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Adolescent Abstinence Promotion Programs; • 
An E.aluatlon of Evaiuauons 

Over the past .severa! decades; levels of .sexual activity among adolescents have increased 

considerably, Among the age cohan born between 1963 and 1974.61 pelCent of the men and 58 

p'rcent of the women had sexual intelCourse by age 18. weU below the 43 pelCent of men and 32 

percent of women born between 1933 ,¥,d 1942' ',s. Department of Health and Human Services. 

1995), Both the pregnancy and birth rates to teens in the United States are higher than the rates for 

teens in most industrialized nations (Alan Guttmacher Institute. 1994). A recent Study estimates 

that adolescent childbearing costs U.S. taxpayers approximately S6.9 billion each year in direct 

program costs and somewhere between S9 billion and 121 billion per year in other social costs 

(Maynard. '1996). 

Federal Policy •
Despite Ibe hwnan and economiC COSIS widely betieved to be associated wilb adolescellt 

pregnancy and Childbirth. federal potiey makers expressed ti!!le in~""t in the problem until the 

mid-1970s. atime when adolescent pregnancy and childbirth rateS were actualiy declining 

(Vinovskis. 1988). The timing of Coogressional in~rest seemed to be the result of several factors. 

Fu:;~ a higllly publicized repan by the AIao Ouamacher 1nsti1ll~ (1976) detailed the extent of the 

problem of adolesceot pregnancy and parenting. This repon was frequently refemteed by policy 

makers in their deliberations on the question of bow to respond to the issue of ad01e3cen1 

pregnancy. Second. federal COSIS lWociated wilb adol....,.,,1 pregnancy and childbearing grew 

through !be 1970$. around the same time tba1 public .\Upport for welfare policies and their 

recipients began to wane (Garfinkel" McLanahan. 1986). Third, with !be widespread legalizatioo 

of abortion in 1973. abortion rates for adolescents increased mazkedly. anracting the in~resl and 

concern of anli-abortion legi$latocs. Fmally. adolescent mothers inc:n:asingly chose 10 keep their 

children rather than giving them up for adoption and. additionally. were less likely to matt)' eilher • 



2 • 	 prior to or aiter the child's birth (Luker, 1996). This last demographic trend--the increasing rate of 

nonrnarital childbearing among adolescentS--nas had the effect o( making adolescent mother:s more 

visible to the public. The combined set of (aclOr:s spumd legislative action. 

The Adolescent Health Services and Pregnancy Prevention and Care Act o( 1978 (TiUe V1 , 

of the Health Se"ices and Center:s AmendmentS Act) represented the ftr:st federal legislation 

oxpticiuy and exclusively directed to the issue o( adolescent pregnancy and childbearing. The 

originall<gislation focused heavily on pregnancy prevention and sexuality education, but advocates 

for services for pregnant and parenting adolescentS succeeded in having ihe bill amended 10 focus 

mucb mOre heavily on services for these adolescents than on prevention. The Title V1 program 

was severely restricted by limited (unding. and the program was finally dismantled by Congress in 

1981. 

Concerned that federal family planning ~ces condoned adolescent sexual activity by 

• 	 making con!l'aceptive.s available to lee.... Senate conservative.s led an offon resulting in the passage 

of the Adolesce.. Family Life Act (AFLA, TIde XX of me Public Health service Act). AFLA was 

de.signed to continue suppon for programs for prl!gnallt and parenting adolescents but to 

fundarnenuilly change the natunl of prevention programs it supported. The sponsors of this 

Ie gislltion argued that prevention effons including infonnadon about contraceptive use sent a 

message 10 teens that sexual relations were acceptable or inevitable, thereby promoting sex outside 

of I monogamous maniage. A:I fmally approved by Congress and signed by President Reagan, 

the Adolescent Family Lite N:t restricted prevention activitie.s 10 those that promoted sexual 

abstinence as the sole means of prl!venting prl!gnanC)' and eXJlOSUte 10 sexually traJlSmil!ed 

diseases, prompting critics 10 dub it the "Chastity AcL" In the IS yean since the enactment of 

AFLA. millions of dollars have been spent by the federal government 10 $Uppon whal have been 

called "abstinence-only" sex education. While the federal govemmeDt timding for these prop 

• diminished substantially after 1992, many of the programs funded during the 19805 have been and 

continue to be implemented in communitie.s around the country, despile the faa that very linle 
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information exists in the professional literature conceming the effectiveness of these programs. • 
Characterls!lcs of AFLA.Supported Abstinen<e·Only Programs 

Typically, !he cumcula plans we reviewed were designed for junior or senior high school 

;lUdents and presented over 4 to 9 sessions typically lasting an hour. Through workbook 

exen;ises and classroom discussions, occasionally led by peers and occasionally involving parents, 

students were Iaught thai abstinence is the only bealthy and effective means of preventing 

pregnancy and sexually transmitted diseases. Generally, !he programs sought to inculcate values 

and beliefs supportive of sexual.bstinence prior to marriage through exereises designed to: shape 

values and .nitudes, increase family communication about sexual values, increase knowledge 

about sexual devel?pment, and increase self-esteem. 

While absnnence-only programs are being prornoll:d widely in communities throughout the 

country as an effective tool in reducing adolescem sexual activity. pregnancy. and sexually •
transmitted <fuease. liale information is available with which to evaluate such claims. Despite the 

fact that all AFLA prevention grant "",ipients were required to conduct and submit evaluations of 

their projects, rew of these evaluations have found their way into print We attempt to address lllis 

problem by reviewing a sample of both AFLA·funded and non·AFLA·funded evaluations of 

abstinence only programs. 

Study Design 

We began our project with the inlelltioa ofconducting a rigorous. quaotilalive meta· 

evaluation of a~naHlIIly programs. particularly those funded under AFLA. but quicldy found 

thaI the llmilalions of moSt of the evaluations p"",luded that sttategy. IN!ead. we cbose to conduct 

a more ttaditiooul review the clwac!erisdes of the evaluations and, on the basis of the best 

evaluation swdies. describe wbat conclusions we felt could fairly be drawn. 

Th. progr.oms we included in dtis review are: "S.x Respect" (Weed, Olsen. &: Hooper, 

1987; Eisenman. 1994); "Teen Aid" (Weed, O~. &: Tanas. 1989); "FACTS" (Weed &: Olsen. • 



-l • 1990); "Values and Choices" (Donahue, 1987); "Best Friends" (Rowberry, 1995); "Living Smart" 

(Young. Core·Gebhart, &< Man, 1992); "Success Express Program" (Christopher & Roosa. 1990: 

Roosa &< Christopher, 1990); "Choosing the Best" (Vessey, 1994); "Education Now and Babies 

Later' (ENABL; a variant on "Postponing Sexual Involvement) (Kirby, Korpi, Barth. &< 

C.gampang, 1995): and. study comparing "So< 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 abstinence·only programs. They represent a mix of AFLA·funded and non· 

AFLA·funded programs. ~any of the original AFLA·funded programs were implemented on a 

very small ,cale and appear to have had no life beyond their AFLA funding. Those reviewed. on 

the other hand. were all larger scale programs which continue to be implemented in various 

communities. 

• 

We eJ<llltlinedseveral aspects of these program evaluations: 


• 	 Basic hypotheseS and assumptions of the researchers 

• 	 Study design and methodology 

• 	 Dala analysis 

• 	 Reseillthe,,' interpretations of the results am! conclusions about the program'. 

effeetiveness 

Study Results 

Our srudy revealed numerous common !laws among the program evaluations that we 

examined. 

H)'JlQtheses and Alsumptions 

• 

Few of the evaluations menlioned theories of adole.!c:enl development or models of 

behavior change undertying the inrerventions. Oeea.lionally. evaluation repons contained a variety 

of Slateme.ts about !be corre!ale.s of adole.!c:entsexual activity. For I!Jtan1ple. Weed and coUeagues 

(1989) stated !hat adoIe.!c:ent sexual activity (nol pregnancy or cbildbirtbl interferes will! 

educational achievement and the quality of future relationships, bu, they cite no evidence in support 

7" 
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of this statement. A number. of investigators either stated e'plioidy or implied thaI aWl'Ude change • 
is a good pro.y for behavior cbange (Olson et al., 1993; Weed el aI., 1989; Eisenman. 1994; 

Young, Core·Gebhan. & Marx. 1992; Vessey, 1994), while others e'plioidy acknowledged the 

problems associated with using attitudinal measures. particularly as the sole oUU;Ome variables 

(Roosa and Christopher. 1990: Kirby er aL 1995) 

Desi~D and MeIhodoIQIlY 

Surprisingly, several evaluators failed to provide even the most basic infonnation about the 

participants in theIr studies. such as their ages. racial and ethnic baCkgrounds. bow they came 10 

participate in the study, and the sample size. Only Wee of the evaluations provide substantial 

information on sample characteristics (E.'1ABL. Success Express. Values and Choices). Three 

evaluations provide almost no infollD.tion about the participanlS (Living Sman. Sex Respect, 

FACTS) and the others provide moderale but incomplete information about the samples.. 

Several of the weaker evaluationS provide ~ confusing descriptions of the sample. For •e"""'ple. the evaluator of ''Choosing the Best" staleS thai "ave, 6000 adolescents" participated 11\ 

the study. bul only 3840 are included in the final sample (those wbo completed both the pre· and 

pOSt· tests). No comment or analysis is offered regarding the missing 2160 participants (36% of 

the participants), We also nnd it unusual, to say the least. tharthe original sample is described as 

being "over 6000," Several of the evaluations failed to note other imporrant descriptive 

infollDatiOll, sucb as the ~ of the participants and the !)'lle (public vs. private) and location 

(urban, suburl!3II, rural) of the participating schools. Most of the evaluations failed to note 

whether participation in the ~ntioD was voluntary or mandaloly or whelller students and 

families were allowed to opt out of the programs. 

Most _hers utilized limited and inadequate dependelll me...".", in theirevaluatiollS, 

Only four of the evaluations contain behavioral measures or even self reportS of behavior 

(ENABl. the two Success ExpteSS evaluations, and living Sman). The others relied completely 

on measures of altitudes. values. and knowledge. Th.is is particularly problematic when evaluating • 



6 • programs with the main objective of preventing the onset of sexual.ctivity, The next overhead 

(overhead I) gives an example of the types of anirude/value scales typically used, Ad"'luate 

discussions of the psychometric propenies of the dependent measures were provided in only three 

of the evaluations (ENABL. Success Express), 

• 

The problems created by the use of inad"'luate dependenl measures is compounded in mos! 

of the evaluations by the use of very weak research designs, Only one srudy used. true 

expenmenral design (ENABL). illustrated by the nex! overhead (overhead 2), This is not terribly 

surprising; convincing schools. funders. parents and others of the need for random assignment and 

no. trealment control groups is difficult in the real world. What proved surprismg was that few of 

the evaluations "'en utili2ed quasi-experimental designs. Only the two Success Express and the 

Living Smart and Values and Choices evaluations included na.tre.amtent controls groups. and the 

srudy comparing the'three programs (Sex Respect, Teen Aid. Values and Cboices) used another 

quasi experimental design. The odler live evaluations employed single-group. pmi!St·posnest 

designs, These latter designs. with their many timitatioos. preclude conclusions Il!garding the 

effects of the programs, I...a<:bng control or compa.rison groups. it is impossible to attribute 

changes in measures of anirudes solely to the abstinence programs, Moreover. with only three 

exceptions. the evalUalors colloc1ed data on the dependeDt variables al the conclusion of the 

progrnm only, 	 In other words. only three of the evaluations included foUowup data. 

Data Amlysis 

Willi only four exceptions (ENABL. Values and Cboice$, the two Sucuss Expll!SS 

evaluations). the evaluators failed to .d"'lllalA!ly ~ the msullS of dIeirevaluatiOll$. They-
commonly Called to provide such critical infOnnllllOD as type of statistieal test, sample sizes, means, 

standai1l deviations. and significance levels. In alleast one caae (Cboo.!iiIg the Best) it was DOt at 

all clear that the data were analyzed. Omission of critical statistical information made it impossible 

• 	 for us to derermine whether several evaluato.. employed appropriate statistical tests. Sometimes 

, statistical infann.tion is provided ",ruch makes it clear that the evaluator has a limited graap of tile 
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appropriate inferences [0 be drawn from !he dala (overhead 3). Comparing !his overhead [0 !he • 
questionnaire in overhead I. we see !hal !he "slatistically significanr' findings represent minuscule 

changes from pre!eS[ [0 POS[IeS[ on !he anirude i!ems. The Slatistical !eSt used in !his inS!aJ1ce aiso 

failed [0 control for correlations among lhe items. From the infonnation provided, we concluded 

!hal moS! of !he evaluations employed simplistic and frequently inappropriale analyses (i.e.. 

multiple [-rests). Multiple univariate analyses were commonly used when multivariate analyses 

were more appropriate. 

[rllewretatioos and Conclusions 

Despite the many flaws contained in most of lhe evaluation reportS. we were surprised by 

lite willingness of many of the evaluarol'5 to draw conclusions wholly unwarranted by the data. It 

seemed !hal !he certirude expressed by !he evalualOrs was inversely rebled 10 !he quali<y oC !he 

evaluations: The weakest evaluations uniIonnly cOIICluded !hal !he abstinence programs in 

question had resulled in significant changes in !he pro-abstinence values and anirudes of !heir •
participants. Several oC!hese evaluations went further, concluding thai other variables such as 

sexual activity and leen pregnancy were very likely 10 change a.r a rtsull a/1M changtS in aaitwitS 

and vaiuts. Given the extensive resean:b on the relationship between sexual attitudes, intentions. 

and sexual behavior, we remain skeptical. We are particularly skeplil:al because only one 

evaluation clearly swed thai they had utilized appropriate melhods 10 secure accurale self-repen 

inConnation Crom the srudy panicipants. 

The best evalualioDS, OD !he olber hand, were considerably more cautious in drawing 

conclusions, given the limi1ations oCthe studies. These srudies-ENABL. Val... and Choices, 

and !he twO Success Express evaluations--aiso Cound less cause Cor entb[masm regarding !he 

efficacy of!hese programs. The Values and Choices evaluators Cound DO cbaDges in sexual 

activi<y and small knowledge and pro-abstioellCe altitude changes wbicb disappeared wilhin three 

monlhs. The fllSt Success Express evaluation Cound only one significant effect Cor the program (as • 

compared 10 !he no-treatment control group): participants were mo,.likely to increase !heir sexual 



• 
.'. & 

activity than nonparticipants. No other differences were found. The second Success Express 

evaluation found no changes for program participants for premarital sexual attitudes or behaviors. 

self esteem, or family communication. This study found a nonsignificant trend for participants to 

tnCtease th.etr sexual activity relative to nonpanicipants. 

The strongest evaluation was clearly the ENABL srudy. which utilized a true experimental 

design and a large sample. The results of this evaluation are no mOle encouraging. Atlhree 

rnont.7ts post~intervention, the evaluators found several small but statistically significant positive 

effects On mediating variables for the program. including their pen:eived self-efficacy in saying no 

£0 Se>. their intention to resist efforlS to get them to have sex. and their belief tha, teen sex is nOt 

inevil3.ble. Unfortunately. Ihe.se mediating variables did nOI translate intO behavior change. No 

differences were found at three months with respeCt to sexual and contraceptive behavior, 

pregnancy rates. and SID rares. At the 11 monr.h followup, all positive effects had vanisbed and . . 
• no delayed effects occurred. 

Discu5sion 

Under the Adolescent Family Life Ac~ the federal government has spent millions of doUars 

10 support abstiinence·only sex education. EvalualOtS of many of the fuIlded programs have 

concluded that the curricula are effective in promoting attitudes of sexual abstinence and in 

decreasing sexual activity among teens. Our review of a set of these evaluations suggestS tba1 

these claims are unwamtnted. We are aware of no methodologically sound studielllbal 

demonstrate the effectiveness Of eutricula tba1 well abstiltellCII: as tho 011\)' effective means of 

preventing teen pregnancy. INtead, the best evaluations of abstiMllte-only programs fmd no 

cause for optimism. 'None of the besl studies found positive changes'in bebavior.al vatiables such 

as rates of sexual activity, prognancies, or SID .. The few atlitudinalchanges found in two of the 

evaluations disappeared within a few months of the programs' e.ding. 

There is no credible evidence supporting !be effectiveness ofabstinence-only programs, 

• The best studies conducted 10 date suggest that several of the prognuns reviewed in d!.is analysis, at 

http:bebavior.al
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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 

stressing the value of abstinence and offering behavioral strategies for avoiding unwanted 

intetcoW'Se. mdicate that these "abstinence-plus" programs can be successfUl in delaying the onset 

of sexual activity and in redu<:ing rates of unprotected intercoUIse among teens (Frost &: Forrest. 

1995; IGrby. Short. Collins. et aI.• 1994). but e"en here. the results are not overly encouraging. 

Despite the abSence of findings supporting abstinence-only sex education. such programs 

continue to proliferate and be adopted by schools. Additionally. federal suppon for such programs 

is about to increase dramatically. The Personal Responsibility and Work Oppomutity Act of 1996. 

which was signed into law by President Clinton on AuguSt 22. 1996. conralns a provision that 

will prOVide S50 million in annual grants to states for abstinence-only ptograms. beguuting in 1998 

(overhead 4), Additionally. after years of decreaSing funding for the AFLA abstinence-only 

progIlllll. Congress dramatically increased its funding. •OUI review of wbal many consider 10 be the best of the abstinence..:tDly progIlllllS suggests 

to us that if the federal government is 10 be responsible. both fISCally and ethically. in its effons to 

reduce " ... of teen pregnancy. it mUS1 first practice more diligent oversight over its pregnancy 

prevention efforts. The quality of the AFLA evaluations funded by the federal government vary 

from barely adequate 10 completely inadeqWlle. AI. tI!is point it is not clear that state.S receiving 

abstinence education gIlIllIS under the Persnnal Responsibility oed Wad; Opportllllily Act will be 

reql1ired to conduct evaluatinns of any sort as & condition for receipt of fw:tber funding. S=ndly. 

the government would be wise 10 support additional resean:b on eompteben.sive ab$Iinence-pius 

programs in fight of the modestly ptamising findini' from some evaluations of these programs.. 

Given the cumn! political climate. it is not at all clear that either of these courses will be pursued. 

• 
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Those who work on social change matters ~- aU of us '-- may well remember the 1990s as 

the '~hat works?" era. Everywhere we go. the question is posed -- by foundations, by public • 
officials. by community activists, by the press. The assumption is thal surely, by now. after 

several decades of serious effort 10 make life better on many fronts, especially for those who are 

poor. we would have a reasonable grasp of how best to address our current.problems - violence, 

drug abuse. teen pregnancy, drunk driving. public safety, delinquency. 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 glimmer 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 to Jearn more in the next few yeatS. To meet 

those twin goals. this paper summarizes two recent reviews of program effectiveness ~~ one by the • 

Institute of Medicine and one by WUcox and colleagues. It also notes some major problems faced 

by scientists who would like to do more program evaluation in this field. The paper concludes 

with a question and a brief comment that J hope the conference will ponder as the agenda 

proceeds. 

Before launching into these topics, I want to set the context for my own particular interest 

in the "what works" question as appHed to sex educadon and abstinence programs. It is my good 

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

2 • 



• Pregnancy, and in that capacity, I have spent many hours in recent months talking with experts on 

teen pregnancy and trying to make cenain that the Campaign is set up to be useful. well-grounded 

in the best information available, and appealing [0 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 leenage pregnancy. There are strongly divergent feelings, 

however, on how to do so. Some emphasize the need to reduce sexual activity among teens. 

while others feel that is a quixotic quest and that the real need is for more contraception. Some 

focus mainly on changing the behavior and values of adults. claiming thai teens only reflect what 

goes on around them (thus a major teen pregnancy prevention campaign in California has as its 

• 	 motto, "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 to discourage men from having sex with minors, whHe 

others emphasize adult mentoring, 

In the midst of this mora';s of strongly held views. it is critically important to stick to the 

facts. Accordingly, one of the Campaign's first steps was to estahlish a task force on Effective 

Programs and Researclt Dr, Kristin Moore, who participated in Panel 1. chairs that groups which 

Includes Dr. Kirby among its members. This task: force's mandate is to make certain that the 

Campaign is as soundly hased in science as possihle - to ask if our activities match research 

• 
findings. to stimulate new research where needed, and LO pojnr out where the facts don'l match 

the rhetoric ~~ ours or others. 
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The very first task the group set for itself was to review what js known aoout effective 

programming to reduce teen pregnancy, as Doug has already described, For severaJ reasons, we • 
have a deep and sincere interest in programs (including sex educatjon curricula) that stress 

abstinence. First, abstinence, when it works. works perfectly -- and for that reason alone it must 

aiways he included in the Jist of possible approaches, Second, there are many groups who are 

heavily Invested in this remedy, and because we are eager to include a wide variety of perspectives 

in our work (the "big tent" approach), we have given a lot of time [0 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 to reduce teen pregnancy 

would be to arrest the decline and perhaps even reverse it. And fourth~ our strong sense is that 

most adults would prefer that teens be abstinent in their early and middle years of adolescence, 

Although the consensus begins to break down by the time 11 year-Qlds are being considered·· • 

and cenainly 19 year-olds -- there seems little disagreement about the importance of abstinence at 

younger ages. For all these reasons, the Nationai Campaign to Prevent Teen Pregnancy is very 

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

Remember, incidently, that abstinence programs come in many fonus. Some programs 

stress abstinence alone and decline to discuss contraception~ this is the so<aUed abstinence~only 

approach. Some of these, in tum, insist on abstinence until marriage; others are less precise but 

prefer abstinence through high school or until ··adulthood." variously defined. Another set of 

programs - the abstinence plus ones - also stress abstinence but include instruction on 

conuaception; they tacitJy recognize that many young people do not remain abstinent and 
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• therefore attempl to protect them from the risks of both unintended pregnancy and STDs by 

providing a 1m of information and skills to use the information" 

So. what do we know about the effectivness of abstinence education? Both Dr. Kirby and 

Dr. Moore have referred to their own comprehensive reviews of "what works." I want to add 

two others. The first is a review of about 25 programs designed in some way to reduce 

unintended pregnancy, compleled by a committee of the Instirute of Medicine (10M) and 

published in 1995. The second is a review by Wilcox and colle.gues, presented last Man:h at the 

Society for Research on Adolescence. Both reviews share in common a value-neutral approach to 

Ihe question of efficacy. That is, they looked for findings based on hi gh quality research, not on 

ideology. 

• The 10M review considered those programs whose various outcome measures or stated 

goals were J or more of the following: {t) raising the age of first intercourse, (2) improving 

contraceptive use (or, similarly, decreasing unprotected sexual activity), and (3) reducing 

pregnancy among adolescents, including rapidrq:eat 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 JUSl 

attitudes; and (4) the evaluation results were pubHshed in peer~reviewed journals. With these 

criteria in mind, a national search 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 tbat in some way 
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address unintended 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 • 
pro&f3:llls are a small and 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 coostitute the available body of know ledge regarding bow to inlervene 

effectively at the local level to reduce unintended pregnancy, Since the 10M report was 

published. a couple more programs have released good evaluation data, but these do not 

materially change the conclusions of the IOM'report, 

Here are some of the main findings that emerged from this review of the 23: 

I, Knowledge about how to reduce unintended pregnancy at the local level is very 

limited. Only 13 of the evaluated programs were even somewhat effective in changing sexual • 
and/or contraceptive behaviorS that increase the risk of unintended pregnancy. Thus, knowledge 

about how to reduce unintended pregnancy through local programs is still quite limited. It is also 

apparent thaI even among those programs that did report varying degrees of success, the magni

tude of impact was sometimes small. Success in raising the age of first intercourse, for example, is 

typically measured in increments of months, not years. as was the case with the Self Center in 

Baltimore. 

