Services Block Grant (Title V) funds support a variety of

adolescent pregnancy prevention activities in 39 states and jurisdictions that include adolescent
pregriancy prevention programs, state adolescent health coordinators, state prenatal hotlines,
family planning, 1echnical assistance, and other prevention services. Approximately 85 percent
of the block grant funds are distributed under a formula which requires a match by the staies.
More than 31 billion is generated under this federal-state partnership. Through the block
grants, approximately 610 school-based and school-linked centers are supported. In addition,
the Maternal and Child Health Bureau administers a program of discretionary grants using 15
percent of the Block Grant appropriation. InFY 1995.96, the Bureau awarded approximately
144 discrenonary grants to support adelescent health programs each of which impacts directly
or indirectly on the problems of teen pregnancy.

Empowerment Zones and Enterprise Communities in 105 rural and urban areas in 43 states
and the District of Columbia have been awarded grants 1o stimulate economic and human
development and to coordinate and expand support services. As they implement their strategic
plans, some sites are including s focus on teenage pregnancy prevention and youth
development.

Health education in scheols supports the efforts of every state and termitorial education agency
to implement school health programs 1o prevent the spread of HIV and sexually transmined
diseases (STDis). Assistance is also provided to 13 states o build an infrastructure for school
health programs. Efforts are targeted at preventing early sexual activity, STDs, BIV, drug and
alcohol abuse, tobacco use, and imjuries.

Community and migranf health centers including family and neighborhood health centers,
operate in {.647 sites in 643 communitiesin all 50 states, the District of Columbia, and six
territories. The centers provide primary and specialized health and related servicesto
medically-underserved adolescents. Some centers include spectal hours or clinics for
adolescent patients.

Indian Health Service (IHS) provides a full range of medical services for American Indians
and Alaska Matives, THS supports projects targeted at preventing teenage pregnancy, and its
prevention and reatment programs also have a special emphasis on youth substance abuse,
child abuse, and women's health care.

Drug treatiment and prevention programs include services 1o prevent first time and repeat
pregnancies among teenagers. One hundred twenty-1wo residential substance abuse meatment
programs for pregnant and postpartum women, as well as women with dependent children,
receive support to pravide family planning, education. and counseling services in 39 States, the
District of Columbia, and the Virgin Islands. Also. 25 programsto prevent substance use and
other adverse life outcomes serve high-risk female teens in 13 States and the Districtof
Columbia.

Health Care and Premeotion under Medicaid provides Medicaid-eligible adolescents under

age 21 with access 10 a comprehensive range of preventive, primary, and specialty services
within its Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) program.
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The Medicaid program aiso funds family planning services a1 an enhanced match rate for
states. The federal government pays 90 percent of state expenditures for Medicaid family
planning services, while the state funds the remaining 10 percent. The enhanced match
encourages states to fund family planning programs which include patient counseling and
education concerning pregnancy prevention and reproductive health,

Evaiuation and Research

HHS has conducted research, surveiliance, demonstrations, and evaluations on an ongoing basis
to gather and provide information and technical assistance on the magnitude, rends, and causes
of teenage pregnancy and on prevention programs and approaches that work, including:

“B : :‘. o " JqT o1,
two-volume campmhmszve review cam;;iemd for HHS by Ch: Id "i"rends inc. in J u.m:, 1995
of the most recent literature on teen sexual behavior, pregnancy and parenthood and the
effectiveness of teen pregnancy prevention programs.

As part of its Youth Risk Behavior Surveillance System, CDC helps states monitor critical
heaith risk behaviors among teenagers, including sexual risk behaviors that resuit in HIV
infection, other STDs, and teen pregnancy. In 1995, 40 states and temritories and 16 large
gities cotlected comparable data,

The upcoming release in 1997 of the new National Lengitudinal Study of Adolescent
Health (Add HEALTH]}, a comprehensive study of adolescent health funded by HHS’
National Institute of Child Health and Human Development (NICHD} of the National
Institmtes of Health and other HHS agencies, will provide an opportunity to increase our
knowledge about risky behaviors and resiliency factors in adolescents and about
environmental influences, including parenis, siblings, peers, schools, neighborhoods, and
communities. The National Survey of Adolescent Males, supported by NICHD, OPA and
other HHS agencies, and the 1995 cycle of the National Survey of Family Growth
conducted by NCHS with other HHS support, will also provide relevant information on the
behavior of young men and women.

National Institutes of Heaith also conducts research and evaluation studies of promising
mierventions. inchuding the "Adolescent Pregnancy Prevention Program™, “Preventing
Problem Behavior Among Middle School Students™ program, and the “Research on Sexually
Transmtied Diseases, Violence, and Pregnancy Prevention” (RSVPP} project.
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NOTE:

Measpring the Proportion of Communities with Teen Pregnency Prevention Programs

Recent declines in the teen birth rate, and indications of further declines in the teen pregnancy
rate, suggest that the munerous public- and private-sector efforts across the country t0 prevent
teen pregnancy are having a positive impact. Measuring all the factors that help adolescents
postipone premature sexual activity and avoid pregnancy is difficult, however, since individual,
family, and community characteristics are all influential. Nevertheless, measuring the proportion
of communities that have at least one teen pregrancy prevention program in place {estimated by
dividing the number of such comununities by the number of communiiies in the United States)
provides a rough sense of how many comumunities are responding o this problem with specific,
targeied prevention efforts.

Te develop a sound, albeit conservative, estimate of the proportion of communities with teen
pregnancy prevention programs, the estimate includes only those programs supported by HHS.
HHS-supponted programs that include teen pregnancy prevention services as a component are
diverse, ranging from comprehensive health and social services 1o substance abuse treatment and
HIV prevention education. The number of teen pregnancy prevention programs funded by HHS
includes those programs furked in FY 1995 (the latest year for which complete information on
grants awarded is available).

To determine how many communities have at least one program, the jocation of each program
was identified based on the site of the services provided and/or the location of the grant recipient.
Any individual community with more than one program was counted only once. The estimate
exciudes HHS funding provided directly 10 states (¢.g., Medicaid, Maternal and Child Health
Block Grant) which states may use 1o fund activities in multiple communities.

Since there is no single standard definition for community in the United States, the estimate uses
a definition of cormmunity based on areas identified by the Commerce Department’s Bureau of
the Census. This definition includes all incorporated places with a population of 10,000
individuals or more (2,673} and alf counties where, excluding these incorporated places, the
remaining population reaches 10,000 or more {2,079), for a total of 4,752 communities, Under
this definjtion, for example. Montgomery County, Maryland would consist of fowr comumunities,
inchuding three incorporated places of 10.000 or more inhabitants (Gaithersburg, Rockville, and
Takoma Park) and one community representing the balance of the county’s population, which
exceeds 10,000,

‘Using the above calculations, the resulting estimate of the proportion of communities in the
United States with HHS-supported teen pregnancy prevention and related programs is at least 30
percent. - This proportion represents about 1,410 communities across the country,



APPENDIX II: TEEN BIRTH DATA

In October 1998, the National Center for Health Swaristics (NCHS) inaugurated a new statistical
series designed to provide more tmely release of national and state-level birth statistics {1).
These data will provide state and local health officials with 2 timely first-look at trends in these
important measures of their community’s health status. NCHS will publish data from the new
statistica! series on a semi-annual basis. The next report will be issued in early spring of 1997,
and will cover the period July 1993-July 1996,

The Ocrober release included births for 1995 and U.S, birth rates for teenagers 15-19 years old.
The data covered “all races” and white, black, American Indian, Asian or Pacific Islander, and
Hispanic subgroups. The Ociober report also provided data on the percent of all births occurring
to teenagers in each state, by race and Hispanic origin. Other state-Jevel birth data available from
the preliminary report include births 1o unmarnied mothers, low birth weight, prenatal care
beginning in the {irst trimester, and births by cesarean delivery,

After NCHS completes final processing of birth data for 2 given year, additional, more-detailed
statistical tabulations can be produced. In December 1996, NCHS published a report of state-
level birth rates for teenagers which is included in this appendix (2). The report includes data for
teenage subgroups 13.1%9, 15-17, and 18-19 years, and by race and Hispanic origin of the mother.
The report describes the recent declines in U S, birth rates for teenagers and the extent to which
rates in individual states have also declined. The December report focuses on the period 19%0-
94. NCHS expects 10 update this report with rates for 1995 in late spring of 1997.

Reports showing state-level data in conjunction with national statistics can be very useful for
state and focal public health and other officials as they monitor trends in their states and compare
them with trends in neighboring states. In addition, the rates in NCHS' teen birth rate report can
help 10 assess the extent to which programs to reduce teenage pregnancy are succeeding. To
assist in the comparison of state-level data, the December report includes maps of teen birth
rates, showing the various levels of the rates as well as the 1991-94 wrend in the rates.

The authors also note that some of the differences in overall rates by state reflect differences in
the composition of the teenage populations by race and Hispanic origin, since birth rates for
Hispanic and black teenagers are more than double the rates for non-Hispanic white teenagers.
To examine state variations while controlling for population differences in race and ethnicity, the
report includes standardized birth rates for each state. The standardized rates for many states
with high Hispanic or black populations are lower than the actual rates.

Note on Teen Pregnancy Data:

HHS has published national estimates of teenage pregnancy for the years 1976.92.  National
data o teen pregnancy are updated on a regular basts as soon as the required data on births and
estimates for abortions and fetal losses can be assembled for a given year. National rates for
1993 and 1994 are expected to be available in 1997, State-level teen pregnancy siatistics have
been published for 1980 and 1990-22. Updates of state rates for 1993 and 1994 are anticipated
for 1997,
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{1} Rosenberg HM, Ventura 33, Maurer J1, Heuger RL, Freedman MA. Births and Deaths:
United States, 1995. Monthly Vira! Statisiics Report, Vol. 45, No. 3, Supplement 2, :
Hyausviile, Maryland: National Center for Health Statistics. 1990. .

{2) Ventura SJ, Clarke 3C, Mathews TJ. Recent Declines in Teenage Birth Rates in the United
States: Variations by State, 1990.94. Monthiy Vital Statisiics Report, Vol. 45, No. 5,
Supplement. Hyattsville, Maryland: National Center for Health Statistics. 1996,
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Recent Declines in Teenage Birth Rates
in the United States: Variations by State, 1990-94

by Stephanie J. Ventura, A.M.; Sally C. Clarke, M.A.; and T. J. Mathews, M.S., Division of Vital Statistics

Abstract

Objecrives—This report presents teenage birth rates by State for 1990-94. Rates
for the United States for 1970-94 are shown to put the State changes in perspective.
U.S. rates for 1990-94 arc shown by race and Hispanic origin of mother and for
tecnage subgroups 15-17 and 18-19 years as well as for teenagers 1519 years. Also
presented in the same detail are birth rates by mother’s State of residence for 1994,
and birth rates for teenage subgroups by State for 1990-94.

Methods—Descriptive 1abulations of birth rates for teenagers {or the United States
and by Stale are presented and explained.

Results—After increasing from 1990 to 1991, birth rates declined for American
teenagers during the years 1991-94; rates fell 3 percent each for tecnagers 1517 and
18-19 years. Preliminary data indicate that the hirth rate for teenagers 15-19 years
continued 10 decline in 1995, with a total decline of about 8 percent during the
1991-95 period. The largest declines were reported for black teenagers, with smaller
declines measuced for non-Hispanic white teenagers. Rates for Hispanic teenagers
increased slightly. Declines from 1991 to 1994 were reported for the majority of the
States. ‘

Keywords: Teenage fertility * State-based birth rates * Fertility trends * Teenage pregnancy

teenagers. Rates have declined steadily
for black teepagers and for teenage sub-
groups 1517 and 18-19 years; rates for
white 1cenagers have generally declined
while changes in rates for Hispanic teen-
agers have been less consistent. The data

Introduction

. This rcport presents pational and
State-level data on teenage birth rates for
1990-94. The early 1990’s bave witnessed
a slow but steady decline in birth rates for

in this report show the patterns in tccnage
birth rates by State and the extent to
which the recent pational declines are
shared by all States, Teenage childbearing
continues to be an important social issue
because studies have shown that teenage
mothers are more likely to be poorly
educated 2nd more likely to face lifetime
poverty. .

Although birth rates for teenagers
were substantially higher in the carly
1970’5 than in recent years, most tecoag-
ers giving birth tn the earlier period were
married, whereas most teenagers giving:
birth recently are unmarried.

The birth rate for married teenagers
was about 13 percent lower in 1994 than
in 1970 (388 per 1,000 married women
aged 15-19 compared with 444). More-
over, the proportion of 15-19-year-olds
who were married was less than 5 percent
in 1994 compared with 14 percent in 1970,
In contrast to the change in childbearing
by married teenagers, the rate for unmar-
ried tecnagers has risen virtually without
interruption, although the pace of increasc
has siowed considerably since 1991, For

Acknowledgments

Branch, Division of Dats Services.

This report was prepared in the Divition of Viul Saristics. It was edited by Demarius V. Miller and typeset by Jacqueline M. Davis of the Publications

W

ed

Public Heglth Service

wilalry
o *,

Nailipnal Centar {of Health Statistics

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES

Centers for Disease Contral and Prevention

C

- CEMTERS PO DESEASE CONTROL.
AND FREVENTION



2 M—— Monthly Vita! Stotistics Raport o Vol 48, No. S(5) » Dacamber 19, 1995 mm———

unmartied teenagers 1519 years, the rate
doubled from 22 births per 1,000 in 1970
to 4% in 1994, The rate for younger izens
aged 15417 years rose from 17 (0 32 per
1,000, whils the rate for older fcens rose
from 33 1o 70 per 1,000 unmarried women
aged 18-19 yoams. As 4 consequence of
these trends in wmarriage and childbearing
among teenagers, the proportion of 2l
teenaged births ocourring to unmarried
teanagers has risen dramatically during
{his period. For teepagers 15-19 years,
the proportion rose from 30 perent in
1510 o 76 percest in 1994 {shows in
abie A). The percent uvamarried oearly
doubled for young ienagers 15-17 years
andt more than tripied for oider eenagers
1519 yoams.

The vast majority of tecnage child-
beasing is umintended. Data on tecnage
preguancy trends {including information
an induced aborions and folxd fosses as
will a5 live births) in the 1990°s are more
limited than are data on live binths. The
data in this report provide seme informs-
tion on the cxtent fo which cffors o
reduct leetage pregnancy are succeeding.

State-level binh rstes for vamarried
teenagers can be computed only in cengis
years when the necessary poputation data
are available. Rates for unmarried teenag-
ers by State have been published for 1980
and 1990 (1-2). In addition, rates for
fecnagers under 13 years of age are not
shown in this report because the numbers
of births are reiatively small, 12,901 for
the cntire United States n 1994, Thys,
the pumbers are {00 small fo compute
religble rates for many States,

Methods

Data shown in this repont are based
on 10Gpercemt of the binh certificaies
regisiered in all States and the District of
Columbia. More than 99 percent of births
occurring in this couniry are regisiored,

Tadie A Porcent of tseo birthe o
unmared teenagsms
M 2 1517 319

Your oy ey youre
19994, ... ..., ¥E 54 %
... &7 72 #1
1885, . ...... 58 g} &t
1969, ., ..... 4 L %)
195, k] 5 =
122 SN E | 43 m

Population data for computing birth rates
were provided by the LS. Bureau of the
Census (3,4). Tables showing data by
State provide information for the 50 States
and the District of Columbia. Rates are
not shown for Puerto Rico, the Virgin
Islandy, and Guam, becavse the population
data by age necded to compute teensge
birth rates are pot available for these
areas. State rates are based on mother's
place of residence.

Al wbulations are by race and His
panic angie of mother es reparted on the
birth ceriificate. Rave and ethpicity differ
entials in maies for wwonagers may reflect
dilferences o income, edutation, aocess
1o health care, and health care coverage.
Additions! information on the computa-
tion of birth rates, population denomina-
tors, and swustistical signibessec s
preseated in the Technical nowes.

Results and discussion

Thore were 305,488 live binhs o
teenagers 1519 years in 1594 resulting
in a birth mie of 58.9 per 1,000 wowmen
aged 15419 years (table 1) The bisth e
{or weenagers fell steadily from 1970 {(683)
to 1976 (52.8), 2 22-percent decling, flue-
fuatsd modestly over the next 30 years
reaching a low of S0.2 in 1986, increased
considerably-by 24 pereent— from 1988
10 1991 (62.1) and then declined steadily
from 1991 0 1994, by 5 percent overall,
1o it current level (table 1 and figure 1)
Preliminary data indicate that the 1S,

teenage birth rate declined again in 1995
10 56.9 per 1,000, 3 percent jower than in
1994 (5).

The bitth e for tecpagers aged
1819 years was $1.5 in 1994, more than
twice ihe rate for teenagers 15-17 years
(37.6). The trend in the birth rates for
teepagers 15-17 years and teccnagers
18.19 years had essentially the same
pattern during the 1970-94 period, but
the disparity between the rates for the two
age groaps diminishied somewhat because
the rate for older teenagers in 1994 was
much lower than io 1970, while rates for
younger itemagers were cssentially the
same in 1970 and 1994,

‘Tabie 2 sbows teccnage binth rates for
each year, 1990-W, for cach Sutc and
the District of Columbia. In 1954, bink
sates for wenagers 15-19 years ranged
from o high of 114.7 in the District of
Columbia to 2 Jow of 30.1 in New Hamp-
ghire. In peseral, the 10 States with the
Bigheost rates in 1994 were Jocated in the
South or West while the 10 States with
the lowest rates ware in the Northeas? xad
Midwes: (figure 2). The same regional
variation in birth rales was aiso cvident
{ot the more detailed age groups of 1517
and 15-19 vears.

The majority of States bad lower
birth rates for tecnages in 1994 tan b
1991, the year with the recent high point.
The Statz with the largest decline was
Mainc (18 percent), followed by Vermont
and Alasks {16 percent), Idabo (14 per-
cont), and Montana (12 percent). About
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Figure 1, Bith rates for oenagers. by age: Unlted Statas, 197004
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Flgurs 2. teenags birth rates by Stats, 1994

half of the States had declines of between
% and 11 perornt while the 1eenage birth
rate for 13 Saws and e Disticr of
Columbia was oot significantly different
in 1994 than in 1991 {Bgure 3). In general,
many States with the lowest rates in 1964
experienced the largest declines. For the
more detailed gpe gyoups 15-17 and
1819 years, the majorily of States had
deciines in ates for both age groups for
the 199194 period {table 2}. Maoy
changes in raies for detailed age groups,
especially 1517 veams, are nol siatist-
cally significant because the oumbers of
births are small.

Birth rawes for black and Hispanic
teenagers 15.1% years were very similar,
104.5 and 107.7, respectively, and were
about two and a balf times the rate for
non-Hispanic white teenagers, 404
{table 3}. This pattern has been observed
for many years (2.6). The mte for black
teenagers fell sharply during the 1991-94
period, by 10 percent, fom 115.5 10 H4.5

per 1,000, The mie for non-Hispanic whits
teenagers declined 7 percemt, from 434
1o 43.4 per 1,000, sad the e for His
panic teenagers rase  peroent, from 1067
to 1377, The disparity between the rate
for non-Hispanic white 1eenagers and the
raies for black and Hispanic tenagers
was observed for both 15«17 veoar olds
and 18-19 year olds (tablz 3 and fig-
ure 4).

The patigen of lower birth rates for
pon-Hispauic while than for black and
Hispanic tcenagers was cvident in almost
every State in which thers were suificient
data to compute bintb rates for ali groups
{table 4). The birth rate for non-Hispanic
white tecnagers 15-1% years wvaried
between 63.1 in Arkansas and 15.3 in the
District of Columbia; the rate for black
tecnagers varicd between 1423 in Wis-
consin and 66.4 in New Mexicn: the rate
for Hispanic teenagers varisd between
159.6 in North Carolioa and 49.3 in Loui-
siana. These relationships within racial

2n¢ Hispanic subgroups heve been noted
for several years {(1,2.7),

With fow cxceptions, birth nates for
weenagers 18~19 yvears were at least double
the ries for younger feomagers 15-17
years. This pattern was observed for all
races combined as well as for maial and
Hispanic onigin subgroups. In the ape
group 15-17 years, mates were higher for
black and Hispanic leepagers thzn for
non-Hispanic white tecnagers. Among the
arens for which binth rates could be reli-
abiy computed for black teenagers 15-17
yoars, rates were highest in the District of
Columbia, Illinois, and Wisconsin
(105107 per 1,000 women) and lowest
in New Mexico, New York, and Washing-
ton (§1~52 per 1,000). Birth rates for
Hispanic wenagers 15-17 years were com-
puted for 35 States, Rates were highest in
Connecticut and Massachuserts (101 per
1,000} and towes: in Louisiana and Mary-
land (2834 per 1.000). Birth rates for
nan-Hispanic white weenagers 15-17 years
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Figure 3. Parcent declion I teenage bivth retes by State, 199184
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were substantially Jower than for black or
Hispanic teenagers; rales were highest in

Alabama, Arkansas, Kentucky, and Mis-
sissippi (3537 per 1,000) and lowest in

Rata per § 000 women

517

M Tt 23 Nor-Hispanic White TR Binck B8 nispanic

Figurs 4. Birth ratas by race and ethniclty for mathers 1517 and 1615 yosm ¢f sgs:

Unitod Shotes, 1994

Hawzii and New Jemey (810 per 1,000).
Patterns were similar for older teen-
agers; rates were higher for Hispanic and
black teenagers than for won-Hispanic
whiie teenagers, Among the 31 States for
which birth rates for Hispanic teenagers
were comped, rates ranged from 80 to
190 per 1,000 women aged 1819 years
i Florida my! [ouisiang to 234-275 per
1,000 iz Georgia and Nozth Carolina. The
variation in rales [or black teenagers
18-19 years was parrower, with 2 range
of 145 per 1,000 in New York to 193-200
per 1,000 in Nllinois and Wisconsin, Rates
were substamtizlly Jower for non-
Hispanic white toenagers 18-1% years,
tanging frore 29 W 33 per 1,000 (New
lersey and Cosnooticut) o 98-101
{Arksnsas, Kestucky, snd Tennessee),
Some of the differences iIn overall
rtes by State reflec difiercoces in the
sompositiop of the teenage populations
by race snd Higpanic origin. Given that
bisth cates for Hispanic sod bimek
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eenagers are more than double the rates
for nop-Hispanic white tcenagers, States
with relatively high proportions of His-
panic and/or biack teenagers in their popu-
lations would be expected to have higher
overal] {eenage birth rates. This is in fact
the case. Birth rates standardized for dif-
ferences in population composition by
race and cthnicity control for these com-
pasitional differcaces (lable 5). The stao-
dard population used was the distribution
of ali U.S. tecoagers by race and Hispanic
origin (see Technical notes).

For exampile, the standardized tecn-
age birth rate for Californix for 1994 was
565, considersbly below the actual mie
of 71.3. This diffcrence resulis from the
relatively lower proportion of Hispanks
in the U.S. pepulation colupared with the
California population. The most dramatic
exampie of Gie compositional effect was
for the Disirict of Columbia. The
sandardized rate, 43.9, wys welf below
the actual rate of 1147, refiecting the
much lower proportion of black womes
in the UL5. papudation comparsd with the
District of Columbin, For many Statss,
the standardized rats was often higher
than the actual rate. An example is Min-
nesota, with s standardized rate of 54.3
compared with the actual rate of 34.4.
Compared with the U5, teenage popula-
ticn, Minnesota has substantially fewer
Hispanic and black teenagers.

When State rales are examined sepa-
rately by race and Hispanic origin, certain
geographic pattems emerge. For example,
15 of the 17 bighest rates {or nop-Hispanic
white tesnagers were geoerdly in the
South. Ceaversely, 16 of the 18 Jowest
rales were in the Northeast, Middle Atlane
tic, and Midwest. Of the L5 highest rates
for black texnagers, 13 were in the Middie
Atlantic snd Midwest States. There was
no cogsistent patern in the States with
the lowest rates for black teenmagers,
Although the Hispanic population is
highly concennated geopraphically, with
more thas S8 percent of all binhs
ocourting to rosidents of Californis and
Texas, birth rates for Hispanic teenagers
far those Matey were 80! among e
highest. There was oo spparent patters i
the States with high and fow rates for
Hispanic fecnagers.

Mxhcug,b birth retes have fallen for
teenagery in the 1990°¢, nonetheless the
rates teported for 1994 are sl as high or

higher than they wore two decades earfier
(Bgure 1). Despite the drop in the rate for
wenapers 1517 years, the number of
births for this age growp increased by
2percent in 1994, 3 reficction of the
3-percent increase in the mumber of teen.
agers from 1993 to 1994 (3). Population
projections show that the number of
women in this age group will continue o
rise aver the next several years (8). Thus,
without larger declines in the birth rate
for this age group, the number of births o
young teenagers ¢an be expected o0 con-
tinue 10 intrease.

The sumber of births to older teen-
agers 1819 years changed very little
between 1993 and 1994, because the
f-percent decline ko the birth rate was
matched by 2 f-peresat incrense in the
numsber of women in that age group (1)
The number of wenagers 18419 years is
proseciedd to continue 1o igcrease over the
sext seversl yoms (8L In order for the
pumber of births to decline, the binh rate
will have 1o decline funiher to compen-
sate for the increasing sursher of women.

The rates in this report can be useful
in assessing the exwnt 1o which programs
0 oduct 1eenags pregoancy are sucosed-
ing. Comprelivusive assessmeni, how
ever, requires that dats on legal induced
abortion and fetad oss be combined with
the live-binh dats to produce teenage
pregnancy rates. Statz.evel proguancy
tates have bees published for 1990-92
(7.9). For the poriod 199192, State twea-
age pregosncy rates declined siguifi-
cantly, by 2 1 13 pereand, in 31 of the 42
reporting areas for whick age-specific
abortion data were available. The US,
rate for womnen aged 1515 years declined
3 percent from 1991 to 1992, from 115.0
pregnancics per 1,000 women aged 15-19
yess 1o 1111 per 1,000 (10-13). More
recently, prelimiinary abortion statistics
indicatc a continoed decline in abortions
and abortion rates for weepagers (14). This
coupied with the declines in tecnage birth
rates in 1993 and 1994 suggest that the
declines io tecnage pregnancy rates bave
coptinued,
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Technical notes

Sources of data

Data shown in this report for 1994
are based on 100 percent of the birth
certificates in all States and the District of
Columbia. The data are provided to the
National Ceanter for Health Statistics
{NCHS) through the Vital Statistics Coop-

erative Program (VSCP).

Race

Bepinning with the 1989 data year,
NCHS is wabulating its birth data prima-
rily by race of the mother. In 2988 and
prior years, births were tabulated by the
race of the child, which was dstermined
from the race of the parents as entered on
the birth certificate.

Trend data by race shown in this
-report are by race of mother for all years
beginning with the 1980 data year. The
faciors influencing the decision to tabu-
late births by race of the mother have
been discussed in detail in a previous
report (15). They include the recent revi-
sion of the birth certificate, effective with
the 1989 data year, which includes many
more health questions that are directly
associated with the mother in addition to
many other items on the binh certificate
for more than two decades. In all these
instances, it is more appropriate to tabu-
late births by the mother’s race. A second

" factor has been the increasing incidence
. of inlerracial parentage. 1n 1994, 4.4 per-
cent of births were to parents of different

" races’ compared with just 1.7 percent in

1974. The third factor influencing the
decision to tabulate births by race of
mother is the growing proportion of births
with race of father not stated, 16 percent
in 1994 compared with 9 percent in 1974,
This reflects the increase in the propor-
tion of binths to uomamied women; in
many such cases, no information is
reported on the father. These binhs are
" already assigned the race of the mother
because there is no altemnative.

Birth rates for American Indian teen-
agers and Asian or Pacific Islander teen-
agers are not included in this report
These two population groups are rela-
tively small and tend to he highly concen-
trated geographically, which makes it
possible to compute meaningful rates for
only a few States,

Hispanic origin

Hispanic origin of the mother is
reported and tabulated independently of
race. Thus persons of Hispanic origin
may be of any race. In 1994, 91 percent
of women of Hispanic origin were
reported as white (1).

Population denominators

. Birth rates for 1991-94 shown in this
repori are based on populaticns estimated
as of July 1 for cach year; rates for 1990
are based on populations coumerated as
of April 1, 1990, The population esti-
males have been published by the U.S.
Bureau of the Ceasus (1,2) and are based
on the 1990 ccnsus counts by race and
age that were modified to be consistent
with Qffice of Mapagement and Budget
racial categories and historical categories
for birth data, and in the case of age, to
reflect age as of the census reference
date. The modification procedures are
described in detail in a census report (16).

In computing birth and fertility rates
for the Hispanic population, births with
origin of mother not stated are included
with non-Hispanic bisths rather than being
distributed. Thus, rates for the U.S. His-
panic population are underestimates of
the true rates to the extent that the births
with origin not stated (1.1 percent) were
actually to Hispanic mothers. The origin
of the mother was imputed for population
counts when it was not stated. The effect
on the rates is believed to be small.

Computation of rates

Rates were not computed if there
were fewer than 20 births in the numera.
tor or fewer than 1,000 women in the
specified group in the denominator. An
asterisk is shown in place of the rate.

Rates by Hispanic origin shown in
tabie 3 for 1990 are based on a reporting
area consisting of 48 States and the Dis-
trict of Columbia that reporied Hispanic
origin on the birth certificate in 1990.
Data were not availahle for Oklahoma
and New Hampshire; it is estimated that
99.6 percent of the Hispanic population
lived in the reporting area (17). Rates for
199192 are based on all States except
New Hampshire. It is estimated that more
than 99.9 percent of the U.S. Hispanic
population lived in the reporting area.

Beginning in 1993, Hispanic origin was
reported by all States.  Given that more
than 99 percent of the Hispanic origin
population lived in the reporting arca for
199092, the addition of Qklahoma and
New Hampshire should not have affected
the trends in the birth rates (17).

To climinate the cfiect of differences
among States in the distributions of the
populations by race and Hispanic origin
on the State binth rates, standardized birth
rates were computed for 1994, The direct
method of standardization was used. The
1994 distribution of the U.S. population
of women aged 15-19 years by race and
Hispanic origin was used as the standard
population in this procedure.

Random variation and relative
standard error

Although the birth data in this report
for births since 1985 are not subject to
sampling emor, they may be affected by
random variaticn in the number of births
involved. When the number of events is
small (perhaps less than 100) and the
probability of such an event is small,
considerable caution must be observed in
interpreting the data. Events of rare nature
may be assumed to follow a Poisson
probability distribution, For this distribu.
tion, a simple approximation may be used
to estimate the error as follows:

If N is the number of births and R is
the corresponding rate, the chances are 19
in 20 that

1. The “gue”™ oumber of events liss between
N-2VN and N+ 2V
2. The “true” rate lies between

R-2_R adr+2_ R
W vN

If the rate R, comesponding to N, events
is compared to the ratc R, corresponding
to N, events, the difference between the
two rates may be regarded as statistically
significant if it exceeds
2 \/]—i' ;
1

NTR

For cxample, the teenage birth rate
for Maine for 1994 was 355 births per
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1,000 women 15-19 years of age and this
raie was based an 1,459 recorded births,
Given prevailing conditions, the chances
are 19 in 20 that the “trus™ of underdying
birth rate for Maine lics between 33.6 and
374 per 1,000 women 13-19 years of
age. The 1951 teenape birth rate for Maine
was 43.5 based on 1,805 recorded binths,
The diffctonce between the faws is 8.0,
which is more than twice the siandard
grror of the difference

{3557 (4357

1356 * TGS
of the two rates that s computed (0 be
2.8, From this, it is concluded that the
difference between the wenage birth tate

in 1991 and 1993 is statistically
sigaificant,
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APPENDIX HI: PROMISING STRATEGIES

NOTE: Descriptions of the following five programs are excerpted from “Prevenung Teen Pregnancy:
Promoting Promising Strategies: A Guide for Communities,” a report by HHS released at 2 White
House press conference on June 13, 1996,

CHILDREN’S AID SOCIETY’S
ADOLESCENT PREGNANCY PREVENTION PROGRAMS

Approach: Comprehensive, Mulu-Faceted

Description: This program looks beyond sex education 10 the whole child, offering youngsters a
varicty of opportunities and a broad-spectrum of services as well as positive role models. The seven
major components of the program include: career awareness; family and sex education; medical and
health services; mental health services; academic assessment and homework help; seif-esteem through
the performing arts; and {ostering lifetime participation in individual sports activities.- The Children’s
Aid Society has another program in Harlem which, in addition to the above, guarantees youth in the
program who graduate from high school or get a General Equivatency Diploma admission to New
York City's Hunter College.

Goals of the Program: The primary goal of the program 15 to assist youth in avoiding unintended
pregnancy and making responsible sexual decisions.

Location: 10 New York communities and 17 cities across the country
Population Served: Youth ages 10 through 20
Early Findings: For the six New York City sites employing this model, ¢arly data show--

. Participants have educational aspirations that are higher than those reported in national samples
of high school students.

. Participants have better outcomes four years after entering high school when compared 1o the
New York City public school Class of 1994,

. Participants have substantially lower rates of alcohol use when compared to national samples of
adolescents in the same age group.

. Participants are less likely to be sexually active, and those who eventually do become sexually
active are more {ikely 1o have used contraception when compared 1o national samples.
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TEEN OUTREACH PROGRAM

Approach: Life Options

Description: The Teen Qutreach Program, sponsored by the Assoctation of Junior Leagues and the

_. Amenican Association of School Admirusirators, combines curriculum-based, facustator-guided, small
- group discilissions with volunteer service in the community. Issues addressed in the small group
discussions include: seif-undersianding, communication skills, human growth and development,
parenting issues, and {family interaction. Some health and sex education is included. Facilitators serve
as mentors and Hink youth to volunteer activides.

Goals of the Program: The program secks t0 prevent early pregnancy and encourage school
achievernent.

Locatien: Nationwide and in Canada, mostly located in schools
Population Served: Youth ages i} through 19
Early Findings: Exly data show a reduction in teenage pregnancy as well a3 in school suspension and

drop-out rates. The volunteering and classroom curriculum appear to be working although greater site
volunteer hours and older students were associated with more positive outcomes.
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POSTPONING SEXUAL INVOLVEMENT

Appreach: Abstinence and Delayed Sexual Initiation

Description: The Postponing Sexual Involvement Curricuium, developed by the Emory University
School of Medicine and Grady Memorial Hospital Teen Services Program, provides teens with the
skills they need o resist peer pressure and early sexual involvement. The curriculum offers a clear
message that favors abstinence and postponing sexual involvement, but also provides information
about comtraception. Skill-building exercises conducted by slightly older peer educators are key

elements of the program.

Goals of the Program: The program provides youth with basic factual information and decision-
making skills related to reproductive health. Teenagers in the program gain skills to deal with social
and peer pressures that lead them into early sexual involvemnent.

Location: Atianta, OA and other sites nation-wide,
Population Served: Youth ages 13 to 14

Early Findings: Compared 1o non-participants, a significantly smaller proportion of youth
participating in the program reported being sexually active by both the 12- and 18-month follow-up
periods, even though a slightly higher proportion of the participants had been sexually active before
receiving the program’s curmiculum. The effect on delayed first sexual activity was true for both male
and fernale participants. The impact on delaved sexual activity among females was pamcularly strong.
In addition, the evaluation also found hxgher contraceplive use among those program participants who

were sexuaily active.
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1 HAVE A FUTURE

Description: “I Have A Fumre” is a communiry-based intervention that uses a comprehensive set of
activities 10 expand life options for high-risk youth living in public housing projects. The focus of the
program is on abstinence, community, and self-esteem. The three parts of the program include:
equipping adolescents with the basic information they need about health, human sexuality, and drug
and alcohol use; providing a comprehensive armay of adolescent health services, with a focus on
abstinence and a very strong emphasis on parental and comumunity involvement; snd assisting young
people to enhance their life-options through activities that improve their job skills, self-reliance, values,
and self-esteem.

Appreach: Life Options and Opportunity Development

Gosls of the Program:

. Developing a repiicable community-based, life-enhancement program that promoles 2
significant reduction in the incidence of early pregnancy and child bearing among high-risk
adolescents;

. Improving knowledge, anitudes and behaviors related 1o personal health and human sexuality;
and,

* Enhancing the ability of high-risk adclescents to overcome environmental barners 10 aftaining

the skills necessary to pursue meaningful employment and educational opportunities with the -
promise of upward maobility, .

Location: Public housing projects in Nashville, TN
Population Served: Youth ages 10 through 17

Early Findings: Those who participated in the program had fewer pregnancies, higher self ¢steem,
fewer self-reports of delinquent behaviors, and a greater sense of a promising future, Preliminary
analyses of the | Have A Future Program have also found positive effects on intermediate autcomes
such as pro-social atitudes, sexual and contraceptive knowledge, self-esteem, perceived life options,
and psychosocial maturity, when comparing the active participants to the comparison group of youth
from two other public housing projects.
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QUANTUM OPPORTUNITIES PROGRAM

Approach: Life Options and Opportunity Development

Description: The Quantum Opportunities Program {QOP), a four-year demonstration program
launched in 1989, was designed to test the ability of community-based organizations to improve the
lives of low-income high school students. The project used Opportunities Industrial Centers in five
communities to deliver an intensive package of services to youth during the four years of high school.
Services included educational activities, community service activities. and development activities 1o
help youth learn more about health issues, arts, careers and college planning.

QOP was a relatively small national demonsiration program. At each site, there were 50 students--25
randomly assigned (o the proiect and 25 o 2 control group. The young people received small stipends
for participating in and completing approved activities. The program also established accrual accounts
to collect matching funds that youth could use for additional training or education after they graduated
from high school. Staff members were also given financial incentives 10 meet the program’s
participation goals.

The Ford Foundation and the Department of Labor are currently funding rephications of the program.

Goals of the Program: To test the ability of community-based organizations to “foster achievement
of academics and social competence among high school students from families receiving public
assistance.” .

Location: Philadelphia, PA; Oklahoms City, OK; San Antonio, TX; Saginaw, MI; and Milwaukee,
W1, {Milwaukee was later dropped from the study)

Population Served: Students entering the 9th grade

Early Findings: QOP made significan! improvements in the lives of participating youth over a two-
year pertod. Results compiled one vear after the program was compieted show significant differences
between QOP participants and control group members, Specifically, QOP members were more Jikely
10 be high school graduates, more likely to be enrciied in secondary schools, less likely 1w be high
school dropouts, and less likely to have children. They were also more likely 10 be involved in
comumunity service, to be more hopeful about the future, and more likely to consider their lives a
SUCCESS,
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APPENDIX IV: PROGRAM CONTACTS AND OTHER RESOURCES

HHS Programs

Centers for Disease Conirol and Prevention
Community Partnership Programs for the Prevention of Teen Pregnancy
For information call: 404-639-1286

Office of Population Affairs
Adolescent Family Life Program and the Title X Family Planning Program
For information call: 381-594-4G00

Health Resources and Services Administration

Healthy Start; Community and Migrant Health Centers;

Healthy Schools, Healthy Communities; and Maternal and Child Health Block Grant
For information call: 301-443-3376

Administration for Children and Families
Youth Prograrms {Runaway and Homeless Youth, Community Schools, e1c.}
For information call: 202-401.9215

Substanee Abuse and Mental Heslth Services Administration
Drug Treatment and Prevention Programs
For information call: 301-443.8956

Health Care Financing Administration
Medicaid Bureau '
For information call: 410-786-3393

Enterprise Zones/Econemic Communities
For information call; 202-401-3951

National Institute of Child Health and Humao Development
Add HEALTH and the National Survey of Adolescent Males
For information call: 301-496-5133

National Center for Health Statistics

National Survey of Family Growth and Monthly/Semi-Annual Vital Statistics Reponts
For information call: 301-436.7531 :
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Hotlines and Referral Numbers

National AIDS Hetline (CDC)
1.800-342-AIDS (English}
1.800.344-51D A (Spanish}
1-800.243-7889 (TDD)

Sexually Transmitted Diseases Hotline (CDC)
1-800-227-8922

Office of Population Affairs Clearinghouse (OPA)
301-654-6190
301-215.7731 (to order by facsimile) .