2. lhere is insufficient evidence to detennine whether abstirience-only programs have 

been effective in increasing the age of first sexual intercourse. To date, available evaluations are 
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• 100 weak to provide evidence for or against the abiHty of abstinence--only programs to help 

adolescents deJay the onset of sexual activity. 

One example of the abstinence-only approach is Success Express, an abstinence-onJy. 

school·based program for sixth through eighth graders. This program used a cuniculum focusing 

on family values and self-esteem, pUbertal development and rePr:OOuclion, conununicatlon 

strategies and interpersonal skills about "how to 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 quasi-experimental 

design. post-test data were gathered immediately fonowing the 6-week intervention; no follow-up 

data were collected at a laler poin!. It is not surprising that such short-term results showed no 

• 	 significant difference in timing offirst sexual intercourse between the intervention and control 

groups (Christopher and Roosa, 1990: Roos. and Christopher, 1990). The only significant finding 

was that boys in the intervention group were more likely to participate in preooital sexual 

behaviors than were boys in the comparison group, 

Another abstjnence~only. school-based program, Project Taking Charge. combined sex 

education and vocational training for low-jncome sevenm-grade srudents, The program was 
, 

designed to promote abstinence from sexual activity through promotion of communication 

between adolescents and their parents and planning for the future in the world of work. Basic 

sexuaJ anatomy and sexual development were taught, but contraception was nOl. a part of me 

• 
curriculum, At both 6 weeks' and 6 months' post-intervention. the evaluation found no significant 
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differences in the sexual behaviors of the Intervention and comparison groups. ahhough the results 

indicated that students in the intervention group may have delayed the initiation of sexual 
, • 

intercourse. However, the small sample size limits the generalizability of the results (Jorgensen, 

1991: Jorgensen et aI., 1993), 

A bome-based abstinence-only program, Facts and Feelings, distributed. videotape 
, 

designed to encourage parents and their seventh and eighth graders to discuss sexuaJ issues before 

the youths' initiation of sexua1 intercourse. The objective of the program was to encourage 

discussion about sexual issues between the parents and the adolescent. and the 10ng~lerm goal was 

to reduce early adolescent sexual behavior. The Videotape promoted abstinence and did not 

include contraceptive information. At the l-year foHow-up, similar rates of adolescent sexual 

activity were found in the intervention and control groups (Miller et aI.. 1993), • 
In the aggregate, the evaluations of programs that encourage abstinence only (with no 

additional material on contraception) provide insufficient evidence to detemtine if the programs 

delayed the initiation of sexual intercourse or reduced the frequency of intercourse, More research 

is needed to understand the impact of these programs more precisely, 

3. Sexuality education programs that provide information on ooth abstinence and 

contraceptive use neither encourage the onset of sexual intercourse nor increase the frequency of 

intercourse among adolescents, In fact. programs that provide both messages appear to be 

effeciive in delaying the onsei of sexual intercourse and encouraging contraceptive use once 

sexual activity has begun, especially among younger adolescents. •
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• Concern has been expressed that sexualify education leads to earlier sexual intercourse . 

Ten of [he 23 evaluated programs were sexuality education programs that taught students about 

the benefits of abstinence for young adolescents as well as the benefits of contraceptive use once 

sexual activity had begun, All of these programs reported that the onset of sexual intercourse ~as., 
not higher for the intervention group, nor was the frequency of intercourse higher for the 

intervention group. In fact, 7 of the 10 intervention programs had outcomes that can decrease the 

risk of pregnancy. such as rajsing the age of onset of sexuaJ intercourse, decreasing the mean 

number of acts of sexual intercourse, and increasing contraceptive use among those students who 

were already sexually active. The remaining three programs had mixed results, bUI 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 yourself'), program 

evaluations indicate thal adolescents do not have difficulty absorbing this twcrpart message or 

sorting through the information to find the material most relevant to their own situations. ]n 

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 sex.ual 

activity. Even in the face of different methodologies and srudy Jocales. the aggregate effect of 

sexuality education is in the direction ofpostponing 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 

• 
information on both ahstinence and contraceptive use is Postponing Sexual Involvement: An 
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Education Series for Young Teens. This program includes tWO components: one on postponing 

sexual involvement and one on human sexuality. The fiJ"St component emphasizes that abstinence • 
is the best choice for young adolescents, and the second component provides basic infonnation on 

reproduction and contraception. This combination has been shown to be effective: fewer members 

" 
of the intervention group than those not offered the combined course initiated sexual intercourse. 

and contraceptive use was higher among sexuaUy active studentS In the intervention group than in 

the comparison group. 

The Reducing the Risk program also iUustrates the effectiveness of the dual message, This 

corrieuJum was based on several interrelated theoretical approaches and expJicitJy emphasized that 

adolescents should avoid unprotected intercourse. either through abstinence or by using 

contraception, Result'i indicated that SIgnificantly fewer students in the intervention group than in • 

the comparison group became sexually active. Of the students who did report being sexuaJly 

active. significantly fewer reported the practice of unprotected sex. either by delaying first 

intercourse or by increasing contraceptive use. 

Not aU programs offering dual messages have had such clear success, however, For 

example, Teen Talk, a school~based program that uses small group discossions as a key 

feature, had mixed results. The curriculum was designed to make adolescents aware of the 

serioosness 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 evalua~ 

tion reveaJed that young men in tbe intervention group were significantly more likely to have 
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• 
abSlained from sex. than were young men in the control group, Young women in the 


, 
intervention group, on the other hand, wefe no Jess likely to begin sexual activity than young 

women in the control group, and furthermore, among the participants who became sexually 

active foHowing the program, the women in the control group were significantly more likely 

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

Sexuality education in school-based settings was considered carefully in a comprehensive 

review by Kirby and colleagues (1994), The researchers identified slUdies of school-based 

sexuality education and HIV~AIDS education programs and summarized the results; although 

they looked at a slightly different program universe than the 23 programs reviewed here. the 

overlap is considerable. C.onsistent with the analysis presented in this chapter, they learned that 

• 	 ncne .of the programs that discussed both abstinence and c.onlJaception significantly hastened the 

.onset .of intercourse. Nor did the programs change the frequency of inlercourse among those 

students who were sexuaEly experienced pricr tc receiving the curriculum, S.ome programs also 

increased contraceptive use among students who were sexually inexperienced at the onset .of the 

program. They conclude that. overall, effective programs: 

• focus specifica1ly on reducing sexual risk~taking behaviorS that might lead to unintended 

pregnancy or HIV or SID infection: 

• use socialleaming the.ories as a f.oundaticn for progmm development; 

• provide basic, accurate inf.ormati.on about the risks .of unprotected interccurse and 

• 
methods of avoiding unpr.otected intercourse through experiential activities designed t.o 

II 
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personaJize rhis information; 

• Include activities that address social or media influences on sexual behaviors: • 
• reinforce clear and appropriate standards to strengthen individual values and group 

nonns against unprotected sex.~ 

• provide modeJing and practice of communication and negotiation skills; and 

• provide training for program implementation, 

Recently, WHcox and colleagues (1996) reviewed a more specialized universe of 

abstinence programs - those funded by the federal government through Title XX of the Public 

Health Service A<:t, the so-<:alled Adolescent Family Life Act. This legislation was based on the 

finn 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 Family Life Act, the federal government has spent millions of 

dollars to support abstinence-only sex education. Evaluators of many of the funded 

programs have concluded that the curricula are effective in promoting anitudes of sexual 

abslinence 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 

methodoJogka.lly sound studies that demonstrate the effective ness of curricula thal teach 

abstinence as the only effective means of preventing teen pregnancy, ]nstead, the best 
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• evaluations of abstinence~only programs find no cause for optimism, None of the best 

studies found positive changes in behavioral variables such as rates of sexual activity. 

pregnancies, or SIDs. The few anitudinal changes found in two of the evaluations: 

disappeared within a few months of the programs' ending. Credible,evidence is lacking to 

show the effectiveness of abstinence-only programs, Additionally. there is mounting 

evidence suggesting that these programs are generally ineffective, 

So, where are we? First. the abstinence-plus approach appears to delay first inlercourse 

and increase effective contraceptive use once sexual activity has begun. Second, we are not sure 

whether many abstinence...on!y programs are successfu1 in rasing the age of first intercourse. and 

most of the evidence suggests they are not. Pul 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 ~- that some abstinence-

only programs have been shown to be ineffective, I'd like to focus on part one - thar in many 

instances we don't tnow one way or the other. Why is it, after all these years of innovation and 

experimentation by deeply caring individuals who beHeve in the merit of their work:. that we know 

so Hl1le w~ not jus1 about abstinence~only programs, but about pregnancy prevention programs 

generally? 

As detailed in the 10M 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. merhodologicaHy rigorous evaluations that incorporate random • 
assignment or the development of it comparison group can be expensive~ for example, it is often 

necessruy to hire outside evaluators, especiaHy for smaJler programs with limited staff. Few 

programs have the additional funding readily available in their budgets for such an undertaking. 

and program staff may be reluctant to spend program dollars on research evaluations that would 

not immediately translate into Ihe ability to provide more or higher"quality service, In some cases, 

evaluations are mandated by federal or state legislation, but additional funding 1S often not 

provided for in the legislation or 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 

additional funds for evaluation can be raised from. for example, local founciati,?ns, but success 

with such an approach is often limited. This perennial problem in finding or being provided with • 

adequate evaluat~on fmancing sets the stage for a particularly distressing sequence of events: a 

program is put in pJace without adequate funds for evaluation, and then when it is unable to prove 

its effectiveness. it is criticized 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 a classroom or teen mothers receiving public support in a 

community program. The sample size is usually limited, and often there is a selection bias toward 

people who want to participate in the program. Small sample size makes it difficult to detect 

statistically significant dIfferences between intervention and'comparison groups. And comparison 

groups can be difficult to selecI~ in some cases because clinically oriented programs often provide 
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• basic health services that mignt be unethical to withhold. Derennining the intervention "dosage." 

or amount of time spent in a program, is also challenging and must be carefully tracked, because 

some participants attend all segx;ncnts of the program and some attend only a few. Similarly, the 

fact that pregnancy prevention programs often consist of many components .makes it difficult to 

assess the relative effectiveness of each component. It may be that no singJe component is the 

most effective piece. but rather that it is the combination of components thar is effective. In 

addition, longitudinal follow-up of participants is difficult in general. but is particularly chaUenging 

in repnxJuctive health programs because of confidentiality issues. 

Another problem faced in many program evaluations is that outcome measures are lilTlited 

10 self-reported sexual activity and contraceptive use. Such reports may be unreliable, but there 

• 	 are often no alternative outcome measures available, save the most conspicuous consequences 

such as sexually transmitted diseases (STDs) and pregnancy. Even these obvious outcome 

measures can be diffieult to assess precjsely, For example, altnough births can 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 evaluating 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 anention on process evaluation (Le.• the careful 

• 
collection of data on dient characteristics and service utiJization) and that third panies should 
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undena:ke well-funded impact evaluations (i.e., OUtcomes and long-tenn foHow-up) of various 

program models thal target different subpopulatiofiS. • 
And finally. there is the problem of the general social environment The past 10 or 15 

years have not been hospitable to research that might be seen as sex~reJated and therefore 

controversial. For example, very little survey and ethnographic research on sexuality has been 

done in the past two decades. Not only 1S it controver.;ial politically to conduct research on sex

related issues, but involving adolescents in such research. particularly without parental consent, 

can raise legal issues as welL 

During the 1980s especially. the federal governmenl severely cunailed systems of dala 

collection that had been used to monitor a wide variety of programs related to fertility. such as the • 

national family planning reporting system. The view seemed to be that because such programs 

were seen by some public officials as objectionabJe. it was best to down play or ignore them 

altogether by. among other things. collecting little Infonnation on their actlvities Or effects. Thus. 

the facl thaI only 23 programs met the 10M's evaluation criteria may reflect more the polilical 

climate within which pregnancy-related programs: have recently operated than a disinclination 

among program leaders to evaluate their activities, In addition, during the 19805. the withdrawal 

of much federal funding from all bul abslinence-only programs may have had a chilling effect on 

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

programs. 
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• If we want to move ahead in understanding how to do effective education for abstinence-

or effective sex ed generally, we are going to have to address three of these hurdles. SpecificaUy; 

1, Public and private seemr funders will need 10 invest substantially more money in 

program evaluation. For exampJe. 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 to swallow. but if we fail iO make 

adequate investments in research. we will be here again in five years bemoaning the limited 

information available about how to improve matters. 

2. Researchers and program leaders alike need to adhere (0 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 particuJar, 

we need to hear more about what has been tried that didn't work out, and why that might be. 

3. AU of us need to help con vince policy makers at aU levels that their timidity about 

research in this area js 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 develop effe<;uve interventions, 

whatever their makeup. 

With progress on an three fronlS, several years from nOW we may well have a few 
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programs or curricula from the "abstinence-only" approach that have been shown to raise the age 

of first intercourse: we'd probably have some more abstinence~pjus approaches as well. If so, • 
communities will (hen have a greater range of options (0 choose from as they confront the 

challenge of pregnancy and STDs. As I 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 adolescents. 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 little 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. For these young women, the notion of 

taking control of ones sexuality ~~ of saying no. of remaining pure, of rejecting inappropriate and 

unwanted sexual advances NN seems a hollow message that fails to understand their history, their 

fears. and their great vulnerability. What is the connection between abstinence and these young 

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

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-pJus. Teen 

pregnancy_ the spread of AIDS and STDs - teen sexual activity generally·· have many 

antecedents and e"planations. We would be foolish to thjnk 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 therefore limited 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 compete with a media culture that saturates hours of ~vel)' single day in an 

adolescent's life with messages that are lypica1ly in direct opposition to all of our curricula? How 

can we expect a small program to be an equal match for movies in which everyone is sexually 

active and unmarried and no one seems the worse for wear? The answer, J think. points llS to 

working as much at the culturru and instjrutionallevel of our nation as we do at the small program 

level Or, as we sometimes say at the National Campaign to Prevent Teen Pregnancy. for every 

hour you spend working OneRon-one with an at-risk young person. spend an hour also on 

changing the public conversalion and culture in complimentary ways. 

• 
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A National Strategy to Prevent Teen Pregnancy 

Despite the recent decline in the teen birth rate. teen pregnancy remaIns a significant problem in 
this country. Most 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 mortality rates. They are also fur more likely to be poor. About 80 percent of the children 
born to unmarried teenagers who dropped out of high school are poor. In contrast, just 8 percent 
of children OO,!, 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 nationat strategy to prevent out-of-wedlock teen pregnancies and to 
a directive. under the new welfare law, to assure that at least 25 percent of communities in this 
country have leen pregnancy prevention programs in place. 

Building on our previous work in this area. our national strategy is designed to: 

L Strengthen the national response to prevent out..Qf~wedlock teen pregnancies. 

II. Support and encourage adolescents to remain abstinent. 

Our national strategy wil1 build on existing public and private-sector efforts and on initiatives in 
the new welfare law by helping to provide the tools needed to develop more strategic and 
targeted approaches to preventing oUl"'<lf-wedlock teen pregnancies. h wiH strengthen ongoing 
efforts. across the nation by increasing opportWlities through welfare refonn; supporting 
promising approaches; building partnerships; improving data collection, research. 'and 
eva1uation; and disseminating infonnation on innovative and effective practices, 

This strategy win also send the strongest possible message 10 teens that postponing sexual 
activity. staying tn school, and preparing for work are the right things to do. In particular. our 
new Girl Power! public education campaign wiIJ engage the Department's teen pregnancy 
prevention programs In efforts to promote abstinence among 9~ to 14~year-old girls. 

KEY PRINCIPLES 

As we move forward in implementing the national strategy, we win adhere to and promote the 
five prinCiples that research and experience tell us are key to promising commWlity efforts: 

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

Abstinence: Abstinence and personal responsibility 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 avoid 
pregnancy. 

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

Sustained Commitment: Real success requires a sustained commitment to the yOWlg 

person over a long period of time. 




THE NATIONAL STRATEGY 

I. Strengthen The National Response To Prevent OutwQ(~Wedloc:k Teen Pregnaneies • 

Teen pregnancy is a problem that impacts nearly every community. The responsibility to solve 
this problem (jes \Vith all of us. including families, communities. and young: people themselves. 
In calling for a national strategy, Congress has recognized the critical importance of assuring that 
every community, large or small, urban or rural, is working to find solutions to this problem. 

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

A. Increase Opponunities Tbrough \\'elfare Reform 

The welfare law signed by President Clinton on August 22, 19% ealls for additional efforts to 
prevent out-of-wedlock teenage pregnancies and to assure that communiliesengage in local efforts 
to prevent teenage pregnancy, These additional efforts are a critical component of our national 
stlategy. As President Clinton has said, "Nobody should get pregnant or father a child wbo isn~ 
prepared to raise the child, love the child, and take responsibility for the child's future." HHS win: 
work with the states to provide guidance, to capture lessons learned from these welfare reform 
initiatives. to identify successfuJ and innovative strategies. and to disseminate that informatio,n to 
aU interested parties. 

Personal Responsibility for Minor Parents, Under the new welfare law, wunarried minor • 
parents will be required to stay in school and live at home, or in an adult..supervised setting. in 
order to receive assistance, The law also sUPJ?Orts the creation of Second Chance Homes for teen 
parents and their children who might be at nsk of abuse if they remained in their 0\\11 homes, 
Second Chance Homes are expected to provide teen 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 nutrition, and in avoiding repeat 
pregnancies, 

Abstinence Education. The new welfare taw provides $50 million a year in new funding for 
state abstinence education activities. begiMing in FY 1998. States will be able to target these 
funds to high-risk groups, such as teenage boys and girls most likely to have children out-of- . 
wedlock. These new funds will be available through the Maternal and Child Health Block Grant. 

Incentives for States. Under the new welfare law. HHS ",ill award a bonus to as many as five 
states in the country that have the largest decrease in out-of-wedlock births wbile also having 
abortion rates lower than in 1995. The bonus will equal $20 million per state if five states 
qualify, and $25 million per state iffewer states qualify. 

The Touchest Possible Cbild Support Enforcement, Througb tougher child support 
enforcement we will send the strongest possible message to young girls and boys that parentliood 
brings responsibilities and obligations and that they should not have children until they are ready 
to provide for them. The new welfare law includes the child support enforcement measures 
President Clinton proposed in 1994 ~ the mOSt sweeping crackdown on non~paying parents in 
history. The new measures include: streamlined efforts to name the father in every case; 
employer reponing of new hires to locate non-paying parents who move from job to job; unifonn • 
interstate child support laws; computerized state-wide collections to speed up payments; and 
tough new penalties. lIke dri vers' license revocation, for parents who fail to 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 located in communities across the country. 
HC!wever, HHS plays an important leadership role in sponsoring innovative and promising 
strategies tailored to the Wlique needs of individual comnllillities. Excluding HHS~funded 
programs that reach commWlitics through StaleS (c.g., Medicaid and the Maternal and Child 
Health Block Grant), HHS'supponed programs th.t include teen pregnancy prevention reach an 
estimated 30 percent ofcommwtities in the United States. This represents about 1,410 
communities 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 develop 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 
Disease Control and Prevention (CDC) and the Office o(Popul.tion Affairs (OPA). Additional 
funding for these programs in FY 1997 will enable communities across the country to expand 
their teen pregnancy prevention efforts. 

The Community Coalition Partnership Program for the Prevention 0' Teen Pregnang: is 
one ofHHS's most comprehensive and innovative teen pregnancy prevention programs. The 
CDC iaWlched the program in 1995 by awarding grants to 13 communities with high rates of 
teen pregnancy located in II stateS. The funds have been used to strengthen eXisting 
comrnunity~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 help the 13 community coalition 

• 
partnerships implement their action plans and evaluate their impact, as welJ as to support related 
data collection. evaluation, and dissemination activities. 

The Adolescent Family Life Program (AFL't. crealed in 1981~ supports demonstration projects. 
approximatelyone~third of which currently provide abstinence-focused educational services to 
prevent early unintended pregnanc:ies.sexuallytransmitted diseas~and HIV/AIDS. Most 
projects provide comprehensive and innov3liveheaith. education. and social services to pregnant 
and parenting adolescents, their infants. male partners. and their famiHes~ with a major emphasis on 
preventing repeat pregnancies among adolescents. In FY 1996. the AFL program funded 17 
projects in 14 states, which 'NiH be continued in FY 1997. An additional $7.6 minion in new 
funding win be used to enablesmallercommunitiesto develop and implement about 40 abstinence
based education programs and about 60 larger prevention demonstration projects, fonowing the 
abstinence education definition in the welfare law. 

C. Build Partnerships 

BuiJding partnerships among all concerned citizens is essential to preventing leen pregnancy, 
which President Clinton has described as "'our most serious social problem." Tackling this 
problem 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 to refine the national 
strategy as well as to improve our ongoing efforts. By building pannerShips among national, 
state, and local organizations; schools; health and socia! services; businesses; religious 
institutions: federal, state and local governments; tribes and tribal organlzations~ parents: and 

• 
adolescents. we will be able to unite in our efforts to send a strong message ofabstinence and 
personal responsibility to yOWlg people and to provide them with opportunities for the future. 
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An important partner in this effort will be the National Campaign to Prevent Teen Pregnancy. In 
his January 1995 State of the Union Address. President Clinton challeng'ed "parents and leaders all 
acrOSS this country to join together in a national campaign against teen pregnancy to make a • 
difference." A groupef prominentAmencans responded to that challenge. forming the National 
Campaign to Prevent T eon Pregna.ru:y ("Campaign"). The President has pledged the help of the 
Executive Branch in this non-panisan. private-sector effort. 

The mission of the Campaign is to prevent teen pregnancy by supporting the values and stimulating 
actions that are consistent with a pregnancy· freeadolescence, The Campaign is designed 10 
support the efforts oflocal communitiesand to make sure that local community effonsare based on 
research about what works. The Campaign is helping to build partnerships with the media. the 
business sector, and others. and HHS looks forward to working with the Campaign in 
implementing the national strategy. 

The strategy win also include a partnership effort with federal, state, and community 
organizations that work on behalfof teenagers with disabilities. Teens with learning disabilities. 
mental retardation. mental illness, and physical disabilities present a unique set ofchallenges in 
preventing oU1..of~wedlock pregnancies. Mainstream programs can be highly effective, but the 
unique characteristics of teenagers with disabilities also must be taken into account in developing 
and implementing these programs. As part ofthe national Slrategy, HHS will work to address 
the special chaHenges in preventing out..(.)f~wedlock teen pregnancies among young men and 
women with disabilities. The strategy wiU address issues such as program access. the need for 
targeted materials. and opportunities for education and skills-building to give teens with 
disabilities a positive future and a beaer chance of avoiding teen pregnancy. 