National Center On Child Abuse and Negleet (ACF)
703-385-7565 or 800-394-3366

National Clearinghouse on Families and Youth (ACF)
301-608-8098
301-608-872) (1o order by facsimile)

National Clearinghouse oa Alcoho! and Drog Information {SAMHSA)
1-800-729-6686 {English)
1.800-487-2889 {TDD)

HHS OH-_Ligg

HHS Home Page
Access 1o consumer information on a variety of 15s5ues and links to specific HHS agencies,
http://www.os.dhhs gov

Youthinfo

Latest information on America’s teenagers including reports and publications, resources for
parents. statistical profiles, and links to related federal and private organization websites,
http:/ivouth.os.dhhs.gov i

Girl Power!

Materials, information, and products for girls, parents, and caring adults.
hitp:/iwww health org/gpower
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Research Reports

Beginning Too Soon: Adolescent Sexual Behavior, Pregnancy, and Parenthood. A 1993 two-
volume report reviewing recent vesearch and describing interventions and evaluations. Written
by Kristin Moors, Brent Miller, Barbara Sugland, Donna Ruanne Morrison. Connie Blumenthal,
Dana Glei, and Nancy Snyder of Child Trends, Inc. for the Office of the Assistant Secretary for
Pianning and Evaluation (ASPE) in the U.S. Departrment of Health and Human Services. Copies
available from Child Trends at 202-362-3533. Also available at the Internet address
htip.//aspe.os.dhhs.goy

Trends in the Well-Being of America’s Childrea and Youth. A 1996 report written by Child
Trends, Inc. for the Office of the Assistant Secretary for Planning and Evaluation (ASPE) in the
U.S. Depantment of Health and Human Services. Copics available by faxing requests to Child
Trends at 202-362-5533 or ASPE at 202-690-5514. Also available at the Internet address
hitp://aspe os.dhhs.gov

Report to Congress an Out-of-Wedlock Childbearing. A 1995 report prepared by the U.S,
Department of Health and Human Services and university researchers that provides a
comprehensive overview of nonmarital childbearing among women of all ages. Copies

" available by faxing requests to ASPE at 202-690-5514 or to Stephanie Ventura, NCHS, at 301-
436-7066 (DHHS Pub. No. (PHS) 95-12587). Also available at the Internet address
hitpifweew.cde.gov/nchswwwiproducts/pubg/pubd/other/miscpub/miscpub.htm

The Best Intentions: Unintended Pregnancy and the Well-Being of Children and Families.
A 1995 repont by the Institute of Medicine. Copies available from the National Academy Press

at 800-624-6242.

Great Trassitions: Preparing Adolescents for a New Century. The 1995 concluding repont
of the Carnegie Council on Adolescent Development funded by the Camegie Corporation of
New York. Copies available from the Camegie Council on Adolescent Development at 202-429-
7976

Sex and America’s Teenagers. A 1994 repors by the Alan Guttmacher Institute. Contact the
Alan Guttmacher Instinte at 202-296-4012,
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Next Steps and Best Bets:
Approaches to Preventing Adolescent Childbearing

INTRODUCTION

Rates of adolescent childbearing in the United States are two to ten times higher than in
comparable industrialized democracies. Moreover despite several decades of effort to prevent
adolescent pregnancy, little progress has been made. The teen birth rate among school-age
adolescents 15-17 was essentially the same in 1993 as it was in 1970 -- 39 births per 1,000
females aged 15-17. What can policy makers, program providers, and families do to reduce the
incidence of adolescent pregnancy in the US?

Although many families do not need assistance or information from organized programs,
many other families want or need information and/or services that would help their children to
postpone sex, pregnancy, and parenthood. The foeus of this paper is to identify program and
service options that show promise for reducing the incidence of adolescent pregnancy.
Unfortunatetly, there is a dearth of programs that have been documented to have substantial and
lasting effects on adolescent sex, pregnancy or parenthood. Thus, we cannot simply pull down
from the shelf a sure fire service program or curnicula demonstrated to have large, positive
sustained impacts. Rather, there is a need to pause before implementing a new generation of
programs, 1o consider what has been learned and the most promising directions for future
interventions.

Much has been learned over the past several decades that can direct and inform the next
generation of interventions. In this paper, we outline a set of 11 principles derived from
available research and from program experience that provide a starting point for designing the
next set of interventions. These principles address topics that range from the focus of
intervention efforts to the targets of interventions, and from the characteristics of programs to the
need for evaluation. ’

PRINCIPLES
1 - Base intervention programs on the findings of basic research and previous
program evaluation studies.
2 - Combine positive and negative sanctions to affect behavior.
3 - For at-risk youth from disadvantaged or dysfunctional families, interventions need
. to start before puberty. : '
4 - To create effective programs and avoid destructive controversy, work with

families and communities to develop and implement programs.




5 - Recognize that varied groups need varied degrees of intervention, ranging from no
intervention to comprehensive, long-term programs.

& - Recognize cultural diversity in the design and implementation of programs.

7 - Recognize that age differences affect both the needs of children and adolescents
and the characteristics of an effective program.

% - Recognize that for many teens sexual risk-taking is one of several related forms of

risk-taking, such as substance use and delinquency.

9 « Build programs that recognize the role that non-voluntary sex plays in the early
initiation of sexual actvity, pregnancy and parenthood.

16 -« Involve males and recognize that many male partners of adolescent females are
not themselves teenagers,

11 - Conduct process evaluations for all organmized programs and, where warranted,
conduct rigorous impact evaluations.

In the following pages. we elaborate upon gach of the eleven points. In a subsequent section, we
outline several specific and distinct program intervention and evaluation strategies that might be
implemented as next steps.

1. Base intervention programs on the findiugs of basic research and previous program
evaluation studies.

Unfortunately, it is not possible to identify very many adolescent pregnancy prevention
programs that have actunlly documented substantial success in preventing pregnancy or
parenthood. Most of the inferventions that have been rigorously evaluated have been found o
have only small or no effects. A recent pair of reports suggests an explanation for this lack of
progress.! The first report reviews hundreds of research studies and identifies four broad factors
that consistently predict early parenthood: poverty, early school fatlure, early behavior
problems, and family problems and dysfunction. The second report describes a variety of
intervention programs, and finds that only a2 minority of these programs address these four basic
nisk factors, Even among the programs that focus on these underlying factors, few programs start
early or take on several risk factors at the same time. Rather, programs tend 1o focus narrowly on
a single aspect of prevention; efforts tend to be brief and superficial; and interventions are
provided too late to have major impacts among at-risk populations, Thus, several weeks of sex
education in high school would be a typical intervention: too late, too superficial and o
NamTow.

Moore, Kristin A, Brent C. Miller, Dana Glet and Donna Ruane Morrison., 1995,
"Adolescent Sex, Contraception, and Childbearing: A Review of Recent Research.”
Washington, DC: Child Trends, Inc.

Moore, Kristin A, Barbara W, Sugland, Connie Blumenthal, Dana Glei and Nancy -
Snvder. "Adolescent Pregrnancy Prevention Programs: Interventions and Evaluations”
Washington, DC: Child Trends, Inc.



The juxtaposition across the two reviews strongly suggests that one reason few
interventions have been successful is that they have gverlooked the underlymg factors that
predict sarly childbearing in the contemporary United States - poverty, early school failure,
early behavior problems, and family problems (Moore, Mitler, Glei and Mormrison. 1995}, Even
when strong comprehensive programs address the factors that predict teenage childbearing. they
are rarely rigorously evaluated, so it is not possible at this point in time 10 demanstrate their
effectiveness.

Programs are nesded that address the underlying factors that predict teenage childbearing.

Poverty. Economic disadvantage is strongly linked to teenage parenthood. Among
United States teens, 38 percent are peor or low income. However, 85 percent of all nonmarital
teen births ocour to poor or near-poor teens (that is, teens whose families have incomes below
200 percent of poverty) (Alan Guttmacher Institute, 1994}, Studies have linked both family-level
disadvantages and neighborhood-level disadvantages with a higher risk of early childbearing.
For exarmple, teens from low income families and families that receive welfare are more likely 10
have a birth. On the other hand, better employment opportunities have been found associated
with a fower probability of z teen birth.

Sehool Failure, Students who are behind grade, who have low levels of academic
achievement, who obtain poor grades or have low achievement test scores, and adolescents who
have dropped out of school are two to five times more likely to have a child by the time they
would complete high school.

Behavior Problems. Similarly, teens who have school behavior problems, who smoke,
drink or use drugs, and who engage in delinquent activities are all much more likely to become
teen parents.

Family Problems. Varied aspects of family functioning have been linked to the risk of
pregnancy among adolescents. For example, teens with supportive family relationships, who
attend church frequently, who live with both of their parents, and who have better educated
parents are less Jikely to initiate sex at a young age. On the other hand, youth from families
which do not monitor their children, which cannot or do not communicate with them, which do
not provide strong values and goals for the future, and which fail to help teens deal with media
and peer influences are much more likely to become parents as adolescents. Finally, youth who
are subjected to non-volumary sex are at a much higher risk of adolescent parenthood.

Poverty, family dysfunction, early bebavior problems and difficulty in school represent
very substantial problems, and any effective intervention would have to be long term and
profound. Consequently, few program designers have been willing to initiate 2 comprehensive
intervention among pre-schoolers or children in elementary school in the hope that pregnancy.
rates will be lower a decade or more later. However, such programs have been initiated for other
purposes, ¢.g., Head Start programs and Head Start-to-school transition programs; two
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generation programs such as the Comprehensive Child Development Projects; housing and
neighborhood development programs, such as Moving to Opportunity; and a variety of
mentoring and tutoring programs. Hence, rather than starting from scratch, program designers
might augment or extend evaluations of such programs to examine outcomes during adolescence.
Thus, if a tutoring and mentoring program is planned for grades two through four, ways to extend
the program through junior high or even haigh school might be planned. If it is not possible to
extend program services, at the very least, the long-term impacts of a program offered in the
early elementary grades might be tracked.

If resources were available, the ideal intervention effort for a high-risk disadvantaged
population would be a long-term program that was initiated among pre-school children to help
parents become economically independent and to leave poverty; to help parents learn parenting
skills if needed and to help parents become involved in the process of their child's education; to
help children master the essential tasks of early elementary school such as reading and basic
arithmetic; and to help children learn behavior patterns that are compatible with school success
and that reduce the risk of delinquency in the later elementary grades and junior high school.
Children would have to be randomly assigned and followed for more than a decade to produce
the kind of impact results that would demonstrate whether this approach signiftcantly reduces
rates of adolescent parenthood. Such an endeavor would be quite expensive; but, based on the
accumulated research, this is the kind of approach that needs to be tested.

2 - Combine positive and negative sanctions to affect bebavior.

Results of numerous evaluation studies indicate that, when programs are not mandatory,
only a small number of the persons who would benefit from the program participate actively and
consistently over a sustained period of time (Gueron and Pauly, 1994; Maynard, 1995).
Moreover, even among volunteers for a program, those adolescents selected for a program do not
participate consistently or participate in all program offerings (Quint et al., 1994). Hence, there
is real reason to apply strong negative sanctions to bring eligible participants to actuaily
participate (Maynard, 1995). On the other hand, a large body of scientific research indicates that
positive reinforcement is more effective in producing internalized behavior than is punishment
(Berger, 1983; Amato, 1989).

These separate bodies of research and program experience indicate that effective
programs should combine negative sanctions with positive sanctions, much as an effective family
combines rewards and punishments in the socialization of its children.

Particularly among children and adolescents from disadvantaged backgrounds, substantial
impediments exist that undermine program participation {Goodson et al, 1991). There may be
distrust for program providers, who may be from a different cultural group or social class. There
may be access problems, such as transportation difficulties or financial constraints. Family and



peers may nol be supportive of participation, and may even actively discourage participation.
For all of these reasons, participation might be encouraged by a combination of "carrots and
sticks.”

However, negative sanctions may be inappropnate for young children and for families
who are not (vet) experiencing clear difficulty. Presumably, this is one reason program providers
seek to place programs in schools, where all children will inevitably be exposed to program
offerings. However, if the services offered are not appropriate to the school curmiculum, or funds
are not available to provide services to all ¢children, other ways of increasing panicipation need 1o
be developed. Requiring participation of all eligible children may be warranted in some
instances, €.g., if a school principal refers children who are demonstrating serious behavior,
learmning or emotional problems, Aligmmatively, strong positive reinforcement (rewards and
inducements) may be necessary to cajole participation; such inducements may need to be
combined with personal follow-up and serviges that make participation feasible, such as free
transportation and snacks.

3 - For at-risk youth from disadvantaged or dysfunctional families, inferventions
need to start before puberty.

Research studies regularly find that negative behavior panterns among adolescents have
their origins ini childhood, often early childhood (National Commission on Children, 1991; Hahn,
199353, “Yet, programs o prevent adolescent pregnancy often begin tn high school, when
estahlished patterns are difficult to change. Indeed, many disadvantaped and otherwise at-risk
teens have initiated sex, developed ematic panerns of contraceptive use, and experienced
pregnancy before reaching high school (Moore, Miller et al., 1995).

We propose the foliowing axiom: the greater the risk of adolescent pregnancy, the earlier
interventions need to be implemented. For college-bound teens from stable, supportive families,
sex education in the sophomore vear of high school may be guite sufficient, as these youth aye
unlikely to have already initiated sex and are unlikely to risk a bright future by becoming 4 teen
parent. For children from families where parents themselves had difficulty in school or who
have had problems with crime or delinquency, and who are experiencing economic hardship and
disorgamization, interventions cannot be delayed. For children from at-risk backgrounds, high
quality pre-schoo! interventions with follow-through into elementary school may be particulasrly
effective.




4 - To create effective programs and avoid destructive controversy, work with
families and communities t¢ develop and implement pregrams.

Providers often find that programs o prevent adolescent pregnancy, especially those that
deal directly with sex, such as sex education and contraceptive services, face apposition from
special interest groups that may be very small but vocal, or large and well-organized. Less
recogrized are the concerns of the larger body of parents and comumumity members who are
simultaneously supportive but nervous. Being generally unorganized, such ambivalent groups
are often simply overlooked. In either case, communication and discussion with stakeholders
prior 1o the initiation of a program can help to diffuse such opposition and tum 1t into
constructive energy.

There is no simple recipe that will be helpful in every community; but certain steps are
necessary in most instances. First, program planners need to identify the persons or groups who
should be involved. Adolescenis w be served shouid be a part of the planning process, as should
potential funders, parents, and employees in service organizations. Cominunity members
representing religious groups, the press, and the business community might also be invited 1o
participate. Second, having identified representatives of concerned constituencies, planners need
to involve them in defining the problem. Most commaunities will define early sexual initiation as
problematic, while others will view the problem as early pregnancy. A few communities will
define the probiem in terms of preventing births 1o {eens or preventing nonmarnital births; but
preventing pregnancy is more likely 1o be achieve consensus., Third, having identified the
problem, an approach for addressing the problem needs to be agreed upon. Again, some
approaches will be less controversial than others. For example, providing mentors and ttors to
at-risk adolescents will be controversial in fewer communities than providing contraceptive and
abortion services to adolescents, Controversial programs particularly require community
support. Next, target populations need to be defined. Are parents the focus? Both parents and
children? Males as well as females? What ages will be served?

Going through this process with a broad representation of community members should
not only reduce opposition, it should improve the quality of the program that is designed. It may
also generate some of the fong-term Rnancial and social support that will help sustain the

program over time.

5 - Recopnize that varied groups need varied degrees of intervention, ranging from
Bo intervention to comprebensive, long-term programs.

There are several reasons 1o concentrate resources on those youth most at risk. One is the
shortage of available resources. Comprehensive programs that are long-term, that provide the
incentives necessary 10 generate sustained participation, and that provide follow-up for youth
who drop by the wayside are expensive. Sufficient financial resources are simply not available
to provide comprehensive long-term services to all or even to very many young persons.

7



However, if some youth only need training to resist peer pressure and media influences, there is
no need to provide more expensive programs to such youth.

A second reason to ¢concentrate resources on those vouth most at risk is that
comprehensive programs can generate political and social opposition. Sweeping statements
implying that all youth need to be socialized by paid professionals in organized programs may
infuriate some parents and non-parents who feel strongly that famiiies need to retain or regain
control of the socialization of their own children. We suspect that one of the common sources of
apposition 1o programs to prevent adolescent pregnancy is parents with strongly-held values
about childrearing who do not welcome the intrusion of oulside forces. While such persons are
not inevitably effective parents, we suspect that by and large the children of intensely involved
parents are not in need of comprehensive program services. There is no point to inviting
unnecessary controversy. Rather, advocates and program planners should be temperate in their
statements and focussed in their interventons, providing minimal levels of intervention where
warranted and providing comprehensive intervention programs only when the need i1s great, e.g.,
for childrén experiencing multiple risks, such as schoo! failure, behavior problems, and family
dysfunction. .

6 - Recognize cultural diversity in the degign snd implementation of progra tws.

Addressing issues of cultura! diversity or cultural competence implies recognizing
differences in values, roles, and atutudes about sexuality, contraception argd childbearing as they
vary across different social and ethnic sub-groups. Incorporating recognition of these differences
into programs and curricula may help attract and involve potential partticipants, secure
community supporl, and increase the effectiveness of programs (Office of Technology
Assessment, 1991), Unfortunately, at present, the admonition to be sensitive to cultural
differences represents a recommendation that {s pot backed up with much research. Remarkably
little work has been done examining the potentially profound implications of 2 commitment to
showing recognition and respect 1o the many and varied cultural groups in the United States,

Some Afro-centric programs have evolved, but evaluations assessing the effectiveness of
this approach or of variants of this approach have not been rigorously evatuated {(Moore, Sugland .
etal, 1995). Similarly, some programs addressing Hispanic sub-groups have been identified;
but rigorous evaluations have not been found. Often such approaches are operating "on a shoe
string” and do not even have a written curriculum or a cleacly specified moxdel that could be
evaluated or even shared with another interested group. Approaches directed at Asians and
Native Americans do not appear in the literature. Clearly, considerably more work is needed 1o
put substance into this principle.




7 - Recognize that age differences affect both the needs of children and adolescents
and the characteristics of an effective program,

The years of adolescence encornpass a time of enormous development and change
{Feldman and Elliot, 1990). Program planners often speak of "teen pregnancy,” without
specifying whether they are referming to young adalescents, high school students, or youth in
their late teens. This casualness undoubtedly ts sometimes another factor sparking opposition o
pregrams, as speakers and listeners have different images of the targer population. This lack of
precision probably also undermines the effectiveness of programs as well, if the substance and
delivery are not developmentally appropnate for the target populasion, For example, no
responsible program would support and encourage middle school snudents 1o engage in sexual
activity; early adolescents aged 12, 13, and 14 are quite universally agreed to be too young 10
initiate sex. However, by the late teens, most adults accept (even if they do not approve) the
need for contraceptive services for teens who have become sexually active. Numerous other age-
related differences distinguish the conent and context appropriate for younger and older
adolescents; but the implications of such differences for programs to prevent adolescent
pregnancy have not been fully considered.

Research has begun to distinguish the varied cognitive, social, and emotional stages that
children pass through on their way 0 adulthood. While the pace and timing of these transitions
vary, there are broad patiemns that are increasingly be recognized by researchers and educators.
(See, for example, the recent Camegie repont “Great Transitions," which makes the creation of
developmentally appropnate schools one of its primary recommendations.) Programs to prevent
adolescent pregnancy need to be similarly attuned to the varied developmental needs of children
as they move through the elementary grades into middle school or junior high and then through
senior high school. .

B - Recoguize that for many teens sexusal risk-taking is one of severs! related forms
of risk-taking, such as sabstance use and delinguency.

Numerous studies have found that early risk-taking, such as smoking cigareties, using
alcohol, using iilicit drugs, and varied forms of delinquency are associated with an efevated
likelihood of adolescent pregnancy (see Moore, Miller et al,, 1995, for a recent review).

. Moreover, reviews across domains indicate that these varied forms of adolescent problem

behaviors share common anmecedents, For example, early school problems, poverty, and
dystfunctionzl families increase the risk of substance abuse and behavior problems, as well as
early sexual activity and pregnancy (Mendel, 1995). Such findings strongly suggest that early
interventions that reduce the risk of one type of problem behavior will reduce the risk of other
problem behaviors as well. Indeed, results from the Perry Pre-8chool program indicate just such
effects: children in the experimental group who were exposed 1o 4 high quality pre-school
intervention were less likely 1o become teen parents and also were less likely to engage in
delinquent and crinunal behavior (Weikert, 1989).



¢ ~ Build programs that recognize the role that pon-voluntary sex plays iv the
initiation of sexual activity, pregnancy and parenthood.

In the last several years. there has been an increasing recognition that sexual initiation in

early adolescence is largely non-voluntary. Indeed, among girls having sex at age 15 or younger,

&0 percent report that their firgt intercourse was non-voluntary (Moore, Nord and Peterson, 1989;
Alan Guttmacher Institute, 1994). Even in middle and later adolescence (and even among
adulis), non-veluntary sex is a problem (Michae] et al., 19%4),

As noted above, not many prevention programs have been documented o have strong
impacts. This is particularly true with regard to non-voluniary sex. When, to whom, and how 1o
target efforts to prevent coercive sex is not currently known (though see Ounce of Prevention
Fund, 1988 for suggestions). Sex education courses for children and younger adolescents that
provide sensitive coverage of the issue of sexual abuse may provide an opportunity for children
to learn resistance skills and/or to report that they have been abused. One reason to begin sex
education at an early age, indeed, is to empower children 10 avoid unwanted personal attention
and to help children realize that they can speak to an adult and obtain help.

Obviously, coercive sex among pre-adolescents and young adolescents is not going 10 be
resolved by sex education given in high school. High school students should nevertheless
discuss this issue because non-voluntary sex is 4 problem for many high school age youth, Alse,
such classes may provide victims an opportunity to identify and report their own victimization
and seek help. Moreover, many of these students will in the next decade be the parents of young
children who are susceptible 10 abuse, and they need to be alerted to the possibility.

Ways to reach adult men o prevent the sexual exploitation of children and young
adolescents are beyond the scope of this paper. In particular, ways t reach extremely disturbed
individuails are out of the range of the organized prevention programs discussed here. However,
anecdotal evidence indicates that some males who would not be clinically defined as emotionally
disturbed or psychologically il sometimes view forced sex as legitimate, as masculine or as
attractive behavior. It is possible that discussions in sex education classes of how devastating
abuse can be for the victim may deter some young men who hold such attimdes from forcing sex
on females. Alternatively, realization that coercive sex is illegal and punishable may deter some
young men from pressing or forcing sexual intercourse on females. -In addition, discussions of
movies and songs that legitimize violence against women may help males think through the
implications of forcing sex on a partner who is pot willing. Inevitably, however, interventions
aimed at preventing sexual abuse of adolescents and children will have to go beyond discussions
and counseling to the challenge of helping victims to press charges. X

'In summary, the topic of sexual abuse should be introduced in an age appropriate manner

in sex education classes for children and for adolescents. Responsible media coverage to reach
adults and the prosecution of perpetrators are also necessary.
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13 - Involve males and recognize that many male partmers of adelescent females are
not themselves teenagers,

Only during the past several years have research and policy discussions come to focus on
males. Even now, however. most of the focus is on males who are already fathers, recognizing
that perhaps two-thirds of the babies born to teenagers are fathered by men who are twenty or
older (Landry & Forrest, 1995) and that 2 fifth of the fathers are six or more vears older than the
teen mother {Alan Gutimacher Institute, 1994 Landry and Farrest, 1993). A second focus on
rnales has begun 1o develop in recognition of the rele of non-voluntary sex in adolescent
pregnancy, as discussed above, An additional focus is needed to address the developmental and
mformational needs of adolescent males and voung adult males who are not already fathers and
who are not coercive.

Programs can deal with males either directly or indirectly. Indirect approaches would
invelve working with girls to deal with ignorance, pressure or aggression from male parmers.
Alternatively, programs can begin working directly with boys direcily at a young age, helping
bovs to succeed in school, o develop sources of pride and accomplishment other than sexual
conyuest, and 1o help adolescent males appreciate the implications of preguancy for young
women and for children. Programs should also emphasize the responsibilities of fatherhood,
discussing both the financial and the emotional support needed by children and mothers.
Enforcing child support among males who are fathers should not be the only direction for public
policy toward males; youth developrment approaches represent a positive, preventive approach
that can help males adopt more positive ways of achieving manhood than early fatherhood or
fathering a child by an adolescent female,

11-Conduct process evajuations for all erganized programs and, where warranted,
conduct rigorous impact evaluations.

There are, broadly speaking, two kinds of evaluations « process evaluations and impact
evaluations. Process evaluations help program designers know whether intended services are
bemg delivered to Wiwm and in what amounts. Every program should have some kind of
management information systern (MIS) that records basic demographic information and basic
program data about attendance over time. More sophisticated MIS systems will record
information about how much a person participates in a given service or activity, ahout referrals
and services received elsewhere, and about services that were not available for the eligible
person. A process evaluation cannot provide information on whether 2 program has had impacts
on the life outcomes of eligible participants, but it provides crucial information about whether
any program realiy exists and what the program consists of. A process evaluation can identify
factors that undermine the effectivencss of a program. In addition, a process evaluation provides
¢rucial input information that can be used in an impact evaluation to understand why a program
did or did not have an impact.

11



An impact evaluation represents a major investment but it provides crucial information.
As we have discussed in detail elsewhere (Moore, Sugland et al, 1995, Card, 1988}, the only
evaluation design that can provide information about the effect of a given program with any
certainty is an experimental evaluation, specifically, an experinient in which eligible entities are
randomly assigned 1o be in the experimental group which gets the treatment or the control group
which does not get the treatment. Random assignment may focus on individuals, couples or
farnilies. If they are carefully implemented, quasi-experimental designs may randomly assign
classrooms, agencies, sites, or schools; but usually quasi-experimental designs do not provide the
centainty with regard to impacts that 1s available from a stnctly experimental design. One of the
main reasons we know so little about what approsches are effective ways to prevent adolescent
pregnancy is the lack of rigorous experimental studies,

While virtually every program should incorporate some kind of process evaluation, not
every program needs or merits an impact evaluation. Such a major and expensive evaluation
strategy is appropriate only for the most promising approaches, where there is a carefully
designed and well-developed program, where the process evaluation indicates that services are
being delivered, and where random assignment is feasible.

BEST BETS -

Having discussed a set of sornewhat broad principles, in this section we seek o be
relatively concrete, describing several ideas for interventions that build on the available
knowledge base. These represent some of our "best bets” for program development. 1t is not an
exhaustive {ist, and others will undoubtedly have creative additions,

Early Childhood Interventions

As noted in the discussion of our first principle, numerous snidies indicate that the risk
factors for adolescent pregnancy develop years prior to puberty, daring childhood (Moore, Miller
et al., 1993). Early school failure and early behavior problems are consistent predictors of
pregnancy risk. Programs that enhance children's school readiness and assist with the transition
into formal schooling bave the potential to improve school success and behavior. Programs that
involve parents or provide parent education have the potential to reduce family dysfunction,

another of the key predictors of adolescent pregnancy. In addition, if such programs are provided

to low-income families, they have the potential 1o increase parents' earnings and to provide
greater opportunity to low-income children, thus addressing poverty, another kev predictor of
adolescent pregnancy, but one which is very difficult and expensive to alter. Another reason 10
highlight early childhood education is that one of the few programs to have documented long-
term npacis on the incidence of adolescent pregnancy is the Perry Pre-School Frogram, a high-
quality early intervention that served pre-school children and their parents (Weikent, 1989).
Thus, the available evidence points to strenpgthening early childhood education and child care as
possible ways to reduce adolescent pregnancy & decade or more later.
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Early childhood education and child care are frequently recommended as services that
can enable parents to become employed while enhancing the development of young children.
They are not generally viewed, however, as high priority strategies for preventing adolescent
pregnancy, and it is unlikely that funders will support the creation of a new early childhood
program to investigate whether it eventually affects sexual and fertility behavior, In addition,
there isn't time to wait a decade 10 see whether impacts on fertility oceur.

Rather than funding a new intervention, we recommend identifying one or more ongoing
or recently completed early childhood interventons. Programs must be high quality; they must
have an experimenial design; they must involve a thousand or more children (10 permit analyses
of sub-groups such as gender sub-groups); and they must have high retention rates and complete
racking data to suppont long-term follow-up. Funds would be needed to support long-term
follow-up of families, data coliection, and analysis. Programs that served pre-schoolers inthe
mid-1980s or the early 1980s could yield impact information rather soon regarding impacts on
adolescent outcomes such as sexual activity and parenthood.

Early Adolescent Interventions

QOur third principle recommenxds that initiatives for at-nisk youth begin prior to puberty.
However, a1 present, few such efforis have been implemented. Indeed, an importam
developmental period that is often overiooked are the years from approximately ten through
fourteen (Carnegie Council on Adolescent Development, 1995}, Many opportunities exist for
promoting the development of children as they move into puberty and adolescence. In particular,
children who are having diffieulty managing their school work and/or their behavior in school
can be identified for youth development activities, such as tutoring, mentoring, counseling,
summer programs, Scouts and/or a sports team. Efforts to engage and educate parents of young
at-risk adolescents seem particularly important, and can involve parent education, counseling,
parent support groups, and regular meetings between school staff and parents. Following the
lead of Teen Qutreach, programs might aiso consider small group approaches that involve
adolescents in volunteer service activities. Often overlooked are programs embedded within
church settings, vet such programs are likely 10 bave the trust of parents and to provide culturally
and morally acceptable messages.

The literature does not provide specific advice regarding effective interventions during
middle childhood that will reduce the risk of adolescent pregnancy. The first task seems to be to
extend the evaluation studies being conducted among existing generic youth development
programs focussed on this age group and examine whether the programs have impacts on teens’
sexual and fertility behavior either overall or among specific sub-groups, such as males or
females. Nexy, if impacts are found, it is important to identify those components of programs
that are associated with a reduction of risk, and to experiment with augmentations such as sex
and family life education, that might enhance the impact of a vouth development approach. .
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Programs that focus on a sub-set of youth face difficult issues in identifying the
population to be served and in assuring sufficient involvement of youth over a lengthy pertod of
time. High absenteeism, failing grades and behavior problems all represent markers of students
who could benefit from intensive intervention. Itis virtually axiomatic that minimal inputs will
have minimal impacts. Yet resources are lacking to provide comprehensive services to all youth
who have a single risk factor. Moreover, participation in voluntary programs may be least
consistent among those youth who are most in need. As posited in our second principle, a
combination of positive and negative sanctions may increase participation and behavior change.

Ways to identify youth who can benefit from such approaches. to engage such youth, and
to keep such youth involved over time will require creative grass roots strategies. Most of all, it
will require committed personnel, such as many of the youth recruited to the Americorps
program. At this time, however, the clear initial task is to rigorously examine whether such
youth development approaches implemented during the middie childhood years can significantly
reduce the incidence of pregnancy during adolescence.

“Working Class" High School Youth

Most intervention programs target highly at-risk youth or families, such as those who
receive welfare, high school dropouts, or youth who are seen as coming from "underclass”
families. Much less attention is focussed on the youth who have somewhat higher social and
economic prospects, yet who are not college-bound. Nevertheless, working class youth are going
to face substantial obstacles toward establishing stable careers and economically viable families.
Economic and occupational success have become substantially more difficult for youth who
terminate their education with a high school degree (Farley, 1995). Numerous studies docurnent
that very few of the females who become teen mothers and the males who father children to teen

females obtain a college education (Brien & Willis, 1995; Moore et al., 1995; Hotz et al., 1995). .

Although policy efforts are generally focussed on delaying high school-age childbearing,
the hard fact is that in a modern industrial economy, childbearing in the late teens and early
twenties is also too early. Thus, even among women aged 20-24, 61 percent of all pregnancies
are described by the woman as unintended at conception (Forrest, 1994). Among nineteen-year-
olds, 63 percent of all births occur outside of marriage, as do 42 percent of births among women
aged 20-24. How can older teens completing high school and recent high school graduates be
assisted to delay pregnancy, particularly unintended pregnancy?

In keeping with our fifth principle, approaches should be developed that recognize the
intermediate level of need among most youth who are high school graduates. Extremely
expensive and comprehensive programs are less generally needed. However, further
experimental work is needed to examine the kinds of programs needed by these youth during
their high school years. Clear and complete sex education that covers both abstinence and
methods of contraception seems essential for youth who do not aspire or expect to attend college,
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as the vast majonity of these igens will have sex before they turn twenty. The role of the media
including television, music, video games. movies, and magazines -~ in shaping decisions and
behavior might be discussed. In particular, as noted above. classes might discuss the role of
coercion in sexual relationships and help both males and females learn strategies to avoid having
unwanted sexual experiences and ways t¢ enforce the use of contraception to prevent unwanted
pregnancies. An experimental study might explore the incremental value of repeated exposure to
sex education, to longer versus short coverage, to single gender versus co-educational classes.
and 10 individual counseling as an augmentalion 10 classroom coverage.

Parent Empowerment

Dysfunctional families and families lacking the motivation, support or skills needed 10 be
effective parents are consistent precwrsors of childhood problems, as well as adolescent sexual
risk-taking and early pregnancy (Moore, Milier et al., 1995). Consequently, numerous programs
have focussed on ways to enhance parenting. During the past decade, explicitly two generation
approaches have expanded (Smith, 1993), as pohicy makers and program providers have sought
10 enhance the wellbeing of both parents and children at once, To date, evidence of impacts has
been mixed (Zaslow et al., 1995}, Nevertheless, the literature establishing the effects of parent
characteristics and wellbeing upon the development of children is so consistent and compelling
that the response to weak results must be to consider more carefully the types, strength, duration,
and involvement of these interventions. How much parent education do participants acually
receive? How long are home visits provided? Over what time period are participants actively
involved in the program? What follow-up is provided? How central to the concems of the
parents are the needs that are addressed in available programs? Are program providers trusied?
Are essential services missing?

Supporting parents and enhancing their skills as parents represents an intrinsically
worthwhile activity. Moreover, as implied by our fourth principle, working with families is less
controversial then many other approaches, In this time of constrained budgets, it will be
necessary, of course, o demonstrate that relatively costly program approaches do in fact enhance
parenting and cluld development. 'With respect to the goal of reducing adolescent pregnancy,
long-term follow-up of such interventions is needed to ascenain whether sexual and fentility
impacts occur during adolescence, If impacts are found, researchers should identify the
pathways by which impacts are transmitied. Do parents become more actively involved in
monitoring the activities of their children? Do they engage in greater communication and
education? Do they provide more social, emotional and academic support to their children?

Programs seeking to enhance parent skills and involvement need to focus explicit and
significant artention; on involving fathers. A number of programs directed at fathers are being
developed across the country, but as yet no evaluations have assessed whether such programs
have impacts on adolescent sexval and fertility behavior. Many cornmenators view the dilution
of the influence of the biological father on their sons and on their daughters as critical factors in a
wide range of adolescent problems. Ways to re-engage fathers require greater attention. Beyond
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the hiolegical father, identifving ways to involve other father figures such as grandfathers, siep-
fathers, uncles. and mentors need o be developed and evaluated.

Enterprise/Empowerment Approaches at the Community Level

Based on available research (as recommended in our first principle} one of the most
compelling hypotheses for the considerably higher rates of adolescent childbearing among
disadvamaged groups is the opportunity costs hypothesis. This perspective posits that
adolescents who enjoy good educational and economic opportunities delav sex and/or
parenthood in order to pursue their opportunities. Correspondingly, adolescents who lack
positive future prospects see Hrtle reason 1o abstain from sex or consisiently practice
contraception 1o avoid a birth that will have littie effect on their futures. This perspective argues
that improving the educational and economic prospects of disadvantaged yvouth will increase
their motivation to prevent adolescent pregnancy.

Across the nation, substantial funding is being provided to areas designated as enterprise
zones or empowerment communities. If such funding 15 successful in bringing business into a
community, then, if the opportunity costs hypothesis is correct, over time adolescent sexual and
fertiliry behavior should change, as adolescents perceive that delaying sexual involvement and
avoiding pregnancy can Jead to socioeconomic advancement. As recommended in principle ten,
rigorous evaluation of these programs should be considered.

Ongoing evaluation studies can be rather readily expanded 1o examine such an
hypothesis. Over time, adolescent birth rates can be tracked. If survey data are being collected,
guestions about sexual, contraceptive use and parenthood can be added to the survey. Issues of
selectivity, sub-group variatiop, in-migration to the community, and out-migration from the
comunity require attention within any larger evaluation, but if micro data are collected for the
larger evatuation, these data can be used to adjust findings for studies of adolescent fertility.

Sex Education and Interpersonal Skills

Reviews of the effects of sex education {e.g., Kirby et al., 1994) indicate that, while sex
education does not hasten sexual initiation among teens, neither does it have very large or
sustained effects in delaying sex or encouraging contraceptive use among those adolescents who
are sexually active. However, programs like Postponing Sexual Involvement and Reducing the
Risk have gone beyond providing information in a lecture format to teach resistance skills, 1o use
discussion methods, and to bring in older teens as role models. These augmented sex education
approaches have had greater success both in delaying sex and in increasing contraceptive use.
However, as yet, no programs have had been found 1o have really substantial and sustained
impacts across sub-groups. The programs that have been evaluated, however, have been rather
shor.term interventions, The question for program developers is whether the approaches used in
these classes, adapted for older and younger students, and offered repeatedly for pre-adolescenss,
adolescents and teens might have a cumulative impact that really makes a difference.
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In sum. although few rigorous intervention evaluations are currently available that point
out a clear direction for reducing adolescent fertility, data available from basic research studies
and existing evaluations do provide guidance for future initiatives. Working within families,
schools, communities, and agencies such as welfare offices, thoughtful and sustained initiatives
can be developed that can help reduce the very high rate of adolescent childbearing in the United
States.

17



References

Alan Guttmacher Institute. (1994, S¢ senagers. New York: The Alan

Guitmacher Institute.

-

Amato, PR. (1989). Famziy ;)roccsses ami t:he competence of adalescents and primary

school children.

Berger, K.S. (1983). The deve
Publishers, Inc.

ife span. New York: Worth

Brien, M.1., & Willis, R. (Forthcoming). Fathers: Costs and consequences of early
ch:idbcanng for thc fatlmrs, the young mothers, and thelr a:?z; zircn In Mavmd R. (Ed 3 lgim:

Card, 1.J. {1988). “Executive Summary.” Pp. 1-1¥91n L1 Card (Bd.). Evaluating and
Moniwring Programs for pregnant and parenting teens. Palo Alto: Sociometrics Corporation.

Farley, R. (Ed.). (1995).
Russell Sage.

Feldman, §.8., & Elliot, G.R. {1990). £
Cambridge: Harvard University Press,

Forwsz, 1D (1994) Epzdezmology of unintended pregoancy and contraceptive use.
an Journal of € e Giyne gy, 170, 1485-1488,

leaming, a.shmgtcn,ll) C.:US. Departmenz of Education (ED/OPBES|-25).

Gueron, .M., & Pauly, E. (1991). Erom welfate to work. New York: Russell Sage
Foundation.

- Hahn, AB. (199%). Amenica’sn - king asge cou
national vouth policy. Waltham, MA: Brandczs '{}mversltv

8 o




Hotz, V.J., McElory, S.W., & Sanders. S, (Foz‘ihmmmg} Mathers: iiffz:is of cariy
chzlébcanng on t%&ciwcs ef:he m;ozhcrs Znﬁ %3}%:{% (Eé) Minor dilemras: Boonomics ¢

Kirby, D, Short, L, Colling, 1, Rugg. D, Kolbe, L., Howard. M., Miller, B., Sonensiein,
F., & Zabin, L.S. (1994). School-Based programs to reduce sexual sk behaviors; A review of

effectiveness. Public Health Report, 109(3), 559-360.

Landry, D.J., & Forrest, 1.D. (1995), How old are 1.5, fathers? Family Planning
Perspectives, £7(4), 159-161 & 165,

Maynard, R. (1995). Teenage chzidbe;mng a{zé we%fare refczm Lessaz*zs from a decade of
demonstration and evaluation research. Cluldren and Youth § evis 7 305332,

Mendel, R.A. (1993). Preventl ] F
crime programs. Washington, DC: A:rzencarz ‘z’wth I’oiacy Forum

~ Michael, R.T., Gagnon, LH.,, Laumann, E.0., & Kolata, G. (1994). Sex in America: A
definitive survey. (st ed). New York: Little, Brown and Company.