D. Improve Data Collecnou, Research, aud Evaluation 

Data collection, research. and evaluation are aU critical for contributing to our understanding of • 
the magnitude. trends. and causes of teen pregnancies and births; for deveioping targeted teen 
pregnancy prevention strategies; and for assessing how weB these strategies work, whether on 'a 
locaL Stale, or national level. As part of the national strategy, HHS will work to strengthen each 
of these important activities. 

pata CoUedion and Sprveillanee. National statistics on teen birth patterns, including sUtte~by~ 
stale data. are now available nearly a full year earlier than in prior years, a result of a more timely 
approach to collecting, compiling, and publiShing vital statistics data. The new system builds on 
advances in computer and commWlications tecMotogy as well as the CDC's National Center for 
Health Statistics (NCHS) long-standing collaboration with state vital statistics offices. 
Preliminary teen birth rates from the new system for 1995 were published in October 1996 and 
future statistics will be reponed semiannually. (See Appendix ll: Teen Birth Data). The CDC 
also provides consultation to states and local areas to enable them to compute estimates or teen 
pregnancy and other related indicators. 

The upcoming release in 1997 afthe new National Longitudinal Study of Adolescent Health 
(Add HEALTH) .• comprehensive Sludy of adolescent health funded by HHS' NationallnSlirute 
of Child Health and Human Developroent (NICHD) and other HHS agencies, will provide an 
opportunity to increase our knowledge aoout risky behaviors and resiliency factors in adolescents 
and about envirorunenta! influences. including parents. siblings. ~ schools, neighborhoods .. 
and communities. The National Survey of Adolescent Males, supponad by NICHD, OPA. and 
other HHS agencies, and the 1995 cycle of the National Survey of Family Growth, conducted by 
NCHS with other HHS suppon. will also provide relevant infonn.tion on the behavior ofyoung 
men and women, • 
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Research and EvaluatioD. While promising approaches to reduce teenage p:regnancy have been 

• 
identified. a comprehensive review of teen pregnancy programs funded by HHS and conducted 
by Child Trends. Inc. indicates that most interventions have not been rigorously evaluated to 
assess their impact or to identify the components that contribute 10 program success or failure. 
Using our demonstration programs, we will work with our panners to increase our understanding 
of what works and what does not. For example, the CDC's Community Coalition Parmership 
Program forme Prevention of Teen Pregnancy is helping each commWlity to incorporate 
evaluation into its teen pregnancy prevention strategy. In addition, the National Institutes of 
Health is sponsoring research on interventions to prevent teen pregnancy. 

The Child Trends report also indicates that further research is needed in a number ofareas of 
normal adolescent development. including why certain adolescents engage in high~risk 
behaviors, why some adolescents are able to negotiate safely to adulthood, and what factors 
influence adolescent sexual behavior, including media influences and cultural nonus. In addition 
to its own research studies and demonstration projects. HHS will provide information from its 
new survey data, (e.g.. Add HEALTH), to help ,esemhers answe, these questions. 

E. Dissemillate Informatinn on Innovative and Effective Practices 

Sharing information about promising and successful approaches is critical to the replication and 
expansion of teen pregnancy prevention efforts across the country. Poiicy makers, program 
administrators, tax payers, media producers. community leaders. parents, and adolescents all 
need to know about the approaches most Hkely to be successful in preventing teen pregnancy. 

• 
HHS will continue to work with its partners 10 highlight innovative practices at the federal. state. 
and locaJ levels and to disseminate new research and evaluation ftndings, For example~ at a 
White House press conference in June, HHS released "Preventing Teen Pregnancy: Promoting 
Promising Strategies: A Guida for Conununities" highlighting five teen pregnancy programs Ihat 
evaluation shows 10 be promising. (See Appendix 1lI: Promising Strategies). Ongoing efforts 
include outreach to 105 Empoy"..:rment Zones and Enterprise Communities to encourage and help 
them to include teenage pregnancy prevention in their community development strategies, The 
Department will also disseminate new informalion on the deve1opmentalneedsof youth and on the 
use ofbroad~basedactivities to help teenagers avoid risky behaviors leading to teen pregnancy_ In 
addition. HHS currently supports a variety of resource Centers. clearinghouses, and toll-free 
hotHnes al both the state and national level that provide infonnation and technical assistance to 
stale and community-based health. social service. and youth ..serving agencies. (See Appendix 
IV: Program Contacts and Other Resources). 

II. Support and Encourage Adolescents to. Remain Abstinent 

To reach adolescent populations at risk. for premature sexual activity and pregnancy, we must 
develop comprehensive effons specifically tailored to the unjque needs, interests. and challenges 
ofeach group, including targeted messages that work. Although the national strategy must send 
the strongest possible message to all teens that postponing sexual activity~ staying in school, and 
preparing to Work are the right things to do, the research shows that girls and boys experience 
some aspects ofearly adolescence in different ways. because they encounter different social,' 
cultural, 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 ofpregnancy. 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 . 
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The national strategy wit! place a speciaJ emphasis on encouraging abstinenc~ 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. 1996. is a multi-phased. national •public education campaign designed to galvanize parents, schoois. communities, religious 
organizations, health care providers, and other caring adults to make regular sustained efforts to 
reinforce girls' self-confidence, by providing them v.ith positive messages, meaningful 
opportunities, and accurate infonnatjon on a variety of key health issues, The Girl POVt-er! 
abstinence education initiative includes: engaging aU HHS teen pregnancy prevention and related 
youth programs in sustained effons to promote abstinence among 9- to 14-year-old girls, and 
developing and implementing a national media campaign to involve parents and caring adults in 
sending a strong abstinence message across the country, 

The nalional strategy will also focus on boys and young men. Significantly Ie.. 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 to develop effective prevention strategies, particularly those promoting abstinence, for 
boys. These efforts will include working with the Administration's Fatherhood Initiative to 
ensure that men, including pre-teen and teenage boys. receive the education and support 
necessary to postpone fatherhood until they are emotionally and financially capable of supporting 
children. The strategy will also build on existing Departmental efrons, 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 to use their 
networks to pIOmote activities that encourage abstinence among girls and boys. With their 
jmportant effons in stimulating parental and community involvement, these programs wiH help • 
provide the sustained commitment necessary w help prevent teen pregnancy. 

• 
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APPENDIX I: HHS ACTIVITIES 


The Department of Health and Human Services supports a variety of effons to help communities • develop comprehensive teen pregnancy prevention strategies that reflect five principJes: parental 

• 


and adult involvement. abstinence, clear strategies for the furore, community involvement, and a 
sustained commiunent. We estimate that, through our support~ at least :30 percent of 
communities across the country already have teen pregnancy prevention programs in place. This 
estimate will dlffer from a simple count of the number ofcommunities served by the follov.ring 
programs due to overlapping sites and other factOrs (see note below for methodoJogy). Our 
national strategy will build upon, strengthen, and expand the most promising efforts to assure 
that every community in the country is working to prevent oUi~of-wedlock teen pregnancies" 

HHS Progfams 

• 	 The Community Coalition Partnership Program for the Prevention or Teen Prqnaon 
is one of HHS' s most comprehensive and Innovative teen pregnancy prevention programs. In 
J995, the Centers for Disease Control and Prevention awarded grants to community-wide 
coalitions in communities with high rates ofleen pregnancy, CDC awarded approximately 
$250.000 per year for two years to 13 communities in 11 states to help these communities 
mobilize and organize their resources to suppon effeclive and sustainable teen pregnancy 
prevention programs. The next phase begins in FY 1997 when a total ofS13.7 million is 
available to help the 13 community coalition partnerShips implement their action plans and 
evaluate their impact. as well as to suppan related data collection, evaluation, and 
dissemination activities. 

• 	 The Adolescent Family Lire Program (AFL)' created in 1981+ supports demonstration 
projects, approximatelyone~thirdofwhich currently provide abstinence-focused 
educational services to prevent early unintended pregnancies. sexually transmitted diseases, 
and mvIAIDS. Most projects provide comprehensi ve and innovative health. education, 
and social services to pregnant and parentingadoJeScents. their infants, male partners. and 
their families, with a major cmphasis on preventing repeat pregnancies among adolescents. 
In fY 1996. the AFL program funded 17 projects in 14 states. which will be continued in 
FY 1997. An additionalS7.6 million in new funding will be used to enable smaller 
communities to develop and implement about 40 abstinence~based education programs and 
about 60 iarger prevention demonstration projects. foilowingthe abstinenceeduc:ation 
definition in the welfare law, 

• 	 Reproductive Health and Family Planning Services (under Title X of the Public 
Health Service ACt) are provided to nearly; million persons each year, nearly one third 
of whom are under 20 years ofage. Abstinence counseling and education are an 
important part of the Title X service protocol for adolescent clients. To address male 

• 
involvement jn preventing unintended pregnancy. the Title X Family Planning Program 
will supplement existing community-based programs to develQP effective approaches for 
providing family planning education and services to males. 

I-I 




• 	 Healthv Schools. Healtby Communitie§,a Health Resources and Services Administration 
program created in 1994. has establishedschool~based health centers in 27 communities in • 
20 states and the District ofColumbia to serve the health and education needs ofchildren 
and youth at high risk for poor health. teenage pregnancy l and other problems. 

• 	 The Social Se",,; ... BWck Grant (SSBGl(under Title XX ofthe Social Security Act) 
provides funding to prevent, reduce, or eliminate dependency; achieve or maintain self
sufficiency; prevent neglect. abuse. or exploitation of children and adults; prevent or reduce 
inappropriate institutiona1 care; and provide admission or referral for Institutjona1 care when 
other fooos of care are inappropriate. SSBG Grants arc made directly to the 50 states, the 
District of Columbia, and Puerto Rico, Guam, the Virgin Islands, American Samoa, and the 
Cornmonv.'Calth of the Northern Mariana Islands to fund social services tailored 10 meet the 
needs of individuals and families residing within that jurisdiction. 

• 	 The Communit)'Sfn'ices Block Grant. which operates in all 50 states. the District of 
Columbia. and the territories. enables JocaJ community agencies to provide low-income 
populations. including youth a1 risk. withjob counseling, summer youth employment, GED 
instruction. crisis hotlines, infonnation and referral to health care. and other services, 

• 	 The Indepfndeot Livi!!e: Pro2n1tD, run by the Administrationfor Chiidrenand Families, 
provides funds to states to support actlvitiesranging from educational programs to prognu:ns 
that help young people who are making the transition from foster care to independent living to 

avoid early parenthood. This program supports activities in all SO states and the District of • 
Columbia. 

• 	 You1h Pro2rams inclUding Runaway and Homeless Youth Programs. Transitional Living 
Programs. and the Youth Spons Program. address a wide range ofrisk factors fOT teen 
pregnancy. TogetheT~ these programs operate in 620 comnllmitiesin SO states and the District 
ofColumbia, 

• 	 The Communily Schools Pr!!2ram was created by the 1994 Violent Crime Control and Law 
Enforcement Act to support activities during non~schoo) hours for youth in high-risk 
communities. Funds ate awarded to public~private partnerships of community-based 
organi~tions to provide a broad spectrum of supervised extracurricular and academic 
programs after-school and during evenings. weekends and school vacations. Grantees also 
train teachers. administrators. social workers. guidance counselors. and parent and school 
volunteers to provide concurrent social services for at-risk. students. The Administration for 
Children and Families awarded $10.15 million in grants to 54 communities in 1997 under 
this program. 

• 	 Healtbv Start has 22 demonstration projects operating in 25 states (one project operates in 
three states) to reduce infant mortality in the highest-risk areas and to improve the health and 
well~beingof women. infants. and their families. Among a broad array ofservices provided. 
thousands of teenagers participate in prevention programs exclusively designed for adolescents 
that encourage healthy lifestyles. youth empowennent.sexuaJ responsibilityjconflict resoJurio~ • 
goal sening. and the enhancememof self ..esteem. 
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• Maternal and Child Health Services Block Grant (TitIe V) funds suppona variety of 

• adolescent pregnancy prevention activities in 59 stales and jurisdictions that include adolescent 
pregnancy prevention programs, state adolescent health coordinators. state prenatal hotlines. 
family planning, technical assistance, and other prevention services. Approximately 85 percent 
of the block grant funds are distributed under a formula which requires a match by the states, 
More than Sl billion is generated underthi, federal·stat.partnership, Through the block 
grants, approximately 610 school·ba,edand schooJ.linkedcenters are supported, In addition. 
the Maternal and Child Health Bureau administers a program of discretionary grants using 15 
percent of the Block Grant appropriation, In FY 1995·96, the Bureau awarded approximately 
144 discretionary grants to support adolescent health programs each ofwhich 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 Colwnbia have been awarded grants to stImulate economic and human 
development and to coordinate and expand suppon services. As they implement their strategic 
pians, some sites are including a focus on teenage pregnancy prevention and youth 
development. 

• 
• Health education ig schools supports the efforts ofevery state and territorial educ81ionagency 

to implement school health programsto prevent the spread ofHIV and sexually transmined 
diseases (STDs). Assistance is also provided to 13 statesto build an infrastrut:ture for school 
health programs. Efforts are targeted at preventing early sexual activity, SIDs, HIV, drug and 
alcohol abuse. tobacco use, and injuries . 

• 	 Community and migrant health eenten. including family and neighborhood health centers. 
operate in 1.647 sites in 643 communities in all 50 states, the DistriclofCoJumbia, and six 
territories. The centers provide primary and specialized health and related services to 
medicalt y-underserved adolescents. Some centers include special hours or clinics for 
adolescent patients, 

• 	 Indian Health Service(lHS) provides a full range ofmedica 1 services for American Indians 
and Alaska Natives. IHS supports projects targeted at preventing teenage pregnancy, and its 
prevention and treatment programs also have a speciaJ emphasis on youth substance abuse, 
child abuse. and women's health care. 

• 	 DruC treatment and prevention programs include services to prevent first time and repeat 
pregnancies among teenagers. One hW!dred twenty..tworesidenlialsubstanceabuse treatment 
programs for pregnant and postpanum women. as well as women with dependent children. 
receive support to provide faJnily planning. education. and col1llSelingservices in 39 States. the 
District ofColumbia, and the Virgin Islands, Also, 25 programsto preventsubstance use and 
other adverse life outcomes serve high~risk female teens in 13 States and the District of 
Columbia, 

• • Health Care and Promotion under Medicaid provides r"tedicaid-eJigible adolescents under 
age 21 with aCcess to 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 also funds family planning services at an enhanced match fate for 
states. The federal government pays 90 percent ofstate expenditures for Medicaid family • 
plaruting 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 ~d reproductive health. 

Evaluation llnd Research 

HHS has conducted research~ surveiUance. demonstrations, and evaluations on an ongoing basis 
to gather and provide infonnation and technical assistance: on the magnitude, trends, and causes 
of teenage pregnancy and on prevention programs and approaches that work~ including; 

• 	 I'Bu;ioDine. Too Soon; Adolescent Sexual Behavior, Prew0ty, and Parenthood" is a 
two-volwne comprehensive review completed for HHS by Child Trends, Inc. in June, 1995 
ofthe most recent literature on teen sexual behavior. pregnancy and parenthood and the 
effectiveness of teen pregnancy prevention p~grams, 

• 	 As part of iLs Youth Risk Behavior Surveillance System, CDC helps states monitor criticaJ 
health risk behaviorS among reenagers, including sexual risk behaviors that result in HIV 
infection, other STDs, and teen pregnancy. In 1995.40 states and territories and 16 large 
cities collected comparable data. 

• 	 The upcoming release in 1997 afthe new National Longitudinal Study of Adolescent • 
Health (Add HEALTH), a comprehensive study ofadolescent health funded by HHS' 
Nationallnstitut. ofChild Health and Human Development (NICHD) of the National 
Institutes 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 parents. ~jblings, peers. schools. neighborhoods. and 
communities. The National SUnley of Adolescent Males, supported by N1CHD, OPA and 
other HHS agencies. and the 1995 cycle ofth~ National Su ...ey of FamUy Growtb 
conducted by NCHS with other HHS suppOrt, will also provide relevant information on the 
behavior ofyOWlg men and women. 

• 	 National Institutes of Health also conducts re~arch and evaluation studies of promising 
interventions. including the "Adolescent Pregnancy Prevention programn, "Preventing 
Problem Behavior Among Middle School S,udents" program, and the "Research on Sexually 
Transmitted Diseases, Violence. and Pregnancy Prevention" (RSVPP) project 

• 
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NOTE: 

Measuring the Proportion of Communities witb Teen Pregnancy PreventioD Programs 

Recent declines in the teen birth rate, and indications of further decIines in the teen pregnancy 
rate, suggest that the numerous pubHc~ and private~sector efforts across the country to prevent 
teen pregnancy ate baving a positive impact. Measuring all the factors: that help adolescents 
postpone premature sexual activity and avoid pregnancy is difficult) however~ since individual, 
famHy, and community characteristics are all influential, Nevertheless, measuring the proportion 
ofcommunities that have at least one teen pregnancy prevention program in place (estimated by 
dividing the number of such communities by the number of communities in the United States) 
provides a rough sense of how many communi1ies are responding to this problem ~ith specific. 
targ~ted prevention efforts, 

To develop a sound. albeit conservative. estimate of the proportion ofcommWllties with teen 
pregnancy prevention programs, the estimate includes only those programs supported by HHS. 
HHS-supported programs that include teen pregnancy prevention services as a component are 
diverse. ranging from comprehensive health and sodal services to substance abuse treatment and 
HIV prevention education, The number of leen pregnancy prevention programs funded by HHS 
includes those programs funded 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 location ofeach 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 
excludes HHS funding provided directly to stales (e,g" Medicaid, Maternal and Chlld Health 
Block Grant) which states may use to fund aCltvittcs in multiple communities. 

Since (here is no single standard definition for community in the United StaleS, the estimate uses 
a definition of community based on areas identified by the Commerce Department's Bureau of 
the Census. This definition includes aU incorporated places with a population of 10,000 
individuals or more {2.673) and all 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 defini tion, for example. Montgomery County. Maryland would consist of four communities, 
including Ihree 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 caiculations. 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 proponion represents about J.41 0 communities across the country. 
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APPENDIX II: TEEN BIRTH DATA 

In October 19%. the National Center for Health Statistics (NCHS) inaugurated a new statistical 
series designed to provide more timely release of national and statcwlevel birth statistics (1). 
These data will provide state and local health offidals with a timely first-look at trends in these 
important measures of their community's health status. NCHS will publiSh data from the new 
statistical series on a semi~annual basis, The next report -will be issued in early spring of 1997, 
and will cover the period July 1995-July 1996. 

The October release included births for 1995 and U.s. birth rates for teenagers 15-19 ye"" old. 
The data covered "'all races" and white. black, American [ndian. Asian or Pacific Islander, and 
Hispanic subgroups. The October report 3Js:O provided data on the percent of all births occurring 
to teenagers in each state, by race and Hispanic origin. Other state-level birth data available from 
the preliminary report include births 10 unmarried mothers. low birth weight. prenatal care 
beginning in the first trimester, and births by cesarean delivery. 

After NCHS completes finaJ processing of birth data for a given year? additionaJ. more-detailed 
statistical tabulations can be produced. In December 1996, NCHS published a report ofstate
level birth rates for teenagers wltich is included in this appendix (2). The report includes data for 
teenage subgroups 15-19, 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 199().. 
94. NCHS expect. 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 
stale and local 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 to 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 rales as wen as the 1991-94 trend 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 doubJe 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 rales 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 yeaIS 1976·92. National 
data on teen pregnancy are updated on a regular basis as soon as the required data on births and 
estimates for abortions and fetal losses can be assembJed for a given year. National rates for 
1993 and 1994 are expected to be available in 1997. State-level teen pregnancy statistics have 
been published for 1980 and 1990-92. Updates of state rates for 1993 and 1994 are anticipated 
for 1997. 
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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, MA.; 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 Slates for 1970-94 arc shown 10 put the Stale: changes in perspective. 

• 
U.S. rales for 1990-94 are shown by race and Hispanic origin of mother and for 
teenage subgroups 15-17 and 18-19 years as well as for teenagers 15-19 years. Also 
presented in the same dclail are birth rates by mother's Stale: of residence for 1994, 
and birth rates for teenage: subgroups by State: for 1990-94. 

Met~Dcscriptive tabulations of birth rates for teenagers for the Vaile<! States 
and by Stale an: presented and explained. 

Reslllu-After increasing from 1990 to 1991, birth rates declined for American 
teenagers during the years 1991--94; rates fell 3 percenl each for teenagers 15-17 and 
18-19 years. Preliminary data indicate that the birth rate for teenagers 15-19 years 
oontinued 10 decline in 1995. with a total decline of about 8 percent during the 
1991-95 period. The largest declines were reponed for black teenagers, with smaller 
declines measured 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 fatility· Sta!e-basc:d birth ralCS· Fertility tteDds; Teenage pregnaocy 

Introduction 

, This n:port presents national and 
State-level data on teenage birth rates for 
1990-94. The early 1990's have witn~ 
a slow but steady decline in birth rates for 

teenagers. Rates have declined steadily 
for black teenagers and for teenage sub
groups 15-17 and 18-19 ~; rates for 
wbite teenagers have generally decl.ined 
wbile cbanges in niles for Hispanic teen
agers have been less oonsistent. The data 

in this report show the patterns i.n tccoage 
birth rates by State and the extent to 
which the recent national declines are 

shared by all States. Teenage childbearing 
oontinues to be an important social issue 
because studies have shown that teenage 
mothers are more likely to be poorly 
educated and more likely to face li!ctime 
p:weny. 

Although birth rates for teenagers 
were substantially higher in the early 
1970's than i.n recent years, most teenag
ers givi.ng birth i.n the earlier period were 
married, whereas most teenagers giving' 
binh recently arc unmarried. 

The birth rate for married teenagers 
was about 13 percent lower in 1994 than 
i.n 1970 (388 per 1.000 married women 
aged 15-19 compared with 444). More
over, the proponion of 15-19-ycar-olds 
who were married was less than 5 percent 
i.n 1994 compared with 14 pcrccnt i.n 1970. 
lD contrast to the cbaDge i.n childbearing 
by married teenagers. the rate for unmar
ried teenagers has riscn vinually without 
i.nterruption. although the pace of inaeasc 
has slowed considerably since 1991. For 
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unmarried kenagm 15-19 years, the rate 
doubled from 22 births per 1,000 in 1970 
to 46 in 1994. The rale for younger teens 
aged 1.S-17 yean rose from 17 to 32 per 
1.000, while the rate for older tuns rose 
from 33 to 70 per 1,000 unmarried women 
aged 18-19 yearn. At. a consequence of 
1htst _ ill marriage and dtildbeariog 

among teenagers. the proportion of all 
teenaged births occuning Ie unmarried 
teenagers has risen dramatially during 
this period. For teenagers 15-19 yea£S. 

tbe prttpQrUon m$e from 30 pen:ent in 
1970 to 76peroent in 1994 (shown in 
lable A). The percent unmarried nearly 
doubled [or yoUDg ttenagelS 15-17 yeatS 

and more than tripled for older teenagers 
18-19 ycam. 

The vest majority at teenage child
bearing is urunlended. Data on teenage 
pregnancy trends (including information 
an i.n.duced abonions and feLa! losses as 
wen as live births) in the 1990's are more 
limited than .art data on live births. TIle 
data in this report provide some informa
tion on the extent 10 wbicb efforts 10 

reduce teeDage pregnancy are suceeeding. 
Slate-level birth rales for WlIIW'Tied 

leenagers can be computed. only in ceDSU.S 
years when the necessary population data 
are available. Rates for unmarried lcellag

en> by Slate bave been published for 1980 
and 1990 (1-2). In addilion. rales for 
teenagers under 15 years of age are Dot 
shown in tbis repon because the numbers 
of births are relatively smaU. 12.901 for 
tile entire United States in 1994. ThI.1$, 
the numbers are too smaIl to compute 
reliable r.ates for many StaleS, 

Methods 

Data shown in thls ttpon are based 
on 100 percent of the birth otrtifieatf,$ 
registered in all States and the Distrid of 
Columbia. More than 99 percent of births 
occurring in this country are registered, 

Tabae A. Pm;;ent Cf lNa bllt". to 
unmm1od~ 

15-19 '5-11 '8-19,..,. ,... 
19904 ........ 
 ..,.199(1. _ .•. " '" 
1985. _ •.... _ ".. 
196Q. _, , • , • _ 

t975 . . " .... 
.. ." '" 

' 
.'.'..,. 

19"70. " .... " ,. ., 
'" 

Population data Cor computing birth rales 
wen: provided by the U.s. Bureau of the 
Census (3.4). Tables sb01Ning data by 
Stale provide information for the 50 States 
and the District of Columbia. Rates are 
00; sbown for Puer10 Rico, the Vugin 
lsllmds, and Gwun, beca.... the populatio. 
data by age ne:edcd to compute teenage 
birth rates a~ DOl available (or the::se 
are;t$, Stale rates are based on mother's 
place o( resideacc. 

All tabulatiollS arc by race and ffis.. 
panic origin of mother 11$ n:potted on the 
birth oerti6cate. Race and elhn.idty dUf'er~ 
cntials in rates ioI teeaagers may reftoc1 
d-ilfereDCe$ in inwme, education, access 
to health care-. and health em: coverage. 
AdditionaJ information 00 the computa
lion of blrtb rates. population denomina~ 
tors, and statIstical significance is 
presented in the Technical notes. _ 

Results and discussion 

There were 505.488 live births to 
!cen'8""' 15-19 yean: ill 1994 rcmtillg 
in a birth mte of 58.9 per 1.000 women 
age<ll5-19 y_ (tAbk I). The birth ,,'e 
for teenagers !ell steadily trom 1970 (68.3) 
'01976 (52.8), • 22·.,."".. decUne, flue:. 
tuated modesl)y oycr the next 10 years 
reaching a 1(,l'I'W o( 50.2 in 1986. i-:nac.as.cd 
oollSiderably-by 24- percent- from 1986 
to 1991 (62.1) and then declined steadily 
from 1991 to 1994. by 5 percent overall, 
to its CUIl'UII level (table 1 and fi8lln: 1). 
Prelim.inary data indicate that the U.s. 

teenage birtb rate declined again in 1995 
to 56,9 per 1,000, .3 perccntlower than in 
1994 (5). 

The birth rate (or tec:nagern. agoj 
18--19 yeats: was 91.5 in 1994. more than 
twice the rate Cor teenagers- 15-17 years 
(37.6). The trend in the birth ratcs for 
teenagers 15-17 )'ea.rs and teenagers 
18-19 years bad essentially the same 
pattern during the 1970-94 period, but 
the disparby betwct:D the tates for the two 
age groups dilbinisbed somewbat because 
the ra~ for older teenagers to 1994 was 
much lower than in 197-0, while rates (Of 

younger teenagerS were csscntially the 
same in 1970 aad 1994. 

Tabk 'Z 6bows tccnage bUtb rntc:s for 
each yt.at. 1990-94. ror each State and 
the District of Columbia. In 1994, birth 
rates fot aeenagen; 15-19 years tangcd 
from a high of 114.7 in tile Distrid of 
Columbia to a low of 30,1 in New Hamp
shire. In geoenI. the 10 States with the 
highest l<iillCS in 1994 were located in the 
South or West wlUle the 10 States with 
the lowest rates wen: in the Northeast and 
MIdwest (figure 2~ The ...., "'gioIW 
variation in birth rates was also evident 
for the mote detailed age groups of 15-17 
and 18-19 years. 

The majority of States bad lower 
birth rates for teenagers in 1994 than in 
1991, the year with the m::cnt high point. 
The State with the lugcst decline was 
Maille (18 .,.""",,), followed by Vcrmaot 
and Alaska (16 pewent), !dab<> (14 pe!'> 

_~ and Montana (12 .....ot). """'" 

"'" lGO 


t20 

c 

18-19 yeranIIi GO '-  -~ r-_ 
/" -- 

~-- - - ls..t9yoon! 
-•!!. 
~ ... ..........: .. ~.
-. .. ~'-~-~-- tt_._. 15-17~ 

, , , , , , , , , , , ! ! , , , , , , ! , , , !21)',.,. 
19'" .... 1985 '1191) 

! .... 
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Other than 10 highest 

Rata not $ignifl~
difterentfrOfrl U.S. 

IgHI~r_'0_ 
10 towest nnas 

half of the States had declines of between 
S and 11 percent while the teenage birth 
rate fur 13 States and c.bc Distria of 
Columbia was DOl significantly different 
in 1994 _ in 1991 (6&'1"'3).10 geoaa1, 
many States with the II;fWeS1: rates in l~ 
experienced !he Wga.t declines. For !.he 
more detailed age groups 1~17 and 
18-19 years. the majority of Sates had 
decLines in ratu (or both age groups fot 
tbe 1991-94 period (table 2). Many 
changes in rates Cor detailed age groups. 
~aJly 15-17 years, are DOl smistj. 
cally signific.ant because: the numbers of 
births are small. 

Birth rales for black and Hispanic 
teenagers 15-19 years were very similar, 
104.5 and 107.7, I"C$pectivcly, and were 
about two and a bali times the rate (or 
noa-Hispanic wbile leenagers, 40.4 
(table 3). Th.is pattem bas been observed 
for many years (2.6). The rale (or black 

per 1.000. "the rate for non~Hisp.anic white 
teenagers dcctincd 7 percent. from 43.4 
to 40.4 per 1.000. ud me tale for His
panic teeogers: rose 1 perctnt. from 106,7 
to 107.7. The disparity between the rate 
fOt noo~ffispanic whilt IUnagcrs and the 
rates for black and Hisp.mic teenagm 
wl$ observed fur both 15-17 yt:at aids 
and 18-19 year aids (table 3 and ng~ 
ure 4). 

The panern o( lower birth rates (or 
non-Hispanic wbite than (or black and 
Htspa.n.H: teenagers wAS evident lc almost 
every State in wbich there wttt suffident 
data 10 compute birth rates (or all groups 
(table 4). The birth rate for non..ffispanic 
white teenagers 15-19 years varied 
between 63.1 in Arkansas and 15.3 in the 
District o( Columbia; the rate for black 
tec:nagers varied between 142.3 in W'tS
consm and 66.4 in New Mexico; the rate 
for Hispanic teenagers: varied between 

and Hispanic subgroups have bcco noted 
for sevetal yeatS (1,2,7). 

WIth few ~ birth rateS for 
teenagers 18-19 yeatS \lICfe at least double 
the rates for youngu tnmagers 15-17 
)'eaf$, This pattml wu 00sen>ed for all 
races: combined as well as for raciaJ and 
Hispanic origin subgroups. 10 the age 
group 15-17 years. ra.tcs were higher for 
black and His""",, ....._ dun for 
noo*H.ispanic wbite tecDltgen. Among the 
areas for which binh ratt:s could be reli
ably computed for black leen.agers 15-11 
years. rates were highest in the DWrict of 
Columbia, Illinois, and Wisconsin 
(105-107 per 1,000 women) and lowest 
in New Mexico. New York, aod Washing
100 (51-52 per 1.(100). Birth rates for 
Hispanic teenagers 15-11 years were c.om
pUled (Of 35 States, Rates were bigbes'l in 
ConnectiQ.lt aod ~usctts (101 per 
1,000) and lowest in LoWsiana aod Mary

teenagers (ell sharply during the 1991-94 159.6 in NOM Carolina and 49.3 in Loui. land (28-34 per 1.000). Birtb rateS for 
period, by 10 percent, from 115.5 to lQ45 siana. These relationships wilhiD racial non-Hispanic white teenagers 15-17 years 

http:ConnectiQ.lt
http:6&'1"'3).10
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.... lass than 5.0 percent• 1 0.0 peroent or more ~ No .significant change 

s.o.G,9 ..""'''' 

5.0.7.9 percent 

were substantially lower than for black or Alabama, AlXansas., ~rucky, and Mis
Hispanic leeoagers; rates were highest in sissippi (35-37 pet 1.(00) and lowest 10 

15-17 18-19 

Flgum.c. Blrth nMs by nteO ttn4 dJnkfty for mathenl ,$-17 and 16-19.,..,.. Of Ifge: 
Untrod St'.atIsa. 1994 ' 

Hawaii and New Jersey (8-10 per 1,000). 
hl1erD$ were s.imilar for older teeo

agers: rates were higher for Hispanic and 
black teenagers than for DOo-Hispanic 
while ttenagers. AmODg the 31 States. for 
which birth rales for Hispanic ceenagers 
were ooa::tpllted. rates n-utged from 80 to 
100 per 1,000 women aged 18-19 yean; 
in Florida trnd Lou..i.siaaa to 234-275 per 
1.000 in Georgia and North Carolioa. The 
variation in rates Cor black teeaagers 
13-19 Y"f'$ was um;rwer, with a nmgc 
of lOS per 1.000 in New York: to 193-200 
per 1.000 in llUnois and W"""""", Rates 
were substlultially lower for nOD
HispWc whl.. __ 18-19 y<ars, 

tangiu.g _ ']9 '" 33 per 1.000 (New 
Jersey and CoI'l1leclicut) to' 98-101 
(ArI:m!sas. KeaIutky. aud To_>

Some of the differences in over.all 
.... by State n:Ilect ~ in Ihc 
<:OIIlpOSitioo of tile -8" populariono 
by race aad H.ispanjc origin. Given that 
birth rates for Hispanic no black 

• 
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teenagers ate more than double the nues

• for non-Hispanic white teenagers. States 
with relatively high proportions of His
panic and/or black tocnagers in their popu~ 
lations would be expected to have higher 
overnll teenage birth rales. This is in fad 
the case. Birth n.les standardized for di!. 
ferences in population composition by 
t'llCC and ethnicity ·control for these com
pO$itional differences (table 5}. The staII

dard population used was the dismllution 
of all U.S. teenagers by nec aad Illipanic 
origin (_ Technical noIes~ 

For example, the staudar4iz.ed t«:n~ 
age birth rate fot California for 1994 was 
56.5, considerably below the actual nit 
of 1t.3. 'This dUfCTmee n:sults from the 
relatively lower proponioo of HispaWcs 
in the U.S. population coiap;ued _ the 
California populatinn. The most dramatic 
exampie of the compositifltlaJ effed: was 
for the District of Columbia. The 
standardized rate, 43.9, was well below 
the actual rate of 114.1. re.floc:t.iDg the 
much lower proportion o( bbt~ wom.e.tl 

in the U,S. population oompared with the 
District of Columbilt.. For many StaleS,

• the standardized. rate was often higher 
than the actua! rate. An example is- M.in~ 

nesota. with a standardized rate or 54.3 
compared with the actual nle or 34.4. 
Compared with the U.S. teenage popula· 
lion. Minnesota bas subnantiaHy fcwer 
Hispanic and black teenagers. 

When Stale rates an:: examined scpa~ 
nldy by race aad Hispanic origin. certain 
geographic patterns emerge. For example. 
15 of the 11 highest ntet; for Doo..fiispanie 
white teenagelS wen: generaJ.ly in the 
South. Cooverse!y. 16 of the 18 lowC$t 
rales were in the Nortbeasl, Middle Atlan~ 
tic. and Midwest. Of the L5 highest :rat" 
for black tC'Cnagers. 13 were ill the Middle 
Atlantic iGd MidW(:Sl Stak$. There: was 
flO COosl.stCIll pattern in the Swcs with 
the lowest rates for black teenagers. 
Althougb the Hwp.nic populal:ioo is 
rugbly concentrated gwgrapbic.tlly. with 
more than 60 percent of all hirtbs 
ocaming to residents of California ud 
Texas. birth rates for H.ispa.nk teenagers 
for those States were 001 amot:lg the

• higmL Then: was on apparent pattern in 
the States with higb and low rates for 
Hispanic teenagers. 

Altboug,b birth nt(<:s have fallen fot 
tanagers in the. 1990'So IlOIlctheles::s the 
rates rep:!rted for 1994 art still as b.igb or 

higher than they wen: two decades earlier 
(figure 1), Despite Ibe drop in lhe nne for 
teenagers 15-11 ye~ lhe number of 
births for this: age group i.ncreased by 
2 ~rcr:nt in 1994. a n:flection of the 
3-perccnt iDcrease in !.he number of tee.n. 
agers from 1993 10 1994 (3). Popul>tioa 
projections sbo.w that lhe number of 
wo.men in this age group will continue to 
rise. over the ner'( several years (8). Thus, 
without larger declioes in the birth rate 
fot this age group. the number of bi.nhs to 
young teenagers can be expected co. con
tinuc to incrca.se, 

The number or births to older u::en~ 
.getS 13-19 y.... changed very little 
betwUll 1993 and 1994. because the 
1-pera:nt decl.i.oe in the birth rak. was 
matched by a 1-peteen! inctcase it! the 
~t' of women iD that age group (1) 
'l'be llumber of teenagers l&-19 years is 
projected to Olfltinue to increase over the 
next several yeatS (8). In order for the 
number o! Wrtb.s to ded.ioc. the binb rate 
win have to ded.ine fUrther to oompe.n-
SIte for the increa.sil'Ig number of WODlCIL. 

The rates in this report can be useful 
in assessing the extent to which programs 
to tedUCt; teenage pregnancy are sucx:ccd
ing. ~hensive asr>essmenl. how~ 
¢'Ie!, requires that data on legal induced 
aboruon and fet.all().!i:$ be combined with 
the" Uvc-birth data to prodUCt; teenage 
pregnaacy rates, State·Icvc:1 pn:pancy 
tate$ bavc been pubUsbed for 1990-92 
\1$)- For the: period 1991-92., State teen
age pregnancy rates declined .signifi
canlJy, by 210 15 pcn::cnJ.. in 31 Of the 4:2 
reporting areas for which age-specific 
abortiou data were available. The U.s. 
rate for women aged 15-19 years declined 
3perc:enl from 1991(0 1m from 115.0 
pregnancies per 1.((10 women aged 15-19 
years 10 111.1 per 1,000 (10-13). Mot< 
recenlJy. prelimiDuy abortion statistics 
iodic:.ate a oootinncd docliue in abortions 
and abortioo tateS for teelIagers (14). Tb..is 
coupled with. the declines in lecnage birth 
tltC$ in 1993 and 1994 suggest that the 
decl.iaes in teenage pregnancy rates have 
continued. 
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Table 1. Bl:rt.ha and birth I'Irte$ fur tMnag.tr'8 1s...'9 yu,.., by. and ftIi08' a1 mother. United Ststac. 1910-94 
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TabJ4t2. Birth rates for teonag.rt- 1&-19,....... by age; UnIbKt StlItM.nd fMlCtt sum. 199O-4M 
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Tllble 3. Bli'th rates 101' IIMJ'ICIOfft 15-19 years by age. mea, and HiSpanic origin Of mother: United Statac, 1990-&4 
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Tab!. 4. BIr1h rates fOr tHnIgem 15-1. years by age II'Id ~"'panlc: odgtn: tintwd ShIt" and each Stzto. 1994 
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Table 5. Birth m •• tor ~ 15-19 YHra-.Ai:tua1 Md f;t.;Y1dAnflZed: Unttecl SWtes and each State, 1994 
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Technical notes Hispanic origin Beginning in 1993, Hispanic origin was 

Sources of data 

Data shown in this report for 1994 
are based 00 100 perceot of the birth 
certificates in all States and the District of 
Columbia. The data are provided to the 
National Center for Health Statislic:s 
(NCHS) through the Vital Statistics Coop
erative Program (Vscr). 

Race 

Bcginn.ing with the 1989 data year, 
NOIS is tabulating its birth data prima
rily by race of the mother. In 1988 and 
prior years, births were tabulated by the 
race of the child, which was determined 
from the race of the parents as entered on 
the birth certificate. 

Trend data by race shown in this 
.rcpoI1 are by race of mother for all years 
beginning with tbe 1980 data year. The 
factors inftucocing the decision to tabu
late births by race of the mother have 
beeIl discussed in detail in a previous 
report (15). They include the recent revi
sioo of the birth certificate, effective with 
the 1989 data year, whicb includes many 
more health questions thaI are directly 
associated with the mOlher in adctition to 
many other items 00 the hinh certificate 
for more than two decades. In all these 
instances, it is more appropriate 10 tabu
lale binhs by the mother's race. A second 
faCior has been the increasing incidence 
of inlerracial parentage. In 1994, 4.4 per
cent of births were 10 parents of di1ferent 
races compared with just 1.7 percent in 
1974. The third fador inftuencing the 
decision to tabulate births by race of 
mother is the growing propoI1ion of births 
with race of father not staled, 16 percent 
in 1994 oompared with 9 percent in 1974. 
This reflects the increase in the propor
tion of binhs to unmanied women; in 
many such cases, 00 information is 
reported on the father. These births are 
already assigned the race of the mOlher 
because there is no alternative. 

Birth rates for American Indian leen
agers and Asian or Pacific Islander teen
agers are not ineluded in this repon. 
These two population groups arc rela
tively small and tend 10 he highly ooncen
lrated geographically, which makes it 

Hispanic origin of the mOlher 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 
reponed as white (1). 

Population denominators 

. Birth rates for 1991-94 shown in this 
report are based on populations estimaled 
as of July 1 for each year; rates for 1990 
are based on populations enumerated as 
of April I, 1990. The population esti
mates have been published by the U.s. 
Bureau of the Census (1,2) and are based 
on the 1990 census oounts by race and 
age that were modified to be oonsisteot 
with Office of Management and Budget 
racial categories and bistorica1 categories 
for birth data, and in the case of age, 10 
reftect age as of the census reference 
date. The modification procedures arc 
described in detail in a census report (16). 

10 oomputing birth and fertility rates 
for the Hispanic population, binhs with 
origin of mother nol stated arc included 
with non-H.isp3.nic binhs rather than being 
distnbuted. Thus, rates for the U.S. His
panic population are undelUtimates of 
the true ales to the extent thai the binhs 
with origin nol staled (1.1 percent) were 
actually 10 Hispanic mol hers. The origin 
of Ihe mother was imputed for population 
oounts when it was nOI stated. The effect 
on the rates is believed to be small. 

ComputaUon of rates 

Rales were not oomputed if there 
were fewer than 20 binhs in the numera
tor or fewer than 1,000 women in the 
speci.6ed group in the denominator. An 
asterisk is shown in place of the rate. 

Rates by Hispanic origin shown in 
lable 3 for 1990 arc based on a reporting 
area oonsisting of 48 Stales and the Dis
trict of Columbia that reported Hispanic 
origin on the birth ceI1ificate in 1990. 
Data were oot available for Oklaboma 
and New Hampshire; it is estimated that 
99.6 percent of the Hispanic population 
lived in the reporting area (17). Rates for 
1991-92 are based on all Stales except 
New Hampshire. It is estimated that more 

reponed by aU Stales. Given thai more 
than 99 perceot of the Hispanic origin 
population lived in the rcparting area for 
1990-92, the addition of Oldaboma and 
New Hampshire should nol bave affected 
the trends in the birth rates (17). 

To elimioale the effect of di1ferences 
amoog States in the distnbutions of the 
populations by race and Hispanic origin 
on the State birth rales, standardized birth 
rates were oomputcd 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 binhs since 1985 are not subject to 
sampling error, the:y may be affected by 
random variation in the: number of binhs 
involved. When the number of e..-eots is 
sms1I (perbaps less !han 1(0) and the 
probability of such an e..-enl is small, 
considerable caution must be observed in 
interpreting the data. Events of rare oatwe 
may be assumed 10 foHow a Poisson 
probability distnbution. For this distn"bu· 
tion, a simple approximation may be used 
10 estimate the error as foHows: 

If H is the number of binhs and R is 
the conapondiog rate. the chances are 19 
in 20 that 

1. The "we" aumber of evc:ms lies be:twccD 

2. The "uue" rate lies between 

R-2....!!.... andR+2....!.. 
.fN .fN 

, If the rate Rl oorrespondiog 10 HI events 
is oompared to the ate R2 oonapoodiog 
to N2 events, the di1fercoce between the 
two ates may be regarded as statistic:aUy 
significant if it exceeds 

• 


• 


•

possible 10 compute meaningful rates for than 99.9 percent of the U.s. Hispanic For example, the teeoage birth rate 
only a few States. population lived in the reporting area. for Maine for 1994 was 35.5 births per 
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1.()(X) women lS-19 yem of age and this 

• 
rate was basctt on 1,459 recorded births. 
Given prevailing conditions, the diuu:" 
ate: 19 in 20 that the "true" or uodedying 
birth rate fur Maine ties between .13.6 and 
37.4 per 1,000 women 1.$-19 years of 
age. The 19911eenage bittb rate for Maine 
was 435 based on 1,8QS recorded births. 
The diffetence between the rtltS is 8.0. 
which is more than twice the $Iat1danl 
error or the dilfermce 

{(35.5)' (435)'
'l 14$9 ... 1805 

or the two rales that is computed to be 
2.8, From this, it is concluded that the 
dilI'erena: between the teenage birtb rate 
in 1991 anii 1994 is statistically 
significanl. 

• 


• 
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APPENDIX III: PROMISING STRATEGIES 


• NOTE: Descriptions of the following five programs are excerpted from "Preventing Teen Pregnancy: 
Promoting Promising Strategies; A Guide for Communities:' a report by HHS released at a 'White 
House press conference on June 1 J. 1996. 

CHILDREN'S AID SOCIETY'S 
ADOLESCENT PREGNANCY PREVENTION PROGRAMS 

Approacb: Comprehensive, Multi-Faceted 

Description! This program looks beyond sex education to the whole child, offering youngsters a 
variety 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; self-esteem through 
the performing arts; and fostering 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 Equivalency Diploma admission to New 
York CilY's Hunter College. 

• Goals of the Program: The primary goal of the program is 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. early data show~~ 

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

• 	 Participants have better outcomes (our years after entering high school when compared to the 
New York City public school Class of 1994. 

• 	 Panicipams have substantially ~ower rates ofalcohol use when compared to national samples of 
adolescents in the same age group. 

• 	 Participants are less likely to be sex:ually active, and those who eventually do become sexually 
active are more likely 10 have used contraception when compared to national samples . 

• 
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TEEN OUTREACH PROGRAM 


Approach: Life Options • 
Description: The Teen Outreach Program, sponsored by the Association ofJunior Leagues and the 

American Association of School Administrators. combines curricuJwn~based~ faciHtator·guided. small 


.~', 	 group discussions with volwneer service in the community. Issues addressed in the small group 
discussions include: self-understanding. communication skiHs, human growth and development, 
parenting issues. and family interaction. Some health and sex education is included, Facilitators serve 
as mentors and link youth to volunteer activities. 