Moore, K A, Mlller, B. C Glel, D, & Memscn, D.R. (19‘9$) aﬂﬁw.sm

110~ll4

National Commission on Children. (1991). Bevond 1 AL
children and familiecs. Washington, DC: National Cmnmzasam on Chzidren

Ofﬁce tsfl“echm}i(}gy Assessment. {1991}, Adolesce itk L0 ¢ issue
elated services ({}?A«vii%?} W’ashmgwn, DC: U, S Gavmem

anmg s {hgalthand p

Ounce of Prevention Fund. {1988). Child ' e i
and treatment policy. Proceedings from the I)ecembcr 1987 ngsppead Symposmm Chxcago
Dunce of Prevention Fund.

19



Quzm 51'3 F’Dilt i}? Bos H & Cave, G. (2994} New Chance;
sgram § 2 ers.and their children. New York:

Manpowcr I‘}emcnsuatlon Rese;xrch Corpcrazzoa

Smith, 3. {1993, November). Studying the effects of two-generational programs:
Overview of af:ivanccs in I?ze fi eid and ;}rcmzsmg dlrccm}zzs for future exaiaatzons In E\ian&lmg

3}7npcsmm cméacted at the S&Qnd Nauona% I-i&ad Stari Research Confrenee Xkashmngz
GC.

Weikart, D.P. (198%). Quality preschoal programs: A long-term social investment.
{Occasional paper/Ford Foundation. Project on Soeial Welfare and the Amenican Future; no. §)
New York.

Zﬁiow M.1L, Maorc K.A., (Zezm,MJ & &’iomsan D.R { 2?94} Emmmmm

aper presenteci at the Wel fm andChxiii Z}e‘» clopment,, Natmnal Acaciemv of Su:icnces,
Washington, DC: Child Trends, Inc.

20










Velfare Reform Resource Packet
Section 12X

The National Campaign to Prevent Teen Pregnancy
March 1997



Maryland Plan

The National Campaign to Prevent Teen Pregnancy
| March 1997



- Genie L. Wessel, Co-Chair
Clandietta Johnson, Co-Chair

December 1995



Table of Contents

Hi Strategies .. .. ... ... ...
Adolescents . . ... . ... ... ..
20-9yearolds ... .. ... ... ...

IV.  Timeline ... ..ooovoooomo "

Data ... ... ... .
Target Pupulanons ...................
Interagency and Community Collaboration .
Needs Assessment . ................
Research ... ... ... ... ... .....

Current Stmeglcs for Adolescents ﬁ? >
Current Strategies for 20 t0 29 Y {}ids

Special Consaderaﬁans for 'i’arga:mg 20 10:29

¥ Births to Unmzrdad\&’ombyﬂinh Order, Vital Statistics,
................ 18




I OVERVIEW

The federal government has established a program to award funding to states in which the out-of-
wedlock births are reduced by 19%. This document sets forth one possible plan to reduce out-of-
wedlock births in Maryland.

It is well-known that:
. The majority of out-of-wedlock births result in the smgle '

child. £
. Single parent households headed by females.dieimore
(Kids Count, 1994) @

oL OBJECTIVES

The goal of che initiative described i
wedlock births by 1% by 1997,

! Intetion Stames of U.S. Births in 1988: Differerces by Mothers' Socioeconomic and Demsgraphic
Characteristics. Family Planning Perspectives, 27, 1995, p. 14
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Adolescents

The risk factors for adolescent pregnancy are:
» Economic and social deprivation .
» Lack of academic commutment and success
» Peer and other social norms favoring early sexual involvement, éeim atﬁt

behavior, early childbearning, etc.

The following strategies should be pursued in addition t¢
place for adolescent pregnancy prevention:

Education
.« Eﬁgh quality education accessible to all é}xdérm % :that is designed to
maximize success for all learning styl es,@abxhﬁ ﬁig:exam” s and cultures

. Deve!opmemally»a;)pmpnatem 'p
building taught by quahﬁedshéiuh
and private, for all ages

Qp:0f responsible sexual decision-making involving schools,
departﬁv ts, religious community and businesses




Social Services
. Physical and sexual abuse prevention at primary, secondary and tertiary levels

. Accessible and affordable child-care services for all income levels
Emploeyment Development .
. Adequate job preparation and placement assistance for ail ywz& read'to work and

especially those out-of-school

s
. School-to-work oppaortunities in partnership; i
agencies priva

who desires it
Health 45 .\
. Access to primary health care for adolescents thatiis' ent, confidential, and
-affordable ‘
. Access to birth control counselinig"and %-eaffar e m'i active adolescents that

SR

is convenient, confidential

s is crucial.  Section V cutlines what is
s. It also includes support information for

ndolescents should have long term effects and eventually decrease
Bto 29 year olds. However, programs and services designed for

s Health promotion programs designed 1o increase attitudes and behaviors favorable
10 unintended pregnancy prevention {including partoer negotiation skifls and how
to access contraceptives) where 20 - 29 year olds are found, ¢.g. health care
providers, social services, businesses, recreational locations

wﬁm



. Increasing accessibility of general and reproductive health care for men and women

. Increasing primary care provider involvernent in assessing risk bebavior and
childbearing readiness among male gad female patients and provision of
appropnate education and services accordingly

adults dea! appropriately with STDs, sexual assault, sui;stﬁ"ﬁce
pregnancy '

prevention, and resources available

Section V outlines what is needed throughout planning
includes special considerations for working with 20 to 29'ves
for these and other current strategies,

IV. TIMELINE



Implementation Timeline

o
Monu “
ACTIITY c'9S [Jan [ Fedb [ Mar § Apr [ May | Jun ] Jul } Aug | Sep |kt | Nov | Dec
Plan reviewed and approved i
Form Slate steering committes (o overnen siatewide **
stradegy pianning, inplementation sad evaluation *
Utilize local mansgemenm Boards, ICAPPPs and other .
exisling comumitiees L& overses project coordination, » I!
sirategy pianning, implementation and ovalustion af the
| jurisdiction level
Form conumunity/agency teamy to determing best b
i epprosch/iovation for cach miratogy »
| Adolescens Serategier
Educstion {continuing ink 19573 see [ onn Jare s
Cmmizy L L] L L L L) LAL LEL ] L2 1) EA L Ll EL L L L L LB Y] . i
»
Sﬁc;ﬂz Smima L2 L WE *49 LLES (2] L1 1] "k L LY ] ik
Employment Development Joer [ onn Jrns wne | onn ] oun | sun | usee | oaee
mdih L1l E T 2 4 L L L L ] yom EW La L L ¥ ] LEZ 4 i!
0 - 29 year vid Strategles
Co iiy 1) T o ™ (21 T adw | wen wan i aen | e =2
L}
EV&!MW L1 WS L2 L L1 ik L1} LE 2 L2 L L1 L E 2 L L L1 ok E
-
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VY. BATA AND SUPPORT DOCUMENTATION
Datz

National s:atistics show an increase of 82% in out-of-wedlock births since 1980. In Marviand,
Departmer: of Health and Mestal Hygiene Vital Statistics collects data on ozz:-o&w&éi(}ck births,
The percentage of births in Maryland that are out-of-wedlock has increased 3 I% ﬁ‘om 1980 to
1994, the latest ycar for which data are available.

»

addresf%ze reasons that so many binths to

i &&é% reduction in out-of-wedlock births is
érs” Concentrating only on adolescents would
350 birth reduction; efforts must also be

Any plan must take these facton mi Geco
women under age 24 are wz&m&%&c& I

equivaient w;ab:mt 250 b% 22
zﬁwﬁfm L s

Table 2 (pleas see Appendix) o Y pumber and percentages of births 1o unmarried women
: Table 3§ [plésse see Append:x) shows the ;unsdzcthzs mnkw:f n 0:&&:

L2y mzstim and mzwame:d} and poverty and limited access to
y mintended pregnancy as they are with adolescent pregnancy, it
in Shore and Baltimore City would rank highest in out-of-wedlock

uﬁ%@z hich is 32.6, Alsp, the mumbers of births t0 uamarried women in the Eastern Shore
counties are low, but the proportions of total births are 12% to 51% higher than the proportion
for the state overall. High sumbers of births to unmarried women may indicate the magnitude of
economic dificulty that results, while high proportions of births to unmarried women may
indicate 3 variety of conditions from disparity of services and opportunity in that jurisdiction to

wann-




cultural preferences favoring out-of-wedlock births, Priorities for choosing which counties to
target should therefore be established taking imo account. numbers of births as well as proportion
of births 10 unmarried women. Cultural preferences should be assessed and programs designed
with sensitivity to those preferences,

Table 4 (please see Appezxdlx) shows binth order data. Almost haif of all out-of- wedizx:k births

never given bznh However, aver half of out-of-wediock births are second. order%ind higher, so
prevermon with women who have already had children will also be cnbéﬁ Teble 5 (please see

extensive adolescent and unintended pregmncy preve?ﬁmn %at

recommended strategies should be «z:!cmc:lﬁ‘yJr ed in cnﬂabaran
and staff. 5

Dorchester County has an 3

' Ccmnize on Adolescent Pregnancy
Pmmﬁm ané ?awatw,g 1C, Vg

- _.~- and intensive umwanted pregnancy

and bthe: méxwwrsss compared 1o other areas of the state often result in
estabist  prevention initiatives. Upon closer investigation, there may be more
rain and poor health ouicomes than for other counties with greater
if that is the case, consideration should be given to inchuding these

Table 6 (please see Appendix) shows the number and percentages of births to unmarried women
by jurisdicuon and age. The top eight jurisdictions are in bold. In all jurisdictions, 20 (o 24 year
olds make up the greatest proportion of births to unmarried womer, indicating that this
population and thexr partners should receive top prionty in efforts 10 reduce out-of-wedlock

«ugw



births. However, in Caroline sad Somerset, and 10 a lesser extent in Kent and Dorchester
counties, proportion of births tv 18 to 19 year olds follows closely behind 20 to 24 year olds. In
these counties, 18 to 19 year olds and thewr parmers should therefore receive the same level of
attention in out-of-wedlock birth reduction efforts as 20 to 24 year olds.

Strategies should be specifically designed to address the male’s role in unintended pregnancies.
The Male Task Force of the Governor's Counsil on Adolescent Pregnancy is currently developing
plans for male involvement in peegnancy prevention and pamizing Furttiér attemion to detail
should include represeniatives from this Task Force w mammze zﬁ'ww%md reduce
fragmentation and duplication of services. S

There is a tendency is to base sceptance of cizsidbeanng cisi

to provide for the child wztiiciﬁ public assxsmwc How ey

present for all women. Infants of mothers who did not"&ggge
risk, since the mother may have been less Eziceiy w seckgggm

associfte Emwbepmmaﬁmandmkfomworhngmm
@acﬁﬂd:m,ymth,mdfamhm

A state steering committee could effectively oversee planning, implementation and evslustion
from a state perspective and bring necassary resources to bear as needed. At the Jocal leved,




steering committees and working teams could effectively coordinate efforts and customize
strategies appropriate to each punsdiction and targel community.

Needs Assessment

There 15 no known research that has exarmined the causes specific to out-of-wedlock births. An
assessment of the causes specific to the "out-of-wedlock” aspect would reveal the most effective

prevention methods and help to ensure the most significant results.

would be reached with each effort. In addition, planning and m;pieznén{aua %
consideration the diversity of sttitudes toward Qamflwedlm_;k bm@gy and that

+ The esximz of unintended and unplanned pregnan es the»mrgct locations and
populations 4

1

ly cu.ﬁmmzed m_ y address each commuaity’s unique needs,

e




Hesearch

The research phase requires six to twelve months for assessment, community organization, and
strategy desigr.. Many activities can be conducted concurrently. Examples of activities include:

Assessment - Decision on prionity areas 1o target :
- Documentation of presence and extent of eﬁ%g eﬁ“orts
~ Examination of community mpﬁons \id i

Community Organization

- Research for exi

Strategy Design k Dgran =
be effective in rMumgmﬁ“W' '

i :sfacta{s can be eliminated or ameliorated and protective
experiences in school. Therefore, education seems to be
pregnancy md 10 prevmt umntmdedfunpiamed

itiures, tmpmtmcnts. learning styles and sbilities should be
ry child io the State. While this will require substantial financial
amipersonnel r e return will far exceed the initial investroent. Withowt this erucial

c;qmponm:, other compeinity programs and services can aﬂymutmwymdmﬁam

e
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Current Strategics for Adolescents

Many programs and services are already in place to address adolescent pregmancy. Maryland hag
seen a decrease in the adolescem birth rate in 1952 and 1993, the latest year in which birth rate

data is avatlable.

To continue that downward trend, financial and staff resources should remain in plaae to support
the following current strategm, &
»  Teen parenting programs with child care and parenting educat
«  Support groups for pregnant and parenting w:ns@
«  Comprehensive sexuality education curricula m‘%@m& schoo
' Accessible contraception for sexually active zeenagers in so! :
Prince George’s and Anne Arundel Counties ané Ba!nmre Caty WW
Teens and Young Adults program) _
+  Support 1o parents n their role as the pmry -
*  School-based wellness centers in some jurisdicts
»  Commumnity-based programs in some 3m$dlcnon$

«  Multi-media promotion of abstmm'tar _cﬁ"t& oung adoléscents in the Baltimore
media-market and somewhat in y&w s'ofithe e state @?E some advertisement of
services in jurisdictions with Healthy Teéns and " Aﬁzzi:s clinics
. &

somponénts and Mo difications 10 existing programs and
3 mm?%at havevaawmd, and to have an even greater
%mﬂ -(:e}’riiprehmswe approsach tarpets the full range
fﬁgoz Fot adolescent pregnancy. The desired impact

\ecwr unless adalescents in the targeted jurisdictions are
ngiste messages, accessible services, and commmunity-driven

“new strategies, continued collaboration on existing strategies, and
fd impact will maximize the strength and persistence of effect.

: mmng and placement services affordable and accessible especially to low-income .
women and somewhat to low income males (e.g., Project Independence, job placmm

services)
»  Health education that promotes responsible sexaal behavior 1o aveid infestion with

STDs and HIV
- 13 -



«  Preventive general and gynecological health care available 1o most women

Financial and staff resources should remain in place to support these efforts.

The same social, economic and psychelogical facrors listed for adolescez:ts also workm increase

the risk of unantended pregnancy among older women, However, there #h inal factors that
mediate the effect of programs to reduce unintended pregnancy. The folln
intc consideration in designing strategies for 20 to 29 year ﬁg&%men

»  Women age 201029 and theif, babxes agtually have thellowest incidence of perinatal

and mihzzt morbtday and izibnalzty, and?%m considered 1o be at the best age for

in sexual activi ;poormm etc.). Strategies that ampaxemziisuc, suthoritarian or

R

ot ¢ in nature will be even less successful in this age group than in others. Decisions about
winch segmem of ﬁl&i’ﬁﬁ 10 29 year old population to target should be sensitive to these

BT,

ik '>§2§m' "'{k\ LB "5'

Progmm efforts should capitalize on the natural strengths of this developmentsl
%c located to reach the population in its many work, social and residential

Programs and services for this group should focus on helping to delay unplanned pregnancies
through education, aocess to opporfunities that create an incentive to delay childbearing until
pregnancy is desired and ecosomic self-sufficiency is achieved, and access to preferred methods of

°



contraception. The role of majes should not be ignored in this process. Access to contraception
for males and increasing respomsibility for preventing uninitended pregnancies are desirable goals
of pregnancy prevention sirategies.

werluation

to the sustainability of efforts to improve heaith outcomes. An evaluatiof 1 desig
the planning phase, by identifying those components that are dcsxrabze t 5

Determining the extent to which an initiative has been imple 0. pomt
that need to be addressed before efforts proceed. In addiﬁon, if all igiplemert
met, the program is more bkely 1o be effective in zmprovmg izea}ttzmtcomes
objectives are not met, This evaluation is sometimes refert

should take place at each step of implementation.

1f it is desirable to continue the pmgram*ﬁis part of #°stable,
comtinue additional funding, it will bejriip g’%e gble
knowledge, attitudes, bebaviors and b autﬁbmes miamd to reducing unintended pregnancies.
Amhéevaiaauonofﬁwzmpm -

complex @ﬁ& sz::h as preg:zm 3 emmum there may be a lag time between pmgram and
effect. Fore "’Ee,_ ane sex% %on program designed to reduce risk behaviors for HIV

avior.’

? Kirby, D, Barth, R., Leland, N &Fm b3 (1991) Reducing the Risk: Impact of a new
curricuium on sexwal risk-taking. Family Planning Pe s, 5, 253-263.



Table | Number, Percent, Percentage.of Births
Mother, Vital Statistics, 1994

Table 2

Table 3

Table 4

Birthe 1o Unmarried Women & Percent of Total by Birth Order
ita Staistics, 1994

5 Number ind Percent of Births to Unmarried Women by Jurisdiction and
vAge7 Vital Statistics, 1994




Table 1. Number, Percent, Perventage of Birihs to Unmarried Women By Age of Mother

Vil Suatisticon, 1994 (Final)
AGE OF MOTHER KUMBER OF BIRTHS PERCENT OFALL
UsMAIUED BrRTaS
Al ages 4,991 100.0%
Under i3 25
15-17 .42
i8-19 1.
20-24 8,144
25-29 5341
36-34 3,260
35-39 1,253
40 & over 246
Not stated 63
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Vital Stxtintica, 1994

Table 3. Number and Peroent of Births to Unmarried Women by Jurisdiction _ |I

UNMARRIED WOMEN' Bres

JURISBHCTION Foral Brrras BiRTHES 1O PrrcEnTOF TOTAL I
|

Baltimors City 11,662 7,900
Somerset .3

Dorchester 352
Wicomico 1,140
Prince George's 12,745
Woreester 0

"Total does not add up 10 24,951, xs G5 births kre unaccounted for in Vita! Statistics data

°



Table 4. Number and Perceat of Births fo Unmarried Women by Birth Order, Vital Siatbiics, 1994

Bmra Orner NimMgen or Bricrits PERCENT
Tonal 2499 100.0%
First 11679 45.0%
oy
Second 5,263 Sy 2%

Third
Fourth and above
Rt Swsted




Tahle 6. Number and Percent of Births to Unmarried Women by Jurisdiction and Age

Vital Statistica, 1994
JURISDICTION <15 Ye 1517 Yo 18-1% % 20-24 % 25 % Tota
29 L
Allegany 1 0.4% | 42 152% | 49
Anne Arundel 7 0.5% | 162 10.7% | 234

Baltimore County 22 LO% | 220 9. M | 340
Calvert 1 05% | 23 11.0% | 36
Carvoline 1 0.7% | 16 11.0% | 36

“Total does not add up 10 24,991 because 65 births e unaccounted for in Vital Statistics data.
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New Hampshire Department of Health & Human Services
Summary of Teen Pregnancy Prevention Efforts

The NH Department of Health & Human Services (DHHS), Division of Public Health
Services has served as the NH Title X Family Planning Grantee for more than two
decades. A primary focus for service provision and program development has been on
reaching out 10 adolescents, reducing barriers to teens and providing comprehensive
reproductive health services which includes education, guidance and life skills to teens.
New Hampshire has seen the teen birth rate steadily drop and per the latest Alan
Guttmacher Institute data (Oct. 1996), New Hampshire has the lowest teen birth rate in
the country for the second year in a row. ‘

I 1995 the Federal Title X program made available, viz competitive bid, supplemental
funds that were to be directed towards at least one of the Title X priority areas. Enhanced
services to teens was one of those prionity areas. On July 1, 1995 the NH Department of
Health and Human Service’s (NH DHHS) Family Planning Program received a grant
award ($120,000 for FY'96) from the Federal Title X Program 10 begin the operation of
nine specialized teen clinics in both rural and urban communities throughout the state,
Services provided at these clinics address teens’ perceived barriers to reproductive health
care as identified through teen focus group research which revealed that teens want
services to be confidential, affordable, to be providext in evening or weekend hours
without an appointment, and to have teen peer educators available duning clinic operation.

Each of the teen clinic programs incorporate the following components into thetr
program: conununity collaboration; teen involvernent in the plarning and implementation
of the program including peer education; provision of reproductive health services; clinic,
community and peer education which includes abstinence education and parental
involvement; aggressive marketing, media, and outreach effonts targeting adolescents; and
program quality assurance and evaluation. The teen clinics are generally staffed by nurse
practitioners, reproductive health counselors and educatory, and volunteer or paid teen
peer educators. The clinzcs have nise involved student nurse practitioners who work
closely with the teen clinic staff,

Since the inception of these specislized teen services there has been a 22 percent
increase in the number of teens being served by the four agencies which operate the eight
teen clinics {one clinic site has been dropped due 10 a low number of clients being seen).
Considering the many years of relatively stable numbers of teens being seen by our family
planning agencies, a 22 percent increase is considered to be significant and a strong
indication of the success of this program, Although the federal funding provided in FY
1596 for this project was no longer available, the NH DHHS's Family Planning Program
set aside level funding to continue the clinics in FY 1997 and plans on doing the same for
FY 1998 and 1999. ‘ :

In November of 1995, the Division of Public Health Services was directed to begin
working on the development of & comprehensive, teen pregnancy prevention maodel that
would become the foundation for state welfare reform, teen pregniancy prevention efforts.
A plan was drafied in concert with the Family Planning Program and, along with the
feedback from the newly created Adolescent Pregnancy Prevention and Parenting
Workgroup (APPPW), a model plan was created and endorsed, From these initial effonts



the APPPW outlined a plan of action to include: the proposal of a demonstration project, a
kick-off conference, outreach to schools, and a statewide public education and media
campaign, Each initiative is summarized below.

‘Feen Pregnancy Prevention Demonstration Project
As part of 2 state-wide initiative to reduce teen pregnancies, the NH Department of

Health and Human Services (DHHS) is currently developing 2 model teen pregnancy

prevention program to be implemented as a three year community demonstration project.

The purpose of this proposed initiative is to establish & muiti-faceted community-based

teen pregnancy prevention project, in an effort 10 forge community partnerships that will

provide comprehensive support and guidance 1o adolescents throughout their development
and will enable youth 10 have significantly stronger incentives and skills to make healthy
decisions about their lives, including the prevention of pregnancy. The project
components include; teen involvement, community collaboration, marketing and outreach,
data reporting and evaluation and service or program delivery (case management services,
medical and health services, mental health services, health and family life education, home
visiting and support group for parenting teens, homework assistance/tutoring program,
career guidance/work cooperative/mentor programs, and sporis/fine arts programs). The
principals being used 10 guide this project are those outlined by the US Department of

Health and Human Services and are as follow:

« Parents and other adult mentors must play key roles in encouraging young people to
avoid early pregnancy and to stay in school, x

¢ Abstinence and personal responsibitity must be primary messages of prevention

| programs. '

» Young people must be given clear connections and pathways to college or jobs that
give them hope and 3 reason to stay in school and svoid pregnancy.

» Public and private sector partners throughout communities, including parents, schools,
businesses, media, health and human services providers, and religious organizations
must work together to develop comprehensive strategies.

s Real success requires a sustained commitment to the young person over a long period
of time.

NH DHHS will forge a collaborative partnership with the community awarded
these funds which will include technical agsistance in program implementation and
evaluation. Evaluation results will be disseminated to communities throughout the state in
an effort to direct limited resources and strengthen community based pregnancy
prevention efforts. NH DHHS hopes to implement this demonstration project during
FY98 (pending availabitity of funding) and will support the replication of this model in

other commumnities based upon the demonstration project evaluation results and availability

of funds. A copy of the drafi plan is enclosed.




Public Education and Media Campaign

Pending the availability of funds, the New Hampshire Department of Health & Human
Services will be requesting proposals from agencies or crganizations, with experience in
developing and carrving out media/informational campaigns on heaith-related topics, to
assist the Department in planning and carrying out an adolescent pregnancy prevention
project with an emphasis on outreach and education to; males ages 18 to 35 with an
emphasis on male responsibility and 1o all adolescents with an emphasis on healthy
relationships, identifying life options and enhancing decision making skills, Emphasis will
also be placed on outreach and education to parents on parent/child communications.

The goals of this initiative include:

i. Assistance in the acquirement and review of nationally or otherwise developed public
service announcements (PSAs) with pregnancy preveuation and outreach messages as
noted above, targeted for use and/or adaptation in New Hampshire media channels,
including television public service ads, radio and news/print outlets.

2. Planning a comprehensive and coordinated campaign, using referenced PSAs and
other data and information on teen pregnancy prevention, specifically outresch 1o males
and females and parents, as provided by the Depariment of Health & Humun Services, as
well as the use of age and gender appropriate focus groups, for all media channels in the
State.

3. Working with media channels to schedule and place PSAS on radio and television,
place written informational pieces in print medis channels; and schedule placement of
radio talk shows regarding this subject.

1t is hoped that such a media campsign would elicit sponsorship in the form of finencial
support for continuation of the media campaign from community based organizations and
the business community beyond one year.

Conference and Kick-Off Campaign

On May 30, 1997 the NH Department of Health and Human Services is sponsoring 8
day long, statewide conference entitled, Community Partnerships: Solutions to
Preventing Teen Pregnoncy. The conference is intended to draw g mixed audience of
health and human service professionals, educators, clergy, businesses and decision makers.
The goal of the conference is to get diverse professionals to talk to one another shout
their respective roles in preventing teen pregnancy in their own community. The keynote
speaker will be Sarah S. Brown, executive director of the National Campaign to Prevent
Teen Pregnancy. The conference will also feature & teen panel, a teen theater group,
awards to businesses and programs thar have done exemplary work on behalf of
adolescents in their communities and presentations by award recipients on their initiatives.
It is hoped that this conference coincides with the beginning of the public education



campaign and the community demonstration project, As mentioned above these two
initiatives are contingent upon funding.

Qultreach to Schools

A fourth wutiative will be an cutreach campaign 1o schools around the state. Staff from
the Department of Health and Human Services will be available to travel to schools
around the state upon request to talk about issues related to paternity and the realities of
life on public asststance. This has been well received in the past. Diepending upon the
demand for this service, there may be a train the trainers initiative down the road.
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Community Partnerships:
Sotutions lo Preventing

Teen Pregnancy

May 30, 1997
Wayfarer Inn, Bedford, NH

A conference for educators, health and
human service workers, businesses, clergy
and others who want the best for New
Hampshire's youth,

Presevied by
the NH Depariment of Health and Human Services
#nd members of the Adolescent Pregransy Prevention
und Pareating Work Group

Join together with individuals from many faoels
of the community 1o begin or furiher ’
conversations about cormmunity sohutions to
solving Lhe problem of teen pregnancy and
ensuring for the success of our stale’s youth.

8:30 AM Registration - Coffec
500 AM  Welcome atidress-

Terry L. Morton, Commissdoner
N Department of Health and Human Services

Her Exeelicncy, Jeanne Shabeen, Governor

9:30 AM Keynote Sareh 5 Brown, Execvtive
Director, the Natlanal Campeolgn fo Prevent

Teen Pregnancy

Freventing Teen Pregnancy:
Fromw the Matfon's Copital to
Your Cammurity

Big information sbout Sarsh -

10:15 AM Break

1330 Teens Tolk - Pane] Discussion

(thinking about Lavrs Kooy of NH Public Radio
a8 moderator) Prognant and parenting teens and
sdults who had (ren prognancies will share their
insights with us. What wouold have prevented
their early pregranties? ‘What advice do they
have for professionals setaching out to help?

11:15 Ouiline the Demonstration Project or

2 Business preseniation, {in the process of
inwiting Dr. Richard Green lormer CEO of
Honey wtll )

12:40 moon Lunch

12:45 PM Success by 19 Awards - Awards will
be presanted to businesses and programs that
have dane exemplary swork on behalf of feens in
New Hampshire,

{need an MC for this.  Also should see Rave wens
Eive out the awandsD)

245 PM ACTING OVT - Using acting a5 their
medium, teens frow this theater program in
Keene, N will engage the aydience as they
address some of the key issues surrdunding Iven
pregnancy.

2:00 PM Break Out Sesstons - Hear mote sbout

the programs run by the award recipieats.
names of each programs Hsted

3:00 PM Closing Remarks - Sarsh S Brown

Registration Form



Directions to the Wayfazer Inn

The Adolescent Pareniing and Pregoancy
Prevention Work Group is conveoed by the NH
Deparimend of Health and Human Services
comprised of staff from varicus state and state
level agenciss. Their misgion is to develop a
siate pian to decrease teen pregnancy in New
Hampshire through public education and
COMMWLILY programs.

This conference is one initiative of the
Adolescent Parenting and Pregnancy Prevention
Work Groap. Other initintives include:

» A poblic information campaign
»  Outreach to schools
s Muode] programs in communitiss

For more infzzmiaiion calk
{-800-832-334% extension 4268

The Nationa! Canpaign to Prevent Teen
Pregnancy is 4 poaprofil, nonpariizan iniliative,
The Campaign’s goal is to reduce the vation’s
eenage pregnancy waiy by ose-thind by the year
2003, One of the strategies to accompiish this
goal is to support state asd local ction sich as
the work heing done i New Hampshire,

For more ioformation about the Campadgn cali ;
{302) 83578535

This conference is support i partby _ the
Maiernal and Child Health Program (Title V,
Bocial Security Act), Health Resgusces and
Services Administzation, Department of Health
and Human Services.



Mew Hampshire Department of Health and Human Services
Adnlescent Pregnancy Freveotion Model
“SUCCESS BY 19"

L. Purpose: To establish a multi-faceied comumunity-based teen pregnancy prevention project in an ¢ffort to forge community partnerships that will provide
comprehensive suppen and guidance (0 adolescrnis throughout their devetopment and will enghie youth 1o have significantly stronger incentives and skills to
make healthy decisions about theis Hives, inchuding the provention of pregnancy. Many of the socictal and economic issues which place adolescents a1 risk for
pregrancy such as poverty, school faiture, bk of motivation and family distress also predispose them 10 other keatih related probiems. The success of thig
project will not ondy be in the prevention of teen pregnancies but also in the averall frprovement of adolescent bealth and wel! being in the community.

1. Background: Family, school, and community based recommendations detailed in the Deparument of Health and Human Services publication tided “NFF

Adofescent Health Task Force Reporf” provide a Bandation for the "Succesa by 19” Model for Adolescent Brognancy Prevention. Based upon this report it is

imperative that  {pen pregrancy prevention mode! be multi-faceted and focus on factors associated with the individual adolescent, such us success in school

and personal aspirations as well as family factors such as poventy, comreunication, and soonomic and educational opportunities. The principies being used to

guide Lhis praject are those ouliined, by the US Depactment of Health and Haman Servioes, in the document titled “Preventing Teen Pregnancy: Promoting

FPromising Strategies. A Guide for Communities™, These principals include the following:

»  Pareals and other adudl mentors must play key roles in encouraging young people to avoid early pregnancy and to stay in school.

+  Abstinence and personal responsibifity must be prisary messages of prevantion programs.

*  Young people must be given clear connections and pathways 10 ¢ollege or jobs thay give them hope and a reawn 16 stay in schood and avoid pregnancy.,

»  Public and private sector pariners throughout communities, including parents, schoots, businesses, media, health and human services providers, and
Teligious organizations must work 1ogether to develop vomprehensive simtegies.

«  Real success requires s sustalnad commitarent 16 the young person sver a long peried of tme.

The project componenis detailed below, including service and program delivesy, are structured upon these guiding principles.

Il Project Componenis

A Teen Involvement

Real sofutions (o teen pregaancy prevention rest at the cormmunity fevet including with the teens Lbemsetves. Since no one strategy will work for all youth i is
impotiant to develop programs that are muadti-ficeted and include youth in planning, implemenling and evalualing teen pregeancy prevenlion strategies.
Examples of how feens can be incorporated inte the project are: developing manketling and outreach materials such as posters, radio and (elovision PSAs:
designing client sastisfhction surveys; providing education through peer education programs; mei panicipation o 4 (cen advisoty group 10 assist with program
planning and implementation.
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B. Commanity Collaboration

Community coltaboration is essential in order 1o design and implesment successfil prevention strategies that are tailored o mget community needs, resounces,

and values. Collaborative effors involving schools, the state, health and social service agencies, parents, peers, role models, businesses, media, ehrrch groups,

vniversities, police and couns and youth groups sre needed to reduce duplication of efforts and increase efficiency and effectiveness. The communily sysiem

includies alf of dhe social service agencies that have provide servives such as connseling and guidance services, vocstions? training and financial assistance. The

neoed to address the economic concerns and needs of adolescents and their parents connot be ovirstated.  For e highest risk adolessenis, access 1o family

planning pregnancy prevention services is not enough to avoid pregrancy, information sbout contraception with an emphasis on abstinence and pareatal

par‘iiz::ipaa’nn will not change behavior unless there is mativation to avoid pregrancy. Communities must join together in an effort 10 provide more

oppwmnzzx:s for adolescents afier school. Community volunteers are 2 viable rescurce for providing aosded services (o adolescents including bomework and

tutoring assistance, home visiting, mentos programs, and sports and fine ans programs.

€. Marketing and {hitreach

Teens must be invotved designing and implementing marketing and cutreach efforis.  Key to the success of a toen pregnancy preveation program is informing

the corununity of the services offered and reaching those in noed of these services. Muarketing and catreach efforis oeed to reach fonsale and muale adolescents,

muile adults, parenis, and other key individuals and businesses or agencies in the commnnity,

L. Data Reporting and Evaluation

Strong pregnancy prevention and Intervention efforts necessitate equally strong measures of evaluations 1o doowment their efocts.

Much of the history surrounding pregnancy prevention ¢fforts revea! that many of the prograras have Iscked useful evalustion strategies. There i8 3 need for s

sew gencration” of programs that are implemented with careful theoretical and concoptaad frameworks that include an extensive evaluntion design.

E Service or Program Delivery
The cavses of teenage pregnancy are rooted in the socint fabric of our society. Innovative adolescent pregnancy prevention programs have been successful
in avoiding adolescent pregnancics and the success of these sirstegies is the underdying noed lor the adolescent o be motivated 1o prevent pregaancy.
Mulii-fareted appmaclus that combine pregnancy preveation eclucation, ROCSSS R0 coptraceptive services, programs 1o improve Hife optioas and programs o
prevent repeat pregrancies have been saocessful in delaying the onset of sexual activity, increasing contracepiive use along those who are sexually active,
and seducing pregrancy mases. Such interveolion sheuld be tailored to mees the needs of adolescents al scvcm! critical turning points e their social,
physical and ¢motional development. .

Career Guidance/Werk Covperative/Mentor Programs

Health and Famlly Life Education Program finciuding absginesce daved eduection)

Homework Assictance and Tutoring Services

Cose Mondgemern?

Sports and Fine Aris Programs

Homse Visiting und Suppert Group to Parenting Teens Prograns

Manval Health

Medical and Health Services

s & % & & 9 % &
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1, Career GuidanceWork Conperative/Mentor e

Studies of adolescen sexual behavios consistently document that socioeconomic dissdvantage, school drop-oul, and early behavior problems are predictors of
adolescent chiidbearing.  Pregnancy prevention strategies need (o influence these social and economic factors by focusing on interventions that provide
education and sccupational spportanities For wens. Teens will not be mxotivated 1o avoid early prognancy and pareathood unless they observe aliemative
pathways to achieving adult status. Efforts are needed to brouden a teen’s “iife options”, ¢.g. assistance with admission 1o college, providing them with 4 sonse
of control over their future and assisting teens with shaping their goals For fife. The Iater becomes a challenge as one realizes that must teens think in terms of
the concrete {i.e. the present) and not the abstract {i.e. the fulire) as part of their normal developmental process,  Decision making skilis development
{mentioned above) also assist teens with fife planning 1o enable them to plan for aliornatives to early parenthood. Role modeling and menter programs provide
concrete examples for youth for practicing desirabie social and interpersonal betwviors. Work cooperative opportunities for yoush offer teens acteal work
experience siong with social support and inmerventions to improve thelr fife planning, decisicn-making, and team work skilly, Life piazu;.ing programs which
include personal finance planning, such as the estsblishment of a bank accownt, also pravide feens with skitls 1o plan for their sconamic security. Programs
that offer teens a glimpse al what thelr fimure can be will have an effect oo muliiple risk behaviom among tesns including drug use, sc?woi dropout,
delingquency, and teen pregrancy,

. Health and Family LifrSexuality Education

Family 1.ife and sexuality edocation models are designed Lo inform and influence adolesoents” attitudes, knowledge, and behavior regarding sexuat behavior,
personat relationships, and reproductive heglth, Teen-focused skilf bisiding, fmily-focused communicstion uilding, and community-focused information
building are the three major types of education models offered. Teen focused spodels support tecns in remaining shstinent or dedaying sexual activity, assis
thers with developing skills to resist poer pressure, resoive sonflicts, and make healthy decisions. Family education models enhance parent-child
communications in ax «fon 10 detay sexual activity among teens by encmwy‘ug parents to promoie abstinence and responsible decision making. Comununiry-
based models provide pregnancy and contraceplive infonmation to teens in oxder to reinforoe abstinence messages and mpmsiblc decision making practices,
lnclude& in the {amily lfe ami sexuality educaﬁoa wrinulom is an emphasis on s¢if asteam, decision making, communication, aond vabues ¢larification.

Am dcs:gned fo identify lhw twens mdmg adc}:lzicm} academic assistance in order to master iheir studies, Program models all iaclude an assessment of
current academic strangths and areas in need of improvement, The assessmient prooess can be as complex as having the assessment conducted by an sducation
specialist or as simple as a review of current status vis g multi-disciplinary school-based (eam. Academic assistance sessions need 0 be schedied o6 4 toutine
hasis. Consistency in scheduling and hutors increases 1he chagce of success for a teen.  Tutors can be found in many walks of life and can iactude peers, coliege
students and scnior citizens. Educational achivvement is key to fiture economic security, Outcomes for this component inglade: regular atiendance and
tutoring sessions; an improvesent in school grades; an improvenigst in reading and math test scores, fewer school sbsenoes; and mainmenance of good conduct
marks in school.

1. Client (Case} Managewment Services

A single point of contact coupled with responsibility for coondination of servives teads to a more effective and efficient use of resources as well as providing the
foundation ugon which a plan of action can be built. Past practice has shows us that case managemen nol only muximizes resources and client opportunitics
bt decreases frusiration within the sysiem and contributes to loag teem success of any complex, dynamic initiative.
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3. Sports and Fine Arts Progroms

Part of a comprehensive modet includes providing opportunitits for youth in recreation thad require disciplingand teamwark.  This includes spetts and fing
ants progranss. ‘The goals include: adopsion of an art 8¢ spond 10 aceuite new skills: regular attendanice 8¢ aotivities centered around art or sport; acguisition of
new skills; behavior reflective of positive self image 2.¢. head beld up, sense of confidence, increase attention to personal care,

8. Home Visits and Teers Parent Support Growy

These services are designed to reach out 1o young teens who may be at risk of becoming pregnant by providing nurturing, supportive guidance through a
congistent conpection with 3 peer andfor adult. The role of the home isitor is 1o provide suppon 1o the feer io access and ¢arty through with other serviges and
activities in the comprehensive model, with the goal of preventing pregnancy. Home visiting services can alse funciion in a secondary prevention seting to
reduce subsequent pregnancies in 1oens, The goals include: promote heaithy pregaancy and birth cutcomes; promute safe and nuuturing environments for
chitdeen by educating teen parents in child devetopment, kealih, byjury prevention and parenting skills; lastly, enhance the family’s fife course and
development {furthering education, finding work and reducing subsequent pregnancies), by teaching famity members bow o acvess resources 1o reduce siress
and promoie kealthy development for both the toes parents and childeen,

2, Mental Health Services '

Are designed 10 meet the compiex emotional and mental heaith needs of teens. Adolescence is a time of many changes. Research has shown that those teens
with low regiliency are a1 greatest risk of suicide, substance abuse and other seif desinuctive behaviors. To this end the mental health compenent is designed 1o
assess feens for acule mental health needs and to provide professional secial work with counseling scrvices on-site, with referrals for more complex issues,

8. Medical und Health Servi

Are designed to meel the primary health care needs of adolescents. Services need to inclode a complete social and family history and assessment;
esubtishonent of health goals, pregnancy preveotion and planning including the on-site availability of contraoeptives; confidential services and weekly
meetings with 8 reproductive heaith counselor for toens who aee sexually active.  Revent research regarding the tncidence and risk of HIV and other sexually
iransmifind diseases, points to the need to broaden the definition of "sexuvally active’ 1o include sexusl activities in addition to intercougse. Ctcomus will
include the completion of an annual physical with the appropriate age sad gender specific anticipatory guidance; adopsion of an appropriate healith goal (c.g.
smuoking cessation, weight reduction); postponement of sexual inlercourse and other 1isk taking behaviors, or the increased use of contraception among those
toens having intercourse and an-oversl! decraang in the number of ieen pregnancies. It is important to note that the later ouicome is a fong 1erm outcome
requiting a long tern: commitment to sdolescent healtk,

Prepared by Jill Ann Undeshill, MS, CHES and Katie Dunn, RN, MPH
NH Department of Health and Haman Services
Baresy of Maternal & Child Health
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THE STATE OF NEW HAMPSHIRE TITLE IV-A STATE PLAN

Section 402{(a){1)(A)v): Establish goals and take action to prevent and reduce the incidence of out-
af-wedlock pregnancies, with special emphasis on teenage pregnancies, and establish sumerical
gosis for reducing the illegitimacy ratio of the Mate (as defived in section 403(a)(2XB)) for
calendar veary 1996 theough 2008,

New Hampshite's goals to reduce the non-marital birth rate are as follows:

1} By 2003 reduce the non-marital teen birth rate to 21.0 ger 1,000 (baseline 1994 22.3 per 1,000),
2} By 2005 reduce the non-martial birth rate among women ages 20-24 to 33.0 per 1,000 (baseline data
35.1 per 1.000).