Goals oftbe Program: The program seeks to prevent early pregnancy and encourage school 
achievement. 

Location: Nationwide and in Canada, mostly located in schools 

Population Served: Youth ages I J through 19 

Early Findings: Early data show a reduction In teenage pregnancy as well as 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 


• Approach: Abstinence and Delayed Sexual ~nitiation 

Description: The Postponing Sexual Invo)vement CWTiculum. developed by the Emory University 
School of Medicine and Grady Memorial Hospital Teen Services Program, provides teens ",;th the 
skins they need to resist peer pressure and earJ)' sexuaJ Invo1vement The curriculum offers a clear 
message that favors abstinence and postponing sexual involvement, but also provides information 
about contraception. SkUl~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 soda! 
and peer pressures that lead them into early sexual involvement. 

Location: Atlan~ GA and other sites nation-wide. 

Population Served; Youth ages 13 to 14 

Eurly Findings: Compared to non·pa.nicipants, a significantly smaller proportion ofyouth 
participating in the program reported being sexually activ. by both the 12- and IS-month follow-up 
periods, even though. slightly higher proportion of the participants had been sexually active before 
receiving the program's curriculum. The effect on delayed first sexual activity was true for both male 
and female participants. The impact on delayed sexual activity among females was particularly strong. 

• In addition. the evaluation also fOWld higher contraceptive use among those program participants who 
were sexuaUy active. 

• 
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I HAVE A FUTURE 


Approatb: Life Options and Opportunity Deveiopment • 
Description: HI Have A Future" is a community-based Intervention that uses a comprehensive set of 
activities to expand life options for high~risk youth living in public housing projects. The" focus of the 
program is on abstinence, community. and selfMeSleem. The three parts of the program include: 
equipping adolescents Vyith the basic information they need about health, human sexuality. and drug 
and alcohol use; providing a comprehensive array of adolescent health services. 'hith a focus on 
abstinence and a very strong emphasis on parental and community involvement; and assisting young 
people to enhance their life-options through activities that improve their job skills, self-reliance, values, 
and self.·esteem. 

Goals of tbe Program: 

• 	 Developing a replicable community~based. life..enhancernent program that promotes a 
significant reduction in the incidence ofearly pregnancy and child bearing among high-risk 
adolescents; 

• 	 Improving knowledge, attitudes and behaviors related to personal heaith and hwnan sexuality; 
and, 

• 	 Enhancing the ability of high-risk adolescents 10 overcome environmental barriers to attaining 
the skills necessary to pursue meaningful employment and educationaJ opportunities with the' • 
promise of upv.1lfd mobility. 

Location: Public housing projects in Nashvil1e. TN 

Population Served: Youth ages 10 through 17 

Early Findings; Those who participated in the program had fewer pregnancies, higher self esteem, 
fewer self-reports of delinquent behaViors., and a greater sense of a promising future. PreHminary 
analyses of the J Have A Future Program have also found positive effects on intermediate outcomes 
such as pro-social attitudes, 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. 

• 

111-4 




QUANTUM OPPORTUNITIES PROGRAM 


• Approacb: 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 
Jives of low~income high school students. The project used Opporrunities Industrial Centers in five 
communities to deJiver an intensive package ofservices to youth during the four years of high schooL 
Services incJuded educational activities, community service activities. and development activities to 
help youth learn more about health issues, arts, careers and college planning. 

QOP was a relatively small national demonstration program, At each site, there were 50 students--25 
randomly assigned to the project and 25 to a control group, The young people received small stipends 
for participating in and completing approved activilies. 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 to meet the program's 
panicipation goals. 

The Ford Foundation and the Department of Labor are cUJTently funding replications of the program. 

Goals of the Program: To test the ability ofcommunity-based organizations to ""foster achievement 
ofacademics and social competence among high school students from families receiving public 
assistance." 

• 

L.cation: Philadelphia, PA; Oklahoma City, OK; San Antonio, TX; Saginaw, MI; and Milwaukee, 

WI. (Milwaukee was later dropped from the study) 


Population Served: Students entering the 9th grade 

Early Fiodings: QOP made significant improvements in the lives of participating youth over a two
year period. Results compiled one year after the program was completed show significant differences 
between QOP participants and control group members. SpecifIcally, QOP members were more likely 
to be high school graduates, more likely to be enrolled in secondary schools. less likely W be high 
school dropouts. and less likely to have children. They were also more likely to be involved in 
community service. to be more hopeful about lhe future~ and more likely to consider their Jives a 
success, 

• 
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APPENDIX IV: PROGRAM CONTACTS AND OTHER RESOURCES 


• HHS Programs 

Centers for Disease Control and PreH::otioD 
Community Partnership Programs for the Prevention ofTeen Pregnancy 
For infOlmation call: 404·639·3286 

Office of Population Affairs 
Adolescent Family Life Program and the Title X Family Planning Program 
For information caU: 301·594-4000 

Health Resources and Services Administration 
Healthy Start; Community and Migrant Health Centers; 
Healthy Schools, Healthy Communities; and Maternal and Child Health Block Grnnt 
For information call: 301-443·3376 

Administration for Cbildren and Families 
Youth Programs (RWl.way and Homeless Youth, Community Schools, etc,) 
For information call: 202-401·9215 

• 
Substance Abuse and Mental Health 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 ZoneslEeonontk Communities 
For information call: 202401-3951 

National Institute of Child Health and Human Development 
Add HEALTH and the National Survey ofAdolescent Males 

For information call: 301-496-5133 


National Center for Health Statistics 
National Survey ofFamily O'rowth and Monthly/Semi'Annual Vital Statistics Reports 
For information call: 301-436-7551 

• 
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Hotlilles and Referral Numbers 

Nalional AIDS Hotline (CDC) 
I·Soo.342·AIDS (English) •
1·800·344·SIDA (Spanish) 
1-800·243·7889 (TDD) 

Sexually Transmitted Dis••ses Holline (CDC) 

1·800·227·8922 


Office of Population Affairs Clearingbouse (OPA) 

301·654·6190 

301·215·7731 ('0 order by facsimile) 


Nalional Center On Child Abuse and Neglect (ACF) 

703-385·7565 or 800-394-3366 


National Clearinghouse .on Families and Youth (ACF) 

301-608·8098 

301·608·8721 (10 order by facsimile) 


Nalional Clearinghouse on AIC1>holand Drug Information (SAMHSA) 

1·800·729·6686 (English) 

1·800-487-4889 (TDD) 


HHSOn,Une 

HHS Home Page 

Access to consumer information on a vanet,)' of issues and links to specific HHS agencies. 

hnp~Itwv."W.os.dhhs.gov 

Youth Info 

Lalest information on America's teenagers including reports and publications. resources for 

parents, statistical proftles. and links to related federal and private organization wehsites. 

hnp:ilyou,h.os.dhhs.gov 


Girl Power! 

Materials. information. and products for girls. parents. and caring adults. 

hnp:llwww.healtll.orglgpower 
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Research Reoorts 

• Beginning Too Soon, AdolescenT Sexual Behavior, Pregnancy, and Parenthood. A 1995 two
volume report reviewing recent research and describing interventions and evaluations, Written 
by KJistin Moore, 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 
Planrung and Evaluation (ASPE) in the U.S. Department of Health and Human Services. Copies 
available from Child Trends at 202-362-5533. Also available at the Internet address 
http://aspe.os.dhhs.gov 

Trend, in the Well-Being of America's Childr .. 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. Deparunent of Health and Human Services. Copies available by faxing requests to Child 
Trends at 202-362-5533 or ASPE at 202-690-5514. Also available at the Internet address 
http://aspe.os.dhhs.gav 

Report to Co.g..... on 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 ofall ages, Copies 

. available by faxing requests to ASPE a.202-690-5514 or to S"'phanie Ventura, NCHS, at 301
436-1066 (DHHS Pub. No. (PHS) 95-1251). Also available at the Internet address 
hnp:llwww.cdc.gavlru:hswwwlproductslpubslpubdlotherlmiscpublmiscpub.htm 

• The B••t Intentions: Unintended Pregnancy and Ibe Well.Being of Children and Families. 
A 1995 report by the Institute of Medicine. Copies available from the National Academy Press 
at 800-624-6242. 

Great Transitions: Preparing Adolescents for a New Century" The 1995 concluding report 
of the Carnegie Coun,cil on Adolescefll Development funded by the Carnegie Corporation of 
New York. Copies available from the Carnegie Council on Adolescent Development at 202-429
7919. 

Sex and America's. TeeDagers. A 1994 reJX>rt by the Alan Gurunacher Institute. Contact the 
Alan Gutunacher Institu.e at 202-296-40J 2. 
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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 len times higher than in 
comparable industrialized democracies. Moreover despite several decades of effort to prevent 
adolescent pregnancy, linle 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 binhs 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 infonnation from organized programs, 
many other families want or need infonnation 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. 
Unfortunately, there is a dearth of programs tha! 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 curricula demonstrated to have large, positive 
sustained impacts. Rather, there is a need to pause before implementing a new generation of • 
programs, to cons~der 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 

Base intervention programs on the fmdings of b.asic 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. 
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5 Recognize that varied groups need varied degrees of interventioDt ranging from no 
interventio~ to comprehensive, long-term programs. 

6 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. 
S 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 ofsexual activity. pregnancy and parenthood. 
10 Involve males and recognize that many male partners ofadolescent females are 

not themselves teenagers. 
11 - Conduct process evaluations for aU organized programs and, where warranted, 

conduct rigorous impact evaluations. 

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

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

Unfortunately, it is not possible to identify very many adolescent pregJll!l1£y prevention 
programs that have acrually documented substantia) success in preventing pregnancy or 
parenthood. Most of the interventions that have been rigorously evaluated have been found to 
have only small or no effects. A recent pair of reports suggests an explanation for this lack of 
progress. I The fust report reviews hundreds of research studies and identifies four broad factors 
that consistently predict early parenthood: poverty, early school failure, early belmvior 
problems, and family problems and dysfunction. The second report describes a variety of 
intervention programs, an~ fmds that only a minority of these programs address these four basic 
risk 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 to 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 ofsex 
education in high school would be a typical intervention: too late, too superficial and too 
narrow. 

Moore, Kristin A., Brent C. Miller, Dana Glei 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 
Snyder. "Adolescent PregJll!l1£y Prevention Programs: Interventions and Evaluations" 
Washington, DC: Child Trends. Inc. 
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The jw.."13position across the fWo reviews strongly suggests thal one reason few 
interventions have been successful is that they have overlooked the underlying factors that 
predict early childbearing in the contemporary United States - poverty. early school failure. 
early behavior problems, and family problems (Moore, Miller. Glei and :vIorrison. 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 demonStrate their 
effectiveness. 

• 

Programs are needed 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 poor or low income, However. 85 percent of all nonmarital 
teen births occur to poor or near~poor teens (that is, teens whose families have incomes below 
200 percenl ofpoverty) (Alan Gllttmaober Institute, 1994). Studies bave linked both family-level 
disadvantages and neighborhood-level disadvantages with a higher risk of early childbearing. 
For example, teens from low income families and families that receive welfare are more likely to 

have a birth. On the other band, better employroent opportun.ilies have been found associated 
with a lower probability ofa leen hirth. 

Sebool Failure. Students wbo are behind grade, who have low levels of academic 
achievement, who obtain poor grades or have Jow 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 • 

Bebavior ProbletllS. Similarly, teens wbo 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 Problem,. Varied aspects offamily functioning have been linked to the risk of 
pregnancy among adolescents. For example, teens with supportive family relationships, who 
attend chun;h frequently, who live with both of their parents, and who have better educated 
parents are less likely to initiate sex at a yOlWg age. On the other band, youth from families 
which do not monitor their children, which cannot Or do not communicate with them, whicb do 
nol provide strong values and goals for the future, and which fail to belp teens deal ",ith media 
and peer influences are much more likely to become parents as adolescents. Finally, youth who 
are subjected 10 non-voluntary sex are at a mucb higher risk of adolescent parenthood, 

Poverty, family dysfunction, early behavior problems and difficulty in school represent 
very substantial problems, and any effeetive inlervention would have to be long term and . 
profound. Consequenlly, rew program designers have been "illing to initiate a comprehensive 
intervention among pre-schoolers or children in elementary school in the hope that pregnancy. 
rates will be lower a decade or more laler. However, such programs have been initiated for other 
purposes, e,g., Head Start programs and Head Start-to-school transition programs; two 
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gen~ration programs such as the Comprehensive Child Development Projects; housing and 
neighborhood development programs, such as Moving to Opponuniry; and a variety of 
me~toring 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 ~ough four, ways to extend 
the program tluough junior high or even high 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 effon for a hjgh-risk disadvantaged 
pop~lation would be a long-term program that was initiated among pr~-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~eir child's education; to 
help children master the essential tasks ofearly elementary school suc~ as reading and basic 
arithmetic; and to help children learn behavior patterns that are compa~ible ""1th school success 
and that reduce the risk of delinquency in the later elementary grades ~djunior high school. 
Children would have to be randomly assigned and followed for more than a decade to produce 
the ~nd of impact results that would demonstrate whether this approa<::h significantly reduces 
rate~ of adolescent parenthood. Such an endeavor would be quite exp~nsive; but, based on the 
accumulated research, this is the kind of approach that needs to be test~d. 

2· Combine positive and negative sanctions to affect bebav~or. 

Results of numerous evaluation studies indicate that, when programs are not mandatory, 
only a small number of the persons who would benefit from the progr~ 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 
panicipate consistently or participate in all program offerings (Quint e~ aI., 1994). Hence, there 
is re;al reason to apply strong negative sanctions to bring eligible participants to actually 
participate (Maynard, 1995). On the other hand, a large body of scien~ific 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 indi~ate that effective 
programs should combine negative sanctions with positive san~tions, l!luch as an effeetive family 
cOD1bines rewards and punishments in the socialization of its children. 

Panicularly among children and adolescents from disadvantag~d backgrounds, substantial 
impediments exist that undermine program panicipation (Goodson et ~, 1991). There may be 
distrust for program providers, who rnay be from a different cultural g~oup or social class. There 
may be access problems, such as transportation difficulties or financi~ constraints. Family and 
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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 inappropriate for young children and for families 
who are not (yet} 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 curriculwn, or funds 
are not available to provide services to aU children. other ways of increasing participation need to 
be developed. Requiring participation ofall eligible children may be warranted in some 
instances, e,g., if a school principal refers children who are demonstrating serious behavior, 
learning or emotional problems. Alternatively, strong positive reinforcement (rewards and 
inducements) may be necessary to cajole participation; such inducements may need to be 
combined with personal follow~up and services that make participation feasible, such as free 
transportation and snacks. 

3 - For at-risk youth from disadvantaged or dysfunctional families, inter>'entions 
Deed to start befo", puberty_ 

Research studies regularly frnd that negative bebeviot patterns among adolescenlS have 
their origins in childhood, often early childhood (National Conunission On Children, 1991; Hahn, 
1995). 'Ye~ programs", prevent adolescent pregnanc~ often begin in high school, when • 
established panerns are difficult to change. Indeed, many disadvantaged and otherwise at-risk 
teens have initiated sex, developed erratic panems of contraceptive use, and experienced 
pregnancy before reaching high school (Moore, Miller et al., 1995). 

We propose the following axiom: the greater the risk of adolescent pregnancy, the earlier 
interventions need to be implemented. For college-hound teens from stable, supportive families, 
sex education in the sophomore year ofhigh school may be quite sufficient, as these youth are 
unlikely t. bave already initiased sex and are unlikely to risk a bright future by becoming a 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 
disorganization, interventions cannot be delayed. For children from at-risk beekgrounds, high 
quality pre-SChool interventions with follow-through into elementary school may be particularly 
effective. 
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• 4 ~ To create effective programs and avoid destructive controversy, work witb 
families and communities to develop and implement programs. 

Providers often find that programs to prevent adolescent pregnancy, especially those that 
deal directly v.ith sex, such as sex education and contraceptive services, face opposition from 
special interest groups that may be very small but vocal. or large and well-organized. Less 
recognized are the concerns of the larger body ofparents and COnuTIWllty 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 to the initiation of a program can help to diffuse such opposition and tum it into 
cor:structive energy. 

• 

There is no simple recipe that will be helpful in every community; but certain steps are 
necessary in most instances. FjrSt, program planners need to identify the persons or groups who 
should be involved. Adolescents to be served should be a pan of the planning process, as should 
potential funders t parents, and employees in service organizations. Community members 
representing religious groups, the press, and the business community might also be inviled to 
participate. Second, having identified representatives of concerned constituencies, planners need 
to involve them in defining the problem. Most commWlities will define early sexual initiation as 
problematic, while others will view the problem as early pregnancy. A few communities v.ill 
define the problem in terms ofpreventing births to teens or preventing nonmarital births; but 
preventing pregnancy is more likely to be achieve consensus. 1nird, baving 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 tutors to 
at-risk adolescents will be controverSial in fewer communities than providing contraceptive and 
abortion services to adolescents. Controversial programs panicularly require community 
support. Next, lMget populations need to be defined. AIe parents the foeus? Both parents and 
children? Males as well as females? What ages will be served? 

Going through this process "'ith 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 long-term financial and social support that will help sustain the 
program over time. 

S - Reeopize that varied groups need varied degrees of intervention, ranging from 
DO intervention to comprehensive, JODg·term programs. 

There are several reasons to concentrate resources on those youth most at risk. One is the 
shortage ofavailable resources, Comprehensive programs that are long~term~ that provide the 
incentives necessary to generate sustained participation. and that provide follow-up for youth 
who drop by the wayside are expensive, Sufficient fmancial resources are simply not available 

• 
to provide comprehensive long-term services to aU or even to very many young persons. 
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However; if some youth o~y 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 ~ncentrate resources on those youth 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 nonwparents who feel strongly that families need to retain Or regain 
control of the socialization of their own children. We suspect that one of the common sources of 
opposition to programs to prevent adolescent pregnancy is parents with strongly~held values 
about chiJdrearing who do not welcome the intrusion ofoutside forces. While such persons are 
not inevitably effective parems. we suspect that by and large the children of intensely involved 
parents are not in need ofc9mprehensive 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 interventions, providing minimal levels of intervention where 
warranted and providing comprehensive intervention programs only when the need is great, e.g., 
for children experiencing multiple risks, such as school failure, behavior problems, and family 
dysfunction, 

6 - Recognize ""thlral divenity in the design and iblpleblenta'ioD ofprograblS, 

Addressing issues of cultural diversity or cultural competence implies reeognizing 
differences in values, roles, and attitudes abcut sexuality, contraception and childbearing as they • 
vary across different social and ethnic suirgroups. Incorporating recognition of these differences 
into programs and curricul~ may help attract and involve potential participants, secure 
community support, 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 is not backed up with much research. Remarkably 
linle work has been done e1'l""ining the potentially profound implications of a commitment to 
showing recognition and respect to the many and varied cultural groups in the United States. 

Some Afro-centric programs have evolved, but evaluations assessing the effectiveness of 
tItis approach or of variants of this approach have not been rigorously evaluated (Moore, Sugland 
et al., 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 clearly ~pecified model 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 to 
put substance into this principle. 
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7· Retognize that age differences affect both the needs of cbildren and adolescents 
and the characteristics of an dTecth'c program. 

The years of adolescence encompass a time of enormous development and change 
(Feldman and Elliot, 1990). Program planners often speak of "teen pregnancy," v.ithout 
specifying whether they are referring to young adolescents. high school students, Or youth in 
their (ate teens. This casualness undoubtedl}' is sometimes another factor sparking opposition to 
programs, as speakers and listeners have different images of the target population. This lack of 
precision probably also undermines the effectiveness ofprograms as -.vell, if the substance and 
delivery are not deveJopmentally appropriate for the target population. For example, no 
responsible program would support and encourage middle school srudents to engage in sexual 
activity; early adolescents aged 12, 13, and 14 are quite universally agreed to be too young to 
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 beeo,me sexually active. Numerous other age· 
related differences distinguish the coment and context appropriate for younger and oider 
adolescents; but the implications of such differences for programs to prevent adolescent 
pregnancy have not been fully considered. 

Researcb has begun to distinguish the varied cognitive, socjal~ and emotional stages that 
children pass through on their way to adulthood. \llhile the pace and timing of these transitions 
vary, there are broad patterns that are increasingly be re<:ogruzed by researchers and educators. 
(See, for example, the recent Carnegie report "Great Transitions,1l which makes the creation of 
developmentally appropriate 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 scho<;,1. 

8 - Recognize that for many teens sexual ruk-taking is one ofsevent related rorms 
of risk~taking+ such as substance use and delinquency. 

Numerous studies have found that early risk·taking, such as smoking Cigarettes, using 

alcohol. using illicit drugs) and varied forms ofdelinquency are associated Vllith an elevated 

likelihood of adolescent pregnancy (see Moore, Miller et aI., 1995, for a recent review). 


, Moreover, reviews across domains indicate that these varied forms ofadolescent problem 
behaviors share common antecedents. For example, early school problems. poverty, and 
dysfunctional families increase the risk of substance abuse and .behavior problems, as well as 
early sexual activity and pregnancy (Mendel, 1995). Such ftndings strongly suggest that early 
interventions that reduce the risk of one type of problem behavior";l1 reduce the risk of other 
problem behaviors as well. Indeed, results from the Peny Pre·Scllool program indicate just .such 
effects: children in the experimental group who were exposed to a high quality pre-school 
intervention were less likely to become teen parents and also were less likely to engage in 
delinquent and criminal behavior (Weikert, 1989) . 
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9 ~ Build programs that recognize tbe role that Don..voluntary sex plays in tbe 
initiation of sexual aetivity. pregnanq' and parenthood. 

• 

In the last several years. there has been <¥1 increasing recognition that sexual initiation in 
early adolescence is largely non~voluntary. rnd~ed, among girls having sex at age 15 or younger~ 
60 percent report that their first intercourse was non~voluntary (Moore, Nord and Peterson, 1989; 
Alan Guttmacherlnstitute, 1994), Even in middle and later adolescence (and even among 
adults), non-voluntaty sex is a problem (Michael el .1" 1994), 

As noted above. not many prevention programs have been documented to have strong 
impacts. This is paJ1icularly tnle with regard to non-voluntary sex, When, to whom, and how to 
target effOI1S to prevent coercive sex is not c~ntly kno""'tl (though:see OWlee of Prevention 
Fund, 1988 for suggestions), Sex education courses for children and younger edolescents that 
provide sensitive coverage of the issue of sexual abuse may provide an opportunity for children 
to learn resistance skills andlor to report that they have been abused. One reason to begin sex 
education at an early age, indeed. is to emJX>we~ children to 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 to be 
resolved by sex education given in high schooL High school students should nevertheless 
discuss this issue because non-voluntary sex is a problem for many high school age youth, AJso, 
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 ofyoung 
children who are susceptible to abuse, and they need to be alerted to the possibility, 

• 

Ways to reach adult men to prevent the sexual exploitation of children and young 
adolescents are beyond the scope ofthis paper, In particular, ways to reach extremely disturbed 
individuals are out of the range ofthe organized prevention pregnlms discussed here, However, 
anecdotal evidence indicates that ,orne males who would Itot be clinically defined as emotioually 
disturbed or psychologically ill sometimes view forced sex as legitimate, as masculine or as 
attractive behavior. It is possible that discussions in sex education classes of bow devastating 
abuse can be for the victim may deter some youpg men who hold such attitudes from forcing sex 
on females. Altemativ~ly, realization that coercive sex is illegal and punishable may deter some 
young men from pressing or forcing sexual intercourse on femaJes. ·In addition, discussions of 
movies and songs that legitimiu violence against women may help males think through the 
implications of forcing sex on a partner who is not willing, Inevitably, however, interventions 
aimed at preventing sexual abuse ofedol=tli and children will have to go beyond discussiOllS 
and counseling to the challenge of helping ,ictims to press charges, 

. In summary, the topic ofsexual abuse should be intrnduced in an age appropriate manner 
in sex education classes for children and for edolescents, Responsible media coverage to reach 
adults and the prosecution of perpetrators are also necessary, 
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• 10 .. Invol~e males and recognize that many male partners of adolescent females are 
not rbemselves 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 twowthird~ of the babies born to teenagers are fathered by men who are twenty Or 

older (LandI)' & Forres~ (995) and thai 0 fifth of the fathers are six or more years older than the 
teen mother (Alan Gurunacher Institute, 1994: Landry and Forrest, 1995). A second focus on 
males has begun to develop in recognition of the role of non~voluntary sex in adolescent 
pregnancy, as discussed above, An additional focus is needed to address the developmental and 
informational n~s ofadolescent males and young adult males who are not already fathers and 
who are not coerc~ve. 