These goals correspond with the prevention programs and the target populations for those programs. The
target populations are adolescents, pregnant women and women under age 26 who have young children.
The goa! for the reduction in the non-marftal birth rate is conservarive a5 New Hampshire’s birth 10 non-
married teens i the second lowest in the country. The estimated reduction is based on decreases in ween
birth rates seen in New Hampshice over the last decade and anticipated modest, decreases over the gexi
decade due 1o increased efforts 16 reduce teen births.

The goal for the reduction in non-marital births among women ages 20.24 focuses mainly on preventing
subsequent births among women in this age group, .

Because there are s many variakies that can affect the birth rate and  because it is very difficult io
predict trends and changes, we will monitor the data and reevaluate the goals each yesr from 1997 o
2008, . .

The State of New Hampshire is actively involved in actions to prevent and reduce the incidence of
tesnage pregnancies, As part of Governer Merriil's Welfare Reform Coancil, an inter-ageacy task force,
the Adolescent Parenting and Pregnancy Prevention Work Group (APPPW(G) was sstablished. The
APPPWG is comprised of representatives of State agencies including the Department of Health and
Human Services, the Deparunent of Education, and Post-Secondary Education. Additionally there is
represemation from non-state agencies such as the Girl Scouts, the Welfare Directors’ &ssoc:ancn, UNH
Cooperative Extension, and the NH Housing Finance Authority.

Plans are underway for four major initiatives. The first initistive i an extensive public information and
education campsign with a particular focus on male responsibility. The second i3 aa outreach initiative ko
580015 and out-of-school youth. The thind initistive i3 a kick off campaign conference in May of 1997,
The purpose of the conferepce is 1 forge linkages with national pregnancy prevention efforts as well
creating public/private partnerships in New Hampshire. The fourth major initiative is & demonstration
project which implements and evaluates the model plan in s chosen community.

One component of the teen pregnancy prevention pian is 10 provide home visiting to teens who may be

at-risk of becoming pregnant. The role of the home visitor is 10 provide support 1o the 12¢0 © access and
carry through with the other services and activities in the comprehensive model, with the gml of
preventing her from becoming pregoant.

Plans are underway to implement s model home visiting program ip two communities for pregnam

women and for women with young families in an cffort to reduce ssbsequent pregnancies. The
comprehensive goals of the program are

6 107196 -
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THE STATE OF NEW HAMPSHIRE TITLE IV-A STATE PLAN

» Promote healthy pregnancy and birth cutcomes,

» Fromote safe and nurturing environments for children by educating parents in ¢hild
development, health, safety and parenting skiils,

« Enhance the family’s life course and developmens (furthering education, finding work, and
reducing subsequent pregnancies) by waching family members how o access resources 1o
reduce stress and promote healthy development for both the adults and children,

Section H0T(a{1XAM vk Conduct & program, designed to ceach State aud local law eaforcement .
officials, the education system, and relevant counseling services, that provides education and
training on the problem of statutory rape so that teenage pregoancy prevention programs may be
expanded in scope o iuciude men,

The Department’s public education and information campaign for the Teen Pregnancy Prevention
initiative will have 3 special emphasis on male responsibility and will target men in their early 20s. The
message regarding statutory rape will be woven into this campaign and law enforcement officials witl be
involved in the planning and implementation process.

The Department will review the efforts of other states currently a:idressiz;g this issue in terms of
education and enforgement of statutory tape laws,

7 10/1/96 -
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@ Callto Action

The Action Agenda ‘97, developed by a broad-based
cealition at Governor Kitzhaber's request, seeks 1o
solidify teen pregnancy prevention efforts by both local
and stare parmers into a cohesive, integrated course of
action for 1997 and into the future. In addressing the
complicated and critical issue of teen pregnancy
prevention, Governor Kitzhaber recognizes that only
through coordinared effort can progress be made. The
Acdon Agenda stresses the concept of shared responsibility:

* Young females and males must ake responsibility
for their decisions and the direction their fives are
taking,

* Parents have the responsibility to provide support,
supervision and guidance in developing their children’s
values and behaviors,

* Schools and communities have the responsibility to
provide programs that allow all youth 1o become
educated and understind e iiporiatice of delaving
parenthood.

* Governments have the responsibifity to ;mplemfmz
appropriate policies that support comprehensive
pregnancy prevention activities and to protect our
youth from sexual abuse.

v Leaders in government, education and bealth
services have the responsibility 1o provide focus and
serve as catalysts for effective simewide action.

The strategies outlived in this agenda have beer builg
upon years of effort throughout the state. Since the
fate 1970', alarge and diverse number of individuals
and agencies have been working woward the goal of
reducing teen pregnancy. In 1994, STOP (Sex, Teens &
Oregon's Plan) was developed as 2 comprehensive plan
for 1een pregnancy prevention. Today, we will build
upon this momenwm, |

Strategies for Action:

This Action Agenda focuses on prevention strategies. It
is clearly understood that links between individuals,
agencies and communities will be crirical in addressing
the underlying causes of teen pregnancy especially
sexual abuse, sexual exploitation, drug and alcohol use,
poverry and lack of economic opportunity.

Qur abifity to reduce teen pregnancy is directly depen-
dent on our ability as 3 community 10 reduce these risk
factors. Working together iocal and state efforts must
address the connections between these primary causes
and later risk-taking behaviors in order to generate the
best solutions. To reduce teen pregnancy there must
be a concerted effort on two levels:
* Local coalitions: Communides need 1o
implement strategies and programs that are
sensitive 10 local needs, character, & attitudes.
* Statewide efforts: The state needs o provide
leadership, data, technical assistance, policy
development & resources 1o support local effors.

Together local and statewide effons will concentrate
on six strategies in confronting the primary issues
surcunding en pregnancy:

Supporting Positive Community Values and Nomms
Skills for Life Instructon

Responsible Sex Education

STARS: Postponing Sexual Involverment
(ontraceptive Access

Legal Issugs and Protections

ESAT LA O

For more information please contact Mary Shorall,
Department of Human Resources, 2t (503) 9455725,
mary.eshortB@state. or.us or Karen Hubbard, Health
Division gt {303)731.4427, karen hubbard @stare.or.us

-
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Strengthening ®
Local Coalitions

Many communities currendy have local teen preg- * Increase protective factors for vouth by
nancy prevention coalitions including RAPP groups, supporting structured environments which
committees operating in partnership with the promote positive youth development
Commission for Children and Families, local health through after school, evening, and weekend
departments, and community-hased groups spon- acrivites.

sored by schools, health departments, churches

and non-profit, social service agencies. * Support parent education efforts to help

) improve family communication,
These coalitions have autonomy in developing their
own action programs. They can, however, increase  The State must also help to strengthen Oregon’s
their strength by integrating their efforts with the  local coalitions through the following actions:
statewide team. Local coalitions are encouraged 1o

engage in the following actions: * Provide technical assistance, support,
: andl consultation to communities as they .
* Identify effective means of communicat- develop their locally selected strategies.
ing with youth in their communities; use
those means 10 deliver the messages of the *» Provide information, research, data, and
statewide public awareness campaign. best practioes {models) to assist communi-
ties in identifying and implementing teen
« Syengthen membership of the local Pregnancy prevention strategies.
coaliton by including members from the '
medical community and school boards. * Monitor the progress of strategies that
' are being implermented in communities and
* Target messages on responsible sexual provide special assistance if coalitions
behavior to males in school, out of school, encounter difficulties,

and among the young adult population. ,
For more information please contact Connie
* Support development of STARS programs  Carley, Commission on Children & Families at (503}
in their communities. 373-1570 x 224, connie_carley {@class orednet. org
or Karen Hubbard, Health Division at {303)731-
* [dentify barriers for both males and 4427, karen j.hubbard @state.or.us
females in the utilization of family planning
services in their communities and work to .
reduce these barriers.
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1. Supporting
Positive Community
Values & Norms

The comerstone of this strategy is 7 statewide
public awareness campaign, supported by local
community efforts that deliver the same messages.
The campaign has three principal objectives:

1. Increase overall awareness of the
problem.

2. Encourage cooperation within the
community on addressing the issues,

3. Support parents and teens in individual
efforts 1o reduce teen pregnancy.

Action Steps:

* Conduct eight focus groups to test messages
with adults and youth. Develop 2 starewide mes-
sage and marketing approach.

* Support 2 marketing team to guide development
of the overall public awareness campaign.

* Seek support from federal and private sources to
fund a campaign that has sufficient reach, fre-
quency, and impact to change behaviors.

» Uiilize funding from the Depaniment of Human
Resources to pay for initial focus groups and initial
campaign planning.

*» Request general fund dollars from the 1997
Oregon Legislature 10 ensure that the campaign
continues year round at effective levels.

* Develop a community resource guide including
a selection of materials and resources for technical
assistance that local coalitions can tailor to their
individual needs and situations.

+ Coordinate Oregon’s efforts with the National
Teen Pregnancy Prevention Campaign.

» Utilize 2 balanced approach to achieve commu-
nity acceptance and reach teens as well as adults
with messages about abstinence, postponement,
access to contraceptives for sexually active teens,
miale responsibility, family communication and
parental involvement.

» Designate 2 lead agency 10 coordinate efforts of
diverse groups on this issue.

Communities will use the best communication
paths for their local areas to reinforce messages
delivered by the statewide campaign and achzeve
maximum effectiveness,

For more information please contact Cindy Becker,
Department of Human Resources at (503) 945-
6707, cindy.becker@state.or.us or Karen Hubbard,
Health Division at (503)731-4427, karen.j.hubbard
@ state.or.us
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2. Sills for Life

Skills for Life is an instructional strategy designed o
provide youth with a solid framework for good
decision-making skills. It seeks 1o enhance self
worth and provide the tools 1o build confidence for
positive participation in work, family, and commu-
nity. Promoting sound planning for the Aiture and
accountability in connecting action and conse-
quences is essential in giving both females and
males opportunities for a positive life,

Action Steps:

* Work in collaboration with the Department of
Education in selecting effective instructional pro-
grams to recommend to local teen pregnancy
prevention advocates for use in their communities.

* Test pilot instructional program with a local high
school and a community-based project. Integrate
the pilot into current required course for ninth
grade students.

» Stimulate and support focal initiatives © improve
skills for life instruction for all teens.

* Include skills for life training in plans for families
developed by Adult and Family Services.

* Incorporate male responsibility into skills for life
instruction including family communication skills,
study skills and college prepanation.

* Support programs for wen parents that help
them make positive decisions and postpone a
second pregnancy.

P — w—

Expected Uuttomes for Students Compieting
8kills for Life tnstruction:

!i * Know the importance of assuming the
resporsibility for personal choices.

* Understand ghort term and long term
sonsequences of safe, risky and harmhd
behaviors.

s Xnow communication strategies for
avoiding potentisliy hamtul shustions le.
eefusal skills and resistance to poer
pregsisre,

«Xnow how to aocess commaunity agencley
that advocate for healthy lndivideals and
families.

e————.

For more information please contact Charlotre

Hartwig, Adult & Family Serivces, at (503) 943-6737,

charlotre hanwig@state.or.us
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@ 3 Responsible Sex

Education

Accurate, research-based sex education is an
essential element in helping young peaple make
knowledgeable decisions about their lives. Sex
education programs can help parents and teens
communicate about sex and improve decision-
making skills.

Action Steps:

* Through the Depantment of Education, analyze
the quality and type of responsible sex education
offered in local schoot districts and recommend
curricula evaluated as effective by the Centers for
Disease Control, such as, but not limited to, Reduc-
ing the Risk; Be Proud...Be Responsible; and Get
Real About AIDS. '

* Support the Department of Education efforts to
increase compliance with Oregon State law requir-
ing sex education classes to be accurate and age-
appropriate.

» Utilize School-Based Health Centers o reinforce
sex education and abstinence goals through their
their guidance and preventative health care ser-
7Aces. Recognize that SBHCs also improve access
to high-risk youth for ongoing reproductive health
information and service intervention.

* Provide additional training to health educators
and community advocates who want to become
more proficient in delivering the curricula cited
above.

* Provide technical assistance to schools desiring
to enhance responsible sex education.

For more information please contact Peggy
Holstedr, Dept. of Education at (503) 3785585 1 601,
peggy holstedi@ state.orus

schools nationwide

How Parents Feel About
Responsible Sex Educstion

79% of those surveyed either strongly favor
oy somewhat favor requiring sex edusstion
be taught by schools

§2% strongly favor teaching sex education in

£5% strangly favor teaching sex education In
schools in the ULS. Pacific Regfon
19% strongly oppose requiring sex education

from 4/96 polling data
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4. STARS:
Postponing Sexual
Involvement

STARS {Students Today Aren't Ready for Sexyisan  * As expansion occurs, place certified STARS
abstinence-based teen pregnancy prevention teainters in five major regions arpund Oregon to
cutriculum in which wen leaders from high schools  provide training, technical support, and follow-up
teach sixth and seventh graders how to identify and  to ensure consistent quality in the delivery of the
resist pressures that lead young people into prema-  STARS program in their own regions.

ture sexual involvement. As a skill-based program, .

STARS gives young people practice in how to say * Collaborate with Multnomah County Health
no. The objective of STARS is to help reduce teen  Department t¢ develop and implement 8th grade
pregnancy by reaching pre-teens before they booster sessions and improve the STARS program
become sexually active, teaching girls and boys how  based upon implementation & outcome evaluations.
to postpone sexudl involvement. :

* Continue aggressive application for philan-
STARS is based upon the curriculum called Post- thropic trusts, foundation, and corporate monies. .
poning Sexual Involvement {(PSI} developed by Dr. '
Marian Howard of Emory University/Grady Memo-  * Encourage participation by the STARS coordina-
rial Hospital in Atlanta, Georgia. In Georgia, afive-  tors in local Teen Pregnancy Prevention Commu-
year scientific evaluation of the pilot program nity Coalitions to stengthen the comprehensive
showed a 33 percent reduction in teen pregnancy  effort 1o reduce adolescent pregnancy.
rates among those who participated in the absti-

nence curriculom. * Partnier with locat hospital/health systems and
businesses to ensure STARS is trulya community
Action Steps: initiative, sustainzble over the long-term.

* Ensure continuation and quality delivery in all .
current STARS program sites and seek additional In some schoo! districts, staff implementing
funding from the 1997 Legistature for 8 10 10 new zﬁgﬁ;ﬂw discavered *?2 youth iﬁxﬂ
state-funded STARS sites. S ysiotogy to arasp the tmporiance of an

ahatinencs program. While information alone

» Through the S’i‘ﬁR“S Foundation, fund the five- g’? not mi gm%w
year scientific evaluation of the STARS curriculum ‘

and, in conjunction with community parners, help  ror move information phease contact Kay Carlisle, Mul,
new school districts around Oregon initiate the Cty. Heaith Dept. at (503) 248-3663 x 8021,
STARS program in 1997. kay.s.carlisle@state.orus : .

-
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® . Contraceptive

Access

A high priority must be placed on encouraging
those teens who are sexually active to use family
planning services. Services must be affordable,
conveniently located, user-friendly 10 teens, and
confidential.

Action Steps:

* Seek additional funds from the 1997 Oregon
Legislature for contraceptive services delivered
through the existing network of public family
planning providers.

* Pursue a federal waiver to match these funds
with federa] dollars and use the funds to expand
Medicaid eligibility for family planning services.

* Maximize the ability of School Based Health
Centers to sccess high risk populations, both male
and female, for more intensive educational and «
clinical services.

* Provide technical assistance 0 locat communi-
ties On assuring that services are accessible to
sexually active teens. Encourage communities 10
include males in the services offered.

* Encourage use of condoms, in conjunction with
ather contraception, 1 lower the incidence of
unintended pregnandies and HIV and sexually
transmitted disease (STDjinfection.

*» Develop rechnical assistance that can be offered
1o Local Health Departments or designated com-
munity groups 1o suppart the placement of con-
dom vending machines in places teens frequent, to
reduce unintended pregnancies, increase male
involvement, and help prevent HIV and STD
infection among sexually active teens.

* Develop locat and statewide outreach and public
education efforts which help teens leam the impor-
tance of contraceptives and where 1o obtgin them,

s —————

Actions and Outcomes in Oregon

in the 1995 Oregon Youth Bisk Behavior
Survey, 40% of teenagers reported
they hsve had intercourse,
in FY 9595, Family Planning
clinics served 17,473 toens, averting an
estimated 4,934 teenage pregnancies by
helping sexually active teens awlich to a
more effective form of birth control.
in averling pregnanties, Family Planning
glinlcs were abis to prevent an
estimated 2,281 abortions.

For every $1 the government spends on
family planning services, $4.40 o saved on
sihort term medicnl, weltare,
ang nutrition costs,

For more information please contact Anne Qlson, E
or Carol Flliot, Health Division, at (503) 731-4018,
anne h.olson{@state or.us,
carolj.elliot@state.or.us
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6. Legal Issues and
Protections

Some teen pregnancies result from criminal acts
including rape, incest, abuse and exploitation.
While crimina] statutes are identical across the

_ state, there is not equal enforcement of the statutes
among and within each community.

Action Steps Under Consideration:

» Evaluate current statutory language and patterns
of criminal behavior and prosecution as they relate

10 teen pregrancy

s Utilize focal community decision making pro-
cess, i.e. local interdisciplinary teams, 10 standard-
ize the process of decision making for prosecution
of sexual offense crimes.

* Make training available on date mape to youth

Age of mother versus age of father in Oregon

For girls under age 15 who hgve given birth,
where the fathers age is known™;
» 3% of tathers are urider the age of 18
» 88% of tathers are over 18

For girls age 15-17 who havs givon birth,
where the tathers age is known:
* 15% of tathers are under the age of 18
» 85% of fathers are over 18

*For girls under age 15 only 26.8% reported the
age of the father, For giris age 1517, 50.2%
reporied the sge of the father,

and young adult coed groups.

* Provide young men on probation with special-
ized training on impulse control, condlict resolu-
tion, anger management, and physical and sexual
zbuse prevention skills.

For mote information please contact Senator Kate

‘Brown's Salem office (503} 986-1707,
kbleg@aol.com or Andy Wright at (503) 986-1435,
repbross{@aol.com

-8-

From Oregon Neetth Division statistios, years 199185
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U8 PEPARTMENT OF HEALTH ANG HUMAN SERVICES
EMBARGOED ?QR RELEASE Contact: Melissa Skolfleld bdll*
Monday, August $, 1993 (202) 650-6853 v
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Teen~age mothers receiving ald to fFamilles with bDependent
children (AFDC) achleve and pustain significantly higher rates of
school attendance and employment when they receive mandatory
training and support services, according to a long~-term study of one
such program releasad today by HHS Secreiary bonna E. Shalala.

The rigorous review of a unigue welfare demonstration program
in Illincis and New Jersey showg a 1% percent higher‘rate of success
for ite participants, measured in school attendance, job trainiﬁg or
employment. The improvement begins almost immediately and persists
even after two years, the study showed. .

“The young mothers who participated in this study were first-
time parents living in tough, inner-city neighborhoods with high
unenployment rates, and many of them had dropped out of high
school ,” Secretary Shalala said., “But despite those obstacles, this
study showachat effective case management and mandatory education
and training can help AFDC recipilents take that firat, important
step toward selif-sufficiency.® ’

David Ellwood, HHS assistant secretary for planning and
evaluation and co~chair of President Clinton's Working Group on
Welfare Reform, Family Support and Independence, sald the study is

*significant because of its size and its rigor, in addition to its

hopeful findings.

- MNore -
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"This shows that 1ar§e-saa;e work-criented programs can succeed
evern: under very difficult circumstances,® Ellwood said. "Combined
with improvements in ¢hild support collection and an expanded Earned
Income Tax Credlit, this approach has great potential for helping
young parents escape dependency.”

The 30-month study, conducted by a policy research firm under
contract to HHE, tracked almost 6,000 young, first-time AFDC
recipients in Chicago, Ill., and Camden and Newark, N.J., from late
1887 to mid-15%1l. Participation rates for the program averaged 89
percent.

Fifty percent of those who signed up were required to
participate in education and t;aining programs or face a reduction
of approximately $160 in their monthly AFDQ grant. The otheyr 50
percent received regqular AFDC services and served as a control
group. Assignment was made by random selection.

Teen parents who participated in the enhanced services progran
received counseling and help with ¢hild ¢are and transportation.

The 19 percent higher success rate for program participants
reflects that two years after enrollment, 7% percent of the enhanced
services group were in school, job training or a job -- compared to
66 percent of those receiving regular AFDC assistance. The pattern
was similar across all three sites.

Case managers found several sugcessful strategies for
increasing and maintaining participation, including flexible
schedules, on-gite child care and informal group meetings to break

down feelings of isolation.

- Hore =
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before the passage of the 1988

of the Job Opportunities and

il Unlike the evaluated
z','j' ’
‘%& demcngtration program, which used a nonselective approach and

&
.
s

?% roequired all new teen~age mothers to participate, state JORS
[
WE programs generally exempt reciplents who have children under age 3;

W
Kiin

i have health problems; are pregnant; or must care for a sick family

o
‘¢ member.

el

?k' Overall, &2 percent of those who joined the demonstration
i

.

)
5 program were warned at some point of possible sanctions; more than

£

i

I,

s one~-third had their grants reduced at least once. RNevertheless, the

‘. vast majority of young mothers had extremely positive feelings about

. the program,

[ The study released today is the first phase of a major eight~

. year evaluation effort, and relied on surveys, administrative

gt
it

1

2, records, interviews and focus groups.
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EXECUTIVE OFFICE OF THE PRESIDENT MZ/

CFFICE OF MANAGEMENT AND BUDGET
WASHINGTON, O.C. 20500 1

\ G

S

September 16, 1893
MEMORANDUM FOR PREVENTION ISSUE GROUP MEMBERS

FROM: Richard Bavier (}?)
SUBJECT: Materials by Dr. Laurie Zabin

Enciosed are copies of some relevant anticlss by Dr. Zabin and the text of her remarks
to us. The remarks seem to me aspecially helpful.

I am also enclosing a summary of the Empowerment Zone iegislation that Sheryi
Cashin supplied after our last meeting.

At this paint, it looks unlikely that | will have a draft of a cambined optians paper for
the group 10 review this week. | will shoot for the middie of next week.

Patricia Sosa, who is doing public outreach for the welfare reform working group, is
trying to arrange presentations for us by the Alan Guttmacher Institute, and perhaps
some others, on September 22. To allow eéncugh tima for prasentations and
discussions, we probably would try to get the meeting started at 2:00 p.m., rather than
our usual 2:30 pm. | will provide more definite information early next week.
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JOURNAL OF RESEARCH ON ADOLESCENCE, X1, $7-96
Copyright ¢ 1993, Lawrenoe Exfwns Assxlaten, Inc.

Do Adolescents Want Babies;?
The Relationship Between
Attitudes and Behavior

Laure Schwab Zahin, Nan Marie Astone, and
Mark R. Emerson

Department of Popelation Dynamics
Jokns Hopking School of Hygiene and Public Hralth

In this study we explored the effectd of attitudes toward chilibearing,
contraception, contraceptive efficacy and abortiory, and perceptions of
partvwry’ attitudes om contraceptive use, conception, and childbearing
amang 313 young inner-city Black womsen {5 17 years} who presented at
a clinic for pregnancy tests and were followed for 2 years ot 6-momth
intervals. A multi-item construct defining young women's desire for
pregriancy was created with factor analysis; its ssultivariate relationshipa
{0 the outcome beluaviors suggested the substantive importance of ambie-
alence, which was as significantly related to childbearing a3 the positive
desire ®© conceive, We discuss methodological {ssues in assessing
“wantednesy” and implications of the findings for program and policy.

There is considerable disagreement about whether young women con-
ceive in adolescence by accident or by design. Many people who work
with adolescents believe that the young women they serve often want a
baby during their early years. This belief contrasts sharply with surveys
that have suggested that the vast majority of adolescent conceptions are
unintended. The subject has implications for the nature and even the
presence of preventive interventions but haa not been well understood,

There is a complex relation between a young woman's desives, or
ambivalerce, with respect to childbearing and the decisions and behav-
fors that result in childbirth, The fact that she answers in the affirmative

Raxpuests for prpeists elonid be sertt oy Lawrde 5. Zubin, Schucd of Hygherwe xrid Poblic
Healil, Johns Hopking Unfwersity, 615 Naxts Wolfe Sireet, Baltizoore, MDD 212052179,

et bbb ¢ et



http:6-InOl'I.th

68  ZABIN, ASTONE, EMERSON

when asked if she wants to conceive does not fully explain the role of
her predilections, espedially if she already knows or suspects she is
pregnant. To properly understand the relation between her attitudes
and her contraceptive and fertility behavior requires that questions such
as the following be explored: Is her desire to avoid pregnancy, her
negative attitude, strong enough to motivate action? How does she
perceive her partner’s wishes? Does that perception coincide with her
own wishes? Does it reinforce them? Do her attitudes about other,
related subjects have an impact on her sexual and contraceptive behav-
ior? If so, do they mediate between the desire to avoid pregnancy and
the adoption of preventive behaviors or are their effects independent?
These questions are not unique to adolescent populations or to demo-
graphic analysis. They are part of a larger area of inquiry: the generic
relationship between attitudes and behavior and, more specifically,
fertility behavior, a subject that has been addressed in many different
frameworkas.

In this study we explored the relahon between young women’s
attitudes toward conception, abortion, and contraception and the be-
haviors that lead to childbearing in a sample of young inner-ity Black
women. Our results suggest that young women demonstrate consider-
able ambivalence about conception and about cther fertility behaviors
even when they give straightforward replies to direct questions that
address their attitudes. Our findings imply that the strength of motiva-
tion, not merely its direction, are critical to their fertility behavior.
Sodial-psychological models of the determinants of adolescent child-
bearing would benefit from positing a role for ambivalence and from the
development of appropriate constructs to assess it.

THE LITERATURE

The usual definition of unintended births within a given population is
the sum of (a) births to women who do not wish to have any (more)
children now or in future, defined by the National Survey of Family
Growth (NSFG) as “unwanted” (National Center for Health Statistics,
1990) and (b) births to women who want to be mothers (again) some day
but not at the time of conception. Births in the latter category are
sometimes referred to as “mistimed.”

Most births to adolescents are unintended (Hayes, 1987). An estimate
from a 1979 national probability sample of the percentage of births to
adolescents (aged 15-19) that were unintended is 82% (Zelnik &
Kantner, 1980). Births to alder teens were more likely to be intended
than births to young adolescents; therefore, the percentage of births that
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were unintended was probably higher among women aged 17 years and

than among those aged 15-19. A recent analysis of data from
the NSFG (National Center for Health Statistics, 1990) indicated that the
level of unintended birth among never-married 15- to 19-year-old
women rose from 79.2% in 1982 to 86.7% in 1988. The majority of
unintended births to teenage women were mistimed (i.e., the women
reported that they did want a baby someday but not at the time of
conception).

Estimates from the same national probability samples suggested that
the percentage of births to Black adolescents that were intended was
lower than that for the total population: 10.4% versus 13.3%. Another
racial difference was that a larger percentage of Black unintended births
were “unwanted” rather than mlsl:u:ned (National Center for Health
Statistics, 1990).

Although relabonsh:ps between intentions and behavm are of
considerable interest, it is hardly surprising that in most areas of human
conduct, they are often at variance. The expected relationship between
the-intention to have a child and the choice of pregnancy outcome is
supported - by’ cross-sectional data, which indicate ‘that those with
unintended pregnancies were more likely to abort and those with
intended pregnancies were more likely to carry to term (Zelnik et al.,
1981). There were many, however, who elected to carry a child despite
their expressed desire to avoid conception. In a sample of inner-ity
Black teens presenting for pregnancy tests, we reported that more than
31% of those who elected to carry their pregnancies told us, before their
pregnancies were diagnosed, that they believed a baby would present a
problem and an abortion would not; only 4.5% said they wanted to bear
a child (Zabin, 1990).

Differences between what people say they intend about childbearing
and what they actually do are not new. As early as the 1970s, because of
observed discrepancies between desired family size and fertility behav-
ior, a scale for refining the assessment of preferences was devised for
use in the NSFG. This method, described by Coombs (1974, 1978, 1979),
showed that a statement of desired family size generally indicated a
range of choices or bias, not a point value. Coombs’s longitudinal
research suggested the importance of factors other than preference on
“unfolding” fertility histories. Similarly, Presser (1974) identified the
weak motivation to avoid pregnancy as an essential factor in unwanted
first births. Thus, the notion that a range of associated attitudes affect
the translation of fertility desires into fertility behavior is well accepted.
Two factors, then, that may help explain the difference between stated
intentions and behavior are (a) attitudes toward other aspects of
reproductive behavior (e.g., contraception or abortion) and (b} the
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strength rather than merely the direction of one’s infention to become a
mather or of one's attitude toward reproductive behavior.

With respect to the former, negative perceptions of contraceptive
efficacy, side effects, and safety appear to be obsiacles to contraceptive
useamcngwomencfaﬁagesmtheifﬁ {Severy & McKillop, 1990;
Silverman, Torres & Forrest, 19873 In a high school study of young
Black women, feéar that contraception “is dangercus” emerged as the
principle reason for delay in attending contraceptive clinics (Zabin,
Stazk,&timm 1991}, In tum, perceptions with regard to méthod
efficacy have a s t effect on mwthod use (Clark, 1981).

. With respext to the latter, the strength of the attitude roward repro-
ductive behavior or the intention to avoid 2 birth must be considered.
Empirical work within two particular theoretical traditions support this
proposition. The prominent health belief model (Becker, 1974; Janz &
Bexker, 1984}, which has been applied to contraceptive use {Nathanson
& Becker, 1983; Rosenstock, 1974}, is one. This perspective states that,
evers among those who do not want to conceive, pregnancy has to be
“threatening” enough to cutweigh other countervailing factors. These
factors include, among others, the attitude of one’s partner toward sex
and contraception and the cost and availability of contraception, Jaccard,
Helbig, Wan, Gutman, and Kritzsilverstein (1990}, working in the social
psychological tradition of Fishbein {1972), suggested that when the
desire to use contraveption is relatively weak, there are important
mediating factors between attitude and behavior, factors that may have
negligible effects when the strength of the desire to avoid conception is
high. Jaccard et al. cited the work of Snyder and Kendzierski (1982},
who also proposed that attitude “salience” mwderates the attitude-
behavior retationship.

The ides that an infention or attitude hmw have a certain strength in
order to exert a perceptible effect on behavior is particudarly helpful
when addressing the question at hand: Why are s0 many young Black
wormnen having babies they claim they did not intend to have? There are
several yeasons to suspect that ambivalence about childbearing may be
higher among ianercity Blacks than for groups in different social
contexis (FHogan, 1983, 1984). These young women live in communities
that are frequently isclated from mainstream social institutions, partic-
ularly good schools and jobs (Wilson, 1987}, Amierson {1989) suggested
that teenagers of all races and social clagg groupings experience intense,
contradictory emotions regarding their sexual behamcr and confusion
about how best to please their sexal . This, he claimed, is an
inevitable result of the biclogical aspects of adolescence and the geruder
role patterns of American society. The difference, Anderson went on o
say, between middle-class youths and innerdty youths is that the
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former have strong hopes for economically self-sufficient adult lives that
will help them deal with their ambivalence. This source of stability i3

-absemtt for inner-ity teenagers because of their lack of realistic prospects

for participation in the mainstream economy.
METHOD

Conceptual Framework
In owr muxdel, whether a person performs a given behavior or set of
behaviors is affected by ummgthafhmorhemmmdes toward them,
as well as by the direction of those attitudes. Specifically, we hypothe-
sized that behavior leading to childbearing would be positively assons-
ated not only with whether the young woman says she wants a baby
nowl:mtaﬁcmthhowstmngiyshefeei&abountandmshewews
other aspects of reproductive behavior that are involved in avoiding
pregnancy. According to this view, a negative attitude toward child-
bearing must reach aceﬂmniweiafstxengthwmderwnwﬁvafe the
complex set of behaviors necessary to aveid childbearing. In addition,
an unequivacal belief in the efficacy of contraception, strongly positive
attitudes toward conl and abortion, and the perception that
her partrer does not want her to conceive will also have a positive effect
on her contraceptive use and her surcessful avoidance of an unintended
pregnancy. Her own basic ammdemmchﬂ&bemngwiﬂbemgﬁ»
ened by independent, unambivalent attitudes in these associated areas,

We define a person who has a strong attitude (regardiess of valence)
toward a particular behavior or object as one who respondy. consisterdly
to a set of qumwnnmm ftems that tap that attitude. By contrast, we
define a persan who is ambivalent toward that behavior or object as one
whose answers 10 the same set of questionnaire items form an incon.
sistent pattern. An alternative definition of a person with ambivalent
attitudes could bg one who responds to the same questionnaire itern
differently at different points in time, Our concern in this research was
with attitudes toward having a child, attitudes that are likely to shift
over an individual’s age or life experience. (References in our review of
the literature to the difference between unwanted and mistimed births
suggest the importance of timing.) Thersfore, we focused in this
analysis on oonsistenky among related items asked at the same time.

Data

The data for thi& study were drawn from a sample of 313 Black inner-city
adolescents 17 years of age and under who presented for pregnancy
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ests at one Of bwa sites in Baltimore (Zabin, Hirsch, & Emerson, 1989;
rabin, 1990). Three hundred fifty-nine previously childless young
yomen weTe interviewed at baseline while awaiting the results of their
ests; they were followed for 2 years regardless of whether their tests
vere positive or negattve. During the 2 yeays, they were interviewed by
elephone at 6 months and 18 months and in person at 1 and 2 years. Of
he original group, the 87.2% who had 2-year interviews were included
n the fnal sample. . _

’I&;ise data have compelling advantages for a study like ours. The
iggest advantage is the longitudinal nature of the study damgn We
neasured the strength of a young woman’s attitude at one ime and
wamined its effects on behavior subsequently rather than cross-
sectionally. Another advantage concerns the homogeneity of the sam-
ple. Table 1 shows the percentage digtributions of age and socioeco-
nomic backgryund variables in the sample. These distributions reflect
he relatively high levels of economic disadvantage in the sample:
Almost 50% of the respondents were behind in school, more than 60%
were receiving some form of public assistance, and less than 25% were
from intact families. It is undoubtedly the case that the ability to enact
one’s preferences depends on one's sodial and economic resources. In
the U.S. today these, in turn, depend on one’s e m’ethnmty, social
clags, and residence (Wacquant & Wilson, 1989). Holding these factors

TABLE 1
Percertage Distribution of Respondents by Age sod Socioeconoumic Rackground
‘ Varishles in the Sampie
Veriahls , % n
. Ju
l"8:13 . %]
1‘ . 15.0
15 23
% ' ’ My
Age for grade *
On tiew or shead 54.1
Behind . i
n achoo! yer of test 312
Yeu 9.2
xo LA 58
O public agsistance or Madicaid - 310
Yes 81.9
No .1
Father ins home 3
Yeu 4.3

Ro - % 4
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constant in studies of the attitucde-behavior connection is wise in order
to ensure that variation in the participands’ ability to enact their

: doea not obscure the results or even appear to disconfirm
the attitude-behavior conpection itself,

The homwogeneity of the sample, however, raises questions aboul the
generalizability of our findings. As limited as the population may be,
racially, geographivally, and economically, # is representative of a
population known to be at high risk for early sexual onset, unintended
conception, and adolescent childbearing (Zelnik, Kantner, & Ford,
1981). Therefore, although we make no claims for broader generaliza-
bility to the country as 8 whole, there iy little reason to believe that the
firdings would not have some relevance to others who share these
background and behavioral characteristics,

Variables

Dependent variables. We considered three outcome variables: con-
traceptive use, pregnancy subsequent to the event, and childbearing.
We scored a respondent as an effective contraceptor if she reported (a)
using an effective method all or most of the time amd (b} using an
effective method at last intercourse. The respondent was given a
cumulative S-point score ranging from 4. She veceived a  or 1 on each
of four variables: use at last intercourse (yes [1] or no [0]) and regularity
of use (ahoays or most of the time {1} or never ar some of the Hime [0]), each
measurexd at fwo points in time —the 1- and 2-year follow-up surveys.

The second dependent variable was dichotomous, representing preg-
nancy subsequent to the index event—the pregnancy test visit at which
the young woman was admitted to-the study. We defined this as
becoming pregnant at some time. during the observation period, fol
lowing but not including the index event. The final dependent outcome,
also dichotormous, was childbearing. We coded 2 girl a5 a childbearer if
she bore a child at any time during the observation period, whether as
an outcome of 8 pregrarwy disgnosed at the index event or of a later
conception. We included births that were outcomes of pregnancies
diagnosed at the index visit because the attitude was aswessed before
respondents knew the results of the tests and, for those whose tests
were pasitive, before they made the decision to carry of not to carry the
pregnawy to term. Thus, there was $till ime for their attitudes to affect
their behaviors, All thyee outcome variables were constructed from data
coflected from the follow-up studies.

Independent pariables.” The five independent variables were mea-
sured as of .the baseline survey, To construct four of them, we frst
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selected questionnaire itemns that were indicators of the respandent’s
attitudes toward four cbjects: {a} having a baby in general, (b) the
efficacy of contraception, (¢} the use of contraception, and (d) having an
abortion. The wording of these iterns is given in Table 2, The choice of
items to define each attitude was based on four factor analyses, one for
each attitude object. The results of these analyses indicated that within
each of the four groups, the items listed in Table ¥ were measuring the

The second step in constructing the first four independent variables
was 1o code a respondent as having a positive attitude toward the object
if she answered each itern positively and negative if she answered each
item: negatively. She was considered ambivalent if her responses did not
reflect a consisterst vigwpoint.

We also considered the effects of a fifth independent variable: the

respondent’s perception of her partners desire for conception. We

inchzded this indicator because we believe that one source of ambiva-
lence in young women's attitudes toward conception, pregnancy, and
childbearing may be a difference of opinion between her and her pariner
on the desirability of conception or, indeed, an ambiguity in her reading
of his opinion.

Analytic Techniques

The inclusion of ambivalence as an interesting category is new; it is
generally seen as an artifact of the survey protess. That is, when a single
itens is used to measure “wanteddness,” a young woman's desire to
conceive 8 child would be treated as ambivalent only #f she answery
neither yes nor no but “don’t know” to that item. Therefore, before
reporting the results of our study of the relationship between ambiva-
lence and fertility-related behavior, we presemt some univariate tabula-
Hons on ambivalence itself, We focus in this phase of the analysison her
attitude toward having a baby, We move from there to bivariate
tabulations betwesn the five independent variables and the thoee
autcames. In this step of the analysis, we report whether a statigtically
sigrificant relationship between an independent and dependent var-
able emerged using the chi-square statistic. The final step was to
evaluate all five independent variables’ effects on each of the three
outcomes simnultaneously i a multivariate regresgion model. One of our
outcomes, contraceptive use, was an ordinal variable; we therefore used
ordinary least squares estimation to evaluate the effects of the indepen-

"We used factor analysis s o data recuction techrikque; the constructs we used were not
tactor moomes, Factor loadings anc other results are aveilable on request.
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X TABLE 2
Definilions of Attitudinal Variabies Incorporated in the Analysis of Wantedness
Variable : Definition
Wantedness Mmmzhwghfywmmmtﬁdmwww&mm
pregoent? Yee or no
1 you fourd yiu were pregrant would Pe ., . {=nging
froxe very Ippy 1o ot a1 il heppy) o ¢
%MMMW&WWM&;W%W?
s of no
Contracepiive mpm{mmmmm{mywm&w
; : e} at
rificacy keeping » gird from getting pregnant.

The birth control pill is safe if # is prescribed by & doctor after
i&m«:p’z‘n&«m > ’
WW&WMKmduswmmgmw
attitgde comiml. True or falee of i
Guys understand if giris say “no” to sex until have some
m&ﬁxﬁo{i&rﬁzmﬁd True or false - g
m&&hﬁgm%ﬁmm’mﬁha;ﬂm
you? Yexor no E o
hmwmhrzmmhawmamnii.“
wm’twamw}uvgnmut}mmﬁm
s 81 WRNILS @R, aBortion for any reason.
Codadmmﬁwgam%”yu“mhuhmmmm,wm
were included on & list of many possitle reasons,
Did(yumpau'mn)want&-kpmgxmy?‘!umm
For the subset asked at follow-up: Al any time sinoe you started

sex, have any of pariners wanted pregnant
Yen o5 no your v you to gt t

Abortion stiitude

Pastover’s attitude

dent variables. The other two outcomes were dichotomous; in these
analyses, we used logit regression with meximum likelihood estimation
procedures. We evaluated the effects of the coefficients of the indepen-
dent variables using the f test. :
Even within our refatively homogeneous sample

: ple, some were
reiaziveig better off exonomically (although few would be c]agﬁl;ied as
well-off in genera?} a;xd the respendents were of different ages. To
ensure that our fzndmmgs&did not merely reflect these within-group

, We ran our multivariate models controlling for a

xa&aﬁﬁwbkkmundvaﬁabiesdisplzﬂdm?abiai. g 5

RESULTS AND DISCUSSION
Blvariate Relationships

Only a small number, 8,5%, of respondents reported at baselire that
they wanied to be pregnant. A larger minotity, 31.1%, believed that

—
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heir partners wanted them to conceive. Among the subset asked at the
nd of the observation pericd if they had ever wanted to become
sregnant or if they believed their partners had ever wished them to
onceive, a larger percentage answered affirmatively {19.8% and 46.6%,
espectively); this was not surprising in view of the fonger reference
seriod, the increase in their ages, and for some the completion of their
ichooling during that period. At follow-up, they still believed that their
sartners wanted them o conceive more than twice as often as they
eported wanting to conceive themselves. Although sute young

women changed their minds between baseline and the 2-year follow-up,

‘ew respondents answered the later question in a way that directly

sontradicted the earlier (i.e., only 4.0% of those who had responded

positively in the baseline interview said at follow-up that they had never
wished to conceive), Among the subset asked 2 years later if they had
wanted o conceive at the specific time of the index event, 11.0%

contradicted an eariier reply. ' .

Ondy 3.3% of the respondents answered the refevant. question at
baseline by saying they did not know whether they wmttj& to be
pregnant. Thus, when a single question was used to determine thelr
desires, few appeared unsure. However, their responses to other
questions suggested considerable ambivalence: When inconsistent re-
sponses to the three questions that formed the new, factored construct
were freated as ambivalence, almost half of the respondents ($7.3%) fell
imto that category. )

if there isapnsiﬁvemiaﬁomlﬁpbe&wmﬁwdmmmmeac%zﬁd
and behaviors that are associated with avoiding childbearing, one might
expect it to be most evident among those whose attitudes are consistent.
Table 3 reflects the relationship between wantedness and each of the
three outcoie measures described eardier: consistenit use of contravep-
tion, pregnancy subsequent to the index evend, and childbearing at any
time in the cowrse of the study. In Table 3, desire for a pregnancy is
defined in two ways: In the top and middle panels it is based on answers
to the single direct question and in the bottom panel on the composite
variable, When all three replies to the single direct question are used,
respondents in the middle category appear at highest risk; aithough
numbers are small, the girls who “don’t know” how they feel are least
likely to use contraception and most likely o become pregnant and to
bear a child, Trt the middle panel, the same question is coded “no” if the
girl gave a negative reply. The few whe "don’t know” are included with
those who claimed to want a child in order to test the strength of the

desire to avoid pregrancy among those who eqressed that desire.
Differences in the outcome variables were in the expected direction but,
with fwe of the outcomes, the differences were insignificant. The fower
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TABLE 3 ’
Effecdve Contraceptive Use, Pregnancy and Chifdbearing by Wantedrwss Attibiude,
Measared by & Single Question® and » Muliidiewnsions! Constract

% % ’
£ fFection Suhsequemi - %

Winstedness : ” L) Pregrancy Chilibearing
Single uestion

Yom % 153 £2.3 453

Pon't know H 11 %0 875

Mo - b2 I 8.8 439 319
5:: ’ . . : .

Yesidon't know % 138 5.8 53

Mo Fia Bs 43.9 319
Multidimensioval conatract

Yes 1= 4.0 8.7 6.7

Ambivalend 144 3.2 “e .8

Nor 146 .32 438 B3

LL] whk

*Sev Table 2 for wording of single st supplementary questiona,
% 08 *p s OL ‘

panel shows the relatiornship between the new wantedness concept,
defined by three related variables, and the same three outcomes.
Although few girls reported a positive desire for a child, those with
oansistent motivation to aveid childbearing appeared to do so signifi-
cantly better than their ambivalent peers.

Thus, the wantedness concept was significant in its bivariate associ-
ations with the use of effective contraception and childbearing; its
relationship with subsequent pregnancy wag not significant, In the
model we were {testing, however, we suggested that the effect of |
wantedness on behavior might be affected by other attitudinal con-
structs, specifically, perceptions of pariners” wishes, perceptions of the
;ibefﬁmcy of contraception, and attitudes toward contraception and abor-

n,

A young woman's perception of her partner’s attitude toward
childbearing appeared simdlar to her own attitude in its bivariate
contribution to her contraceptive use. Among the young women for
whom we had the measwrement at two ponts in time {this was the
subset for whom we knew the consisterwy of the respondent with
respect to her pariner’s attitude), the relationship was highly significant:
Whereas 60% were effective users among those who consistently
believed their partiers were opposed to childbearing, only 25% were
effective users among those who consistently saw their pariners as
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being favorable to childbearing {p = 01). Similadty, the contribution of
that perception to subsequent pregnancy and o childbearing was
significant only in that same subset,

In a biviariate relationship, belief in the efficacy of contraception was
significant in Ha association with chiidhearing (see Table 4); although
this variable’s relationship with the other outcomes was in the expected
direction, their relationships did not attain significance. The respon-
dent's attitude towand birth control was significantly associated with her
use of contraception; it was not significantly associated with the other
sutcomes, but the direction of the relationship was a3 predicted. The
high-risk status of those whose attitudes were ambivalent was again
evident. Conceptually, the construct that iaps the acceptability "of
abortion can best be measured in relation to birth ontcome; contracep-
tion or pregnancy might be only indirectly affected. Table 4 shows that
iwwm“m&wmﬁ@ﬁmtmmnmmmg
but not to contraception or pregrancy,

Multivariate Models

Multivariate models were run using only the three dependent variables
and five independent atfitudinal variables; they were yerun ooTpe-

rating the background v iables reported in Table 1. Because the

TAALE ¢
Percentage of Effective Contraceptive Lise, Sumww,mdm@cmw
.AW?WMC&WME&WWﬁU&,W&W

% %
Independend Effective Subnexquent %
Vivinble ” sz Pregnamy Lhildinsmring
Conlraceptive sifectveness
Negative ’ f ke ¥ 2.5
Ammbivalert 19 9 £2.8 575
Pasitive 119 »n4 &2 &2
Contraceptive we
Negative 7 a3 416 93
Anhivalent 1 M3 518 58.2
Pogitive piig 2.2 3 .2
:
Abortion,
Negative » »s 487 57.4
Ambivadent vs ] 33 4.0 56.7
Poudtive 9N

-«

%3 27 12

‘v ox A8
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direction and significance of the findings were essentially the same, we
report in Tables 5-7 only the coefficients from the models that included
the background variables,

In the moxdel with contraceptive use as the outcome variable, only the
wm(tgzitm construct and the young woman's atiitude toward contra-
ception were sigrificant (see Table 5); wantedness had the larger and
more significant effect. The strength of a young woman’s desire to aveid
childbearing was thus an important dimension in her adoption of a
protective regimen, The effects of that attitude appeared to be linear:
The m‘she wanted to conceive, the less likely she was to use
wmwpganmmﬂyand_vicem. This was not the case with her
contraceptive attitudes. Only those with consistently positive attitudes
toward contraception were different from their peers; those whose
attitudes ware negative, and those in the ambivalent (omitted) category
did not differ significantly from one another. Furthermore, an explora-
tion of alternative models suggested that attitudes toward contraception
are exogenous to the relationship between wantedness and the use of
mmz;m A girl’s ée?‘me for 2 pregrancy and her attitude toward

Ace were not sigrificantly correlated, Qmitting contraceptive
attitudes from the model shown in Table 5 did not reduce the effect of

TABLES
Ordirury Laast Squares Regression Coefficlents and Standard Ervors of Contraceptive
e ort Attitudinsl Constroct

e > pm

Wardedness attitude

{ambivalent omitted)

Wasd pregnancy LG
Dot wang 0.35* ;g
Comraceptive aititade
{aonbrivalent amilted) '
Postive | 0.4 018
Negative - -0.31 0.0
Contraceplive effiony
fambivalent omitted)
Position
. ~0.10 017
Negative -

Abscurts o 0.53
m’f‘ 0.25 018
Nrgatree 0z 028

Perception of partner's sttitude

_ Wanis pregrancy 300 0.19

Natr, ¥ w 282, F = 3.340, Significanve F & 0000, N = 3. Effects reported
of background variables dispiayed i Tebile 1. ' e net
‘n 085 Yp s 01
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TABLE &
WW%HMMW&WQMWW
Subasqurent o the Index Event on Attitudirad Construrts

Variciie f b
Waredness sititade
" fambivalent omitted) ‘
Want pregnamy 1.7 4 .63
Eioy't weant . -0 8.2
Conaceptive attitude .o
{ambivalers omitted)
Powvitive : . 54" 0.2%
Negntive LA 3.4
Contraeptive effectiverams
smivivalent omitted
( Persitive ] 0.21 4.26
Negative L34 0.83
Abortion attitude
ambiealent ounitted}
‘ Positive ' w57 8.8
Negaiive 0.36 4.3
Pevorption of partey’'s etiihade 018 0.30
Wanty pregnancy * ~&, .
Noke, Modet y72L N o= 313) v DR p = 6. Effects Tepeated ave tet of bakground
variabien displsyed in Table 1,
‘= .05,

wantedness on the probability of consistent coniraceptive use {tabula-
tions riot shown). .

Bivariate relati}bmhipe showed a minimal summ' of Wt;n;‘ed;‘;” o:cx
probability of pregnancy at some time ent to the index co
tion. !In::?aed, few of the attitudinal constructs showed significant
relationships with that outcome, However, in the comprehensive model
{see Table 6), contraceptive attitudes became significant. Once again, as
when contraceptive use was the outrome, these attitudes were signifi-
cant only i they were consistently positive. Furthermore, the odds of
becoming pregnant tripled {tabulations not shown) among those who
saidatbaseﬁmﬁmt&\eywmwdmmm)e; the strength of this
relationship approached significance {p = .U9).

With chzlpdbemng as the dependent variable, wantedness, the efficacy
of contraception, and the respandent’s attitude toward abortion were
" gignificant (see Table 7). Young women who did not want o conweve
were clearly different f;umtiwsew%wdidan&&soz_nmewhom
ambivalent; they were much less likely to conceive. The log odds
suggested that an adolescent waa three o four times as likely to bear 2
child during the 2-year cbservation petiod If her baseline attitudes were
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YABLET7
Loyt Regression Coefficients and Standard Ersens of Probability of Childbearing on
N . Attiradinat Consbracts

Vartalde g SE
Wanrtedness attitude
{ambivalerd onitted)

Want pregrancy . i), 2! 0.65

Don't want -l I 0.29
Contraceptive atinude
{ambavatent omitind} .o

Positive -0.4 0.3

Negative ~0.39 , 0.3
Contraceptive efficacy :
{ambivalent owétted)

Poaitve Y 8.28

Negative il 20 0.5
Abortion attitude
(mersirivatent omitted) .

Pogitive — L . 0

Negative ~B.06 841
Perception of pueivers attitude -

Wanis pregnancy . -0 . 638

Note. Model y(&2, N » 308} = 62.64, p = 0000, Effects repovtext are net of bickgrourd
vasiables displeyed in Table 1. R
¢ = 000 **p 5 05, ‘

supportive of childbearing “than if they were not (tabulations not
shown). Belief in the efficacy of contraception and supportive attitudes
toward abortion were also significant. In each case, the role of ambriva-
lence was underscored by these findings:- Those  with ambivalent
attitudes were not different from these whose attitudes were negative.
Only those with consistently positive attitudes toward these interven-
tions were significantly less tikely to conceive. Thus, only when a young
woman unequivocally wanted to avoid childbearing, or was unequivo-
cally positive toward contraception and abortion, did her attitude
appear to have a significant effect on her behavior, © - '

In no case, whether & young woman’s perception was ambivalent or
unequivocal, did her perception of her partnier’s wishes appear to heve
a significant impact on her behavior, Although we reported earlier that
it was much more common for her to believe that her partner wanted
her to vonceive than it was for her to wish to do so herself, these two
attitudes were highly correlated. When her perception of her pariner's
attitude was omitted from the model, the beta coefficient of her own
attitide towand childbearing was reduced by less than 7% (tabulations
not shown), Thua, the effects of her attitude were rarely mediated by her
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perceptions of his attitude; his desires, as she perceived them, did not
appear to be an independent determinant of her contraceptive or fertility
behavier,

CONCLUSION

In a homogeneous tionsuchastl:ﬁs,witbatﬁghxﬁskm:pm%
narsey m%w cannot be expected that szzbiechve’attzmdeg,
gven when messured by better scales than ours, could explain what is

fy accounted for by background, educational and structural
variables, and by access to preventive services, Although we did contrel
tor several background characteristics, we did not attempt to tap many
of the factors that can affect the gutcome variables: contraceptive use,
pregnancy, and childbearing. The question. we mmned here was
whether attitudes would be a contributing factor at all, with significant
influence on the behavioral outcomes of interest. We aoug_ht.to use a
parsimonious selection of responses {0 determine the potential impact of
a young woman’s attitude toward childbearing, and the effects of her
perception of birth control and of her pastner’s attitude toward
childbearing, on the probability of contraception and conception. Simm-
ilarly, we explored the impact of the same variables plus hgr attinude
toward abostion on her childbearing behavior. Our conclusions were
both methodological and substantive, with implications for the domains
of research, service, and public policy.

Implications for Research

When wantedness was defined by a single variable as it is in numerous
studies, its effect on conception was either insignificant or ambiguous,
depending on how it was coded. Few girls said they wanted to be
pregnant and few said they did not know whether they wanted to or
not, but many conceived, When the concept of wantedness was deﬁned
with several variables that appeared to express a single attitudinal
i on,meﬁndhtgammteadmmm&m

itude. Large proportions of the girls who answered the direct ques-
gnmmwmmmmzm, as we defined it, and their rate of
mwwh@h*ﬁm&wmmmmihmmmw
desire to avoid pregrancy had a significant effect on contraceptive Use
and childbearing, Methodologically, this analysis suggests the irnpor-
tance of using more than a single item when treating measures as
subjective as attitudes and perceptions. The need foz multiple measures
is well understoad in psychalogical instrumentation. Unfortunately, itis
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often neglected in sociological explorations of the fertility aspirations of
adolescenits. It will continue to be neglected if major data collection
efforts do not begin to include oultiplesitenn scales on their question-
naires, .

Substantively, these data suggest the importance of ambivalence ltself
in understanding young women's childbearing behavior. The observa
tion that many inner<ity girls seem o want a child may not be as
contradictory to the findings of national surveys as it appears, The fact
that the overwhelming majority of young women said they did not want
to oonceive dows not mean that they were unequivocal about
childbearing. In vur sample, despite the small number who “wanted” a
child, the majority of young women gave ambivalent responses once the
concept was more adequately defined. The roots of that ambivalence —
the degree to which it reflects the contradictory messages to which they
are exposed, the frustrations they experience as they contexnplate the
future, or their individual timetables of cognitive and physical matura-
tion—are all areas that must be explored. However, it i clear that
ambivalence itself is an aspect of attitude that has substantive impor-
tance; it cannot be treated as an artifact of the research provess.

The role of young womien's perceptions of their partner’s attitudes is
apparently limited, although the belief that their pariners want them to
conceive appears extremely common. At the end of the 2.year observa-
tion period, as at the beginning, a gifl was much more likely to believe
her pariner wanted her o become thar to wish to do so
herself, even though she might have moved to'a stage in life at which
childbearing appeared o be more appropriate (e.g., she might have
graduated from high school or become employed). Bivariate relation-
ships between a girl’s perception of her partner's wishes and her
behavior appeared to be m the expected direction. As in the case of her
own attitudes toward conceiving, with which it was significantly corre-
lated, ambivalence in hee perception of her pariner’s attitude had the
same effect on her contraceptive use and childbearing as the belief that
he actoally wanted her to become a mother. It might be that these
pemeptions were merely another expression of her own ambivalence, or
it may be that she found it easier to acknowledge her belief that he

wanted 2 pregnancy than to admit that she wanted one herself. In any
¢ase, the frequency with which this perception emerged in this popu-
lation suggests that partner effects require further investigation, per-
haps in data that can probe their quality as well as their direction.

Implications for Service and Public Policy

As suggested at the outset, the relatiorships we explored here have
implications for intervention. {The desree to which VOUNY wamon svand
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to conceive may have implications for whether one seeks to intervene at
all. Not anly a girl’s age but also her level of commitmaent to

are mportant factors in the design of preventive programs for her J If, at
& tolndmuan, medemmh to explore & young patient’s moti-
vation to conceive, our methodological findings suggest » more effective
means of assessing that motivation than 2 single direct question,
Pregrancy counselors know how weak a predictive tool that question is:
The fact that 2 young woman says she does not want a child does not
mean that she will adopt protective behavior. Because these data
suggest that if a young woman is unambiguously committed to pre-
venting .& pregnancy the association between attitude and behavior
becomes significant, it may be that in strengthening that commitment
counselors can play their most effective role. Although more wark is
needed to develop an appropriste means of assessing the attitudes we
explored here, the construct we have used may help counselors estimate
the strength of 2 young dlient’s commitment with a few probing
questions, Similarly, the implications of a young woman’s assuraptions
about her pariner and the ambivalence so-often assodated with her
perceptions of his attifudes affect her fertility behavior in ways a
counselor might well help her to explore. .

The muodels developed here suggest that there are other belief systems
that also influence these young women’s behaviors, When contraceptive
use was the outcome variable, a2 young woman's attitude foward
contraception was, not surprisingly, the most important of these per-
ceptions, Her attitude toward abortion and contraceptive efficacy be-
came significant when childbearing. was the outcome of interest. The
data suggest that fear of contraception or distrust of its side effects and
efficacy can have pawerful consequences that should not be ignored,
Nonetheless, expensive media programs in many parts of the country,
seeking to reduce the level of adolescent parenthood, have often
focused entirely on the negative aspects of early childbearing. These
programs might be more successful if public policy permitted them to
focus on the advantages and safety of contraception, as well. Qur data
suggest that positive attitudes toward preventive nterventions could
have a measursble impact on the effects of pregnancy prevention

campaigns,
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lted In our sbility to coatrol for the tixe since thwe
birth of the child, in all caney the #fTocts we de-
scribe should be socn es shart werm; they ae all
obcrecd within 18 moathy of the birth,

Sawrvey of Deperademy

The dasx mggpest thudt e sources o icresssd oo
Domic dependency ore nix the uone when depes-
denxy 4y deflocd I tenns of pabiic esshexme w

“when i U deflaed i oterome of a0 empioyeneni.

based dependency rutin, Some vartabies sce dgit
flexnt I redeiion to ok ocicoeey, bat cehers wre
dearty different. o boch o, dependency ix ue
socipmed with the prior sigins of the bexumdesid
s with changes fn the hoowebokds Surdng Ow O
avation perad, 1o beh s, I b pelatad by pary
t0 the premsws of the sdalunst’s cBI3E s In
Szt 10 other Tacsovs,

Thw respondent”s QU GRDIGYRWIE KERIME (XXt
shptenntly woirey the b compihosion: fo el
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il. What Did It Cost?

’Lbufﬁ' Schuah Za!rin,
rk R Emerson, Throdore

Summary ,
An experimentn) pregnancy pravention
program fat anior and seior high schood

_studarits consisted of classroom lecturss,
Intormal discussion groups and Incividual

counaaling in the schoois and group i
eation, ingividual counseling and reproduc-
mmn&wemaneawydmic The
strutture of the program aliowed for sxten-
Shvn individu g soursaling for studams who
desired B, and lhs raportxd costs are tus
gorisiiered ganérous. School-based ser-

., vices uiilized 40 percent of 8 18l three-
" yepr budget of $409,250, and clinic ser-

vices, 50 percont. The average cost pe
student served was $122, with the aver-
Bge pot femals student aimost four times
that per mate and the averege per sanior

" high student micre than twice that per jur-

for high sludent. Students who utifzed
more expensive types of services, such as
individus! counseling and madicsl services
in the ciinic, also used other program offer.
ings mors freguantly. Sorvices 1o shudants
who attended only cass lectures oost an

T average of $13.30 i doliver, white st -

damis who utilized a8 services ¢ost the
program an averege of $546 sach.

#rroduction

The variety of programs or components of
programs thet attempt to address sorie
aspect of sdolescent pregnancy has re
sulted in & wide range of cost sstimates
both for entire programs and per patien.
The diversity in organization, types of
services offered and primary goals, how-
wer, makes cost comparisons difficult, as
does the diversity In methodology and
sources of data from which the estimates

B. Hirsch, Edwerd A. Smith, Movna Smith,
King, Rosalie Streett and Jonet B. Hardy

are rrade. One report estimates the {United
Statey” total experslitures for family plare
ning clinic services 1o be $31 per woman of
reproductive age, inciuding those who do
not use clinde servives.! Based on statewide
expenditures, an Hiinols reportestimates s
cost of $10 per teenager for family life
education and $75 per teenager for famdly
planning.? One analysls cites $100 per pa-
tient for comprehensive school health serv-
fces.? Another widely quoted figure of §125
per student is an syerage that was com-
puted by dividing, wide.ranging estimates

‘of vosts in 13 comprebensive school heaith

clinics by sstizates of the numbers of stu-
dents using sach facility; s number of costs,
such a8 those for maintenance and over-

head, wan} not included in the analysia?
" Nome of the programs mentioned has pub-

lished u detaited description of seyvices,

and noneis propesed as a basis for replica-

ton. Project-specific estimates have been

_made for programs for pregnant and par-

enting leeragers, but not for programs that
aim at prevention®

This article explores the costs of one
program, described in the preceding ar

 ticle, that had as its primary objective the

prevention of pregrancy in a high-risk
population. Two comunents should be
made st the outset, First, the project was
concedved ay an experiuental model with
s stromp research’ component. Although

"research costs are not included in our

Analysis, the very structure of the program

“was luxurious, with generous steffing and

smple time to meet the demarcds of the
studeris. There is reason to suppase, thete-
fore, that the reported tosts are maximal.
Secorwd, the project was connected to &

major health institution and shared staff
with that institation, In replicating any one
project, especially one with these sdvan-
tages, the question must always be raised
of whether the costs aan be duplivated.
Adjustments mnde in sccommedating
program costs fo the socounting and staf{-
ing requirements of The johns Hopkins
Undversity (the affiliated Institution) sre
reporied, and the overall impact of the
institutional essociation is addressed,

The dencminstor used throughout this
analysis to calculate per student costs ix
not total enroliment but rather students
who had contact with the program; as
describecd in the preceding article, this
probably indudes all students in school on
& regular basis. Data on student wtilization
of various program components were
drawn from project records, a5 detailed in
the preceding arficle. The johns Hopkins

_University accounting records provided a

systematic and complete acvount of the #x-
penditures of funds sssigned to the pro-
gram. which was underwritten by » pri-
vate grant. Records kept by program staff
and interviews with them were utilized
only to help in assigning time estimates tv
particular functipns,

The administrative staff included the
principal investigator of the sesvice proj

_#ct, 8 progrem director who managed day-

1o-ay operations and s secretary who also
served as the dinic registrar, The core ser-
vire staff consisted of twor'social workers,

“both with master's degroes, and two regis-

reted niurses (o nurse-midwife and a pedi-
airic purse practitioner). They were sup-
ported in the clinic by one nurse’s aide or
Heensedt practical nurse and were joined

aserie Schowsh Zabin is an essociste profeszor &n the
depurtment of popultion dynamicy, The Johns
Hopkins Uriversity Schvool of Pulilic Meslix, Bakitnore]
Murityn B. Hirsch is an ammistani professor i the de-

=muammmmm

Hopkira University Scoot of Madicdne, Baltisore:
Edward A, Seth b an assizient profom tn the de
partsent of hesith. shudies, Unbrestity of Wainrioa,

18

Waterioo, Ont.: Morns Semith b g graduate sradent avd
Mark R Etretoon iy & programaser, thw Johne Hopkin
University fichool of Public Health: Theodore M. Kirg

s & puiez chademan of the depertmant of shienon s
"gyecoiogy. The fobzs Hophing University School of
- Mrcicime; Rosatia Serwety Iy director of Frieeds of the

Faenidye: and Janwe . Hardy 13 professor eenveitas of
peciianries, Thi Johow Hopking Unlveity Schoof of

Medicing. The st scknowled ge the repport of the
W.T. Grant Foundation aad the Ford Fowndation for
v xnalysis on which this ardcir b besed. The preg-
akacy povvention progras: wis hunded by the Educa-
Borwl Foundatior, of Americe. The mithors abso s
knowied gt the contributions of the pragram waff, the
Johns Hopkins Usivees(ty Business Cffioe ind Jennifer
Peermald, whe prepwred tar manascript.
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. on some aflernoons by a physiclan, often
the medical director, who had the ultimate
responsibility for the program’s medica)
services. Physician time was scheduled
differentiy as the program developed: At
first, 8 physician was utilized for one sfter
noon & week, then later, for portions of
afternoons or on an on-call baats. On busy
clinic afternoons, the stal was sugmented
by an educator with training and experi-
enee In sex education, edolescent services
aryd group process. Peer resource shidents,
teained to encoursge student particlpation
andd o assist with audicovisaals and sall
g:mp‘ discussions, were paid for thelr help.
the first year, pirents were occs-

stonally involved and paid to serve onean

advisory comminee. An outresch worker
compensated by ancther program played
& small role in the Fret year as well,
Mainterance and custodial staff eme
ployed by the university were paid out of
progran furds for ime spent in the clinic.
The university did not charge the pro-
gram directly for rent andd utilities {except
for telephione expenses). these were Cov-
wred through an annual overhesd charge
of 15 percent of project furnds that the urd-
versity oollects from all grants. This charge
bvcuded bookkeeping and payroll func-
tioms. The 15 percent rate is almost identi-
cal to the actual perssquare-foot charge at-
tritutable to the space ocoupied. Al the
funder's request, the uriversity waived the
charge in the first year of the tuee year
program, but for the purposes of this
analysis, we have sdded 2 similar amount

to first-year costs to represent rent and.

utifities. As is customary in most schools
around the country, 1o rent was charged
for the in-school health suites used by the

program.

Because sl indirect costs were thus ap-
plied to space, there wos no item in the
program budget for administrative fune
tiems supplled by the Undversity, pany of
whith were stiributable o the secord.
kewping vecniirements of 3 large institu.

tion. Fringe benefits and personned prac- -

tices of the affiliated university and hospi-
@l also put » larger burden on the budget
thar might be expected in

frvestanding
programs. It may be that administrative

manies saved and miondes spent {or tme
. saved and time spent) beczuse of this
progrant’s relationship with & major uni-
versity hospital cancelled one another out;
it would be difficult to prove that the reta-
&'m?np systernaticatly incressed or de-
creased sdimdnistrative costs. Some budget
adjustments were made when staff and
" gnaterials were shared, but often time de-
voted to this project by hospital staff bal-

¥alume 20, Mumnber £, July/Aogust 1988

anced timw devoted by program saff ©
other tasks in the hospital; similarly, mate-
risks purchased with program funds were

shared with the hospital, and hospiial

materials were shared with the program.

 Finally, bécause sn extant facility was used,

gs 15 often the case with programs ran in
coaperation with another institution, stare
uyp costs did not incude furniture or tinic
equipment, such as examining tables.

The twao social workers snd two nurses
raintained daily logs of ali their stadent

“contacts. These erabled us to extimate the

zverage tme invested in each type of pro-
gram encounter. Athough other staff 2id
interact with students at times, the four
key staff members were primarily respot-

“sible for the six school and dlinic services

offered by the program. Therefore, we
have aliocated the costs for the entire proj
& to the six camponent services accord-
ing 1o the &mount of time the four workers
Invested in each component. This method
of cakulation allows for & breakdown of

" odats by site (achoo! and clinic), The analy-

mprodummximmmai%mu
of each service, because all expendinures
for the program—inchuding administra.
tion, rent, supplies and support staff--are
assigned to ene of another of the services
provided. When divided by the number of
studert contacts within that seyvice, the
cost of & medical vish, for example, will
inciude expenditures for the physican,
nurse’s aide or licersed practical nurse
assisting in the clinic: cohtraceptives apd
other medical supplies; & share of over-
head for sdmiristration and maintevance;
and the portion of the nurse’s time allo-
eated to clinic visits as reflecied! in her staff
log. Similarly, the cost of individual social
work visits include expendituses for edu-
catinnal mlemls an extrs educator in at-
tendance during clinic hours, overhead
and the socal worker's ime.
mdisuibuﬁmnf staff time differed in

 start-up and later segments of the program

and in the suner and wintey segments,
Consegquently, costs were computed as &
percentige of the tine devoted to each
type of service in different time periods
mvmmmofmm’i}m

‘romts were then averaged to determine an

overall cost per service.

A bew costs are divided between the
school and dinic sites before being alio-
cated axording 1o the time distribution

index. The costs for admiriserative staff

ate djvided 50 percent o each site, with
the exception of those for the secretary,

“whoalso acted as clinic registrar-her time

is divided 25 and 75 prroert between
school and dlinic swrvices, respectively.

Table 1. Program costs, by type of xxpend-
ture, scoorging fo site, Sspismber
1 ~Juns B4

Type ol Tose  Senool  Cone
B

Tomt 400,250 $183,500 RI45,750
Pursonnst 22000 143500 HRAAD0
Aciraniseretivg HIA00 49500 55000
Sociat workars

£ siinon £3750 SN0 43500
Mheckical sinh WEISE  ALA00 B0
Gogusy § paanty 3250 o 2%
Malasrarey A 229 ¥
Plorn & tiliSes oass 0Ise R
Gopaplinn 2250 A7SC 500
T 280 1,15 £300
Educasonal 4000 1000 7,000
Mpcson 4 000 0 100
Travel 1% e 1280

Sipnilarly, because the clinic served as the
sdrninistrative venter for both sites, 25
percent of office supplies, rent and sain-
tenance c0sts at the clinie are attributed 1o
the schoo! component of the program.
Within the clinde or schoo! component,
0815 not specific to one or ancther site are
prorated sccording to the time distribu-
tion of the social workers and nurses.,

Budget Breskdowns

Tabie 1 shows a total budget of approxi-
mately $409 250 for the three schoo! years.*
School-based services utilized 4G percent
of the budget, and clinic services, 60 per-
cent. Fersonnel costs for sdministration in-

‘cude 2 small portion of the time of the

principal investigator for the service pro-
gram, all pf the time for the program direce
tor in the frst two years and half of her
e in the thizd yesr, and ali of the time
for the secrelary/registrar in sl three
years. With the reduced activity of the pro-
grem during school vazations, the assign-
menit of aocial workers and nurses to the
hospital heiped control ¢osts while allow-
ing for continuity of staff. The fourth line
of the table sows the costs for the time of
the two social workens (whose average
annual Al-time salaries would have beent
the equivalent of $20,000, including fringe
benefits} and the hourly tost of educators
during busy dinic afterncons. The medi.
¢al staff category acrounts for the costs of
the two nurses {with an average hull-Eme
equivaient salary of $24.000, bwludisg
benefits} and an hourly cost for the part-
timse physician and nursing assistants.

“The fun from Septemnber 1981 10 Jurve 1984
L the achodl mryvices rramenced in Novewsber,
#iwd the chinic aperd in frpuary 1982,

189
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Tabie 1. Number §f students served, (otsi $zpendituras and Cosin pee student, by gender

ndt scionst el

Gerder andt H To Conis pat B

sPozs weni Averpoe Meximamd  Minkmym
AR stacents 154 SA0R 1Al $122 02,002 -]
Arae nph 15 143,108 E; ] 1480 -3
Ko TRt €508 265201 78 3082 3
Mode 1.400% 82,428 S - k]
Jomioe migh % 47480 - ns 3
Seoice Mgh L] mee a8 & 2
Farwlie 0884 001 i 382 3
arice bign. s ] 95.397 1090 1800 3
Sanicr Nghy e 244 888 e 3082 3
"IN ERKIKY T D aredior schood vvel unkocam.

SRR COBIS IRCHIC [ TROURCE Shents. $inciudies SUCSENES wiR A0 vt Jrkndwen,

Table 2 shovs the allocation of expendi-
fures by sex of student and schoo! level;
the sverage cost per shudent served is §122.
The aversge cost per feinale student is

‘abmost four tmes that per male, and the .

average cost per sendor high student is
miore than twice that per funior high stu-
dent. These mean costs represent widely
divergent extremes, as the maximums and
minimums suggest. The £2 mindmum is
the cost per student of in-school discus-
sion groups conducted by a socisl worker,
who jed most of these discussions and’

wehose hourly rate was bess than that of the”

surses, who alsa led some discussion
groups. Maximuns reach extraordinanly
high levels, even exciuding the costs at-
tributable to the peer vesource students,
which are omitted from these maximum
figures and will be discussed ister. The

maximun of $3.052 for a senior high feo”
ale covers some 128 contacts that one

individizal had with the staff.
'I‘tblei&sbowsmmt for each of the six

W&moﬁmmandwm

wgmmdumdmm

Sirw 4nct s M com_ ‘
of mevicn T
Tobat A i
Bchoud mnan Vo
Clans prowwrtason 2203 LR
Crtumy dintursaions 14,504 444
MRS Cxrmiog 1.0 2808
Coniv Shorss %23
iy WS MIOR s 429
TTRACK R XA 2583 224
Madicsl vl 3598 S0 50
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types of service. It documents the relatively
low cost sssacisted with swall-group work
beth in the schools and in the dinicw
slightly more than $4 per student contact.
This was e than » casy preseniation,
Although ssch presentation included
many more students, they took fime o
prepere and lasted for & full ¢lass period.
Small-group costs contrast dramatically
with the high price of individual counsel.
ing, which aversged $28 i the school set-
ting and $42 in the clinlc. No attempt was
wruasde inthis program o reduce the amount
of time devoted to these sessions, and the
costs reflect that decision. Social workers
did 2l of the clinic counseling and 60 per-
cent of the school counseling. Yet, even
though personnel costs were less for pocial

. warkers than for nurses, the average cost

per clinic contact was more than that per
school contact because private consulte
tions were longer in the clinic. In fact, on »
per contact basis, clinic visits with the so-
cial worker were more expensive than vis-
its with medical staff. Since 80 percent of
all clinic registrants asked for a contracep-
tive method at their first visit and sinee
eounseling was required for all contracep-
tive patients, these counseling costs are
part of the process of inzw&umg and
maintaining a contraceptive regimen.
Most of the encounters of students with
the staff in the first year of the program
cost more than in the 1ast two school years,
because of stari-up costs and because of
the time it takes for patient flow to build.

With time and Improved efficiency, medi-

exl service costs were reduced, so that
individual medical visits reported in Table
2 &t almost $41 for each encounter aver-
aged slightly more than 531 at peak peri-
s, Clearly, the expenditures reported in
any study of costs will be affected by the
durstion of the program, because starl-up
costy are aHenuated over time.

T&ﬁz 4 classifies all of the students
o by the program by the pattern
which they utilized sebr?‘wcesp Movul:;
Across the table, groups include those who
heard only a classroom presentation, used
only schoot componenss, visited the ¢linic
but never sought individual services,
scught individual counseling with the
social worker, had a medical visit, and had
visits with both the social worker and
medical personnel. As expected, mean
o8t per student varied widely depend-
ing on how many different componenis
they utilized, and moving from leftro right,
increasing levels of involvement imply
sharply increasing costs. For example,
those shudents who sttended only class
presentatiors attended an aversge of 24
such sessions during their program expo-
sure, st 8 o3t of $13.20 o the program.
Those students who participated in other
school activities without stending the
ciinic averaged 7.2 contacts with the pro-
grame-2.? <iass presentstiona, 4.3 group
discussions and 0.2 counseling sessions—
for o total of $40 worth of services.

This table suggests that not only does
use of more expensive components in-
crease conts, but those students who regis-
ter for Individual clinic services use more
of each component along the way. For ex-
ample, the aversge number of clinic group
contacts for students whose only clinic par
ticipation was in group education (1.4 was
lawer than that for those who had individ-

, vl counseling (2.67, and was much lower

than that for those who utilized both coun-
seling and medical services (8.2}, Note that
eventhe row reflecting attendance at class
presentations increases with greater pro-
gram involvement, implying that these stu.
denls spent more tne in schoxl, or atleast
attended these classes more often. Thus,
the students who utilized the more expen-
sive sarvices used more of the other -
vices as well, For example, cosis for school
services alone for those students who vis-

" fted the clinic for both individusounsel-

ingm medical services totaled 3340, in
mpmawﬁwmmi for the same
services for those who mestricted their con-
tarts 1o the schoof setting.

The clinic data indicate that the small

Jsubmet of students (10 who ublzed medi.

ol services but never tnet with the social
worker had Jower overalloosts ($1149) than
those who recelved counseling but no
medical services ($162). The first group
were primarily individuals who came for
one medical visit, They contrast strikingly
with students visiting for medical services
who also consulted & social worker, a
group with almaost six medical visits each,

Family Planning Perspectives
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rosting an average of $23% for medical
treatmnent alone. What is noteworthy showt
this latter group, however, is the 50t that
their total cost o the progrem of more
than $545 each s not solely & function of
their medical costs but reflects their more
extersive use of almest afl services.

A breakdown by sex shows the same
patiern among females: The oore types of
service the student partivipated i, the
more she used each service, Among msles,
the pattern b= not quite as consisient. A
particular exception is a small group of 63
who used the clinic only for group sctivi-
ties. Because these students also attended
the smaliest mean number of class presen-
tations, manpy may nol have been mem-
bers of the student body at all. Some may
have showed up st the clinic with partners
or friends, since 20 of them appeared on
dirde sign-in sheets but did not appear on
zny of the schoot rolls. While they were
wehnically not eligible for service, out<d-
schoo! partners might e reached in this
manser g1 Ettle cost, 1 possibility thatother

programs might wish to explore.