• 

Programs ~an ~al \\ith males either directly or indirectly, Indirect approaches would 
involve working with girls to deal with ignorance. pressure or aggression from male partners. 
Alternatively, programs can begin working directly with boys directly at a young age, helping 
boys to succeed in school~ to develop sources of pride and accomplishment other than sexual 
conquest. and to help ~dolescent males appreciate the impUtations of pregnancy for young 
women and for chil~n. Programs should also emphasize the responsibilities of fatherhood. 
discussing both the fmancial 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 development ~pproaehes represent a positive. preventive approach 
that can help males adopt more positive ways of achievmg manhood than early futherhood or 
fathering a cmld by an adolescent female. 

ll..conduet process evaluations for aU organized programs and, wbere warntoted, 
conduct rigorous impact evaluations. 

There are. broadly speaking, two kinds of evaluations .... process evaluations and impact 
evaluations. Process ~valuations help program designers know whether intended services are 
being delivered to wbpm and in what amounts. EvC!)' program should have some kind of 
management information system (MIS) that records basic demographic information and hasic 
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, about referrals 
and services received elsewhere, and about services that were ~ot available for the eligible 
person. A process ev~uation cannot provide information On whether a program has bad impacts 
on the life outcomes ofeligible partiCipants. but it provides crucial information about whether 
any program reaiJye;ists and what the program consists of. A process evaluation can identify 
factors that und~n~ the effectiveness of a program. In addition. a process evaluation pro'vides 
crucial input information that can be used in an impact evaluation to understand why a program 
did or did not have an impact. 
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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 infonnation about the effect ofa given program with any 
certainty is an experimental evaluation, specifically, an experiment in which eligible entities are 
randomly assigned to be in the experimentaJ group which gets the treatment or the control group 
which does not get the treatment. Random assignment may focus on individuals, couples Of 

families, If they are carefully implemented, quasi-experimental designs may randomly assign 
cia"isrooms, agencies, sites, or schools; but usually quasi-experimental designs do not provide the 
certainty with regard to impacts that is available from a strictly experimental design. One of the 
main reasons we know so linle about what approaches are effective ways to prevent adolescent 
pregnancy is the lack of rigorous expenrnenta1 studies, 

While virtuaJly 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 welI..cJeveloped programt where the process evaluation indicates that services are 
being delivered~ and where random assignment IS feasible. 

BESTBETS . 

Having discussed a set of somewhat broad principles~ in this section we seek to he 
relatively concrete, describing several ideas for interventions that build on the avaiJable 
knowledge base. These represent some ofour "hest bets" for program development. It is not an • 
exhaustive list, and other.; will undoubtedly have creative additionS. 

Early ClrildJr"od InHrvenlio,fS 

As noted in the discussion ofour first principle. numerous studies indicate that the risk 
factors for ado!escent pregnancy develop years prior to puberty, during childhood (Moore, Miller 
et aI., 1995), Early school failure and early behavior problems are consistent predictOOl of 
pregnancy risk Programs that enhance children's schoo! readiness and assist with the lIanSition 
into formal schooling have the potential to improve school success and behavioL Progmms that 
involve parents or provide parent education have the potential to reduce family dysfunction, 
another of the key predictor.; of adolescent pregnancy. In addition, ifsuch progmms are provided 
to low-income famiiies. they have the potential to increase parents' earni.ngs and to provide 
greater opportunity to low-income children, thus addressing poverty, another key predictor of 
adolescent pfegtWlcy. but one which is very difficult and expensive to alter. Another reason to 
highlight early childhood education is that one of the rew programs to have documented long
tenn impacts on the incidence of adolescent pregnancy is the Perry Pre-School Program, a high
quality early intervention that served pre-school children and their parents (Weikert, 1989).. 
Thus, the available evidence points to strengthening early childhood education and child care as 
possible ways to reduce adolescent pregnancy a decade or more later. 
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• Early childhood education and child care are frequently recommended as selVices that 
can enable parents 10 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 funder~ will suppOrt the creation of a new early chitdhood 
program to investigate whether it evenw!llly affects sexual and fertility behavior. In addition, 
there isn't time to wait a decade to see whether impacts on fertility occur. 

Rather than funding a new intervention, we recorrunend identifying one or more ongoing 
or recently completed early childhood interventions. Programs must be high quality; they must 
have an experimental design; they must ~nvolve a thousand or more children (to permit analyses 
of sub~groups such as gender sub-groups); and they must have high retention rates and complete 
tracking data to support 10ng-tel1l1 follow-up. Foods would be needed to support long-term 
follow-up of families, data collection, and analysis, Programs that setved pre-schoolelS in the 
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 

Our third principle recommends that initiatives for at,.risk youth begin prior to puberty. 

• 
However, at present, few such efforts have been implemented. Indeed, an important 
developmental period that is often overlooked 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 andlor their behavior in school 
can be identified for youth development activities, such as tutoring. menlOring. co\.DlSClin& 
summer programs, Scouts andlor a sP!'rt;l team. Efforts to engage and educate parents ofyoung 
at-risk adolescents seem particularly important, and can involve parent education, counseling, 
parent support groups, and regular meetings between school staffand parents. Following the 
lead ofTeen Outreach, programs might also consider small group approaches that involve 
adolescents in volunteer setvice activities. Often overlooked are programs embedded within 
church settings, yet such programs are likely to have the UUsl ofparents 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 ofadolescent 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 wbether the programs have impacts on teens' 
sexual and fertility behavior either overnll or among specific sub-groups, such as males or 
females. Next, ifimpacts are found, il i~ important to identify !hose components ofprograrns 
that are associated with a reduction ofrisk. and to experiment with augmentations such as sex 
and family life education, that might enhance the impact of a youth development approach. . 

• 




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 period of 
time. High absenteeism, failing grades and behavior problems all represent markers of students 
who could benefit from intensive intervention. It is virtually axiomatic that minimal inputs will 
have minimal impacts. Yet resoW"Ces 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 roOlS strategies. Most of all, it 
will require commined personnel, such as many of the youth recruited to the Arnericorps 
program. At this time, however, the clear initial task is to rigorously examine whether such 
youth development approaches implemented during the middle 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 Jess 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 
tenninate their education with a high school degree (Farley, 1995). Numerous studies document 
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 modem 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 he 
assisted to delay pregnancy, particularly unintended pregnancy? 

In keeping with our fifth principle, approaches should be developed that recognize the 
intennediate 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 majority of these teens win have sex before they tum ~'enty, 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 Jearn strategies to avoid having 
unwanted sexual experiences and ways to 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 to individual counseling as an augmentation to classroom coverage, 

Parent1rlnpo~nnent 

• 

Dysfunctional families and families lacking the motivation, support or skills needed to be. 
effective parents are consistent precursors of childhood probJems~ as well as adolescent sexual 
risk-taking and early pregl1llJlcy (Moore, Miller et ai., 1995). Consequently, numerous programs 
have focussed on w~ys to enhance parenting. During the pas! decade. explicitly two generation 
approaches have expanded (Smith, 1993), as policy makers and program providers have sought 
to 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 effeots of parent 
characteristics and v.reHbeing upon the development ofchildren 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 actually 
receive? How long are home visits provided? Over what time period are participants actively 
involved in the program? Wbat follOW-Up is provided? How central to the concerns of the 
parents are the need~ that are addressed in available programs? Are program providers trusted? 
Are essentiaJ servic~s missing? 

Supporting parents and enhancing their skills as parents represents an intrinsically 
worthwhile activity, Moreover, as implied by our fourth principle, worklng with families is less 
controversial then many other approaches. In this time of constrained budgets, it will be 
necessary, of course, to demonstrate that relatively costly prognunapproacbes do in fact enhance 
parenting and child development. With respect to the goal ofreducing adolescent pregnancy, 
long-tenn folio,,'''!' ofsuch interventions is needed to ascertain whether sexual and fertility 
impactS occur during adolescence, If impacts are foWld, researchers should identity the 
pathways by which impacts are transmitted. 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? 

• 

Prognuns seeldng to enhance parent skills and involvement need to focus explicit and 
significant attention. 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 ad<?lescent sexual and fertility behavior. :M'any commentators view the dilution 
of the influence afthe 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 biological father, identifying ways to involve other father figures such as grandfathers, step
falhers, uncles. and mentors need to be developed and evaluated. 

• 

EnterpriseiEl1Ipowerment 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 o.doJescem childbearing among 
disadvantaged groups is the oPPOrTUnity costs hypothesis. This perspecliYe posits thai 
adolescents who enjoy good educational and economic opportunities delay sex ancUor 
parenthood in order to pursue their opportunities. Correspondingly, adolescents who lack 
positive furure prospects see little reason to abstain from sex Or consistently practice 
contraception to avoid a birth that v.;)l have little effect on their futures, This perspective argues 
that improving the educational and economic prospects of disadvantaged youth \\'ill increase 
their motivation to prevent adolescent pregnancy. 

Across the nation, substantia1 funding is being provided to areas designated as enterprise 
zones or empowennent communities. If such funding is successful in bringing business into a 
community, then. if the opporrunity costs hypothesis is correct, over time adolescent sexual and 
fertility behavior should change. as adolescents perceive that delaying sexuaJ involvement and 
avoiding pregnancy can lead to socioeconomic advancement. As recommended in prinCiple ten,. 
rigorous evaluation of these programs should be considered. 

Ongoing evaluation-studies can be rather readily expanded to examine such an 
hypothesis. Over time, adolescent birth rates can be tracked. If survey data are being COllected, 
questions about sexual. contraceptive use and parenthood can be added to the survey. Issues of 
selectivity, sub-group variation, in·migration to the community, and out~migrat!on from the 
community require attention within any larger evaiuation. but if micro data are collected for the 
larger evaluation, these dala can be used to adjust findings for studies of adolescent fertility. 

• 

Sex Education IlIId In/elpenonal Skills 

Reviews of the effects of sex education (e.g., Kirby et ai., 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 • lecture format to teach resistance skills, to 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 to have really substantial and sustained . 
impacts across sub-groups. The programs that have been evaluated~ however. have been rather 
shon·term interventions. The question for program developers is whether the approaches used in 
these classes., adapted for older and YOWlger students, and offered repeatedly for pre~adolescents, 
adolescents and teens might have a cumulati ve 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. 

• 
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• 
I. OVERVIEW 

The federal government has established a program to award funding to states in which Ihe OUI-of
wedlock binhs are reduced by 1%. This document sets forth one possible plan to reduce out-of
wedlock binhs in Maryland. 

It is weD-known that: 
• 	 The majority ofout-of-wedlock bUtbs result in the 'Ul~~C,' 

cbild 
• 	 Single parent household. headed by ferrlale 

(Kids Count, 1994). . 
• 	 Many liImilies receiving Aid to Families 

beaded by single female parents. 
• 	 Problems like poor academic ped:om1M(~ 

for cbildren an: associated with living in 

While an .a:.ssociaUoll does not prove a cause, it is out-of-wedlock binhs 
will also help to reduce poverty and poor ou1:cOInE 

The goal of the initiative d..aibed 
• wedlock binhs by 1% by 1997. 

~r.,.ult from unintended pregnancies. In 
UMUlI'Iied women were unintended. I 

reduce unintended pregnancies will also reduce 
the nwnl>< 

III. 

ichange individual bebaviors and health outcomes capitalize on 
community. It is critical 10 shift from ageru:y-<lriven 

strategies and =umability. Proven community Ofll8l1ization 
illdeveloping and implememing the strategies proposed on the 

, in,"";", Swus of U.s. _ in t98S: 001"_ ~ _ S<xi0«00Cmic "'" ~apbi<; 

• 
Cbar.l<:1.erisIics. Family PI..Iming l'<t~ 27. 1995. p. I' 
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Adolescents 
The risk factors for .dol.sum pregnancy are: 

.. 	 Economic and sociaJ deprivation 
, 	 Family instabilily •
• 	 Lack ofacademic commitmem and success 
• 	 Peer and other social nonns myoling early sexual involvement, deliln'tLlen! 


behavior, early cbildbearing, etc. 


These risk r""'ors can unf.vombly influence .dolesun! and and 

lifestyle choices, including problems with STD., substat1Ce. 

outcomes (Development Research and Programs, Inc., 


The following strategies should be pursued in addition 

place for adolescent pregnancy prevention: 


Education 
• 	 High quality education accessible to all am,jr.. is desi gned to 


maximize suc"",," for all learning ~Sl"'Q cultures 


• 	 including skill
building taught by quallfie all schools, both public 
and private. for all ages 

• •• 	 and other health promotion programs 

~"nsible sexual decision-making involving schools. 
religious «>mmunity and businesses 

NlrVision for minoB, especially after scho<ll 

. appealing """""tiona! and extrst:w:ricula aetivities for all cbildren 

sen>ice opp<>rtunities that give all children and youth the chance to be 
helping others 
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• 
Social Services 

• 	 Physical and semel abuse prevention at primary, secondary and tertiary levels 

• 	 Acoessible and affordable child-care services for all income levels 

Employment Development 
• 	 Adequate job preparation and placement assistance fur all 

especially those oul-<>f-school 

• 	 School-to-work opportunities in partnershi 
agencies 

• 	 Financial aid and acholarships to pfO'vide 
who desires it 

Health 
• 	 Access 10 primary health care for ad,>!.. 

-affordable 

• 	 Access to birth ""nuol active adc>lescents that 
is coDVeoien~ 

• • Prenatal care, C""...... provided to every pregnant 
teenager and heir 

is cruc:iat. Section V outlines what is 
. It also includes support information for 

Iolel~l$should have loog term effects and evemually decrease 
29 year aids. However, prognuns and servi... designed for 

be improved or added as necessary .. : 

_ .... sbouId be pursued in addition to strategies currently in 

educatiaa that is designed to change attitudes and bebaviors, especially as it 
to HIVISIDs and substance use 

• 	 Health promotion prognuns designed to increase attitudes and bebaviors favorable 
to unintended pregnancy prevention (including partner negotiation skills and how 
to access contrac:cptives) where 20 • 29 year aids are found, e.8. health care 

• 
providers. social services. businesses, recreational locations 
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• 	 Increasing accessibility of general and reproductive health care for men and women 

• 	 Increasing primary care provider involvement in assessing risk behavior and 
cblIdbearing readiness among male I!Ill! female pntients and provision of •
appropriate edu<ation and services accordingly 

• 	 Training fur health care providers on available issues and =lices 1 

adults deal appropriately with STD•• sexual assault, 

pregnancy 


• 	 Multi-media health communication 

prevention, and resources available 


Section V outlines wbat i. needed throughout planning 
includes special considerations for working with 20 to 
for these and other current strategies, 

IV. 	 TIMELlNE 

Implemenration can begin as soon as :S,,,,;ces ate identified and 
resources are available, The length depends upon tile extcm 
of the service or progratn (e,g.. wluothel service or a completely 
new program) and who is ""{Uired "'''''<0$$" It is I"OCODtllltllded dial 
die activities outlined in s..~1 and R"""lJ'c/t be completed 
prior to implementation, 1Il0y be done concurrently wilb • 

audlor their outcomes. whether negatively or 
I ~:~ phase to -= that implemeotation runs 
N individuals should be considered in all phases of 

and estimated time for completion is on tile next page. 
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• • 
Implementation Timeline 

• 
MON1'I1 

-

AC11Vm' J)ec'95 i"" Feb M" AI" May iun iul Aug Sep 0<1 Nov l)", 

Plan reviewed and approved ... 
form Stile sttcringoommittce to~ statewide •• 
strategy p1amme. implementalioo. end evalualion • 

-----

Utilize local management Board" ICAPPh end other •• 
exislint wmmitlcel 10 oveneo projOQt ooc.vdinalion. • 
str.tesy planning. impltfnentalion and cvalunion at the 
jurisdiction levtl 
- -- -~ 

Form community/agency leam! todttc:rIni.nc best .. 
approatMocalion ror each watcgy • 

-- -- -~ ---~~ -- --

AdbUIUIftSIr'-Iu, 
~-

EdUC4tion (continuing i.n.to 1991) ... ... ." ... 
- ---

Community .. ... ... ... ... ... ... ... ... ... ... •••
• 

Social Servict:$ ... ... ... ... ... ... ... ... ... 
EmplU}'ltlCfll !)evel_ ... ... ... ... ... ... ... ... ... 
Ilcallh ... ... ... ... ... ... ... ... ... 

- ---- - - -- -

10-19_#ld~ 
---- -----

Comnrunity .. ... .., ,.. ... ••• ... ... ••• ••• ... ... 
• 

Evaluatioa .. ... ... ... ... ••• ... ••• ... .., ... ... 
• 



V. DATA M"DSttPPORT DocuMI:NTATION 

Data 	 • 

National ,':atistie. show an inaease of 82% in oUI-of-wedloek births since 1980. In Mlirylllnd, 
Departmen: of Health and Meotal Hygiene Vilal Slalistics collectS data on oul:-oI'w.>lJ,x:k births. 
The percentage ofbirths in M.ry!and that are ou(-of-wedlock has 1980 to 
1994, the latest year for which data are available. 

Table 1 (please see Appendix) shows the number and per'~~fbirtru 
women by age group. It is importanl to note thaI: 

• 	 More than 50'10 ofall out-of-wedlock binhs 
29; about 32% are to women aged 20 to 24. ' 

• 	 AboulO quarter ofall out-of-wedlock binhs 

• 	 Over 90'10 ofall binhs 10 adolescents un,ler' 

• 	 For adOlescents ag'" 18 and 19, .oc~. 

• 	 The percenlageofbinhs Ihat 

age 24. 


Any plan must take these 13ct... reasons thai so many binhs 10 

women under age 24 are <lUt4 reduetlon in out-of-wedlock binhs is 
equivalent 250 CollCelltra:ting only on adolescents would • 

birth reduction; efforts must also be 

~:",'mber and percentag.. ofbirths 10 unmarried wumen 
see Appendix) shows the jurisdictions rank"" :n order 
It is interesting, but not surprising, to "'''' mat this 
birth rates. Assuming that most births '0 

and unwanled), and pov1llly and limited access 10 

pregnancy as they are with adoleseenl pregnaney, il 
Shore and Baltintore City would rank bighest in out-of·wedlocl< 

l<> IIIIIIlmied women are higher in eight jurisdictions than for the state 
32.6. AI"" Iho IIUlllhcrs ofbirths to unmarried women in the Eastern Shore 

counties are low, bul the proportions of total births are 12"10 to 51% higher than the proportion 
for the state overall. High ~ ofbirths 10 unmarried women may indicate the magnitude of 
econontic difficulty that resuhs. while high proportions ofbirths 10 unmarried women may 
indicate a variety ofconditioos Iiom disparity of services and opportunity in thai jurisdiction to 
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cultural preferences favoring out..af~wedlock births, Priorities for choosing which counties to 

• target should therefore be established taking into account·numbers of births as well as proportion 
ofbirths to unmarried women. Cultural preferences should be assessed and programs designed 
with sensitivity to those preferences. 

Table 4 (Please see Appendix) shows birth order dal •. Almost half ofall ":.:!:t~ births 
are first order. Prevelllion efforts should therefore probably be dire<:ted ,I 
never given birth. However,.,..,. half ofout-<>f-wedlock births are 
prevention with women who have already had children will be 
Appendix) shows that most out-<>f-wedlock births are first. ",",:ro; 
However, a greater percentage ofbirths that are second 

old age group. This indicates that it would be im1lontanl 

olds who have children, perhaps at delivery of the first 


Target PQP1!/arions 

• 

Priority jurisdiC1ions to target are the lOP six 10 eight j'uTiSdi,ctic ~eatest propoT1ion of 
births to unmarried women. Ai the very least, in 
Baltimore City and Dorchester. Somerset. Pri,,,:eJ counties. 
Baltimore City and the Lower Eastern ailead)' have 
extensive adolescent and unintended Any additional 
recommended strategies should be ,,ostling program leadership 
and stall: 

on Adolesc:att PreananeY 
and inte""" unwanted pregnancy 

DOlrchester County to the Lower Eastern 
effOrts into e><isting Lower Eastern Shore 

DuttlS to unmarried women are 13% and 12% rugher 
>T1i,0i\ ,)veJrall. The health and ecooolllic consequences 00 these 

since neither ofthese COWIIi.. has the level of 
surrounding coumies. Tbeir reIaIive!y low 

compared to other areas of the state often result in 
p........nioo initia!ives. Upon closer investigation, theJre may be more 

and poor health outcomes than for other COWIIi..With greater 
Ifthat is the case, cotl$ideration should be givm to including Ibese 

'DriOri',:v areas to target. 

Table 6 (please see Appendix) shows the number and percentages ofbirths to unmarried women 
by jurisdiction and age. The top eight juriSdictions are in bold. In all jurisdictiOllS, 20 to 24 yoM 
olds make up the greatest proportion ofbirtha to unmarried women, indicating that this 
population and their partners should receive lOp priority in effons to reduce out-<>f-wedlock 
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bin.hs. However, in Caroline ad Somerset, and to a lesser extent in Kent and Dorchester 

counties, proportion ofbiIths to 18 to 19 year olds follows closely behind 20 to 24 year olds. In 

these counties, 18 to 19 year aids and their panners should thererore receive the same level of • 

attention in ou{~of~wedlock birth reduction efforts as 20 to 24 year obis. 


Strategies should be specifically designed to address the male's role in unintended P"lgnancl.",. 

The Male Task Force of the Governor's Council on Adolescent . 

plans for male involvement in pregnancy prevet!lion and parenting. 

should include representatives fiom !his Task Foree 10 


fragmentation and duplication nfservices. 