Table 5 {see page 1921 divides the ser-
vices offered and Chelr cost per studem
into: thzee broad categories--aducation,
counseling and the provision of contra-
ceptives—ignoring the site at which stu-
dents received these servioes. Students in
the first group received classroom or group
education—in the school, the clinic or
both—but no private consultations. Those
in the second group received individual
courseling at at least ane site. Those in the
third group were registered clinl patients
who received some contraceptive method
from socize] workers, inedical staff or both.
The overall cost per contraceptive patient,

‘of whom there were 740 in the program,

averaged 5432 Although not evident in
the table, this cost was considerably less

. fertheuz males (§174) than for the 439 fe-

maies {85571 All the Agures shown in the

table incBide the luge costs mssociated |

with fraining and serving the 12 peer re-
source students. The cost for each of the

12, all of whom were contraceptive pa-

gents, nrmged $2.248, phus direct sti-
pendspudwhenﬁwymmﬁd&tthechmc

. Excluding the expenditures for these stu-

.dents would decrease the cost per contra-
ceptive patient to $402 and the total cost

per student to $115.

Costs were plao calculated according to
whether students aflended 8 program
school fwm,muormmmmhs

vose steeply, especially between one and

two years' exposure. The sharp rise Is at-
tributable not only o the grester number

of services used In » Jonger tie perind

Volume 20, &m &, July/Augus 1968
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bt alzo 1o the much tasger proportion of
those students exposed for two or three
years who utilized the clinic for contracep-
tive services. This implies returr visits for
those who continued to use contraceptives.
Longer exposure slso implies older ages,
but some of the differential remains even
when the age is controlled for.

Discussion

In 2 sense, the sttribution of a cost to each
service is an artifact of the analysis, The
staff had a fixed cost; each student did not
add an incremental cost bul rather used 2
piece of the titne that would have been
paid for whether or 5ot 2 service was de-

 Buered. Could that staff have been smalier?

In the inderest of continuily between the
school and the dinic, the model called for
the placemment of a stalf person in the school
in the motning and-the game stadf person
in the dinic iy the sRernoon. Without vio-
inting the model, no savings could be of-
fected there; however, considersble ssv-
ingy wete reatized after the first year, by
putting only the social workers (and not
the nurses) In the achools on a daily basis.
In the second and third years, the nurses

" went into the achools oniy for special lec-

tures or activities. This saving was effected
because datz from the aggregate research
survey conducted at the end of the frst

year revesied that students who went to
the hwalth suites had discussed the same
subjects with either professions). They did
not pppest 10 require 8 medical person.
The ability o retain higher cust medicel
persornel for only the heif-fime clindeal

‘aperation represented an important econ-

omy.

One of the big surprises in these dela
was the evidence that social work counsel-
ing in the clinic was more costly, per con-
tact, than medical care. This is clearly
function of the time invested in each en-
comnter, Hime which was allowed in this
service model. Corsequently, even with

the price of contraceptives, other medical

supplies, physicians and support staff in-
duded in the estimated cost of visits with
the nurses, the tive Invested in dinic coun-
seling by social workers made their ses.
siens more costly. The belief of everyone
sssociated with the program is that the
program’s effects would be difficult to
replicate without the social work compo-
nent. Furthermore, i more counseling
were to fall on the madica) staff, with their
Ngher hourly costs, these services would
become prehibitvely expensive.

Does that imply that it is necessary to
invest n virtually unlimited personal
counseling for any student who requests
it? Should those in need of repeated sup-
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What Did It Cost?
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portive care be referred insdesd o outside
agencies? The staff belleves it would have
been difficult 1o convinoe the students who
depended most heavily on themn to accep?
an outside referral, because when the at-
tempt was made in several cases, # was
difficult to convince the studen: to follow
through. 1t is also the serse of the siaff chat
those who miade the largest demands on
their time were not always their greatest
successes, but ofien were their tost needy
cases. H as 2 result of extensive counseling,
& student’s fenure in shwol can be ex-
tended one year r an unintended preg-
nancy can be postponed by a few months,
then reducing the counseling component
might be a serious mistake. In the absence
of a control clinit in which counseling tirme
is limited, these questions cannot reaily be
answered. What Is not in doubt, however,

“1s that In a disadventaged whan popula-

gon where few rescurces are svalisble to
teenagers, liewvent counseling and crisis
management A maior unmet needs.
Group educarion in the clinic was an’
extremely economical way of performing
severa] fanwtions: For unyegistered stu-
dents, it introduced the ideas and attitudes
of the program, and for some, it served as
the precursor to registration; for other stu-
dents, it waz an on-going source of educa-
tional suppert in the absence of individual
clinic services; snd for registered patients,
it augmented tmore costly individual serv-

“tces and vpdated their education on repeat

visits. Small-group work in the school, at
comperable costs, accomplished many of
the same goals for the same students, and
for many who would not otherwise have
teceived this service.

A subjective assessment by the stafl was

. that the program probably Invested too

little time in establishing positive relation-
ships with the faculty of the program
schoois. i more tirne had been spent on

this endeavor, teachers might have in-

xV&Mﬁwsuﬁmm&mm

sions, the social workers’ time in the schoo!
would have been more efficiently used,
and the cost of classroon contacts would
have been considerably less than the cost
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of small-group sessions, not more,

The use of siaff time by the peer re
source students cost slmost $27,000, sver-
aging $2.248 for each member. That is a
majr investment and was suppiemented
by direct stipends pald 1o them tolaling
more then $2,000. 1t was the impression of
the sta¥f that the payolf came mome in the
individual growth it sencouraged for these
students than in the original goals of refer
ting other students to the clinic or provid-
tag sasistance to the stafl. All 12 students
were contraceptive patients, so some of
the expenditure would have been incurred
even if they were not peer resource stu-
dents. I one subtracts, from the approxi-
mately $29,000 that these individuals cost,
the average expenditure on three male and
nine fermale conttaceptive patients, the
remainder is almost $23,500, o1 $11,750 per
year. This is & relstively high price to have
paid for the help of the peer resource stue
dents, aithough it also paid for their con-
fribution to the students’ sense of owner.
ship and pride in the program. There are
probably less costly ways of promating
thist sense of stucdent participation. A deci-
sion on whether or not to include a similay
component should probably be made with
the knowledge St the drainon staff timme,
and hence on program dotlars, is consider.
ghle.

Costs for individual medical services do
rot appear high in view of their inclusion
of tests ard contraceptive supplies, ¢dpe-
cially since after the start-up period, they
canse down 1 $3I per contact. Critically
important to an estimate of medical costs
in & new program are data on the percent-
age of students who are sexually active,
because of the large tmpact of their de-
mand for contraceptive services, and in
perticular, the costs of their initial visits.

The sssociation of & schooblinked pro-
gram with & larger, yesr-round institu-
tion tan be cost-cfficient, The ability 1o
shure stsff 5o that they can be used only
where and when needed would serve as
&n econoty to eny program, especizlly
one with the time and seasonal consiraints
of a school-linked operation. Cooperation

[, PN

between schools and nearby heslth deliv-
ery systema also permits the provision of
year-round heaiih care in ome site, This
mextel, which places the chinic sdjicent o,
but cutside, the school iy politically at-
eractive. 1t is also costeffective becanse, in
many locations, it allows one clinlc to serve
tnore than one schaol, However, it requires
more than an informal linkage: it requires
the presence of program staff in the school.
Forty percent of the cost of this model
program was used for school services and
60 percent was used for clinke services,
even theugh many more stusdents usad the
schoo! components than uaed the clinkc
somponents. The $163,50 that the whoo!
services cost—or between $50000 and
$50000 per academic year-goems 2 rels-
Hvely small amount to have spent to reach
almost 2il the students in the classroom,
smong them 1,018 who were reached only
i that selting. It also covered the delivery
of smajl-group and individual services to
the 1,279 students who saught them out

“only in the school setting and to the 1,052

students who received services in the clinic
setting. Much of the program's success in
postponing the onset of intercourse® must
have been due to the school component,
singe 7 was usually the sexually active
students who came to the dinic. The pro-
gram's success in bringing about measur-
able change in thestudent body s a whole
appears to have been predicated on estab-
lishing an atmosphere of communication
and responsibility among a Jarger segment
of the students than attended the clinic,
which again reflects the value of the school
component, This study suggesis that the
cost of that component is relatively low,
which may recommend the model for rep-
Heation in other urisdictions.
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The Baltimore Pregnancy Prevention
Program for Urban Teenagers

I. How Did It Work?

By Lawrie Schuuh 2akin, Morilyn B. Hirsch, Rosalie Steertt,
Mark R Ewesor, Morre Smith, Janet B, Herdy end Theodore M. King

Suremary T
Twy tsams, each consisting of & social
worker and 8 sureo, delivered B buk of

sarvices in an experimental pragnancy
pravention program for junior &nd sonior
" Nigh schoo! students that combined school
and dinic tomponants. In-schaol compo-

nents ware classmom presentations, infor

' ma discussion groups and individual coun
" saling; clinic servicos conaigted of growp
sducstion, Individual counseling and e

mm&ami ity five percent ©

amwmmnmmmmm

", with g legst one component of the pro-

gram. More mieles than females were

mmmmp\emtwﬂhmmcﬁ

- When estimates of chronic abseneelsm

{mwmmum mopmgrmisw

- Bevedte havemeached all students in ragu-
wmndarm

. ﬁezﬂmﬁsmﬁhﬁw%w;

memm%mmm»

. tary on tha porl of the student, About 68

L percent of confadts occurted within the

- whooi wfthmallgroupdlswasionsem

" ially popular—they represenied 41 per-

tent of all cortacts. The propartion of cof-

‘mmmmmdznscnumw

smong senior bigh tamales (46 perosi)

WWMWW?;M%M&
pervem). .

Introduction

Crestive programs for the prevention of
‘e Moktmcent pregnancy and childbearing
"have prolifersted in the United States In

" response to what is generally perceived a3
» virgnarried

# Wgh pregnancy rate among

" teenagers. Even though there js nwsre tobe |

The mean number of stalf encmxniam
ahout cne-hatf fhe number of females.
mates, the group least likely to utllize clinlc services, seek out

or male student is
ut even genior high

small-group sessions In the school.

Iearned about adolescent risk-taking be-

" havior, the feeling is abroad that enough is

known to begin working on pregnancy
prevention measures.’ Because few pro-

‘grams have been evalusted, there s intle

Mmﬁmmwmwmwmd

“models o replicats, and even Jeas infor-
mation with which to estimate the costs of

replication.
In a previvus issue of Persmm,

,mpomdonaxhoolwmtypm'

tion program that combined educational
and medics! intervention. The article
showed the effects of the program on the
attitades, knowiedge and behavior of »

funior and mmh&ghwwm

" in Baltimore.? During the program’s exis-

tence, pregaancy rates teclined 30 percent
in the program schools, while rising 58
percent in control schools; in sddition, &
delaywudmmmdimhemdw

"ita) activity among young women aftend-
'kxgprosrammml&‘l‘!ﬁs the first of two

srticles published in the current issue,

pravidusdmﬁed ‘description of the ser-
© “vices delivered by thet program and the -

srudenty’ prerall utilization of those yer-

" vices; it does not explode the relationship

between individual patteris of utilization
and individual outcomes, but sttempts to
Eive a serise of what was done by the staff
to bring about the collective results. The
first article lays the groundwork for the

second, which is an accounting of program
expenditums and the costs of specific ser-

‘Z'I*se privately funded demomsteation
- project known as the Self Center program
ran for approxioutely three years, and was
& cooperative venture of The Johma
Hopkins University School of Medicine
md the Baltimore City Departments of
Education and of Health. The program
served ' Junior and’s sendor high school
_ with envrollments of approximately 700 and
" 1,000 students, respectively; they were lo-
_cated o few blocks apart in an inner dity
_ neighborhood characterized by public and
" Jowscost housing. The program’s services
_“oonsisted of clsgsroom presentations, sli-
" entioras! and counseling services provided
In health suites In each of the two schonls,
ard sducational, counseling and medical
mmaammzmm
linic, Jocated across the street from the
‘wérior high ‘school, was open anly to stu-
dents from the two program schools. The
overall combined wervice and re
‘search {two other schools were used 85
mwbmmmmmgmm} and it
succeeded in many of s objec-
tives” to ralse the level of student knowl-

edge reganding reproductive biclogy and

pregnancy, to postpone gnset of inter.
, conrse whare possible, to increase the level

of dinjc sttendance and contraceptive nse

mwmamm e thee

_Xm of popaiation ‘Syramiy,

“Hophin vty Schon of Pblic Heatt, Belttmoby:
. Mudiyn B Hiredh b o easistant profersor i the de
purtount of gysecdiogy and dbwietrics, The Jobns
Hopking Seheed of Medicire, Batizmore; Romdie St
bMdhﬁaﬁdmw o, Paltions;
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. investigator and the
were involved in the administration and-

LY | -

among the sexually actjve, and 0 redute

the risk of pregnancy.
‘Each of the hvnprngmmmnm

" assigned a Self Center team, consisting of #
social worker and nurse-midwife or pedi-,

atric nurse practitioner who were experis
mcedwithmdtmdaupedalh\mtm
sdolescents. They were joined in the clinic
by a registrar, murse's aide or licensed prac-

_ tiea) rurse and, on some days, by 8 physh-

can An experienced sducator was also
present on some afternoons to help with
group education; both women ayed in that
"'role had yaster's degrees and training and
experience in sex edumaticn, sdolescent
services and group process. Other staff,
including the service progracds principal
direcscw,

supervision of the project but were 5ot re-

kaw&gdaﬁo&gmd"

services 1o students.
In addition, 17 students—threr males

‘ tmdmmmmmwm'
" as peer vesotrees for one year each in the

second and third years of the program,
The peer reseurce members were trained

" to serve as represeniatives of and
persons for the program and to'sesist with.

such tasks as presenting visus] xids. These

." " students were identified by thelr T-shirts

,orh;geredbuﬂmmﬂ’a the words, “Ask

e about the Self Center.” I addition to

thelr specific duties, they added a sense of
student awnership and participation in the

program.
Pﬁwtothehﬁﬂahunofthcmsrm
parents were infortaed of its objectives and

told of the services 1 be provided and of

the student questionnaires to be used as
pact of the research component. Parenrs

: were invited fo comsult with the service
+ szt and, in the first year, s few were paid
" for their participation in & parents’ advi-

sory commitiee. Howeoer, parenial ap-

proval is not required in Maryland for shs-
dends to obiain reproductive healih s
vices, . '

Program Components
Thisarticle focusesonthe
of the two social wirkers and the two
nurses assigned o the schools; the wast

|, majority of the studenty’ individual and
. group comacts with the

program knvolved
[ these workers. The services tha m
teamns privided fall within six o

mmwmmmmmm‘

schools (classroom presentations, small
group discussions and individual counsel-
ing) and! three in the dlinic (group educa-
tion, individual counseling and medical
servioes).
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* Classroom presentutions. Especially in the
first year, the initial contact befween stu-
dents and staft of the Self Center program
was ofter in the classroom; each semester
the social. worker {and sometimes the
nurse) gave at least one full-period presen-
tation o every homerooe ddass in her
school. The preseniations were more struc-
tured and didactic than the smaller group
pessions, but incduded interaction and dis-
cussion related to values clarification, de-
cislon. mkingmd reproductive health
The first ¢lass presentation of each year
Introduced the Self Center services and
began o ratse the students’ consclousness -
abowt the consequences of unprotected
sexusd sctivity and 1o support students
who were not sexually active. During this
first sexsion, students slso viewed "4 Mat-
ey of Respect,” 8 film festuring Jesse
mmmwmm focuses on ado-

Jescent pregnancy as o problem for males

"ang females alike, was used s & catalyst

prhﬁmm&mmmiwm

“ereate 5 bond of understanding between

the sta¥f and the students. In fact, this
kmﬁ%w&&wwgwdﬂum-
sion: The staff sought, in & spirit of open

‘comuriurnication, fo establish the students’
’ ﬁghamrmmmmddm:ub-

jocts of m,induimgmmmeyhad
sever before discussed with adults, -
The second classroom discussion, tak-
ing place in the same semester or the fol-
l.owing one, nsually deadt with personal
goals, sexual activity, pregnancy, decision-
making, contraceptives and sexually trans-
mitted diseases. Altholgh two presenta-
tions per year were mandated, many stu-

‘ dents recelved more because the staff of-

Wy,
P~

peer pressure, drugs. sicohol, the vonse-
quences of being & teenage parent and
male-fermale relstionships. The health sulte
wes 3 hospitable environment in which to
play "Transformer,” an educational game
mxwmwwmztad#}'%mﬁfe
of a teernge parent, or "Humanopoly,” a
game that tesches snatomy and ralses is-
sues of values. Thus, small groups co-
alesced around s need, expressed by the
students or perceived by s staf member;
the discussions evolved under the guid-
ence of professionals trained in group
proom These informal sessions identified
emotional needs that formm) insemction
could not; for some participants, the dis-
cassiong led to Individual counseling
within the program or outside yeferral,

» Sehool counseling. Each socisl worker had

' & well-publicized schedule and an scoes-
sible schoo! office for individual consulta-

tion, Sh:dea!s conld seek cnit the socla)

“warker to discuss relationships with the

opposite sex, problems at home, 2 possible
pregnancy and other personal matters. The
_social worker could encourage the student
o come forweekly arrange for
8 clinic vish for the student, or refer kimor
her to another sgency, If prolonged coun-
seling was required, the clinic was often
the better site because it conveyed miore of
. aserse of privacy snd neutrality, and was
ot subiect to the aosdemic schedule,

* Group aducation. Aftey schoal, sotre cotrr
Hnstion of the four workers staffed the
~chinke, beginning at 230 pan. most after
nOOTS AR OO until S or & pm
Studenis visited not only for individual
appointtnents but abso %o participate in
group discussions of to view videotapes

" tn the schoo! health guite; students could

“fered their services to teacherswhenarele- - and mmovies. The educational materials

vant subject was tsught within the regular  werm selected to appeal to both males and
ewriculum. In the 30-month schoo! pro-  females. Students visiting the clinic were
mﬁelf(l‘mmmﬁwndunedappmd- mquhmdmmgistero:ﬁymheywmmb
wmately 350 classroom sessions. . ing individual eoninseling or reproductive
» $mpdm Thesocial worker, and henith services. Appointovents could be

"mﬁmu&enmwmtwnmd made ahead of time, but drop-ins were

# half Aours Suring the eniddle of esch day mmmoduted as quickly as possible,

_ Almost all youngsters who went to the
drap fn during thelr Junch periods to talk, ciink with or without & specific appoint-
mmw&mmmam;mmw- ment or , received some form of
pointesents for dinie visits, Group discus-  “edicational ﬁiim&inm Groups formed
miﬁﬁamﬁﬂznﬁmgewzﬁym sround & sixff miember in the Informal
qurred spomtanecusly, either a3 fnformal | atmosphere of the walting room or eround
rip sekiions o7 as focused discussions fnde  an audiocassette machine presenting edu-
&Mbyatmméawhohdm cational material on such ROpite 85 sexu.
fied a group of students with & specific aﬁyvmm:iim,pnbeﬁﬁ changes
problem (a8, suspected deenage prostit-  and talking to parents about sex. Books,
tion o7 physical immaturity thathad led to  pamphiets and the games described previ-
teasing}. In these sessions, students ofien  ously were also avallabie for student uee,
raised questions about pubertal develop-  and thelr sbility to vganize activities
mr;mumzwmw&pmm themselves conirfbuted o the program’s
topics a3 future goals, decislon-making, mwssage of personal responsibdlity,
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Table 1, Number of stodenl conlacts with progzam stafl, by stis and type ol service,
wetording to gendet and school leval, December 1651 wjume 1604

eligible for service. Onthe surface, iiseems
straightforward—inciude snyone enrplied

ina program school st any time during the

sll e Al suderms Famais Muly program period. However, school systems
werece . Ngh £ tigh dbgh  BadNgh yadste rolis frequently, and each is a Bitle

: {N=3.95¢ Mt 00Y) .. [m118 (Nt 132 bl _dlifferent, sccounting for transfers, drop-
Yotal R RATH 18,008 sars 2585 ' outs and late registrants. Since we wanted
Bohoot 12833 T P 10 abtain & maximal count of the students
Conxs prasarczion 7388 2::; m zﬁ :z eligible for services, we included everyons
Oropdacueion 13742 a0 - 5814 2114 1480 :"og: was listed on any of the tfgh' achool
vy coummetng L0 ] 11 ‘ 11 we obtained covering the program
» n period, plus & few people not on the rolls

Genle o 14 1Ak 150 311 yhoshowed up on some log or clinic form.
Ooupedn B3N 1007 3000 o4 168 We will report program coverzge in tevms
b cormelng 226 2 130 7 196 - of the on of the maximal student
okt vish 3,185 o] 253 0 : . population reached by various services.

i this e 40 Tabie 2, 67 students os

Irchiiet WA KODWRING 05 & SCNA] KN 0 5 S1BY oG but whoas schoo) ny students who were chrorde sbsers-
"OF PRNOEF WET UnknowTy ToRAET 4150 IDChuORE TE COMACH wih the program by hese ma:& Many, e

tees, dropouts or short-term transfers are

Some clinic sducation sessions wyre
inore organized in nature: Groups of sp-
proximately 10 were favited into & sepa-

" wate room todiscuss topics relevant f their

peroral experienices, their reproductive |

_education and their sexual behavior. Like
the discussions in the school hentth nite,
_ these pessions placed heavy emphasls on
‘walues clarification,

1 decision-
making and helping students 1o see thelr

" sexual behaviar in the context of thelr own

long-range plans.
o Clinic counseling. A shudent ooxuld becorme
8 registered patient t the clinic because of °

. the need for an individual counseling ses-
sionwith s social worker, The inftial iljttﬁ
. viewwith most female enrollees was socio-

psychological in nature, eliciting personal
information on sexual experience, ﬁmil}',

_relationships and school achlevement.

Individual counseling sessions addressed

. personal angd family probiems, such as 8
"™ fanily fight, prior sbortion, & cutvent preg-

nancy, & sexusl relationship or a school
faflure. The program’s focus on reproduc-

_ 6%&&&&5%%{5%&%

* preiation of its

. ann,hmﬁmyspzud

misslon. -
The social workers provided much of '
the health education through individual
Mg For e, an_individual
whommwndm&vﬁ&mﬁy
transmitted diseases would receive indl-
vﬁu&m&gwmﬁmmm
and how they are |

“rested. In addition, social workers dis

' petsed foam snd condouns to male reghs-
“trants and at fimes 0 ferales, after suit-
‘ ,MWMMMW Using scase

management model, the socie! workers
colisborsted closely with the nurse-mid-
wife and nurse practitianer, often dlacuss

ing in sdvance of 2 patient’s vist what' -

spproach should be taken.
* Madical visits, Fermales weking other con-

included in this count® The program
m&pﬁ% methods—and males with would have had little ppportunity to reach
physical probiems relited 1o reproductive  many of these students, some of whom
health-bad o see the medical staff. Medi-  may never have attended schoo) 4t all. We
wviﬁwmgmwmdeprugmxy ‘thus consider the estimates of program
‘testa, discussion of menstrual problems  coverage that resultio be conservative, and
ami treatment of sexually transmitted dis-  we will provide an alternate estimate of
eases, for example. Some serious condl-  program coverage that takes (nto scommt
mnzamwmmmmw the chronic sbsentee rate in the schools,
tive heaith were slso dlagnosed. Young  Table 1 categorizes all student contacts
mmmg}\tmamvem during the three scademic years that the
“were usually given comprehensive sxaml-  program operated t All ercounters with
- mations by the nursse or gynecologistatthe  students entered on 2 og, clinic record or
First medical visit. Mechical staff sttemnipted * sign-in sheet are counted as contsets; caxr
10 care fir » patlent's physical needs, o ual encounters between sialf and students
tench the patient sbout hisor heybodyand  are not recorded o ovunted. Overall,
to address the mmotional tssues that can 33,358 formal contacts are included in the
mﬂuww mado!mf;cempiuwudth am!yﬁs this Sgure is 8 minimuam et
WW%MI&M&M mate, as some contacts gusy not have been
appointment-keeping, fontraceptive con- “recorded and  few contats are excluded
tinustion, early pregrancy testing and  besuse of missing information. Sixty-eight

"appropriste medical follow-up.

Program Uitixation

The data sources for quantifying the ser-
vices utilized were clinic records, staff logs
undschoo!mﬂmentuﬂs The clinic had

" percent of ‘contacts took place within the
achoal setting: slightly less than onethind
" ,of these ocowrred in the classroom, where
"coritact wis not elective snd whaere large
mumbers of contacts occurred st onoe.
, The marked popularity of small group

“siggn-in sheets in the walting room, and the encounters in the school healih sulte is
staff comn Mngimmonfmform- evident in the aggregate service numbers.
dents seeking individual services, medical | Fortymome percent of all student-staff inter.
_ Kistory forris for students whosaw e nurse ~ actions fall into this eategory. While much
wphyﬁc{ammdsfmﬂ\mwhouwa individual counseling was done In the
sxisd worker and 4 sunumary fornt for
mmammm documnented.  FHgad on & ceyTar estisnaty, the proportion of et
The staff 1ogs, mainiained daily by thetwo :;hw&wtmugmtmmg
wrurses snd two social workers, recorded achont Besnales., 27 prescert among
ali school and elinie contacts they had with - ’%WM%NWW
wrudents. These were the only fOTMS (M- 1he selection of school denomirators ehvoid ses 1 5.
pleted totally for research purposes. In' Zabin end M. B. Hirsch, 1967 reference 1.
ramiination with clinic records, the Jogs  thecause srudent aervics &id 00t begin 1t Diecees.
pmviizmmzmd&mmm e of the first pess of the progres, the school pertion
::zmﬁ!é mmmmm | operstad For I mamith, o twen months short of threr
A difficult quantitative exercise inevalu-. m{:ﬁtmwm peas-round, open-
Jursuady of thee Bt yoarand cloing, for reserrch
ths Wmin:;&twimgisob- s %W?&W&W&ﬁ'm
taining an accurate count of the SIGENREE  yusres toiat of 30 2nths.

Fawily Flanning Paspectives
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school, the proportion of individual con-
&:{sﬁimewmimﬁnglsmud:m
than that of group contacts. The socisi
warker wis often fn the heakth sulte alone

“and could iy counsel individual stue

dents i & prer resourve person OF Mtee
was availeble to accommodale the other
students. Nonetheless, the achool was &
good base from which to encourage atten-
dance at the clinic, which was better geared
for individual counseling and, as the num-
bers indicate, was more heavily used for

" that purpose than was the school. Al cow

 steffs i different educationa! savirone

Beling sessions &1 the school were volun-

* tarlly sooght by the students, whevens in
* the dinic, individual counseling was re-

guired of those seeking contraveptives.

The propartion of contacts that oceurred
in the clinfc differs by sex and school level.
The schools not enly ted diffevent
age-groups but also different

ments. Whereas 46 percent of contacts with
serior high females were in the clinic, only

12 percent of contarts with senfor hgh

males took place in that setting: among

. ,W}éghnudm 41 percent of femnale

b

contacts and 19

trants who came for individual services—
they frequently had both a counseling and
medical appointment in ane visit—were
néarly always invblved in some grovp
experiznce, if only In the walting room,
they are also counted within the clinic
gm:pzduuuonaw Also inchuded
are teensgers who signed In on the walt-
g room Jog without seeing o staff meny.

berindividually. Many other young people

sccompenied friends and took part in the

* day's activities without signing in—they

are et courited in the Hyures.
Serdor high schoo! females were the
most frequent patients of the medical sta¥,

contrituting B1 percent of all medical vis
$ts. About 16 percent of all program core

. ummmmwmmm&m

compared with six percent for the younger
giris. There weremore individual counael-

'k\gmmmmmmﬁmm
) medmzmucta mmwmm& .

& medical examination o receive comtre-
ceptives. They could obtain condoma and
Mﬂmwﬁhm&a&pﬁw corenset.

7 trg, from social workers; indeed, 82 per-
. mtdaﬂ&a&vﬁhmam&m}mw‘

‘males Included the provision of mﬂm
ceptives (not shown),
mmwhdwwdmm
of exposure to the program, and therefore
Jess appertunity o use #, than did others.
Few students who gradusted from the

fandor high school In this study stiended

“high in the first year
~_pone of the 12th graders who graduated
'mmmﬁghﬁmtywmﬁdhaw
_had more than sfix months of exposure
the program, which was initiated in De-
sember. iafztlﬁ?pzrmtaﬁhmwithm

. program coniscts were exposed to the

it of xnale contacts”
. oecurred in the clinie. Since clinie regis-

AR ek ok e e b 4t 5 oW .

Table 2. Perceniage of atudents using program satvices (and perceniags a'te: sdjusimant
“far phronic shasntees), by siie snd type of sarvice, accarding 1o gender snd school levst

Site i1 tyyw N s Farrie ke
sionvice
. bigh & high €, bigh &r. high

a3 B4M) Pn1.001] e 1,153) et 102 NaS81T)
Yoo wainey SLI{1100) | 2.3 1 [ -5 b ~X3 #7007
Behwood
Class prosenation 2T (801} s120MY 2332 5k 138 {1184 E1Y (65}
Group ddon e (ees 82 3 Heaan 23 4N L2
N, comiog 182 oy B3 s 2SR 43 10 tE 08
Sty ’
Geowp soumason 20 DALY MNE 33 A2 (A&} e W8 1241139
WS, rninding 187 0 HE (188 M58 e RN BRULD)
Mdicai visk " (1Y) 154 {183 A A0 A @8 Q8

Note: ChC Kbeanies Tia a3 repcaed By e chodié females, 27 permars; swnkr

Wuﬂw Whmﬂmh npz:m Wunmwm 1 paromnat, # Neh

the program’s senior high schoo!, because

. thayha&anwbudaﬂmthhuop—

tiens, Corsequently, handly any’ ninth
graders who gradusted from the junior
of the program snd

o

program during only that first partial year.

The mean period of program exposure for |

students In this study was approxiznately
16 months, including summer and other

vaestion periods. Although the ehinie whs
" open during vacations, the schoo! compo-

nents were oifered only when school was

" in session snd ‘were evalisble o shudents

for an avernge of 250 days.
A caloulation of the mean and mediax
nunber of contacts with the program by

Mmlxwhohadamhﬁmumafmm )
et indicates 8 mean of 10 vontacts per.
‘mdmtmﬁ:m«e&moﬁwﬂnﬁwm

of the avernge 16nonth exposure period
{niot shown). The tean mimber of contacty

Wmssmgmmﬁyam
o 160 among senlor high' femules; the

shedinn was three for males at both school
Jevels and ﬁv&fmboﬂuhemge:md
oider felmlm The onean is considersbly

bwetheméimhem&eaf:kwmw

dents who had o 4ery large sumber of

”mnm%zhmpmgnm&mﬁmm
‘schoo! female had the largest number of

contacts (234), with 227 being the most for
& undor high ferale, 213 for a senlor high
imale and 115 for & fanior high male. Many

‘of the individuals with large numbers of

Lonsacts wmpmmmm students, wha
‘were in ‘Fracuient contact with the staff for

and for their rweds, but
other students also presented repestedly

" in ene site or both. This quantitative evic

dence that a few students monopolize
much of the professional staff's time Is
confirmed by the slaff themselves, who
report that these heavy users were often
among their most difficult and needy
cases.

With Table 2, we mnowve from rumbers of
conlacts 0 percentages of ptudents who
hed contact with the program, The firet set
of caloulations uses wtal schoo! ensoliment
a3 the denominator, and the results are the
proportion of &ll students ever on the
schoo] rolls during the three years that the
program was in place who utilized par-
ticulsr services. The nutrbers in parenthe-
ses are the estimates one gets if the total
enroliment figures are adpusted for the rate

.. of chronic abwentenism in each category.

Eighty-five percent of all students were
reached by at feast one component of the
program. The 15 percent of the tital num-
ber of students who had no contact with
the program Includes more males than

" females. When chronlc sbeentees are taken

into account, the proportion of regular at-
fenders who have contact with the pro
gram teaches 112 pergent. This

suggests that & program with » variety of
components has the potential foreach even
chronle absentees on necasion. Another
poasibility is that wchool estimates of
¢hropic simenteelam are highes than they
really sre. A total of 3,349 individuals are
known o have been reached by this pro-
gram & weighted chronle absentee rate for

‘the schools would imply that only 2985

were In regular sttendance, suggesting an
mﬂmﬁc,espednﬂymmggmﬁmhigh
students where the proparfion of regular
attendees reached by the is 11%
percent of femaley and 132 percent of
maies. :

Approximately 73 percent of studenis
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#vey on the Tolls heard » classroom presen-
ttion, with the proportions higher among
pnlurr high students than among senior

" high students and higher among females

thmnmles!lknotclmwhympmw
tion of senior high males is #s fow a1t Is
161 percent), since only sbout 11 percent of
this group were considered chranic abser-
_ bees, Conversely, the proportions in the
funior high schood, where chronic sbsen-
terismn was especially high, are larger than

. might be expected. Perhaps, since class

" high males to 56

< first

room discussions were more frequenit I

the funior high schoo! than the senior high.

schiol, funior high students who were

. habifusl sbsentees were more likely' o

: yrake # 10 one or apother session.
'mepopuhmyoft}mtapmim in
school Is clear; from 42 percent of funior
percent of senior high
females availed themselves of this service.
melemdmuwmmmmlike!ym
tnalé students to take advantage of indi-
vidual counseling with & social worker st
the school; this sex disparity was also true
for senior high students in the clinc.
However, junior high males were as Bkely
a3 funior high females 0 see & s0cial
m&uk&&ecﬁn&.?&aﬁg}w

propos-
. mmfwmmm{w%

seiing and medica) visis were found
| arvong sendor high femalix, Although not

* shiwen in this table, there 1s 8 great deal of

overiap between Individual counseling
arud uwhcﬁ visits: Eighty percent of all
visits among females i
&uded a privete social work rontact, and
81 percent of all first socisl work visits

186

. some Kea of the
ciﬁm:imkm-ﬁm although the muners-’

among females were accompanied by &
medical visit.

If the denominators ane reduced by the
amount of chronic ebsenteelsm. in each
group, the proportion of funior high stur
dents utilizing services rises considerably,
I faet, this calculation shows that among
‘rexgular attendees, 8 larger propontion of

mates than older tales took part
“in school discussion groups {67 pertent
compared with 54 pertent) and utilized
medical services 29 peroent compared
with 2.% percent).

Another way of evalusting dinie cone
tacts is io use only sexually sciive students
s the denominator. A survey of students
_conducted as part of the research compo-
nent provides an estimate of the pmpo
tion sexually active (not shown)* The
number sexually active is computed for
each group by mulﬂplying that propor-
tion by the number of students on the e
" rollment rolls at a representative point n
the school year. (For the percentages given
below we used the Novembet roll, s wie-

first in the yea in which transfers are Jikely
to be recorded.} This denoaninator gives

prime sarget population

tor fie., dinic ts} inchxdes a wmall
wnber of students who were not sexually
active. The sdjustment for sexual activity
makes the biggest difference among
younger females: Among the 50 perient of
"all junjor high females who were sexually |
pitive, the proportion whao made medical
visits was 27 percent. Among senior high

& e e b
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females, the proportion was 48 pescent.

Looking st visits to a social worker gives
better ides of the proportion of sexuslly
active males who may have received con-

traceptive counseling through the pro-
gram; 21 percent of sexually active junior
high males and 12 percent of comparable
senfor high males did 5o,

" Tabled summarizes the diffevent combi-
rations of program services that individ-

ual students utilized. There are sctually 35
permutations, ranging from no services st
all o ull six of the options offered. Some of
the patterns of utilization are represents-
tive of fewer than one pertent of gudents.
‘Fable 3 collapses the 35 possibilities into
six and shows the percentage of students
who had contact with the program distrib-
uted among the slx patterns of utilization,

Thirty percent of the students were ox-
posed only to dassroom presentations.

While this level of exposure is minimal, it
does mean that these students knew of the
program and its staff. Had they wished,
they could have availed themselves of the
program’s more voluniary components,
a5 did the A percent of stu-
denis who perticipated in the program.

}alf of those who utilized other services
(3% percent) participated iIn activities
within the school health suite but never
visited the zlinic. Those making use of voi-
wntary services renged from 62 peroent of
funior high males to 75 percent of senior
high females.

Overall, 31 percent of the students util-
lzfng one or more of the services attended
the clinic at some time. About seven per-
cent participated only in the group activi-

‘ties that occurved there. (Some 50 students

who participated only in the group activi-
ties had no school contacts with the pro-
gram, not even » classroom presentation,
Many, particulerly younger males, were
not on the school enrollment lists, so it is
possible that they were adolescents in the

. eommunity who came with their friends

and recetved group service for which they

were pot technioally eligible} Ax Table 3
; ; $hows, only small
ful single-point estimate because it is the

ons of female
wrudens had o social work visi intheelinic
without & medieal visit, Thirty-eight per-
cent of senior high girls had both & medi-
<nd and & socia) work visit; this was true for

1€ percent of funior high female students,

but fewer than two t of male stu-
dénts n either school. Most of the males
who registered for an appointment had
only ‘& soclal work visil, for reasoms dis.
cussed previously. .

In genera!, detalled patterns of utiliza-
tiom not shown here reveal 3 tendency
among students making medizal visiss,

¥amily Planning Perspectives
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ard to & large extent amang those seeing
socis! workers, 10 seek many different
!ypesdmmm&emﬁ The sodsel
group of medics! visitors had made use of |
_all six service componenis. The use of 8
wide range of services is consonant with
the intent of the program that

* medical services be Hinked with educstion

_ and counseling. The school components,

concelved a3 p bridge from the dasstoom
o the dinic appear o have served thelr
intended parpose, while serving as the pri-
mary ts of the program for many -
stadents who seceived ali theu' services
within the schaol

Dlscugston
The material that has been presented out-

lines not only how the mode! was con-

" celved but how it functioned, not only

whattbepmgmmoﬂuad but what was -

" used, This project was highly focused in
msoﬂs.mdgemllypmudedmﬂyn-
. productive health education and services.
Medical referrals were available, but these
_ dlata candnof give relisble estimates of the
dm&mdumemprﬁmuivc madical
clinic might experierce. However, the
implications of the data ko7 the Mﬁng
Wdeﬁgndm:*progmmmny
The numbier of student-staff contacts can
be extremely large In 2 program that-is
well accepted by the students. Decisions
as 1o whether oy not to sccommodate all
_’dmndsﬁarmteémhaumﬁ
ing implications, Of note s the important
mphyed%rﬁwm&mmm
“ing the high volume of demands placed
upona wad,
» Although the dassroom maximizes con-
et and Iy pseful for some pusposes, smail

: x‘wupsmapeﬁ&ymmmg

these sdolescents, The schoo! appeans 1o
be &n excelient Mmi@rmﬂ-gmnp
discussions, slce the data suggest that
. reiatively few students sttended group
sesxions in the clinicunless they also came
for soune other clinlc service. Conse-
quently, a large proportion of students
,mmdby&wmgmmnﬁghthanbnn
missed without this school cotpement.
Furthermore, most clink attendees are
sexually active; therefore, i may be that -
' only In the school ks there & real oppariue
' Ntymdehyﬂwmmdm )
) Gmpedmﬂoninﬂwdwcmdﬁ
fewes than had been antick ~
pated. Dats wmmwm&m
 the stafPs impressions thet sttendance {or
educational purposes often preceded st
terdlance for services that required regis-
tration. ¥ that tmpressiom i gowrect, it
would drdicste that shadents used group

educetion urall they felt comforiable
‘enough to ask for individual services. At
ihispcinzmanmiy szy that educational
opportunities in the clinde were well used
by those whocame for individual services;
‘perhaps the needs of nonfeglstrants were
adéquately met, a5 they should have been,
within the school.

» individual counseling can take place in

‘wither a schod] or & dinic Jocation, and
“alesost 40 percent of students who recelved
this service in one locstion did $0 in both.