There is a tendency is to base acceptance ofebildbearims: 

to provide for the child without public assistance. 

only on women who are eligible for AFDC. sin,:e rlavins 

will Dot achieve economic self...ufficiency. In addition, 

acoompamy pregnancy and birtb, while increased in stalU!,is 

present for all women. Infants ofmothers who did alae be at increased 

risk, since the mother may have been less Uk.,lvlo health 

behaviors such as Smoking and drinking alc<'ho~' regardless of 

socioeconomic status. therefo~ stand to assist them in reducing 

the likelihood ofunintended Or 


the local Interdepartmental 
this initiative should be fully •

from state and local agencies, as well as the 
Ovol.ved from the stale and local levels: 

families (GCAP. MITP.lnfantMortality Commission, 
Child Care, Making the Grade) 

Hygiene 

Department offices and task forces working on issues 
)'CIUth, and families 

.r-••eolit and.......,..ofit agencies and businesses 
Industry CouociI 

A state $leering committee could effectively ov......, planning. implementation and evaluation 
from a 51ale perspective and brilag necessary resources to bear as needed. At the loeallevel, 
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• 
Steering committees and working teamS could effectively coordinate efforts and customize 
strategies appropriate to each jurisdiction and target community. 

Needs Assessmenf 

There is no known researcb that has examined the causes specific to ,out-of'w,IdI,,,k "'HJl.>. An 
assessment of the causes specific to the ·out-of·wedlock" aspect would reveal effective 
prevention methods and help ID ensure the most significant results. 

In order to adequately wge! each population group 
determine wltatwould be most effeetive and where the 
would be reached with each effort. In addition, pl",mi.'g' 
consideration the diversity ofattitudes toward OUt-of.·w 
giving birth is now viewed bY many as ordinary and 
assessment phase to fulther aseertain, in coHaborntion 

• 	 The extent of unintonded and unplanned 

populations 


• 	 The degree to which the known pregnancy e'XlSl in 
the target conununity 

The effects of unintonded 	 he tuget POI,ulalions and 

• 	
communities 

• 	 pregnancies differ from unplanned 

relating to out-<>f·wedlock births 

ra<L:!re;s each community's unique needs. 

• 	 - 11 



Research 

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

Assessment 	 - Decision on priority areas to target 
- Ilo<umenu.tion of presence and extent 
- Examination ofcommunity 

Community Organization 
commjttees 
- Organization 
activities 
-Community 

Strategy Design 

n:infon:e both the risk 
fu:tars and measurable 

•esoutO", needed to implement aelivitie. 

can be eliminated or ameliorated and protective
rio"""" in schooL Therefore. edu«!tion seems to be 

pregnancy and to prevent unint"!'dedlunp1anned 
puJaiiOn bec<>m,,,, ..lult. Iligb quality edutalion tllat takes 

temperaments, learning styles and abilities abeuld be 
<bUd in the Stat.. Wbilil this will require ",bstantW fiMMjaJ 
will far c:>r<:eed the initiaJ investment. WIIbout this ClUc:iaI 

nityPfOI!I1Ul1u.1d services caD ollly :serve as temporary and insuIlicicat 

.-	 - 12  • 
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CM.rrenl Strategies for Adolescents 

• MllnY programs and services are already in place 10 aLidress aLiolescent pregnancy. Maryland has 
seen • decrease in the adolescent birth rate in 1992 and 1993, the latest year in which birth rate 
data is available. 


To continue that downward Ilmd, financial and staff resources should rea"",, 

the fullowing current strategies: 

• 	 Teen parenting programs with child care and 
• 	 Support group, fur pregnant and parenting 
•. 	 Comprehensive 5elOIillity education auricula 
•. 	 Accessible contraception for sexually active 

Prince George's and Anne Arundel Counties 
Teens and Young Adults program) 

• 	 Support to parents ill their role as the primaJry 
• 	 School-hased welIness centers in ~.." J~"~. 
• 	 Community-based programs in SOIT.e i,llisdlic 

behavior, conflict resolutt~i~On,~:~:;~;~
that address the causes ~r 

, 	 Multi-media promotion 

media-market and _"""hall. 

services in jtrrisdictions 


responsible sexual 
other drugs, and 

in the Baltimore 
some aLivertisemeut of 

>Ad,uits clinics 

• As descn'bed in Section ill, 

sexviees are needed to reinforce 

impact on 

ofecono,!, 


5catiions to e:xisting programs and 

1r.::~and to have an even greater
9 approacb targets the fill! mnge 

adol""""'t pregnancy. The desind impact 
adolescent! in Ibe targeted jurisdi<tion. are 

~"ge" accessible len-ices, and commuDity-driveo 

striiteg~es, continued collaboration on existing strategies. and 
impact will maximize the strength and persistence ofelfea. 

u..rentlyin place to help prevenl unintended pregnancies among 20 • 29 

accessible conuaception for most women and men 
coining and P/aa:menl services affordable and aa:essible especially to low-income 

women somewbal to low income males (e.g., Project Independence, job placement 
services) 

• 	 Health education that promotes responsible sexual behavior 10 avoid infection with 
STDsandHIV 

• 	 - 13



• 	 Preventive general and gynecological health care available 10 most women 

Financial and staff resources sbould remain in place to support these efforts. •So!:,r;ial Considergtionslor TargrJ,ing 20 to 29 r_ Q/ds 

The same social, economic and psychological facrors listed fored()I"''''''''~s 
the risk of unintended pregnancy among older women. However, there 
mediate the effect of programs to reduce unintended The 
into consideration in designing strategies for 20 to 29 year 

• 	 People age 18 and oIde! are not subject to 

are often used to support adolescent P"'gnJlD 


,. 	 The t'W'enties are characterized by increased' " 

development ofpersoeal identity, lifestyle, 


• 	 Many 20 to 29 year old women may plan £"S'lfdl,os ofmarital 
status, 

• 	 There is greater societal ac""pta in this age group. 

» 	 Women ase 2Q to 29 and incidence of perinatal 

and infimt morbidity to be at the best age for 

childbearing. 


• 	 economic and socia1 self-sufficiency •
public weIfure ~ 

be reached in one place, such as school, but live, 
£ofpla,:esthroughout communities. 

merv.od with prevention programs. Because ofthe newly 
jIonl)' "olnlnon to young adults, there is man: oppor1UDity fOr 

oflaw or parental involvement (e.g., alcohol use and abuse, 
~.mltrition, etc.). Strategies that are paterealistic, authoritarian or 

loss successful in this age group than in others. Decisioos about 
10 29 year old population to WgeI should be sensitiw 10 these 
efforts should c:apitalize on the natural strt>ng!hs ofthis developmental 

located to reach the population in its many work, social and residential 

Programs and services for this group shou\d focus on helping to delay ""planned pregnancies 
through education, access to opportunities that create an incentive to delay childbearing until 
pregnancy is desired and ecooomic self-sufficiency is achieved, and access to preliom!d methods of 
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• 
contraception, The role of males should not I>e ignored in this process. Access to contraception 
for males and increasing responsibility for prevenring unintended pregnancies are desirable goals 
of pregnancy prevention Strategies. 

Evalyation 

The asS05sment ofthe degree to which planned initiatives are implemented and 
10 the sustainability ofefforts to improve health outcomes< An "'::::::~~ 
the planning phase, by ident;ry;"g those components thaI are .i 

Determining the extent to wbic:h an initiative has been 

that need to be addressed before efforts proceed< In 

met, the program is more likely to be effective in '--<-_.< 

objectives are not met. This evaluation is sometimes 
should take place at each Slep ofimplementation< 

The extent to which the target population is reached ..u.ne, and is one of 
Ihe most straightforward objeaives to me3SUre< served, and 
population exposed to a program or message ,_ about how 
effective the initiative is in readUng the 

• 
If it is desirable to continue the pre'sn!l1 organization. or to seek: or 
continue additional funding, it will me:.sure the effect initiatives have on 
knowledge, altitudes, behaviOIl to reducing unintended prqjIl8llcies. 
A valid evaluation ofthe :os is be", designed by someone with 

be included in the planning 
that on etrec:t will 0<:<:Ur< Wub 

be a lag time between prognttn and 
i![I!Iion, pO'&''''' designed to reduce risk behaviors for illY 

complete the evaluation phase i. dependem upon the 
the dngree ofdifficulty in measuring effect. and the length of 

'Kitby, D., Barth. R., Leland, N. & Fetro, J. (1991)< lI£dJtclng IhiJ Risk: Impact oJa"..., 

• 
curriculum on se:xwJ risk-takmg. Family p!!!!lIlingl'mpectives. 2. 253-263. 
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Appendix 

Table I 	 Nl1Illber, Percent, Per'cenltag' 'lomen By Age of 
Mother. Vital Statistics, 

Table 2 	 Number and PeI1:ent ofMother and Political 
Subdivision, Vital •

Danrled Women by Jwisdiction, Vital 

to Unmarried Women by Birth Order, Vital 

Unmarried Women & Percent ofTotai by Birth Order 
disti.:s, 1994 

Pen:mt ofBirths to Unmarried Women by Jwisdiction and 
Statistics, 1994 
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• Table 1. Numbtl', Ptreetn, Pe~Dt.8e otBirtlu to UnmArried Women By Age 01 Mother 
VIW Sututics, 1994 (FIoaJ) 

• 


AC£OFMOTHD 

15 

15-17 

1&"19 

20-24 

25·29 

30-)4 

35·39 

24,991 

251 

2,702 

3,727 

8,144 

5,341 

3,260 

1,255 

15.8% 

14.6% 

40& over 16.90/, 

24,959 

1,398 

13,044 

7,609 

1,099 

PUtCEHTOF ALL IJorJ'BB 
1'114T ,tdIJ; TO UIQIAItIllD 

WO>m! 

2I!.8'!\ 
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Table J. NumbetllDd Pen::e:nt or Birtb. EO UDDluried Women by Jurbdic:tioa 
Vital Statiltld, 1994 • 

• 

"Total docs not add up to 24,991, as 6Sbittbs!itt: unaccounted fot in Vita! Sl.atisticsdala 

- 18  • 

JUR1Sntcno~ T«rrAL Bm'nls BI1nlISTO PI:Jtc'rJrrOF TotAL 
u~ WQ/'IfUt' 

BaJt.imoi-c 1 7.900-, 261 

Dorchcs1.er 352 

Wicomico 1.140 

!'rince 12.745 

w_ SOO 

C~Ii.nc 386 37.6% 

K"", 227 35.7% 

Talb<>1 163 35.5% 

81' 34.0% 

WL'lltingtan 32.2% 

Charl.. 32.2% 

2'J.8% 

27.8% 

102 27.1% 

2,276 255% 

98 14.2% 

1.519 24.()% 

204 :!l.3% 

605 20.3% 

2.646 524 19JM 

12,203 2;1ll 19.0% 

1,899 309 16.3% 



Table 4. Number and Pc~t or rurths 1& Unmal'T'itd WOOleD by Birtb Omr. Vitti Statbtb. 1994 

• BIRTH OR.!)ER NUMBER OF BlltTBs 

Total 

Fourth and above: 

Stated 

24,991 

11,679 

5,963 

3,194 

22.m 

Tab. S. Nul:'Dkr of Birth. to Unmarried 
by Birth 0,..., '" AI", V,,," St 

100,0% 

45,0% 

1l.2% 

BIRTH ORDER < 15 I PI:RaNT 1s..17 I 

238 

i OI'TOTAL, 
"'"811m! 

ORDER 

Puia>rT 
o,Tar.4.L 

FOOt 
IIIlm! 
O""EIl 

• 

21.9% 5,433 46.5% 


7.3% 3,746 62.11% 


176 5.5% 2,037 63.7% 


43 1.6% 1,- 56.7% 
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New Hampshire Plan 

The National Campaign to Prevent Teen Pregnancy 

March 1997 

• 




• 
New Hampshire Department of Health & Human Services 

Summary of Teen Pregnancy Prevention Effons 

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 pro\'ision and program development has been On 

reaching out to adolescents. reducing barriers to teens and providing comprehensive 
reproductive heaJth services which includes education. guidance and life skiJls to teens. 
New Hampshire has seen the teen birth rate steadily drop and per the latest Alan 
Guttm.eher Instirute dara (Oct. 1996), New Hampshire has the lowest teen birth rate in 
the country for the second year in a row. 

In 1995 the Federal Title X program made available, via competitive bid, supplemental 
funds that were to be directed towards at least one of the Title X priority areas. Enhanced 
semces to teens was one ofthose priority areas. On July I, 1995 the NH Department of 
Health and Human Service's (NH DHHS) Family Planning Program received a grant 
awarp ($120,000 for FY'96) from the Federal Title X Program to begin the opemion of 
nine specialized teen clinics in both rural and urban communities throughOUt the stale. 
Semces 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, affordahle, 10 he provided in evening or weekend hours 
without an appointment, and to have teen peer educators available during clinic operation. 

Each of the teen clinic programs incorporate the foHowing componentll into their 
program: community collaboration; teen involvement in the planning and implementation 
of the program including peer education; provision ofreproductive health services; clinic, 
conununity and peer tiducation which includes abstinence education and parental 
involvement; aggressive marketing, media, and outreach efforts targeting adolescents; and 
program quality assurance and evaluation. The teen clinics are generally stafied by nurse 
practitioners~ reproductive health counselors and educators., and volunteer or paid teen 
peer edu<:ators. The clinic. have al.sc involved Sledent nu,,", practitioners who work 
closely with the teen clinic staff: 

Since the inception ofthese specialized teen services there baa 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 baa been dropped due to a low number of clients being seen). 
Considering the many years ofrelatively stahle numbers of teens being seen by our family 
planning agenciea, a 22 per..... increase is considered to he significant and a strong 
indication of the success of this program. Although the federalfundlng provided in FY 
1996 fur 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 ofPublic Health Servicea WItS directed to begin 
worlcing on the development of. comprehensive, teen pregnancy prevention model that· 
would become the fouedation fur state welfure reform, teen pregnancy prevention efforts. 
A plan was drafted in concert with the Family Planning Program and, along with the 

• 
feedback from the newly created Adolescent Pregnancy Prevention and Parenting 
Workgroup (APPPW), • model plan was created and endorsed. From these initial efIimo 



the APPPW outlined a plan of action to i~clude: the proposal of a demonstration project, a • 
kick·off conference, outreach to schools, and a st~ewide pubJic education and media 
campaign, Each initiative is summarized below. 

Teen Pregnancy Prevention DemoDstf1ltion Project 
As part ofa state-wide initiative to reduce teen pregnancies. the NH Department of 

Health and Human SeNices (DHHS) is currently developing a model teen pregnancy 
prevention program to be implemented as a three year community demonstration project 
The purpose of this proposed initiative is to establish. multi·faceted community·based 
teen pregnancy prevention project, in an effort to forge community partnerships that will 
provide comprehensive suppon and guidance to adolescents throughout their development 
and will enable youth to have significantly stronger incentives and skiUs to make healthy 
decisions about tbeir 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 assistJ:U'lC.eltutoring program, 
career guidaneeJwork coopernlivelmentor prognuns, and sports/fine arts programs). The 
principals being used to guide this project are those outlioed by the US Depanrnen. of 
Health and Human Services and are as foHow: 
• 	 Parents and other aduh mentors must play key roles in encouraging young people '0 

avoid early pregnancy and 10 stay in school. 
• 	 Abstinence and personal responsibility must be primary messages of prevention • 

programs. 
• 	 Young people must be given clear connections and pathway. to coHege or jobs that 

give them hope and a reason to stay in school and avoid pregnancy. 
• 	 Public and private sector partners throughout communities, including parents, school., 

busin...... media, health and human services providers, and religious organizations 
must work together to develop comprehensive strategies. 

• 	 Real SUe<:eSS ""Iuires a ~Ist.ined commitment 10 the young person over along period 
of time. 

NH DHHS will forge a <OUaborative pannt:rsbip with the eomrmmity aWlltlled 
these funds wbidl will inc/ude technical assistance in prognun implementation and 
evaluation. EvaIua!ion reslJlts will be disseminated to eommunities throughout the state in 
an effort to direct limited resouroes and strengthen community based pregnatlcy. . 
prevention efforts. NH DHHS hopes to implemenl this demonstration project during 
FY'98 (pending availability of fimding) and will support the replication of this model in 
other communities based upon the demonstration Project evaluation results and availability 
offunds. A copy ofthe dlllll plan is enclosed. 

• 




• Public Education and Medi. Campaign 

Pending tbe availability of funds, tbe New Hampshire Department ofHealtb & Human 

• 


Services will be requesting proposals from agencies or organit..ations. with experience in 
developing and carrying out media/informational campaigns: on health-related topics, to 
assist the Department in planning and carrying out an adolescent pregnancy prevention 
project witb an emphasis on outreach and education to: males ages 18 to 35 with an 
emphasis on male responsibility and to all adolescents witb an emphasis on healthy 
relationships, identitying life options and enbancing decision maldng skills. Emphasis will 
also be placed on outreach and educarion to parents on parent/child communications. 

The goals of this initiative include: 

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

2. Planning. comprebensive and coordinated campaign, using referenced PSAs and 
other data and information on teen pregnancy prevenlion. specifically outreach to males 
and females and parents, as provided by tbe Department ofHealth &; Human 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 informatiooal pieces in print media channels; and schedule placement of 
radio talk shoWl! regarding this subject. 

It is hoped that such a media campaign woulrl elicit sponsorship in the form of financial 
support for conlinuation ofthe media "campaign from community based organizations and 
tbe business community beyond one year. . 

Conference And Kiek-Ofl' Campaign 

On May 30, 1997 the NHDepartment ofHealth and Human Services is sponsoring a 
day long, statewide conJerence enti~ed, eo_1Iity Pannnships: &1bltU>1II to 
Preventiltg T«JI I'rtglttmi:y. The conf....nce is intended to draw a mixed audience of 
health and buman service professionals, educators, cl"'llY. busin..... and decision makers. 
The goal of the conference is to get diverse protessionals to talk to one another about 
their re.pective roleS in preventing teen pregnancy in their own community. The keynote 
speaker wiD be Sarah S. Brown. .......rive director ofthe Nallooal Campaign to Prevent 
Teen Pregnancy. The conlerence will also featute a teen panel, • teen theater group, 
awards to businesses and programa that have done exemplary work on behalf of 

• 
adol""'ents 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. N. mentioned above these two 
initiatives are contingent upon funding. • 
Outreach to Schools 

A fourth initiative will be an outreach campaign to schools around the state. Stafffrom 
the Department ofHealth and Human Services win 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 assistance. This has been well received in the past. Depending upon the 
demand for this service, there may be a train the trainers initiative down the road, 

• 

• 
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Community Partnerships: 


Solutions to Preventing 


Teen Pregnancy 


May 30, 1997 

Wayrarer Inn, Bedrord, NH 

A conference for educators, health and 
human service workers. businesses, clergy 

and others who want the best for New 
Hampshire" youth. 

PnunlMby 
lhe NH ~I of Health and Hurmm Serticcs 

and mem~,., Qfthe Adolescent Pregnanty Pre'enlion 
end Patentm, Work GrOup 

• 

Join together with individuals from many facets 
of the community to begin or furthel 
conversations about amununity solutions to 
solving the problem of teen psepancy and 
ensuring for the $UCCCSS ofour stale's youth. 

8:30 AM Registration ~ Coffee: 

9:00 AM Wclromc address-

TelT)' 1... MortOD, CommtulOftcr 
Nli Deportment o/Heallh and Human $uvlcej 

Oer EJeclJedty, "caDDe Sbaheeal Governor 

9:30 AM Keyoote Sartb s.. BroWlJ. £rectl,i...e 
D/~ctor. 1M Natlam:l Ozmpdlgn 10 PtTwtni 
Tun Pngnancy 

Ptnmlfng Tun I'ngrttUtcy: 
From tJt~ Nation's Capital to 
You,. Comnutnlly 

Bto information about Samh 

10;15 AM Break 

10;)6 r'-IN TaJA - Panel Discussion 
(thlnkingaboul LaUlll ,,"ay of NIl MUe Radio 
as moder.'ltor) Pn:gnant and parenting tccns and 
adult! who had teen pltgnancies wiU share their 
insights with us. Whal would have pm-'ented 
their early pregnantiesl What advice do they 
have for profeuionals JtaChinS out to be1pl 

II; 1:5 Outline the Dcmonsl.nttion Projed. or 

• 

a Business presentation. {in !.he process of 
inviting Dr. Richard Orten fonner CEO of 
Honey""n 

12:00 noon lunch 

12:4:5 PM Sucuss by 19 Awards ~ Awards will Ebe presented. 10 busin~ and programs: that 
have done exemplary \>iorlc: on behalf or teens in o 
New Hampshire. u.. 
(need an Me (or this. Abo should we have leens c:
give outlhc awards?) o 

:;::.
t: IS PM ACTING OUT ~ U!Jng acting as their medium. teens from nus thealer program in ~ 
Keene. NH will eng..'1ge tm audience as they iiiaddress some ofthe' key is.rues surrounding lcen . 
pregnancy. Cl 

(l) 
2:00 PM Bnak Ou! Session" ~ Hear more aboul 0::: 

the programs run by the award rec1p)ents. 

names or each programs U$1.Od 


3:00 PM ClasiDg Re:mark,,,· Sarah S. Brown 
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Directions to the Wayfarer Inn 
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The Adolcsc:cot PartOilDIBDd Pregnane,. 
Preve:Dtton Work GI"Q\lJ) is convened by the NH 
'[lep3rtmenl of Health and Hwnan Servi= 
comprised of uaff from various state and state 
level agencies. Their mission is to develop a 
state plan to decrease teen ~ in New 
Hampohi.. througb pub"e _un and 
community progn,uns. 

This confemwe is one initiative of the 
Adolescent Pa:renting and Pregnancy Prevention 
Work Group. Other inidatJves include: 

• A. pubU¢ inf'otmatioa campaign 
• OutRacb to schools 
• Model programs in communities: 

For ~ infun:nalion c:aU: 
1-80fJ..8:51-3J4$ extension 4268 

The Nati_ Camjlaign to _.Teon 
Pregnancy is 11: IlODprofiL. noapartisan initiative. 
"I1Ie campaign's goal is to rt:ducc the naOOD's 
.....81' 1"'__ byone-<binl by m._ 
2003. One of !he stnIIef.ies,o accomplislll!>>> 
goal i. to _rt ..... II1II locaI.eIi.. S1Icl! as 
!he ..... being done In New Hampohil<. 

For more iflfomaLion about the Campaign call : 
(202) 851·865' 

This conference is support in part by __ .he 
MalemaJ and Child Health Program (TitJe v, 
Social Security ACI), Health R=ouces and 
Servia:s Adminis1.n'll.ion. Department or Health 
and Human StIVice$. 

, 
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New damp.hlre Department of Uealfb iliad Human SeMices 


AdoIeteCDt Prepaltt, Prevention Model 

·SUCCESS BY 19" 


/. Purpose: To establish a multi-faceted community-based teen pregnancy pJ'C'Vt:ntion project in an effort to forge community partnerships that win provide 
comprehensive support end guidance to adolescents throughout their development and wilt enable YOl1th to have significantly stronger incentives and skill$ to 
make healthy decisions. about their lives, including the prc:vention of pregnancy, Many ofthe societal and economic issues whicb place adolescl!rus 81 risk for 
pregn:arn;y such as povel'lJ, school failttte. bu.::k or motivation and family di$tre$.S also predispose them 10 other health related problems, The SUCce$$ of this 
project wiJl not only ~ in the pR:Vtntion of teen prcgnam:ics but also in the overall improvtntenl of adolescent health and wel! being in the community. 