Counseling is often an on-going process
and consumes a 1ot of staf dme,

" * Senior high females require the grestest

proportion of reproductive health services.
They are more likely to be sexuslly sctive
than younger students, and many whem
mgaglng in coitus use oral contraceptives,
a method that requires sttendance at a
‘medical faciiity. Comsequently, programs
" for senior high schoo! girls should plan to
deliver large numbers of clinic services,

.» The mesn number of stalf encourters
pu:mz:m;&auisabwtwwﬁw
rumber for females. But pven sevday high
“males, the group lenst likely to utilize clinic
_services, seek out small group sessions in
‘theschoot, A relatively large proportion of
funior high males use the social workers in
_ the clinic a5 a source for condoms as well
" as information and counseling. The fact
‘that these maf{ members were fernate did
niot peem 5o hinder their sbility to serve us
ronfidants, educstors and counselors to
young males.

* The peer resource smdents utilized o
large amount of staff time. These students

- appesr to profit on an Individual basis

from their involvement, but their training
and nurturing is on-going and intenzive.
Theintrinsic value of their services msy be
worth the mvestment, but these data sug»
gesulmmquhauldmhevimedasa
means of saving staff input.

* Programs may well have & xmall sum-
‘ber of clients who use inordinate amounts
of staff time. Median usage rates apvpesr o
be in a reasorable range and are consid-
erably lower than the means, which are in-
fluenced by high extremes. The question
must be raised as to whether the oodinu-
ing Invelvement of the staff in long-termm,

nerimnpmb!miu;udidm use of thedy

* time or whether referral is » wiser conuse.
-mmdas&a&-m&ﬁﬂzop-
‘eration—or conversely, 8 sliniclinked
educational and coninseling project in the
school—is & mode! that weorks in terms of
the flow from one setting to the other,
A;:pmadmate!yme—qwmafﬁwszﬁmu
encounier the siaff in both Some
whoattend discussions i the scoal health
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sufte mby not wish fo enter a clinic, and
would not do 50 even if it were located in
the sehool. For others, in-school contact
can serve o3 8 bridge to the clinic, where
vounseling and medical services can pro-
ceed without the limitations of school
hours, ealendars and administrative con-
trols.
» Formal efforts to Involve parents gener-
ally failed. Information was not recorded
on the Himited number of contacts with
parents, who were often seen on an indi-
vidua! hasis but who rarely participated in
estings about the program. Students
were encoursged to tell their parents that
they ntilized the program and many did
50, but & great deal pure e must be
invested ¥ real and continuing perental
invcfvmni is desired. Similarly, greater
faralty involvement would have been use-
ful, but that, too, would require time not
aliocated in this program.

In conchusion, we believe the results of

atantially grester than could be expected if
this had been 3 dinjoonly program. By
fmzﬁng school and dinic components to-

gether, the program created an atmosphere
that legitimized discupsions of sexual con-

“duet, contraception, abstinence and preg-

sancy mmong those who used its individ-

wal services and those who did not. Al-
though fts focus was narrow and specific
to reproductive health, its offerings in
counseling and education and-in values
clarification and life planning were broad.
In mmhimuon with the positive effects of

“ the program, these utilization data sug-

gest that the model was highly acceptable
to the students, that the staff was seenas s
valuable resonirce and that both the dinie
and schoo) components centributed to the
Program’s success.,
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Evaluation of a Pregnancy Prevention Program
- For Urban Teenagers

By Laurie 5. Zabin, Mariyn B, Hirseh, Edcord A. Smith,

Bozolie Streett and Jorat B. Hardy

h&&m we report o6 & school-bused
W&&cpmmdw
| pancy among innet-city sdolescents that ws
" designed and sdministered by the rufl of
The Johes Hopkins School of Medicine’s De-
. parment of Pedistrics and Department of
Cymhgymdomm ‘The project wus
" earried out with the of the ad-

. mmmdmmhh&eﬁéz&m

© 4

MWWM The program pro-

vided the students sttending ove of the
" Junior high schools and one of the sealor high
ﬁmbwi&mg&ymdwedw

aﬁamwwwpmﬁa&w ]

‘seedical and contraceptive services over &
demmmsmu
[in the remaining two schools mceived oo
wuch services, but provided beseline and

enddnmm&n.mdma&mw
" sasspla,

,_A(mmmwm desigoad to x|
. 'mmmﬁww attitugdes and
behavior of the school populations, was buit”

... foto the project fiom the cutset. The evalua-

Mnmhmdouwimm ’
ﬁvm:bcmﬁemmghwﬂ'dmmmd’

guestionnaires. The surveys were adminhe
tered t the teo prograas achoals s four dif-

Revarch Ulll “*W“Mw
Mumﬁnm Uniouratty Sebewd of
Mediciom, Mlhﬁ:al! Kikch wad Edwwnd &, Sukth
NWMR&WW Prsadin
m;mammmm

Covitwer, wcd Jeowt . anﬁumh&__

* Depmprimient of Redinerics. The Jobrs Hopkte Undeerrtty

. Sohool of Medicim. The mrthors are gretwid e Thaodors
M mummmmmm
) mﬁo&m

Barcuierss Factier, Chrt FRygersid,
wmmhmmummm
il thuriks are dis o the' prineipals snd readrts of the
whoobs et paveipmivd tn the projwt The amrvoe
prosect was funded by the Ldurations) Favadaocs of
mzmwmmwm
&u&n!‘usﬁ,w ¥, maammrm
M«&ﬂémﬂwm&c_l ot wond
'}, . N Foundarires,

Vakune 18, Number 3, May/Juns 1568

"?he rapid effect on clinic use exerted by the [prog

mm;nui

su gﬁsis that it is the accessibillity of the staff and of the chinle,
rather. than any ‘new’ Information about contraception, that
encouraged the students to obtain sarvices.”

ferent times; once before the progrem begn
(u&emdmmbmm},ﬁw

- during the spring tevin of each of the llow.

ing thiwe years. At the two control schools,
memﬁvmm%m&nun

the besinnmgm&a&eeudo{t&upew

mental program period.
The guestionnatres axked the students for
detailod formation an their knowledge, at-

“tirudes and bebavior felstive to sevual con-
. duct, contraception, and teenage pregrancy

aud plmnﬂiw& It saked them about com-

' munication with their parents sod purtnery,
_thetr sducational wpirstions and a raage of
demograpbic and background variables, Stu-

dents in the seveath and sighth grades re-
&Mamwm&wmﬁqw
s,
?mﬂmmtﬁeﬁdthamwinﬁ-
‘vance spd were informed that their children

x‘mﬂdb:wﬁkdrnn&omtﬁemﬁyﬂ'dwy
f- * wished, MmMmﬁm%m
~ schools made that request.

" hemwie S, Zabie ¥ dictce of the Sected Scinnes Fardley

m#mb@mmﬂ&wm
menmnmwmwk

' & communky schoal serving s all-black,

iner-city population. The sversge socivecs-
mhmm&cmwﬁykh mda
high propartion of the sudenty sttending the
schoo! live tn higherise public bousing. ‘Al
mtniﬁewa&'mo!z&emsdenuqm!ﬂ?&:
the school’s free luned progrxm. The senicr
hiﬂ:mbwimhcdhthewmmu
both & maghet xod & community schosl. For

_this reason, the smsll ainth-grade class sod
“subsets of students B grades 10-12 sre of

somewhat higher scademic standing than the
other studests, and are dravn Fom the en-
tire city, whils the remaining students in
those grades cotoe Som the same geners)

arra that feeds the funior high schoo). AR the
students xre black, and almost three-quar-

ters qualify for free lunches, At the baseline
'mwy 667 wale studenty and 1,033 female

rudents from these two schools completed
the questisanaire88 peroent of the rtu-
dents present on the day the srvey was

‘sdministernd. Subsequent rounds wers

compieted by smaller numbery as & result of

{ower stteddance and eeroliment rates b the
two schonlr; in mont cases, refusal rates con-

tinyed to be about $.3 percent, At the final
survey, pearly three years later, 506 muale
students and 685 female students answered
the questionnaire.

The students used s # control group cane

from school with mcially mixed populations,
but oaly the black students are used for com.

parison. The socioeconomic statss of these
studeots i similar o that of the studenns
attending the two program schools, At the
buaeline survey, B4 male students and 1,008
feroalé studeots completed the question-
naire, At the end of the project, 860 boys and
mmm%qum

The baseline survey data revealed high
Jevels of serun) activity in both the program?
axid the nonprogrm schools. Almost 82 per.
eent of boys i the ninth grade of the program
dunior bigh school were sexually active, as
wese 84 pervent of the comparsbie gishs. Iy
the senior high school, 78 percent of alf the

‘girks were sexunlly active. Even at the ower

grade jevehs, the percentages reporting that
they were sexusily experierced were rela-
tively high: Forty-seven percent of the girls
i the seventh and eighth grades had had
fntercoutse, Approvimately 71 percent of
sexually sctive male xad female studevss i
the funior high schoo!, and over 85 pervent of

]
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those in the senior high school, said they had
practiced some form of contraception. How-
‘ever, only 36 and T3 percent, respectively,
had used any method at last intercourse.
Among the sexually active girls in the sev-
) _enl.hl.ndelshdap'ndes 11 percent had been

_pregnant. 1n the ninth grade of the funior
. h!gh school, this proportion rose to 20 per-

oent while among serually active young

women in the senior high school, 22 percent’

bad had a pregnancy.

The pregnancy preventioo program tniti-
ltedlnlhehwoldwohulectedfwtbemndy
utilized the services of 8 social worker and &
turse-midwife or nurie practitioner based in
exch of the schools. These professionals
made presentations st least once a year in
‘each homeroom. The discussions deslt with
services offered in the clinic, as well a3 &
'_'vlrhtyofothertoph rclltedtorepruim-
" tive health, For several bours each day, one
’ortwud'theluﬂ'membenmipndtoud)
" school made ‘themselves available (in the
school heslth suite)todnﬂudenhfmhdl-

"vidual or group courseling. 1o the afternoon,

“these same staff members provided services
'inllpechlcllnr.whhhwubutadm
themeetﬁvmmo{thepmpmuhooh
. lndnfewblnd:smyﬁvmdnuha 1n chis
_ l.fter-lchoolc!imc the professionals led dis-

tussion groups and coffered individual and”

group counseling and education. Strong em-
phnnmphcedon the development of per-

sonal responsibility, goal-setting and com-
munication with parents. Reproductive
bealth cue-—lnc]udm; contraceptive coun-
seling, pregnancy testing, other medical ser-
'vices and referrals—was provided, as were
dizgnosis and referral in other health felds.
Students could come simply to talk in the
wuﬁngroom to see films or to take part in
group discussion, whether or not they regis-
tered for services. Young men and women
could enroll in the clinic and were eligible for
theuﬂkﬁubnguﬂleyummdin
school. All services were free. Thus, both
educational and medical services were avail-
able to the students. A single professional
stafl provided continuity and a bridge for
young people between the school and the
clinie serting.

The pregnancy prevention program began

n November 1981. The clinic opened in Jan-

. wary 1962, and services continued to be pro-

vided until Juoe 1984. Throughout the dura-
" tion of the project, the basic sex education
cwrriculum, which & mandated by state law
and s offered in all the funior and senior bigh
schools in Baltimore, remained tn place.

.Some Methodologica! Problems

_The evaluation of school-based programs
presents some special problems, First, there
fs likely to be a high level of movement in and
out of individua! schools—even those that
serve specific communities—because of

-

graduation and also because of student trans-
fers and reassignments that take place
throughout the vear. Second, it is often dif-

. ficult to collect data reflecting behavior “be-

fore”™ and “after” initiation of the program at
the same time of year (when the aggregate
data would, ideally, represent student sam-
ples with the same age distribution), For ex-
ample, even f baseline data are collected in
the fall, at the start ol a new program, follow-
up data may have to be gathered In the
spring, in order to include the experience of
students who will graduate and leave the
school. Third, po two schools in any school
system are truly comparable, given the wide
differences that exist between them in geo-
graphic and social setting, economic, racial

- and gender mix, and curriculum and admin-

sstrative styles and philosophies. Conse-
quently, control schools should not be com-
pared directly with program schools. How-

. ever, they help establish the presence or

absence of secular change during the experi-
mental period.

As a result of these problems, which are
common to all school-based studies, our eval-
uation had @ address a number of issues:

" Because attendance at the schools varied

considerably between the fll and the spring
terms, a smaller sample of students was avail-
able for follow-up than at baseline. The dif-
ferences could not be assumed to be com.
pletely random, since absenteeism and pre-

' lelo 1. Percenmtage ot female studects mcw id.nﬂfymg the fertila period of the menstruai cycle; and percentages of female and maia
, mdonuwhoboﬂwn thatthe ists-effective methoda® are good for preverting pregnancy; by grade ievel, sccording to yeara nftxpoaun 10 the

; progrlrn progrnm and nonprogram schools

‘Yearnol  Programe school, by grade NonproQrvm schools. by grace
nma“ . Toart Adusted . 7 ] aa [ ] wWef W N 12 Totart Adpmtedt 7 8 [ 1% 1 12
\ it ’ oat.3
m
Famaiss correctly identifying fertile period
D N2 207 139 257 mns m W) N3} 28 Ma | X5 n? DEd X N8 8 X3 a0
1 m? oh 3.7 M7 408 Q9 4«4 W1 XL BOO ] u v u u u v
=2 m A4 = 408 488 7T 3¥3 e ML 4T | M4 78 X0 W8 Q9 ITE 482 419
Famaies belirving tuxs-aftacthe methods se good &t prevanting pregnancy 8
o »ne 1L 412 1 ST 8 000 43 M3 250 | 809 4.8 24 ST 800 552 X4 4.9
1 - B [ a1 49 402 T4 B3 Y 1wy Y u u u u v u u
x2 m - K20 48 1 MI NS WP 79 |48 S 811 810 M9 443 471 08
Mgl bafleving p-oftactve methcds sre good 5t reventing pregrarwy :
D 17 © ) <1 ) l'l.! 882 MO 513 618 £5 aL7 | aas 4.7 479 800 207 G654 48D 2.8
1 429 na 517 Ws 2 D N8 N7 ae a2 u u v u u u u
=2 n M4 - 472 42 71 ¥4 W X4 XN | 882 a3 52¢ 88T TS0 &£91  sAS a7
. Whorewal, hyhm and douche. .

',MMmmmdemnnMdth

“‘:mmwuﬂmthmm

']Gfm 1mmu-ummnmwﬁgnw 1&.mwmmmh|¢mmn
mmmummwuhmbmcunmm
;_ﬁrﬂlhthﬂwm Gracte G0 § The SQUvEINt Grace i the senior hegh achedt. Sinoe no (b Ehuiends CirMe Irom the program Leor NG school, thary could notl have

anmmenm )

" Nows: mmwmmu-m ra=not spoficable; and years of sxposure 10 NONDIOGIAM Eudents refer to the iterval since baseline survey. All oiffer-

SNCES Detwedn eXPOSUNES 280 AN ONE AN DEtwaen 2900 ANd twO DF MO in the Prograun schools sre

mdmmmmuw Snmtwonmblmﬂdmamulmm

sgrehcant (p<0.001 or p<0.01). [n the NONDIOQAM SCHOOLS,
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. wmature dropping out are likely to ocour dis-
proportionately among the lesa.motivaied
students, (The sarte potential hiss would be
spparent In both grogram and m&d
schools.)
Semnd,d:cmdmtmp&kd@év%
er at the three follow-up surveys than ¥ wis

T ntheﬂnmddxehacﬁmw Guowrally,

the age differential will have litthe effect on
variables that are not highly age-dependent.
" Jtoould Bave some effect an those that reflect
sumulative experience; we bave used Ho-
%&MWW&M
rect for the ege difference.
Thid, becatsse studeots mave nto and ot
‘of the schools, the durstivs of program ex-

;wunmhmdbyw For

of evaluation, subgroups are best’
&ﬁmébydnknmnlnpmmmtbewb

gram. However, mdh&ﬁutﬁomm%
:'kMtnexposunpouw ngermmb
'mu&edwﬂhok!eugu ‘Furthermone, es.
‘,pmunmvu'ymthmyade Thase who
Ihwﬁutemndapmmi&aol&aw
‘year, or who entered a senior high om »
knmh@m&tww
tion program, mnﬁ%ﬁtmﬁyww
: ufexposwe Exposure groups must, there:
fore, be controlled by grade kevel and by
ﬂo&&m&,m&ws bys&o&&m}
'M%&mm&&wmk
m&nm&mhmwﬁeﬁw
mw&m@m&m&m&w
the'end of the project.

Intbc%adhutbecudd'&m'

{page 125), we discuss in greater detail some
jed’ﬁzewﬂmlpmbiemmd by the teed
to define appropriate groups for comparison,
andaphm the methodology introduced to

" address'this need. The appendix also con-

: muhhkthoﬂngtheshedthempim
.. tn the program schools at baseline and st cach
©  of the three follow-op imrveys, by the g
dent’s gender and grade level.
mumdmwbﬁhm“ -
posire groups,” defined o5 groups of s
"dents exposed to the preghancy prevention
t_mbm, one, two or three yews.
Zero exposure is based on informuation ob-

. " tained st the baseline survey. One-yesr o

poure & bmed on daty from the second
round of the survey phus that subset of se-

MWammmm’

#em exposed by the progrm, levels of
hwwledgﬁ Wm significantly over time, {

mehd‘m

Dot o the buss o the Masrd-Hacwtsae) sucsmed

hiacare, Homty, sives the sheervsions aev net trisdy
" itdepe ndent xix? the sacnple & ot 5 probabiity simple,

T e meanisg of the vigaiicance lewrds should ba tooers

_W-&m A lnvel of p<0.01 # required kor
' W&HSWWHMHLiwzm

‘Wﬁnlﬁwhﬂhﬂﬁeuﬂm&ﬂﬁ.
ot o kb b of the seancdardiznd maals.
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had entered the program schooks in the s
oud year of project activities. Two-year expo-
sure includes all students in the thind round
of guestionnaires who had attended & pro-
gram school since the program’s onset plus

‘those interviewed in the burth round who
had entered the school in the program's see”
‘ood yesr. Finally, three.year expocure in-
“dluder the subset of respondents in the

fourth round who were expased to the pro-
gram for all three yean of its operatios, -

Changes in Knowiedge and Attitudes

Szudents in grades 5-12 were asked )0 ques.

_Hons on the comect wie of specific contracep-

tive methods and on the risk of pregnancy. At
the time of the baseline survey, female stu-
denu mwdmaunpd&&mmw

‘swery; the gverage incressed from 5.4 among ©
those in the ninth grade to 7.4 among shu-
“dents in the 12th grade. Subsequent rounds

awmwmw&umw&w
mm increases in, ‘all grades over dhe
couse of the program. snd significantly®
everall. Howeler, the change & not damate
ic, and the overall sverage after two or more

‘dem&mﬁfﬁw

rect anrwers, Among female students in the
1ith and 15th grades, the highest leve! of
torrect knowledge reached after two or more

years of exposure & 8.1 In the control

schools, where correct knowledge started at
Mhmpanhszhm{mndlndscm

" gram schools, the high point among female
 students does fiot exceed a comect average of
1.2 by the end of the program.

A aignificant increase in kmowledge occurs
smong male students st all durstions of expo-
sure, to the program, thktbechmguoh—
served In' the ponprogram schools ameng
males and feemales do not achieve signifi-
ALY, ’

Ak kmtmmd'hwhdét o
. &mmu&eﬁwwﬁy&:mém

tkemmmwhmmmbm
kely o ooy, H the snvwer was “st sy time

‘Buring ‘the month,” this was considersd as
Wu“mvtmmh&&erperndw ’

gins,” tmcﬁbermhemnl
“pmtective” respomse. Table | {top panel}
mmm»&:%mm:&%
students &t the progam and nooprognm
a&wﬁw&mm&mewﬁw» correct-
W. mu&kmthasmng&mahm-

especially mom the younger girls, Among

’ male students (not shown), knepwledie of the

iertﬂeperbdahomaﬂi&ht theugh not sta-
tistically significant, upward trend, As the

top panel of Table I wlss shows, smong the

fernale students aftending the monprogram
schoals, knowledge of the fertile period to-

cresses slightly in the course of the pruject
period. However, the changes are not statis-
tically significant. Among males, there {s ao-
fually » decrense (not shown),

It should be voted that even in the pro-
gram schooky, # @ rare for more then 80 per-
sent of fernale students to snswer correctly.
There are, neverthelens, indications of a pat-
tern of change that may be tmportant: The
sequisition of correct knowledge appeans to

-~ be oceurring st an earlier age, 30 that foliow-
" ing exposure i the program, younger stu-
‘dents are achieving higher scores than older

students had stiained prior to the interven-
tion.

The second and third panel of Table 1
revord the proportions of female and male
students who consider that withdrawsl, the
r‘hythm method and dourhes are “good” or

“very good” methods for svoiding pregnan-

. Asigx&&miwm in the level
. of misperception emerges smong students of

both sexes, a2 one or moTe veRr's exposure to
the program. By contrast, slthough there 2
alto an insignificant decrease among girks et
tending the monprograr sehooks, & cleer
trend i not evident, sinze some grades ap-
pesr b improve thelr knowledge, while oth-
o3 YOEICH,

The guestionnaires shio probed student at-
titudes toward three issues: the scceptability
of teenuge pregnuncy; the “best”™ or idexl age

'tohwechﬂdrenmdtomm and when

sexual relationships are “okay.” Our enrlier
studies of this student tample found a signif-
icant relationship between having a positive *

‘srtitude toward adolescent childbesring and

the ineflective practice of contraception, &
though only a smell percentage were sup-

" portive of idolesce ot parenthood £ The pres-

ent study shows letle comistent change &
this attiude after exposure to the program.
Positive support for sdolesoent ehildbesring
dedlines armong femsles, but dovs not change
in any one direction among males.

An.:lym of the responses shows genenlly
x!iglz: and inconsistent attituding changes in
the other two aress. A large proportion (of-
ten, over 8 pervent) of both male and femele
students cite an ileal age for childbearing

that i Jower than the age they consider to be

ideal for marriage. After exposure to the pro-
pram, the percentage declines among the
girls but not among the boys. In the nonpro-

gam sehools, th contyast, there is no such

change. In fact, an iberesse occurs among
female students. On the thind measure—
finding sexusl intercourse accepiable be.
twean Individuals who have just met or who
date occusionaliythere 5 &0 consistent
change seen in the program schools, while »
deeline 2hat & not sististically significant oo
curt mmang stwdents &n the ponprogram

21


http:lrIlp<O.Ol
http:JlJl4l.lI
http:cOfroe.ct
http:ftI'Y...tb
http:There.re

Evaluation of a Pregnancy Prevention Progrem

Figure. 1. Cumulstive parcantage of female
kigﬁsﬂwoiﬂmw 18 wondd hdet who
m&wmmmmmmm

WW&MWWWMM’

. yenrs batore the nal program survey, by age
wtBrat coltus

pi

sssaazsai

LS 13 " - 3 o 7
Age % firal coRu '
3 vaury baforw the D sy

,wehools. These findings appear to suggent
tizzt!be pwmmmdxdunge
&m&n:&wﬁ&ﬁﬁwk@

Changes in Bahavior .

« In terms of behavioral change, we bad pre-
amddmmvmmbemymmﬁ
sexual activity prevalling & the sudy
schaols, #t would be difficult for the program
mhmmyimpmcmtbeﬁmmgﬁmm
dhmm.mml&eh?@wl
uﬁecznhemmn!&tm;:mnhpd&m
ﬂn&nﬂﬁwe{mtﬁoﬁwnﬂw
mek@;m&wf%%m‘
u&ymém%md&mm
"of exposure to the prograsy, The solid line
reflects, tor the zeroexposure group bn the

" same sehool, &ekmm:mﬁu

*MMMMMWMH “wwer hinn
w;mmm*mmm-u
whether they bud WMwuﬁﬁkedwnm
Parth comovd ™

¥l conguerinm bl stodenit Sowibrad & the pro
am v ondy oo yeur. winow B & the only provp wek
&mhdhytp  shensid e moted that the fgure dews et
* wepirute frois e Mobel o girs who sresdad te scheol
el only.

=

period of time, before the progmm war Iy

place. It thus serves a3 the comparison. (The
pointy on hoth curves are derived from stan.

dard life-table analysis. See the appendix for

detadls.} The mu!im{tbfsmmpaﬁwmhow '

an gpparent postponement of first’ inter-
course among high school students exposed
1o the program for three yean. The median
length of the delay (oot shown) &8 seven
months from 18 years and seven month
before the program ¢o 16 years and two
months sferwards), The smaller delays
found after one or two years' exposure are

~ hardly surprising, since such changes cannot

be eipected in 2 short period of thme and
require sardy precoful intervention.

Of evan grester interest than the median
age st finst imtercourse B the shape of the
WM&?@Q} While both curves
demonstrste timilarly eapid initiation of sex-
ual intercowse between the ages of 13 wnd
16, at ages )4 and 13 there B » substantial
difference in the proportions who bave be-

. come sexually active. At age 14, for example,

about wn-thirds more girls bad become sex-
mﬂymmbefnmthepmpmsuﬂeduhud
done so afier three yeart of exposure 1o the

PO
‘Fable 2 {lustrates the effects of the prov

" gram on attendazce at & birth control clinic.®

The table shows thet the proportion of sesn.
ally active students in the program schools

o who uttended & clinic rises nt &lf grude levels
_ for botb male and female students. In fact,

among male students in the funior high
wchoel, attendance elimbs to levels that par.
‘afled thm of senior high schoo) fernale stu.

dents price 26 the program’s introdection.

“Ihe overall changes are stativticaliy vignifi.
eant. In the rontrel schools, no consiatent
changes in clinic attendance ovour,

Again oo the basis of life-tuble analysis,
Figure 2 Hlustrates the relationship betwaen
the date of first coitus and the timing of frs¢
elinic atteidance among fermale students ex.
posed to the program for one yeur. ! The
graph revesls striking and highly significant
diﬂ'cmw between the “before” and “shter”
groups inther probability of having been o 4
clisic oy doctor for birth contro! services, by
mntb%iowwgﬁmwﬂm After one yesrof

‘expoture to the program, ¢ higher percents

mdg&k%&&ﬁnmﬁza%ﬁw&ﬁe
they were siill virgics, and focressed per

centages attended 3 health Gctlity fo ibe
months soon sfter initiation of intercourse, A
stmilar omparison among students exposed
to the progrum for three years (not shown)
indicntes that 92 pereent of fermule students
aged 18 and sldes had sttended » profeesional
facility by the end of the cbservation perind.

“There were Jurge inoveases In aftendance

mnong the younger students, and these were

Figura 2. Cumauutive paresntage of sexuslly
active femaly students in grades 9-13" who
sitended l birth eontro! clinic, by month tok
lowing ﬂm coHus, ong yaar betora the base-
Hine survey and afiar ona yeer of axposure to

the progrem
/’

¢ 1 3 8
Month fofiowsng Mt ol

sm—§ YR DETOVE P9 DRSAEIE Wy
x?ﬁwstmwwm:m

Tanhaits Toes wins avhpind Setusl acivty fory
har OFse yRET DRIOTE I vy,
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even greater than those fousd among older
girls, as Table 2 indicates,

Table 3 (page 124) shows trends {n the nse
af the pill at last intercourse among sexually
aciive female students and in the use of any
enatraceptive methad for which the partners
st prepared in sdvance (e, sny Excepl
withdrmwal, thythn or douche) smong fe.
male snd male students, All such mathods

“require forethought on the part of one of the

two pariners snd wre, therefare, an indica-
tion of a certain level of preparsdness for
sexual intercourse.?

At the baseline yurvey, we found that pill
use generally incresses with sge, as might
heve been sxpected. However, aRer expo-
sure 1o the program, the perventzge using
increwses further vtill among ol grade levels,
Differences in both time periods are statisti-
cally significant. Moreover, pven with brief
exposure to the program, the (nereases wre
more pronounced among younger than
amaong oider students, With increased expo-

. bure to the program, the differentials by age

‘diminish. Finally, the table shows, among
younger students, pil) use gt bast coitus in-
creases with program erposure fo levels
higher thon those reported by some groups of

Famidy Phinning Perspectives
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wlder sudents before the program began.
This accelerated adoption of effective contra-
eeption can be sxpected in the Jong run to
reduce the high risks of pregnency experd
‘enced by young women who Initue sexual
setivity in their early, postpubertal years.
‘As Table 3 alio indicates, the difference”
between younger and older students that was
mtﬁhmdwpmkm&fhmﬁﬁi
‘methods requiring achance preparation.
This Bding b & result of the widespread use -

. of the condom af younger uges. Increases in

the we of these protective wethods are sig-
“wificant for both males and females. In the
nosprogram schoots, by sempartson,’ use of
mm&ammmdww
sex groups and incresses & five.

Use of 0 contrareptive method ot last
intercourse it reduced to extremely Jow deve

'thuﬁnwmtﬁ&m(ﬂ

‘shown). n all instances except one subgroup
of one grade, fewer than 20 percent of female
ﬁaéenuexpwvéwt!mmk of pregramy
nwawmdhymymthoduﬁwm
" of their moat revent coitus, sftet exposure to
the program for two or wore years, This &
“true even at the seventh sod eighth grade
levels, af sges often asociated with peor con-
‘traveptive gse. fo contrast, i three of the
gder &t the nonprogram schools, 4449
pereent of the students were using mo meth-
" od of birth control s sll, and only ove grade
Whheidwmnhmdm&e
© pregram schools,

Pregnancy Fates
What effect, & any, do these ugmﬁum
_ thunges in clinic sttendance snd contracep-

tive practice Bave ‘On preguancy rates?

~ Among the tssues tavolved in ui:uia:mg
&mhMWmmx
weduw&tbe&ﬁﬂmdedzm

" public school system allows students who bs.

come pregrant to transfer 20 a special school

for pregrant girks. Smﬁmofthmem
fers From the program md control schools

were svailible, this fisue could be addressed:

We were shis to ascertain which of these
ybungmmtml in fact, been part of one of
the exposure soborts, evenﬁwugh&heywre,
a0 Jonger nttmémg the study schools when
Roliow.up roinds of the survey were sdminit.
tered. These girls, unsurprisingly, represent
frows 10 percent to 30 percent of all pregnant
sudents réported in exch school year snd an
even higher proportion of those who carried
tr term, By adding the gich who went to the
special ihool to their original cohorts, wheo
mdwhmzpmrhta and by determining
their correct exposure group, weing life-table
- armlysls, we'can more procisely estimate the
effects of the program on pregnancies. (In
ﬁm;w!d'(hemi}qn the second round of
&memmzbehmhm s order
o #nsure strictly comparsble age distribus
“tions. Most of the pregnant girls in round 2
had, in fact, conceived before the clinic
opened On the other hand, i is possible that
_ by uring round 2, we muy minimize program
m;uwl tince pregnancy rites could have be-
‘guoto Bll in the very first months of the

project.)

Figure 3 & based on  series of life-mable
Wusdnhmw%cmuhm pereeni-
demﬂymﬁaﬂu&mhmpﬁdﬂﬁw
12 of the program and nonprogran schools
wbobemu;mntdung:bcl& 2. or
‘38.montk period prior to the survey of in-
terest, For the program schools, the 16-
month data’are based on information ob
‘tained fn round 3. ?ba&ﬁn&mpfm%:nﬁgﬁ
months wre bused o5 round 4. For the non-

schaals, the comparisan i berwees
the datz from the baseline and final surveys,
(For further detuils, see the appendix.} As
the figure reveals, ‘anong students exposed
to the program, there appeass to have bwen
a8 increase tn pregnancies of 13.0 peroent

Figure 3. Cumuiative percentsge of suxusiy
ative fimaiu in gracen §-12 of the program
and mnpw schoals whes became prege
nant during 16, 20 oe 28 momths prioe to the
wuﬁm BUtVRY OF subsequent surewmy, by
durstion of Progrars sxpAsure; aivd percent.
e ehanges In these sroportions
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shter 16 months of expoaure 2 the program.
Asmong songrogram students. the equivalent
frtrease i 50.0 pervent. However, after 20
months, the conception rate falls by 22 3 pere
cent among program students, whereas it
rises by 3.8 percent among norprogam
girks. Finally, sfter 28 months, the pregnancy
rite declines by 30.1 pereent, whereas i in-
creszes by 57.6 pervent in the schools that

‘l‘lhloz?mau wmmmnwmmmmmawmmwwmm mmgwyvanaf
muummwmm,mmwwm
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bad ne pregnancy Mﬁm program.
Pregrancy data were ‘subjpeeted o many
types of smalyais, including examinations of
pregnancies in consecutive 12-month peri-
@Mmmﬁdﬂemn&k%mﬁ
stme of pregnancy. All confirmed the con-
‘elusion that the program bed to decrexses tn
the pregnancy rates of these Gth-120igrade
students.

Berause the numberny of sexully active
students in the seventh and eighth grades

| were simall, andd beewase we bave smuch maore

limited information on thely pregrancies, i

© b difficult to evaluste changes among thess

studerts, There appear, however, I be
:mnﬁnduﬁnmhmmm

".prk 15 years uld and yousger.

mm&m&wm

" _in pregnancy etes appear to bave taken

‘Place in the ndnprogram school. We be
lieve, therefore, that the program assited
Wmnmmnhwﬁw&e

* " kinds of increases obwerved citywide, "k
" gven lead to wwmﬁ&mm

Conclusionm

Toe bried, tbwéz tatersive, prepasncy pro-
“wention program introdyced in two Baltie
more schools has demonstrated significast

. ghanges'n mm!mdada&wmfhw}-
" edge and behavior—changes that have major

knpim:&mﬁwthe formulstion of public pol-

"oy and for program design. The reralts re-

C ported i this article are based pn the schoo)

pepulations as » whole, aod do 1ot compare
the individuals who used the program ser-
wices with those who did not. It is highly

]

poteworthy, therefore, that the diferentiols
are nonetheless stutistically significant, and
“reflect a broad immaaﬂnachwfmu«'
nity.

Over the vourse of the twaand & half years
that the program existed, changes in sexual
and  contraceptive  knowledge occurred.
These are both sreas in which 2 has alneady
been demonstrated that educations! pro-
mzmnm&et&zﬁem‘mnpﬂef
fecton chinic use xerted by un intervention
_program designed to supplement the bk
sex eusation program already in place sug.
gosts that # was the weoessibiiity of the staff
and of the clinic, rather than any “new” infor-
mation shout contraveption, that encour.
aged the students 1o obtuin services,

" Orur siudy has shown attltudes to be some-
what more resisiant t5 change thas practice,
‘but in this area there win less room for
change to ooour. As we reported earlier, sup-
port for adolescent childbesring or for cxsunl
mwdwg&ymy low in this schoo! pogii-
Iition before the program begen® “This
seemed o suggest that more oversl -
provement war o be giined by helping stu-

© dents haiding positive sttitudes toward preg-

pancy prevention translite those attitudes
Mmmzﬁnhymwwc&mw
sttitudes of the few who do not chare that
view, With majortty opinis slresdy sup-
_portive of contraception and delayed chﬂd
"bearing, that it apparently what the program
soomplihed.

While the changes & the age at first in
terpourss are mt large, they are substantial
enough—in the direction of delaywio refute
charges that aceesa (o such servioes a3 e

provided by the program encournges early
sexus activity. The progrim’sabilitv weffect
any further changes may well have been lim-

_ited by the brevity of the project s by the
_age of the students whey they were fint
‘senched, The fact that age at first intercoune

was delayed at all i impressive, and particu-
tarly immportant in vies of the demonstrated
high risks of eatly exposure to preghancy ®
Similarly, the reselts indicating that wu.
dents stterded clinies sooner sfier inftiating
sesunl sctivity than had been the case are

important. The project appears t& dewon-

strate thet f students & junior high schoals
are given acoess 15 nearby services and ff they
are offered informotion and continvity of
aure, they will e such service, andmt levels
mmpnab}c to those thown by ulder teen-
agen. That was clearly the case in this dem-
‘ensiration project, where confidential sor.
vices were provided free of cost and in »
sympathetic setting. Furthermore, the per-
centage of students geing vo a clinic or doctor
before their fimt intercourse increased, as
did attendance during the St montha of

‘sexusl setivity, Both these mensures of pre-

ventive behavier were low st the time of the
baseline survey, as they were among clink
patients obterved in an earlier study ” and
both increased markedly.

One of the most striking Bndings Fom the
praject i the demorstration that boys in the
Junior high school used the clink a3 beely as
girls of the same age. In view of the growing
oall for research into ways of attracting male

“clients to such faclities, the interest shown

by these boys appesrs 1o be of some impor-
tance, '
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The chunges in contesceptive use deraane
Mad by the ewshiation are promising.
Aguin, te results xmong the yourger sto-
dents suggest that early risk of pregnuncy an
‘e reduced with enrly atteadaace at » clinic.
"Use of the coadom did not change consis-
’ wnﬂy.hutnpwdbﬂum%&nm
of female methods i such » way tut tw
everall use of all methods requiring sdvance

greparution incressed significantly.

S Becvessed and prompt dink sttendance

M&cm&iﬂmuc!md«&cﬁn

'mﬁw&mfmmmptmwwhwm

_"nlgthpﬂmpnmmm
'-‘&ﬂmum‘&bhummymmm
; Mymlmﬁbymmﬁwmm
pieted. Each of the measures we wsed con-
‘“&m:ﬁwfmdwﬁlmmw
rates smang okder teensgers andd & halt in the

npid incresses—by some measures, 8 de- |

mwm&cmmpumrm
" eRnts, In&e&w&mmgmmmyvs

_cities, the marked reduction fn preguancy

* demonttrated here & t0 be wekomed.
) bwmﬂuéamwh

* bave been, s longer period than that brvobved
’ hem ts probably needed to achieve and tn
cisely which sepaist® components of the pro-

mm&e&nmwﬁwmm
A3 these. MMwymheQa%m
‘roming; and although our mudy reports

sfferted, Perhaps the avidence we present
wﬁiwetbemmd'&diu&
energies in similar programs, over a knger
term,
Fm-thmmmm-ivmmh

deaﬁy of some Enportince; intervertiom

“will bwve t take place before young people
develop bebavior that pleces them st risk of
‘early, postpubertal conceprion, The effects

) ’*‘,d&ﬁpmwwaﬁymm

greater xmong younger than among older
students. One of i major effects, indeed, &
that & appedrs to have encoureged the yooo-
‘ger sexually sctive teenagers to develop Jove
“els of knowledge and patterns of bebavior
witally associated only with older adoles-

s cents. This secelerated protective bebavior,

. ooupled with evidence that St coittus was
sot eocoursged but, in fxs, postponed,

’ “Ihoulﬂpm&m!k! rupport i the carent

ovvement toward the introdhzstirn of school
_iamddtnb The txxdel described hete &4
combined school and wdinie operstion that
offers &Il reproductive bealth services snd
that is Joeated close to, but oot in, the schapl,
' wuﬁmﬁambmcm:mﬁmm:

‘eltnic, this may be a particularly economical
‘mdtl,ﬁu&ermlys&dtbemmw
| wioes muy suggest sh £veR mOre fanbsond
our design that could schieve many of the -
ame resuliy,

Volume I8, Numder 3, Muy/June 1086

_in conchusion, these findings ruggest the
efficary of 2 program with pregnancy preven.
ton as'an expiicit objective. Such & model
requies & program and » s6¥ eepsble of
addressing & wide range of reproductive
bealth fssves. 1t does 5ot preclude a broader
rmnge of adoleserot health services {slnce

these, to, are aiten badly needed), but it

does suggest that meeting the sexual con-

“cerns, medical needs and contraceptive re-
quirements of bigh school boys and girls b in

tell an extremely :h.tllengmg and demand-
g vesponsibiity for program derigners,

“More broad-based inRiatives would, no’
mmwm@&kamm

hesith educutors, social workers, nurses or
doctors with & strong commitment o the re-
productive bealth of young pecple & they
seek to replicate thme results.

Why did this program work? Iwam %
high-quality, Free services was probably eru-

cial to ftn success, Professions] counseling,

ﬁmwmmnmnwmm
doubt, also important. All these Bactors ap-
peuwkwemaudmmphen&md-
lowed teenagers o translate thetr attitudes
into constructive preveotive hehavicr. Pre.

gram contributed most to ity success remaing

"t be determined. &uundsz’mndbxgufsh-
‘ _many significant effecs, mmmm \
‘mm even more young people might be

viders t scrutinize thelr interventions cle.
b, on tbeé:ﬁ%ydmcm:hen wﬂm
those intarventions and ot the coopemstion of

_ schools in making svadahle the types of data

peeded to carry out such evalustions.

Appendlx .

¢ The sebler. Problems sswciated with
toverent into and out of schools are comn-
mmon to all sehool-based studies; each setting

‘will invelve some Jocal differences, sithough

the specific detuils may viry. I this ease,
because students graduated from the junior

‘and the senior high xhools involved in the

project, because & mew middle school wis
opened in the vicinity of the two wchools
during the course of the project, ind becauss
of the norial flow of new studenty into all
oades, the sxmple populstion had ¢ con-
stently fluctusting compasition. 1 order to

allow for these mrpects of the study popula-

tion, the dsta are controlled by the student’s
grade level (as a provy for sge} and by expo-
sure to the program,

This trentment abo allows us o deal with s
specific problem affecting only ote exposure
of one grade: At the time of the final round of
the survey in the program schools, the 12th.

" grade sample was biased, because x few sec-

tions omitted on ther day turned out to be
nonmrdomly selected. These sections in-
cluded the mast motivated, sdvanced stu-

‘dents, thereby making romparisens with
‘mounds 1, 2 and 3 of the wurvey invalid, To

sorrect for this probiem, for the 12th.grade

‘ groups in the eategory “two or more yesrs,”

those exposed for three years sre excioded
from the snalvis,

—
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“Thus, & o0 be seen that both wtifect of
. the rosearch design and particulans of the
" schools must be considered in extablishing
nppmpmtempafa:mm Avrivsls
:benidbemmﬁmiymtbmmw
which cun legitimately be compared.

Amndk?abblwm}m&m

. dumber of stedenty in each sunple cell, by

the program. In the sontral schools, the dis-
mwmnmwmbw
twoen the baseline and Bnal survey,

1o the sppendix wble, and o the earlier
tables, m&mﬁ%mi&cmm

of the junior high school and senior high’

school, respectively. Grades 105 and 10b are
" the 10th graders who came From the progrem
. junior high school snd from all sther funior
hi@whwb respectively. Ins the calenlation
.-of the totah, &istﬁbummmadwﬂm&
‘on the grade distrihution of the

mbmhzttheﬁmedtbcbweiﬁnsumy
The adiusted bitals, similarly standasdized,

. emit the grades sxposed for only ofe year
{grades T and Gb i the progran: sehools, and
- grade 7 in the sonprogrm schooll, and are

medkrmpamns between zern and two
.07 gore yesrs exposure, MantehHmentsze!
“ummed uare tests sre used 8o cakoy-
Inte p values, on the baits of actual numbers

by grade. We'have Brposed » striet signdfi-

‘eurce level of p<.61.

® Figures 1 and 2. In exleulsting age st first
tuiemrsemdﬁnhgmnﬁmmﬂ
mwammm wr used regu-
lar lfe-mble snalysis. For the progam
group, the analysts is restricted to the sobset

&mmuamwwmmu.

who were pot sexually wetive prior o the
programs. mmmmammnm
_ student’s reponses 1o detailed guestions on
* sexual sctivity and ‘the timing of first inter-

“course, Age restrictions are abo ivposed i’

memmmmbﬁﬂyhmm

“ples. The tomparison group, therefore, o
wm&gmm&m@a&dﬁnﬂﬂ”
"age, Bolowed for's pericd of comparsble
t&uewimmndedtbewmwhmhb’

_fore the project wes troduged.  ©
@ Figure 3. Io the saleulation of pregrancy

" rates, ft seemed tmportant to include those

students who tansferred to the special
wbw!&xgmpmﬂnmaﬁummw
' ing. Becsuse we had no frormation on their
| exsct month of fist intercourse, we had to
. siaké certain assumptions in order 5 utilize
iﬁgubhmukgiz&pmm We

T sathors gre grasebul 16 Rosera S, principal of e

* Paccguin School kx peeyrst girds, s 5o Lorwits Soyam,

myitare principed, for et wyeance.

16

sexual activity 13 months before they became
pregnant, because 13 mooths is the aversge
delay between &mt cottus and sonception
obnmdmmgnﬂ&ewm:mdem o
both the program and the ponprogrum

. schnals, for whom we had complete docu-

mentation in the baseline data. We were sble

. 1o eatsblish the month of conception smong
" gender, grade bevel and length of exposure to

these young women by means of infarmation
on the esthmated ‘date of confinement pro-
mawmmammwm
feenagers.*

With this tnputed information about the

“tasnth of firt intercourse (which we sl

wsed for the girks in the aggregate dots who

. bad a pregrancy but did not report s date of

£irst coitug), we were able to include these
girls & our caloulations of pregnancy rates,
which were thus made for sl senully active
students in the program and the nonprogram
schools, wsing incremeot-decrement life-

,table annlysts, The extimates were controlled

for Jenigth of exposure t the program, and

* equivaient durutions (16 months, 30 months

and 28 months) among studests attending
%Wwwm 0.

" spectively. Thus, the pregnuncy experiences
" “of young women s ol of the schonis were

reconstructed for periods of 16, 20 snd 28
months prior wm the rurvey, The resulting

fife-table probabilities apply, then, to sub-

m%lcnmﬁ&wmm&m

_grsm may represent quite different cireum-
stances. For exumple, ao etposure of 16

months’ duration’ mesns that the sudent st
tended sehool during the Initlal start-ups peri.

‘od (Jinusry 1982-Tune 16082), had a summer

break, and completed amother scademic
year {eonling with the survey in the springs.
All informetion on these young women
tomes frem the third round of the survey,
‘The 20-month exposure group attended the
Program schoobs for two Aull scademic vears,
upmteéisyuummer The 28-month group
went through the mitial startup period,
two full sademic years and two sumemens.
Both sety of information for thase two last

. §roups come Som the final round of the sur

vey, carried out fa the spring of 1964, Some
of the pregnancies reported among the 18-
month exposure group alw appear among
ﬂ!ei&mtbpwp{n&cnﬁtxmﬂn&zzd
and fourth rounds of the survey, respective-
Iy}, but the 20-month group remsiss fode-
pendent of hoth of the otber exposure

Foups.

W ith regard to the problem of school drop-
outs, there ¥ no resson to believe that the
proportion of dropouts who JeRt school be-
cowse of & pregrancy changed over time, If
_the total number of dropouts did not change
dumgtbcpmgrmwmd specificully, the
pumbers i the schools” categories of drop-

. i

outs In which ptég‘mncy«mkteé drop-out
are likely to appear—then the percentar
pregrant among them should not chang:

‘epcugh to sflect our calculations, In o

there was litthe variation in the numbens &
these categories dropping out bafors, during
or sitey the program: Numbess remuined be
tween eight and [0 in the junior high school
and between 41 and £3 in the senior higl
schoo! i each of the three program years
Therefore, we feel justibed in omitting thes:
young women from our calculations.
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Preparad for the Prevention Sub-Coamittes, Uommittes on Walfare Reform, by
Laurie Schwal %abin, Ph.D., Professor, Johns Hopkina School of Public Health.

In the short time we have today I'd like to address adolescent
pregnancy and its relation to welfare in three ways: first by pro=-
posing four premises upon which I base my view of the issue of ado~
leacent pregnancy - four distinctions which i believe will clarify
the nature of the problem that presents itself to intervention.
Second, by looking at: the relationship between adolescent child~
bearing and poverty and at the limits of intervention based upon
those premises. Finally, by suggesting briefly Ywhat works® =
after I hope we have established what "what works" can legitimately
be expected to do. The suggestions we make for intervention are
hased on the belief that, if we are interested in helping those at
risk of dependency enter the economic mainstream, individual
intervention will be palliative at best; only major structural
change will cure the problems the largexr soclety has created. But,
within the limits of inte;ventian on an indivi&uél level, we do
know something of what can be accomplished by improving perceived
and real options for the future.

Premimas for Intervention
The Two Problems of Teenage Pregnancy:

what then are these premises? First, I would suggest that
there are two guite ﬁiffefent problemeg of adolescent sexual
activity and pregnancy in the United sStates today. The first is a
condition that knows no geographic, social or economic boundaries.
It involves sexual initiation in the mid-teens, and accidental

pregnancy which generally terminates in abortion. Changes that
1



have cccurred over the last 20 years in sexual behavior among
adults have inevitably filtered down to the teenage population, and
lowered the age of first intercourse for the population as a whole.
We call this the sexual revolution. The other problem is quite a
different phenomenon; it hag become & familiar pattern only in our
mogt digsadvantaged communities. It involves sexual onset in the
early pubertal or post-pubertal years, and conception during the
teen years; while it also often results in abortion, it very
frequently results in childbearing. This very early sexual
activity, and conseguent conception, often precede the ages at
which young pecople ¢an or do make conscious choices to parent; I
would propose that this problem of adolescent pregnancy has
different causes, different characterigtics and ‘war& savere
consequences than those same behaviors a few years later - and in
different settings.

where the family, the social institutions and the larger en-
vironment are generally protective of the adaiaaaant and where,
throughout childhood, the young person has developed a strong sense
of self and of his/her present and future pbtantial, adolescents
generally have the ablility to avoid behaviers that put that future
at risk. But where there are few resources to protect children
from risk elther within the’family or in the larger environment,
personal characteristics protective against risk have little chance
to develop ~ characteristics such as positive scholastic achieve-
ment and aspirations, a strong sense ¢f self and future optilons,

and the ability to relate to successful, proximate role models.



The peer behaviors the adolescent observes within the community
have been motivated by the same needs that motivate him or her.
Many of the adolescent behaviors that are seen only in negative
terms by adults ~ because they seem to threaten a healthy transi-
tion to adulthood ~ actually play a positi?e roele to the extent
that they serve needs that are not othervwise served in the yvoung
person's lives. What will “work", then, must in some way seek Lo
identify those needs and meet them.

The distinction between these two "problems® of adolescent
pregnancy is not just academic; it ig highly relevant to the issue
of prevention in poor settings. It suggests that many of the inter-
ventions which can help older teenagers to avoid pregnancy may be
insufficient, by themselves, to help those who are at risk of
childbearing during their adolescent years. Improved sex education
and medical services are clearly indicated for all young Americans,
and may be sufficient for older teenagers in supportive environ-
mants, and in a position to seek out the services they need. Young-
er adolescents and teens in more dangerous environments need these
services too but, for what we have described as the second problen,
they will not ke encugh. Defining adelescent pregnancy as mnono-
litnic has tended to confuse the issues; it has placed too much
emphasis on matters ¢f moral cholce and too little on the social
and econoculic environment. Thus, it can fuel the political flames,
and stand in the way of appropriate intervention.

Pregnancy versus childbearing:

The second distinction that follows from that definition is



the distinction between pregnancy and childbearing. Much of the
work on adolescent pregnancy has focused on the sequelae of too-
early parenting. Unfortunately, the term pregnancy 1is often used
instead of childbearing. It is important to treat these problems
separately, and to make explicit that diatiqction.

Why does this distinction matter to the current discussion? It
raises the phllosophic 1ssue: which 1is truly a government's res-
ponsibility - sex, pregnancy, or childbearing? (Note the distinc-
tions that have been reported between the US and Europe 1in their
approaches to this issue.) But more relevant here is the question
of which is, in reality, related to welfare and economic disadvan-~
tage. Clearly, the answer is childbearing. If the only way to
prevent childbearing were to prevent sexual contact then initia-
tives to prevent sexual activity would be critical, and we would
have to take on the whole sexual revolution. But that is not the
case. "Just say no" is not only not enough; it may be too much!
Much as we may wish that patterns of coital activity among young
teens were different, it is possible to reduce the rate of unin-
tended childbearing even in the presence of early sexual exposure.
Most of the countries of Europe have done so. The focus of inter-
vention to postpone parenthood has to include the opportunity to
prevent pregnancy among the sexually active and to prevent child-
bearing among the pregnant. Also relevant to the prevention of
dependency among those who do carry to term is the quality of care
before and after delivery, again legitimate objectives for govern-

mental attention.



Normal versus norpative:

Ancother semantic distinction of real substantive importance is
the distinction between normal and normative behavior. While coital
contact may not be normative behavior in our soclety during the
first few years post-puberty, it most certainly is biologically
normal, The desirs to experience sexual céntaaﬁ is normal, and
well nigh universal once physical maturation has occurred. In most
socleties, out-of~wedlock pregnancy and childbearing in adolescence
viclate this optimal pattern, and so throughout the ages societies
have tried to set themselves up so childbearing only ocours after
unions are formed; in fact, socleties that are most strict about
that ordering often place union immediately after - or even before
- puberty. As different as influences on the adolescent may be in
different settings, all cultural, ethaic and economic groups in the
United States - whether for moral, economic or social reasons - see
a similar optimal pattern for the life course: to complete school-
ing, gain epployment, get married, and then become a parent, That
same ordering obtains whether you ask a minority mother in the
pocrest urban setting or the most privileged suburban parent.

Why are patterns so different in different neighborhocds,
anong different subgroups, if that ideal 1is shared? BRecause the
strength of this ordering varies according to the perceived rewards
of conforming to it and the ﬁeraaiveﬁ penalties of diverging from
it. And those reward/sanction structures are very different. lLet
ne enphasize that we are not speaking only of teenagers' “percep~

tions" but of the reality they guite rationally perceive. The cur~



rent focus on self-image and self-esteem tends to suggest that all
that has to change is an adolescent's perception of his or her
future; I would subscribe that it's time we admit that their per-
ceptions are usually real; it is the reality, not self-concept
alone, that has to change.

If it is normal to be sexually active, why do most American
teens resist it until somewhat later in their teen years? Because
for them the rewards are great enough and the sanctions strong
enough to control behavior. But where future options are restrict-
ed, job opportunities minimal, the marriage market dismal and hope-
lessness a way of life, it is very hard to argue for the rewards of
delayed sexual activity and childbearing. Similarly, where the
neighborhood pattern is single parenthood and where these single
families are strong enough and willing enough to provide emotional
support for young mothers, it is hard to argue for sanctions. To
some that may suggest that, by withdrawing all welfare support, the
penalty for childbearing can be increased. That course, whose
consequences would be disastrous to several generations, presup-
poses that the young woman consciously and rationally decides to
bear a child. As we will see, that is rarely the case; most girls
tell us they do not want to become mothers during their teen years.
And overwhelmingly, women report that they do not want to be on
welfare. So the notion that teens have babies in order to receive
welfare payments - that they are seeking early childbearing and
welfare as a positive way of life - would be a hard one to defend.

The fact that most Americans appear to see the same pattern as



normative suggests that it should not be impossible to help young
peopla attain that goal. On the other hand, the fact that the bio-
logical pressures are real tells us it won’t be easy.

The wantedness of pregnancy: the concept of ambivalence:

The fourth premise we need to address has to do with the
wantedness of conception. Those who are punitive in their recom~
mendations with regard to sdolescent childbearing often assume that
the path to parenthocod is deliberstely chosen., As I've indicated,
the vast majority of young women tell us in national surveys that
they do not - or did not ~ want to concelve. In fact, 87% of
kirths to adolescents in the 1988 NSFG are reported as unintended,
generally mistimed., The percent unintended or unwanted is even
higher among young blacks than whites. <{learly, they are willing
to cﬁoose childbearing and welfare once pregnant; to many those
appear the only viable options. But there is little evidence that
they see elther of these outcomes as a positive good., If it were
true that girls have babies because they want to get on welfare, it
is unlikely that so many would tell us that they do not want to
conceive. And that gives us an important c¢lue to interventioen,

While few really warnt to have a ¢hild, however, our recent
work has highlighted the level of ambivalence they feel not only
toward childbearing but alsc toward the interventions that can
prevent it. Although 88% of our urban black sample of 17 years and
younger said they did not want te concelive, when a multi-item con-
struct was used to define wantedness more carefully, over 47%

appeared ambivalent toward childbearing in adolescence, About 48%



were uneguivocally negative and fewer than 5% unegquivocally posi-
tive. Even more striking ie the relationship between these res-
ponases and the fertility behavior of the young women in the gtudy.
One might assume that those who are ambivalent toward childbearing
would fall between the other two groups In the rate at which they
bear children. In fact, those who were ambivalent toward chlldbearw
ing were just as likely to have a ¢hild in the subseguent two years
as thoge who unegquivocally wanted to do so. Ambivalence, then, is
2 characteristic shared by many of the girls in the gample that
appears t¢ have a profound effect on their fertility experience.

- Amdbivalence plagues attitudes toward contraception, too, and
we have shown how important a role ambivalence plays in the
probability that a young woman will not contracept or the likeli-
hood she will bear a child. Our work suggested that an inner-city
adolescent was between 3 and 4 times as likely to bear a ¢hild dur-
ing our two~year observation period if her attitudes toward contra-
ception and abortion and her bellefe about the efficacy of contra-
ceptive methods were negative or amblvalent; only those with con«
sistently positive attitudes toward those interventions were less
1ikely to bear a child. This should be no surprise: for the sexu-
ally active, it's very difficult to avoid childbearing. Only those
whose motivation to do so ig strong and whose potivation ¢o use
preventive strategies is also strong can succeed., And yet, with
millions being spent in the media today to convince young women
they don't want to be pregnant, virtually nothing is being spent to

assure them of the efficacy or safety of contraception.



Not only are the behaviors of persons surrounding the ado-
lescent and the nature of the institutions and services available
to her affected by educatjion, aconomic status and social setting,
but these factors alsgso have an impact on childbearing through their
effects on the motivation to avoid it. That implies that there are,
indeed, cholices - not necessarily that a young woman with certain
characteristics *chooses®™ to have a child but that at gome level
she makes the behavioral decisions that lead her to have one. Ker
getting hae a powerful effect on what those decisions will be. If
the c¢alculus of cholce that precedes sexual onset, contraception,
and c¢hildbearing is an important link between poverty and child-
bearing, it is also a powerful place to intervene.

The linits of intervention: ‘

There is good evidence that single, early parenthood iz
associated with lowered income levels compared with motherhood,
even single motherhood, in the twenties. The link to welfare has
been demonstrated, although the degree to which such welfare status
pradatoed the birth of a child to an adolescent is not clear. Our
work with a small inner city black sample suggests that when econo-
mic dependency in the yeare following such a birth is measured by
the proportion of working adults in the household, a baby does make
a difference; when measured by welfare alone, and when welfare
predated the child, it does not. These relationships need more
attention, but clearly the baby does affect the likelihood that the
young mother can go to work andj/or continue her education, It

therefore must have an effact not only on her and her child but on



the economic wellbeing of the primary family with which she

resides,

The four premises outlined above amplify what economists tell

us about the relationship of poverty and childbearing, and suggest

the dimensions that would be required 1if interventions are really

to break that link:

*

That current family structures, distributed in pockets of
disadvantage, are often strong functional units meeting real
and present needs. They will change only 1f structural

changes in the environment alter young people's picture of

_what a family might, realistically, be. Individual inter-

ventions to postpone adolescent childbearing should not be
expected, by themselves, t¢ change those patierns -~ even if
they *work" on the fundamental level of postponing sexual
onset and childbearing.

That initiatives must go well beyond medical services and sex
education if they are to have an effect on childbearing; they
have to have an lmpact on the young person's opportunity
structure - present and future, real and perceived.

Tpat initiatives need to be powerful to overcome the normal
instincts of young people in close, unsupervised proximity.
That there is, however, & normative structure for interven-
tiong to bulld on: maﬁt young women do not want to’he&r
¢hildren during their school years.

That those interventions have to address and to strengthen

both the motivation to avoild childbearing and the motivation
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to use pssitive means €0 avold it; one withoul the other will

not serve the purpose.

But let's be clear about what intervention can do: interven-
tion to delay single childbearing until older ages will probably
have some effect on economic dependency but will not take away the
additional effects of single parenthood. Basic changes in family
gtructure that depend on labor force participation of males and
females, on tax law and welfare law and the state of our noest dig—
advantaged neighborhoods will not result from the kinds of inter-
ventions we describe however successful they may be, Until young
women see men in productive jobs with the potential of playing
supportive roles - economically and emotionally ~ they will conti-
nue to see the women they trust - mothers, sisters, aunts « as the
appropriate partners with whom to ralse a child. Similarly, how-
ever strong and supportive the primary family way be, until young
women can enter productive careers they will not achieve lasting
economic independence.

Altheough in the long run, then, T believe that young people's
motivation to avoid pregnancy can be affected nore by societal
change than clinical intervention, the levels of ambivalence they
report, at the very least, give us somsthing to work with ip the
meantime. The very ambivalence that puts them at risk gives us the
opportunity we need to intervens. If pregnancies are rarely £i11-
ing a felt need t¢ the extant that the young women feel strongly
positive about them, perhaps thelr weak motivation to avoid child-

bearing can be strengthened through intervention. Furthermore, if
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80 many pregnancies are only weakly supported by the young women
themgelves, there is legitimate reason to Intervene - lagitinmate
because in doing we are responding to the young women themselves,
not just to a societal imperative imposed upon them. It makes much
less germane to intervention the academic discussion of the con-
geguances of teenage pregnancy: whether the outcomes we obaerve
derive from the environment or the baby, whether they precede or
follow the pregnancy, 1f the youny women are not ocommitted to
parsnthood, thay dsgerve our support in helping them postpone it.
The Self Center Intervention:

- 1 was asked to describe one very brief but successful inter-
vention undertaken in the 1380's by the Johns Hopkins School of
Medicine and the Baltimore School System. In doing so, 1711 try to
draw some conclusions about what made it work -~ having now set
severe limitations on what we mean by “working". Based on our
perception that intervention teo postpone a first birth had to occur
early in or before sexual expouure and early in chronclogical age,
a program was designed to provide education, counseling and medical
services to a Jjunior and a senior high school. Control scheools
were designated which were available for the evaluation but
received no special services. The design of the services was as
follows: A social worker was asgigned to each of two schools,
available to students every morning for class lectures, and for
small group and individual education. A nurse midwife or nurse
practitioner was also frequently available within the school set-

ting but no medical services were available there. ¥From one or two
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¢'clock on, a clinic was open across the street from one school and
a few blocks from the other with the same two teams on hand to
continue the gulidance process and to deliver reproductive health
care to the gtudente of the two schoole. Males and females could
pregent for group or individual sessions similar to those in the
school health suite, but they could alse recelve contraception,
diagnosis and treatment of sexually transmitted disease, pregnancy
tests, referral for prenatal care and abortion and other wedical or
mental health referrals. All services were free. The walting room
wati 2 hospitable site for discussions, videos and other educational
activities. Egually welcome were boys and girls who were and were
not sexually active. A climate was created both Iin the school ana
in the clinic in which the open discussion of issués of personal
consern was aceceptable and encouraged. The staff focused on inter-
active guldance; they sought to help the studentes understand the
impact of today‘'s behavior on tomorxow'’s course, and thus to change
the calculus of choice on the basis of which the yvoung people nade
thelr present hehavioral decisions.

A rigorous process evaluation produced information on the
exact level of utilization and the cost of sach component of the
program. These data showed that the staff did operate as a bridge
between the school and clinic sites. At younger (Junlor high)
ages, males were just as likely to utilize both school and clinie
conponents as females; that was no longer true in senior high,
although most students were in contact with at least some

copponents of the program. Small group sessions were particularly
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popular; coalescing informally around issues or groups of friends,
or organized by the stadenta or the staff, 3«6 young people would
meet with the aounaalpx for 15~30 minutes. These very popular and
cost-effective sessiong would meet the students' needs for support
from their peere at the same time that they offered more confiden~
tiality than a classroow discussion. They were useful both in the
school and the clinic, and contributed to the open atmosphere that
was created for discussion of formerly taboo subjects, Individual
consultation with the nmedical or social work staff was also avail-
able; ii could be very costly to the program because of the long
periods of time or the freguent sessions it required.

A series of four school-wide shrveys provided the data for an
evaluation of program effects. These effects included a highly
significant increase in contraceptive use, and a reduction in the
period of delay between gexual onset and clinic attendance. There
was a demonstrable postponement in the age of sexual onset and
reduction in pregnancy rates; this reduction was observed in both
abortion and childbearing rates, with the former declininé before
the latter as would be expected. Whereas the sharp increases in
childbearing observed citywide led to an increase at the control
schools of approximately 58%, there was a decline of 30% in the
program schools; thus, whereas the schools had begun with ratherx
similar rates, they ended thé threa;yaar cbservation period with a
difference of almost 90 percentage polnts.
what works? and why?

why did this intervention work as well as it did, and what can
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we learn from it? First, it is important to understand that the
entire program lasted only three years (it was privately funded for
that pericd} and the evaluation lagted only until the end of the
program period; we have no way of knowing whether its effects en=-
dured. Bubt they appeared to be dramatic whila the program was in
place. The program clearly changed the atmosphere in the schools,
opening discussion of personal areas of concern and making it ac-
ceptable to talk and act responsibly. I would suggegt that the
model combined two characteristics that are usually seen as contra-
dictory: it was highly and explicitly focused on reproductive
health, but it was comprehensive in the range of its counseling and
the depth of the guidance it provided. I believe the evidence
suggests that an explicit, honest foous on reproductive and sexual
issues in the context ¢of a broadly supportive program to maximize
human potential is a combination that holds promise - more promise
than either narrow ¢ategorical interventions at oune extreme, or at
the other, comprehensive programs that assume, tacitly, that a
change in future options will auvtomatically c¢hange sexual and
fertility decisgions.

When we ask what works we are asking what can break a cycle
that starts and ends with poverty, rarely one that causes poverty
where it did not exist before. In this context, several "life
optiong® models have shown temporary success that tends to atten-
uate with time, However powerful the individual impact of inter-
vention, the adolescent is returned te a family or community systen

that has not changed. If the connection between the environpent of
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poverty and too early childbearing is demonstrable, and I believe
it is, we have to think in terms of multi~generational interven-
tion. When a generation is compressed into 15 years, a child in a
Head Start program can be only 10 years away from parenthood; to
withdraw support from that child or to wait until he or she reaches
puberty to intervene is clearly gelf-defeating. The 15 year old
wother's educational and employnment career will have potent effects
not only on her present child but on her future fertility and, in
very few vears, on the likelihood that her child will follow suit.
Similarly, the adolescent parent is often relying on the support of
her mother whose economic statusg, work status and ability herself
to parent can have powerful effecte on her other children as well
as on the future of the adolescent mother and her child. Despite
the recognition avcorded to the cyclical nature of poverty, I have
seen extraordinarily little intervention that uses an intergenera-
tional model ~ which may explain why the effects of so many inter~
ventions are dissipated in a few years tinme,

Similarly, little serious intervention has been focused on
nales, Th&‘aﬁaumption that they do not wish to be involved as res~
ponsible partners or fathers is not supported by those who have
worked with them, or even by the reports of many of the youny women
themzelves. And little is centered in the community instead of the
school. The Family support center model igé appealing for its abi~
lity to reach the entire family, its interagtion with the commu-
nity, its intergenerational components and above all because it

doesn't try to compress the support it offers into a time~limited
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*program®; ideally, it remains available to families as long as it
is needed, and can do remarkable things to help them get and stay
on a productive course. There has not been the level of evaluation
of these models that can give us the evidence ve need, but they
make sense and they appear to work.

W¥hat, then, are some of the oharaoteristics of sucoessful
interventiona? They are interactive, not merely didactic. While
they may or may not provide education in a classroom setting, they
allow for group and individual guidance. Hopefully, they reach
young people in time to strengthen thelir attachment to school and
in time to help them avoid a first preqﬁancy. They listen. They
build on the strengths of the young people and the families they
serve, They are caring, responsive and empowering. They provide
gupport over a long enough perjiod and with a consistent enough
staff so that trust can be developed and maintajined. They are
cognizant of and adapted to the developmental, c¢ognitive and
emotional stages of their client population. They are close to
vhers young people are or congregate. Even if they are convenient-
ly located, they find ways to provide a psychological bridge to or
between services (outreach, shared staff, supportive referral,
atc. ). They are cost-free. They <« or some of their critical
components - are confidential. They are culturally sensitive and
acceptable to the comrunity.

What kinds of services do they render? They help young people
define their goals and their vision for the future, and help them

make appropriate connections between their actions today and their
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aspirations. ‘They provide a range of services to meet current
reproductive health needs, including contraceptive and other repro-
ductive health services, ahﬁftien, prenatal and postnatal care or,
if they do not provide them, at least legitimate them and facili-
tate the young person's access in each of these areas. When dealing
with young mothers, they provide parenting education and day care
cpportunities. They provide services -~ educational or job related
- that increase the young womeén's -~ and the young men's - ability
to provide for thelr own futures, or at the very least, motivate
and assist the yourng people to access such services. They do not
axclude youngy men but give thenm opportunities to learn, to partici-
pate and Lo be responsible partners. And ideally, they have some
impact on the fanily and/or community (neighborhecod, school, etc.)
Cwithin which individual adolescents must make their way.

There is good evidence, then, that if objectives are defined
within reasonable limits, some interventions can work. Although
childhood i 2 better time to intervene, adolescence is not too
late. The Head Start program showed that the academic effects of
birth status and economic setting can be ameliorated by early
intervention. But there is good and growing evidence that an
improvement in life circumstances at any time during a child's
young life can change importgnt aspects of his or her development.
Even preventing a second unintended conception to & teenage mother
can help minimize the stresses on several generations - the young
mother, her child and her primary family. The potential for inter~

vention is, therefore, great.
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There is a danger that, by asssrting the power of individual
programs, independently, toc make measureable differences in young
people’s lives, one is relieving the larger society of the respon-
gibility for fundamental, structural change. We think not. There is
too much to be done. The range of categorical services adolescents
reguire are suggested above. But bhayond those services are the
desperate and multiple needs of youny people without education or
jobs, or the rescurces they need to acguire them. We've heard too
much in the last few years about the immorality of teen pregnancy;.
it’s time now to address the nmore fundamental imnporality of a soci-

ety that lets so many of its young people grow up devoid of hope.
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EMPOWERMENT ZONES AND ENTERPRISE COMMUNITIES

‘Petalls of Budget Reconcilfatian Provisions

A, Competitive Designation Process

Designating Secretaries: The Secretary of HUD wilt designete the wrban
zones and the Secretary of Agriculture will designate the yural zones. All
designations will occur in 1994 and 1995, (The Act does not provide for the
creation of an Enterprise Board, bowever, the Admindstration will may establish
the Board and promulgate rulcs regarding the selection and revocstion

. processes.)

Comprehensive Sirategle Plan: Applicanis must mect the eligibility critena
and submit & comprehensive stategic plan for coordinated etonomic, bumas,
community and physical development for the pioposed pominated area. The
plan must describe, amang other things, the plan for coordinated development;
the process by which the affected community was o full partoer in developing
the plan; the amount of State, focal apd private resources thet will be made
availablc in the sominated area; and the baseline, methods of evaluation, and
benchmarks for measuring success in carrying oul the plan. Nu designation
can oceur unless the pominating governmeni(s) provide written assurances that
the strategic plan will be implemented.

Revocation of Designation: The Act delegates to the Designating Secyetary
the task of promulgating regulations outlining the mevocation process.

However, the Conferance Report states that it expects that a designation will be
revoked only afier a hearing on the record and that no replacement designations
will occur zpon revocation of a designation,

B. Number of Designated Areas (Zones)

Empowerment Zopes:

*

9 zones with & urban {and a total resident population at the time of desiguation
of 730,000 or tess), 3 mural. {The reconsiliation bill also provides separate tox
incentives for businesses operating in Indian reservations, as described below.)

Of the 6 urban zones, at least one.must be in a city with & population of
300,000 or less and at least one of the zones irseif must have a population of
50,000 or less and include arcas located in two states,

All may he designated as carly 88 1994 bot no later than 1996. Designation
runs for 10 years, subject jo carly termination for fatlure to substantially
comply with or achizve termos and benchmarks included in the community's
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strategic plan.

Enterprise Communitles:

» 95 zones (65 wban, 30 rural}, (Agsin, ludian reservations addressed separately
below.)

* All may be designated as carly as 1994 but no later thas 1996, Designation
runs for 10 years, subject 1o early termipation for fajlure to substantiafly
comply with or achieve terms and benchmarks included i the community's
strategic piaq.

Eligibility Criteria

1. Geographie and Population Restrictions

»

Urban zones can coasist of up {0 3 noncontiguous areas in Z or fewer states.

Rural zones can consist of up ©
- 3 soncontiguous arcas if locared in 1 state, or
-1 contiguous area if located i up to 3 states.

Stze limits:
- 20 squarc miles for urban zoges.
- 1,000 gquare miles for rural 2ones.

Maximum population:

- For citiks with populations of S00,00 or above, the lesser of 200,000
residenis or 10 percent of ity population.

- For citics with populations less than 500,000, zones can have 3
maximum population of 50,000 residents,

- For rural arcas up to 30,000 wesidents.

2. Poverty Rates:

Generally, within each zone,

) 50 percent of census tracis must have a poverty rate of 335 percent or

more,

. 90 percent of cansus tracts must have a poverty rate of 25 percent or
more, and

L 100 percent of census tracts must have o poverty mate of 20 poreent or
ot

Hood
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Subicet to the following exceptions —

® The Designating Sccretary has no disogtion to reduce poverty criteria
applicable to empowsrment zones. 'With respect 10 snrerprise
sommunities, thie Designating Seoretary may reduce one of the poverty
chtenia by five poreentage points for not more than 10 percent of the
population census tracts (up 10 2 meximum of five population census
fracts), o7, in the altermative, may reduce the 35-percent poverty
threshold to 25-percent for up 1o three population ceosus tracts,

. There is also 3 special exception for census fracis having either (i) no
population, or (i) populetion less than 2,000 residents where more than
75 pereent of the tract is zoved for commercial or industrial use,

* Central business disiricts can be inciuded in zones but any tract
including part of the central business district must have a poverty rafe
of 38 percent or more.

0, Investments Under the Budget Reconclllation Act -~ Approximatsly $2.5 billion in
new tax incentives and 31 bdillion in capped entitiement expenditures. (Additional
momnics will be availabiz for empowerment zones and enterprise communities through
now suthorizations under the Economic Empowerment Act of 1993 and through
diversion of funds from exisling sgency programs.)

E. Capped Entitlement Spending under the Budget Reconcilintion

. $1 billion available under Title XX for grants to States for social services
spending in empowerment zones and enferprise communities desiguated by the
Diesignating Secrefaries.

. Grants in the following amounts will be available 10 states for esch designated
zone:

—- urban empowernment zone: two consgeutive yeany graats of $50 millien
-~ susal empowerment zone: two copsecutive yearly grants of 320 million
-~ urban and roral enterprise communities: one grant of $2.95 million

. The grant funds must be used in sceordance with the zome's comprehensive
strategic plan apd on activities that benefit zone residents.

. Program options for use of these funds include: drug and alcohol prevention
and treatment programs that offer services to pregnant women, mothers and
children; training and employing disadvantaged adults and youth in
construction and rehobilifation of affordsble housing, public infrastructure and

3
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community facktitcs, training in estrepreneurism and self~emplovment; after~
school programs designed to promote and protect families and childron;
services designed to promote copununity and economic development, such as
skills training, job counseling, trantpertation servicss, bousing, counseling,
£ipancial management and business counscling; smergency shelter for
disadvanteged families; programs that promote home ownership, cdusation or
other oules 1o coonomic independence for low income families and
individuals, .

Each mate is required to remit to the Secretary of HHS any amount of the
grants that are pot obligated within two years of payment. Remitted smounty
will be made available to states under the basic title XX plan,

Tax Incentives for Empowcrment Zones and Enterprise Communpities

Tax-exempt enterprise zonc lacllity bonds for zone busivesses

New cateyory of cxempt activity bonds created for loans to qualified zone
busincsscs located in zones,

Up to $3 millicn per business per zone in bond funding and $20 million per
busincss for all zones,

These bonds ars excunpt from general restrictions on finencing the acquisition
of cxisting property and on fngnCing land with 25 percent or more of the not
proceeds of & bond issue, 1h¢ bonds are subject ro the Stale private activity
bond volume cap.

Tax 'imentiveé Avajlabie only for Empowerment Zones

1. Employment and Tralning Credit

-

From the time of designation through the year 2001, eraployer credit of 20

Qoos

percent of the first $15,000 of wages or certain training expenses for smployees

who are zone wsidents and perform substantially all services in the zone, The
maximum credit por qualified employes is $3000 per year,

Credit will be phased out beginning in 2002,

- From 1994 through 2001, the credit is 20 percent
- in 2002, the credit is 15 percent

- in 2003, the credit is 10 perceat

- in 2004, the tredit is 5 pazeent
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The credit is allowable to offset up to 25 percent of alicrmative minimum tax
lisbility.

Qualified wages include certain training and elucational sxpenses pald on
bebulf of the employee.

2. Property expensing ‘

. Section 179 expensing for depreciable property for qualified zone businesses is
mmmwmxmcrofa}sm,mm(z}m cost of section 179 property
that is quaizf‘mi zone property and that is placed in service during the taxable
year. (This increasc 15 in addition to the $17,306 in 1'?9 expensing now
available to all swoall businesses

L This increascd expensing does not apply to buildings.

. The present~law phase—out range 18 expanded from $217,500 to $257,500.
The cost of section 179 property that is not gualified zone property is not
reduced,

» The increated expensing allowance does apply for purposes of the afternative
wmipimum tax (e, # is pot treated as an adjustment for purposes of the AMT).

. Amuong other requirements 10 ensure close ties o the zone, quallfied zone

businesses must have at least 35 percent of employees who are zone residents,
and do not include cemain types of businesscs.

Tax Credit for Contributions to Certain Community Development Corparuiions
{not limited o Zomes)

A taxpayer will receive a erediv for qualified eash contribuiions maidke to certain
CDs. The credit may be claimed for cach taxable year during the 10-year
period following the making of the contribution. The credit claimed for cach
year can equal 5% of the total contribution, for 2 wial of & 50% aedit over
the 10-year period.

The aggregate amounr of contribution may not exceed $2,000,000.

The Secretary of HUD may sclcct up to 20 CDGCs eligible to parlicipete in the
program, at least zight of which must operate in rural areas. Selected CDUs
musk: be tax-cxempt, 501{c)X3} organizations; have a principal purposes of
promoting employment and business opportunities for residents of its target
area; have s 1a7get avea which meets grographic limitations for esmpowerment
zanes angd enferprise communitics and meets certain indicla of distress.

"B
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» The Sceystary shall give priority to CDCs with 3 demonstrated record of
performance in sdministering community development programs which target
at least 75% of created jobs fo low—income or upsmploved individuals,

I Incentives for Tavestments In SSBICs (oot Hmited to Zones)

» Waives antive business requirsment for Specialized Small Business Investment
Corporarions (SSBICs) that would othersvise not-be eligible as s gualificd small
business for the new S0% capital gains exclusion on investments in smalt
businesses.

. Allows deferral of gain by corporate or individual investors from the sale of
publicly~traded securities if the proceeds are reinvested bn the equity of a
SSBIC,

J Expanded Low Jocome Houslng Credit {not iimited to Zones)

s Property developed using HOME funds would be eligible for the credit if 40%
or more of the residents have incomet 1o greater than 50% of the arca median
income.

K. Tax Incentives for businesses on Indian Reservations
1. Accelerated Depreciation

» Allows shorter recovery periods for section 188 depreciation of mvestmoent in
certain “qualified Indian rcservation propeny.”

- 3-year ptoperty depreciated over 2 years.

Swyear property depreciated over 3 years,

T-year propiny depreciated over 4 years.

10-yoar propesty depreciated over § years,

15~year property depreciated over 9 years.

20-year propesty depreeiated over 12 years,

- Non-residential real propenty depreciated over 22 years.

L2 T I A

2. Iodiap Employment Credit

. A 20% credit is available to eniployers for the first $20,000 of qualificd wages
and qualified coployee health insurance costs paid to ¢ach qualified coployee.

» The credit is an incremental credit, such that an employers current-year

quaiified wages and qualified employee health insurance costs are eligible for
the ovedit only to the extent that the sum of such costs excceds the sum of

&
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comparable costs paid during 1993 10 employees whose wages did not exceed
£30,000,