II. &rdgmund: FantiJy. SChool. and community based fo::ommendatlOns detailed in the I)qJarunenl of Health and Human Services ptiblicalion titled "Nlf 
A d(llescttnt Health Task PCI'a! Report' provide a fOwtdation for the "SUCCC5S by 19'" Model for AdoJescent Pregnancy Prevention. &sed upon this report it js 
imperative that R teen pregnancy prevention model be multi-Cai:::c:ted and (t:K."US on factors associated \\ith tbe individuat 3d0ks0c:nt. sucb as sua:ess in school 
and personal aspirations as well as family fildol"& sucl1 as ~rty. cmnmunication. and economic and educational opporttutitie$. The principles being used to 
guide lhis project are those outlined. by the US Dcpartmen1 of Health and Hwnan Servic:es. in the document titled "Preventing Teen Pregnancy: Pr()mc#ng 
ProMiSing Strategies, A Ciulr/« for Communlli~s", T'hese principals incJude the following: 
.. Pmnts and other adult mentors must play key roles in encouraging l"'tmI pcop!c to avoid t.afly pregnancy and to stay in schooL 
• 	 Abstinenc:t and pemooaJ responsibility must be primary messages of p:nention program:s. 
• 	 Young people must be given clear a:mnedlons and pathways: to <:oUege or jobs that give them. hope and a reason to stay in .school and avoid pregnancy. 
• 	 Public and private sector partners th.rougbout communities, including parents, $Cbools, businesses. mtdia. health and human services. pf~idetS. and 

religious organizations must work logetber to ckvelop comprehensive stnnegies. 
• 	 twJJ success rcquife$ a susWned' commitment to the young person over a long period of time, 

The project componentS detailed below, jnclucling scrviee and program c:tetm:ry, are structu.n!d upon these gtriding principles. 

Ill. 	ho}t!ct CdmptmmtJ 
A. 	Teert lnwtl"nmmt 
Real solutions to ICen pregn.am;y prevention rest at the oornrnunity Ievc' including \\il.b the teens l.betnSehrca Since no one 5tf3tetr/ will work for aU youth it is 
impot1a.nl to develop programs thai are mtdti..factted and Include youth in planning. implemenLing and c:vaIuaLing leen pregnancy pJevenLion strategies. 
Examples of how leens can be incorporaled into the project are: developing marketing and outreach materials such as posters. radio. and television PSA.s; 
designing ctient satisfactio.n surveys; prO\'iding edumtion througb peer education progrnms; and panicipation on a leen advisoty group Ie assist with program 
planning and implementation. 
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B. C~l'Jfm_~ Cmlt'6ora.tWrt 
Community collaboration is essentia! in order to design and implement successful prevention stmlegies that are tailored 10 met1 community needs, resources, 
and vaJues, Collaborative efforn lnwlving schools, the &we,. health and social service ageneie$, parents, peers. role models. businesses, media. church grouPS. 
llnJversities. police and courts and youth groups are needed to reduce duplication ofefforts and ~ efficiency and ef'fectiveness, The community system 
includes all of the social service agencies that have ptO'Yid'c seJ'\o'ia::s sucb u col.tnSiding and guidance services, vocational training and financial assiS1aJlce. The 
need 10 tddrtss the economic ~ and needs of adolescents and their parents cannot be ovematc1 For the hlghest risk adolescenlS. acceo: to family 
planning pre:snancy prnenlion servi~ lS not enough to avoid pregnane)', Information about oontraception with an emphasis on abstinence and parental 
partictptltion will nOI cbange behavior unless there: Is mctivaUon to avoid pregnancy. Communiuts must join logetbet in an effort to provide more 
opportunities for adoh:sce:nts after school. Community volunleeI$ are a viable tt'$OU.tf.."e for provh:Ung needed services 10 adokseen!.S including homework and 
tutoring assisWICe, home visiting. mentor programs. and sports and fine arts programs. 
C. M.ddln' .... _ 	 . 
Teens mUS1 be invotvrd designing and implementing mrutecing and outreaeb dforts. Key to the succes.s of a teen pregnancy PT"C'V¢OUon progrnm is informing 

the community of the: scrviees offered and reaching those in need of these services. Marketing and outnacb efforts need to reach female and male adolescents. 

male adults, patCn$$, and other key individuals and businesses or ~t$ in th~ community. 

D, D«IlJ Rep~8IUf(JElltJ/"fIIIOff 

Strong pregnancy prew:ntion and intervention efforts nece.ssitate equaJly 'Strong rnt.aSUJeS of evaluations 1<> document their effoou. 

Moch of the: hiSl01J su.rrounditIg p1'egnancy prev~tion efforts ~ i.bal many <>f the pl"Opms have tscked useful evaJuat.ion strategies. There is a need for "Ill 

new generation" ofprograms that are imple~ witb card'uI theoretical and eooa:ptual flameworks that im:Jud.e an extensive evaluation design" 

E. 	SwIIIc:~ Dr.A-OfNI" ~Ullny 

The causes <>r teenage pregnancy are tooted in the social fabric ofour society. lnnavative adotescent pregnane)' prevention programs have been successful 
in avoiding adolescent pregnancies and the SU4'a$S or tbc$e $U8tqies 15 the underlying need for the adolescent to be motivated to prevent pregnancy. 
Multi~raa:ted~hes that combine pregnancy prevention education. 8QQW 10 cootta(;tplive scMta. programs to Improve life options and programs 10 
prevent repeat pregnancies have been sucoessfu] in delaying the onset ofsexual activity. im:rca5ing contm:.:e'ptive: use along those who are sexually active. 
and reducing pregnancy mlt$. Such intcM:otioo Should be tailon:.d to mcd me needs of adolc:sa::ms at SC'Vera.I crhicaJ turning points in their social, 
pbysical and emotional dewlopmeo1. 

• 	 CdUt!I' G"ldanc.tIWod C~NlMDftDl'~ 
• 	 H_ .... F<tMIJy LIfe E..._ "'- (Ito<hullJog all."",. baud ..........J 

• 	 H"rUwork ~4ffC" and 'l'Ittcrltw Snvlctt'JJ 
• 	 CAH Monttgmsmt 
• 	 Sports and Fbt~Arff ft~ 
• 	 H~t1Ut Vuitlng andSapptn"l (flo"P't) PannliItg funs PNJ"am 
• 	 Mmtal HealtIt 
• 	 MUlctJl and HullA SD?i«s 

• 
 •
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/. eMU' Guidllnce/JYorl Coope,ati"e/Mnrtor Pntgram 
Studies or adolescent se~ bchaviOf (;(InsistentJy document that socioeconomic disadYantase. school dtop--out, and early behavior problems are pred.iCiors of 
adole.sccnl childbearing. Prtgnaney prevention £1.ralegjcs need to influence these social and cc:onontic l'actors by [OCIlSing on intervt:ntions that provide 
education and occupational opportunities fot teens. Teens will nol be motivated 10 avoid early pregnancy and paxenthood un!ess they cbserve alternative: 
pathways 10 achieving Huh status. Efforts arc: nocdtd to broaden a teen's "life options", e.g. assistance with admission 10 college, providing them with a sense 
of control over their future and assisting teens with shaping their gaaJs for life. The later bo/xlomes a challenge as one Jc,dius that most teens think in 1erms of 
the concrete (i,e. the present) and not the ahstJact (i.e:. the future) as part ofthc:ir normal developmental process. Decision o\;\\dng skills devetopment 
(mentioned above) al$O assist teeM with life planning to enable them to plan for alternatives to early parenthood. Role modeling amJ mentor programs provide 
concrete eu.tnp!e:s for youth tbt prncticing desirable $Oclal and interpersonal behaviors. Work cooperative opportunities for YOU1h offer teens actual work 
experience along with social support and inleMntions to lmprove I.beir life planning. decision-ma.k.ing. and team work skill$. Ufe planning progrnms which 
inch.lde perwnal fitW'lct planning. such as the CNbllsbmen1 of a bank aocoun1. also provide ft:t1l$ with skills to plan tor their economic security. Programs 
that offer leens a glimpse at what their fururt can be will have an effect on multiple risk behaviors among teens including drug use, school dropout. 
delinquency. and teen pugnancy, 
Z. HulJlt prui lamB, l.l(~ ErfMc4timf 

Family Life and sexuality eduattion ruooelsare designed to inform and influence adoJest.1::nts' altitudes, knowledge, and behavior regarding sexuai behavior, 

personal relationships. and reproductive health, Teen-focused $.kin building. family.focused communication building, and community·focused information 

building arc the three major types ofeducation models offered Teen (ocused mooel$ support lcCns in remaining abstinent or delaying sexual activity. misl 

them with dn'elOping wlls to rt;S1.st peer pressure, ~Ive ~kts, and make healthy decisions. Family education models enhance parenioChild 

com.numi.c:ations in an effort to delay c:waI activity IUllOng teeDS by enwuntgiQg parents to promote abstinence and responsible decision making. Cornmunify

based nrodc:ls provide ~ and ~nt.rac:eptivc information to teens in Older to relnforoe abstinence messages and responsible decision making practices. 

Included in the family fife and ~Iity education turricu.lum is an emphasis on self esteem. decision matins. communication. and values clarific.ation. 

J. HortKlfl(Jrk Auistalf« my! lidOrinc ftygr!:!m 

Ate de$igned to identil'y those teens needing additional Kadcmic assistance in order to ~er their studies, Program models all indude an assessment or 

currenl ~demic strengths: and areas in need ofimprovement, The assessment process can be as comptelC as having the assessment conducted by an education 

specialist or as simple as a review oreurn:n1 status via a muttktisciplinary school-based learn. Acadtmic assistam::e sessions need to be schedu.led on a toutine 

basis. ConsiS1ency In schcduJins and tutors increases the chance ofsw:ct$$ for a teen. Tutors can be found in many walks of li(e and can indude peers, college 

students and senior ci.tizens, Educational achievement is key to fitture economic security. Outcomes (ot lbis component include: regular attendance and 

lUIonng sessions; an improvemul in schoo1 grad¢:$~ an improvement in reading and math test scon:~ tewer school absenoes; and maintenance of good conduct 

marks in school. 

4. Climt lpud .!.fuanmm! SuYlce 

A single point ofcontact coupled with responsibility rOf coordination orseMCt$ leads to a more effective and effieient use of rcsourees as ~II as providing the 

tOlUldation upon which a plan of action can be built. Past practice has shown us that case: management nol only maximizes reso\ll"te$ and client opportunities 

but decreases fnmration within the $Y$ltm and contributes to JOllg term success ofany.complex, dynamic initiative. 
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$, S,um and fin, Am Progrg.tm 
Part ofa Comprehensive model includes providing opportunities for youth ~n recreation that require discipline"and teamwork, TIUs includes sport! and fine 
arts programs, The goals include: adoption of an art or sport to acquire new skills: regular auendance at activities centered around art or spon; acquisition of 
new skills: behavior reflective or positive self image e.g. head held up. sense ofconfidence. increase attention to personal care. 

6. HOItfI! .,.uitI and TUft ParmJ SNI?I!o/f Grew 
11lese services are designed to reach out 10 roung teens who may be at risk ofbecoming pregnant by pr<Mding nunuring. supponive guidance through a 
consistem connection with a peer andior adult. The role of the home visitor is to provide $UppOn to the teen 10 ",cess and catTY through with other services and 
activities in the comprehensive model. with the goal of ptr:'Venling pregnancy. Home visiting services tan also function in a secondary pr~ntion selling to 
n:duce subsequent pregnancies in teen.S. The: goals include:: promcrte healthy pttgIlJlJ\Cy nd. birth outcom"- promote safe and nwturing environments for 
ch.ildfen by educating teen parents in child dt:w:klpmcmt. health. injury prevention and parenting skiUs; rastly. e~ the: family's life course and 
dC'Yelopmenl (furthering (duaWon, finding work and n:ducing subsequent pregnandes). by leaching family members how to ao.::ess resources to reduce S1teSS 
and promote healthy dC'Yelopment for both the teen parml5 and cbildRlt 
1. Menla! Hd Sgvlc(1 
Are designed co meet the compleJt:: emotional and mental health needs oft«:ns. Adolescence is a time of many changes. Re.search has shown that those teens 
with low resiliency art at greatest tisk: ofsuicide,. 5lIbslance abuse and other sdfdestructive behavion: To this end the mental health component is designed 10 
assess teeN tor acute mental: hc:a1lh nocd$ and to provide profd5iona1 sodal wmX with counseling SCl"Vices oo-siU:. with referrals for more eomplex issues. 
8. Mtdlca'anJ "filii/! S...w.. 
Art: designed to meet the primary health care needs ofadolesteDi.S, Services need to include a complete social and family history and 85.SCS.$me:nt; 
establishment ofhealth goals; pregnm:y prevention and plann.ing including the on·sile availability of con~ confidential serviees and weekJy 
meetings with a rqmxIuaive health Qll.J.flSdor for IteM who are sauaUy attive. Recent research regarding the iocidence and risk of HJV and other sexually 
transmitted diseases. points to the need to bll';)l3den the: definition of'se:cua11y adive:' to include sexual activities in additlon to lnlercourse. Outcomes will 
include the completion of an annual physical with the appropriate age and gendtr spe:dfie anticipatory guidance; adoptlot! ofan appropriate health goal (e.g. 
smoking ~n. -weight mluction)~ postponement ofsexual inlefa:lurSe and other risk taking behaviors. or the increased use ofconuaceptiQo among those 
tCCR!$ having inten:;ourse and an..averaJl decrease in the number of leen pregnancies. It is important to note thai the: later outcome: is a tong term outcome: 
requiring a long term commitment lo adolescetII heaJth. 

Prepaml by: Jill Ann Untledull. MS. CHI!S lind KaIle Duno, RN. MPH 
NH Depa.rtmenl ofHealth and Human Services 
Bureau of Maternal'" Child Health 
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THE STAn: OF :'iEW !L-\..\IPSHIRE TITLE IV·A ST.HE PLA.'i 

Section "Ol(a)(1)(A)(\-'): Establish goals and take action to preno. aDd rtduce the ioddence or out
of· wedlock pregnancies, with special emptuuls OD teenage pregnancies. and establi!Jb lSumeric2J 
goals ror reducing the illegitimacy raUo of the St.ate (as defined iD 'KtiOO 4(lJ(a)(2){B)) for 
caleud2r yean 1996 througb 2005. 

\'ew Hampshire's goals [0 reduce the non-marital birth rate are as follows: 

1) By 200S reduce the non-marital teen birth rate to 21.0 per 1,000 {baseline 1994 22.3 per 1.000), 
1) By 2005 reduce the non-maniaJ birth rate among women ages 2Q..24 to 33.0 per 1.000 (baseline data. 
35.1 p<,I.OOO). 

These goals correspond with the prevention programs and the target populations fot those programs. The 
target populations ~ adolescents. pregnati' women and women under age 26 who have young childrtn. 
The gool for the reduction in the non-marital birth rate is conservalive as New Hampshi~'s birth to non
married ttens is the second !o....'CS( in the country, The estimated reduction is based on decreases in teen 
birth rates seen in New Hampshire over the last decade and antiCipated modest. decreases over the next 
~ade due to increased efforts to reduce teen births. 

The goal for the reduction in non.. marital births among women ages 20~24 foeustS mainly on preventing 
subsequent births among women in this age group, 

Because there are so many variables thBl can affect the birth rate and because it is very difficult to 
predict trends and changes. we will monitor the data and mvaiuafe the goal$ each year from 1997 to 
2005. 

The Slate of New Hampshi~ 1$ actively involved in actions to prevent and reduce the incidence of 
teenage pregnancies. A$ part of (jovernor Merrill's Welfare Refomt Council. aJt inter-agency task force, 
til. i\dol_en, p"",,'ing and ProglWlcy Proven'ion Work Group (APPPWG) was ....blish.d. The 
APPPW(j is comprised of representatives of State ageneiu including the Department of Health and 
Human Services, the Depanmcut of EdUC&tion, and. PO$t~Secondary Education. AddirionaHy there it 
represenwion from non-state agencies suc:b as me Girl Sc:o,"" the Welfare Directors' Association. U'NH 
Cooperative Extension. and the NH HOUSing FinaJ1ce Authority. 

Plans iW underway for four major initiatives. TIle tirst initiative is an extensive public: informaIion and 
education ca:npaip with a partieu!ar focus on male responsibility. The second it at1 outrca.cb initWiw: to 
schools and o.,-of·school yoIIlIL The mini initillliv. ill kick offcampllip c:cnrere."" in May of 1991. 
The purpose of the confcn:nee is to foqe linkages with national pregnancy prevention efforts as well 
creating publiC/privarc partnerships'in New Hampshire, The fourth major initiative is a demonstration 
project which implements and eval\WCS the model plan in a dtoseu commWlity. 

OM component of the teen p1'e~ prevention plan is to provide home visiting to teas who mAy be 
at~risk of becoming pregnant. The role of the home visitor is to provide support to the toto to aceess a..qd 
carry through with the other serviCes and activities in the comprehensive mode~ with the goal of 
prev.n'ing her from bc<oming "",pant. 

Plan.s are underway to implement a model home visiting program in two communities for pregnant 
women and for women with yOUQg families in an effort to reduce subsequent prcpancie!. 'The 
comprehettsive go.ls of the program ant to: 

6 10II/'iI6 
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THE STATE Of ~E'" HA.\IPSHlRE nTLE !V·.-\STATE PL-I-'i 

• 	 Promote nealthy pregnancy and birth ouTComes, • 
• 	 Promote safe and nurturing environments for ::hildren by educating parents in child 

development, health, safety and parenting skills, 
• 	 Enhance the family's life course and developmem (furthering education. finding work. and 

reducing subsequent pregnancies) by teaching family members how to access reSources to 
reduce stress and promote healthy deveiopment for both the adults and children. 

Section 401(a)(1)(A)(vi); CaDduct a program. daigned to reacb Statt aDd loeaJ law en(ol'ftmcot . 
omda~ the eduatioD sY'tem, and relevant (oQ1I!eling Hrvic:~ tba, providQ educatiOD and 
rraining on tbe problem of statutory rape so tbat (eeDge pregnancy prnentioD programs may be 
expanded iD Jeope to include mea. 

The Department's public education and information campaign for the Teen Pregnaru.;:y Prevention 
initiative will bsvc a spedal cmphasis on male responsibility and will target mcn in [heir early 20s. Thc 
message regarding statutory rape will be woven into this campaign and law enfom:ment officials will be 
involved in the planning and implementation process. 

. 
The Department will review the efforts of other states currently address\ni this issue in terms of 
education and enfon;;ement of statutory rape: taws. 

• 
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The Na.tional Campaign to Prevent Teen Pregnancy . 
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• Carr to )Iction 


The Action Agenda '97, developed by abroad·based 
coalition at Governor Kitl.haber's request, seeks to 
solidify teen pregnancy pre'ention efforts by both local 
and state partners into acohesive, integrated course of 
action for 199i and into the future.!n addressing the 
complicated and critical issue of teen pregnancy 
prevention, Goyernor Kitzhaber recognizes that only 
through coordinated effort can progress be made, The 
Action Agenda stresSes the ooncept ofshared responsibility, 

o You"8Jemales and males must take responsibility 
for their decisions and the direction their lives are 
taking, 

• 

o Parents have the responsibility to provide support, 


super>ision and guidance in developing their children's 

Y.!Iues and behaviors, 

o Schools and communities have the respon~bility to 

provide pfOglll1!ll1!,:~S,~~~'l~~Y?~~~~~~1~}1ngeducated and ur Iii 
parenthood, 
o Governments have the responsibility to implement 

appropriate policies that suppon comprehensive 
pregnancy prevention activities and to protect our 
youth from sexual abuse, 

o Leaders in governmenl, edUClJlion and beaItb 
services have the responsibility to provide focus and 
serve as catalysIS for effective statewide action. 

The Stnltegies outlined in this agenda have been built 
upon yean; of effort throughout the state, Since the 
late 1970's, a brge and diverse number of individuals 
and agendes have been worlting toward the goal of 
reducing teen pregnancy, In 1994, STOP (Sex, Teens & 
Oregon's Pian) was developed as acomprehensive pian 
for teen pregnancy prevention, TocIay, we witl build 

• upon this momentum, ' 

Strategies for Action, 

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

Our ability 10 reduce leen pregnancy is directly depen· 
dent on our ability as acommunity 10 reduce these risk 
metQr5, Working together local and state efforts must 
address the connections between these primary causes 
and later risk· taking behaviors in order 10 generate the 
best solutions. To reduce teen pregnancy there must 
be aconcerted effon on two levels: 

• Local coalitions; Communities need to 

impiement SlTategies and programs thaI are 
sensitive to local needs, character, & attitudes. 
o Statewide efforts: The Stale needs to provide 
leadersrup, data, technical assistance, policy 
development & re;ourres to support local effons. 

Together local and statev.ide efforts will concentnlte 
on six stnltegies in confronting the ptimaIy issues 
surrounding teen pregnancy: 

1. Supporting Positive Community Values and Norm> 
2. Skills for life lnstruction 
3. Responsible Sex Education 
4. STARS: Postponing Sexual Involvement 
5· Contraceptiv<: Access 
6. Legal issues and Protections 

For more information please contaCI Mary ShonalI, 
Department ofHuman Resources, al (503) ~5·5i25, 
mary,e.shO!tall@l;tate,or.usorKaren Hubilard, Health 
Division at (503)7314427, karen,j,hubooro@SIlIIe.or,ll$ 
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Strengtfiening 
Loca{Coalitions 
Many communities currently have local teen preg· 
nancy prevention coalitions including RAPP groups, 
commitrees operating in pannership with the 
Commission for Children and Families, local health 
departments, and community.based groups spon· 
sored by schools, health departments, churches 
and non'profit, social service agencies, 

These coalitions have autonomy in developing their 
own action programs, They can, however, increase 
their strength by integrating their efforts with the 
statewide team, Local coalitions are encouraged to 
engage in the follOwing actions: 

• Identify effective means"of communicat
ing with youth in their communities; use 
those means to deliver the messages of the 
statewide public awareness campaigo, 

• Strengthen membership ofthe looIl 
coalition by induding members from the 
medical community and school boards. 

• Target messages on responsible sexual 
behavior to males in school, out of school, 
and among the young adult population, 

• Su pport development ofSTARS progranrs 
in their communities, 

• Identify barriers for both males and 
females in the utilization offamily planning 
semces in their communities and work to 
reduce these barriers, 

• 

• Increase protective factors for youth by 
supporting structured environments which 
promote positive youth development 
through after school, evening, and weekend 
activities, 

• Support parent education effortS to help 
improve family communication, 

The State must also help to strengthen Oregon's 
local coalitions through the fonov.ing actions: 

• Provide technical assistance, support, 
and consultation to communities as they 
develop their locally selected strategies, • 
• Provide information, research, data, and 
best practices (models) to assist communi· 
ties in identifying and implementing teen 
pregoancy prevention Strategies, 

• Monitor the progress ofstrategies that 
are being implemented in communities and 
provide spedal a"isrance if coalitions 
encounter difficulties. 

For more information please contact Connie 
Carley, Commission on Children & Families at (503) 
373-1570 x 224, connie carlev@cIass,orednet, org- , 
or Karen Hubbard, Health Division at (503)731
4427, karen,j,hubbard@state.or.us 

• 
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• 	 1. Supporting 
CFositive Community 
0/a{ues 41Vorms 
The cornerstone of this strategy is astatewide 
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 v.ithin the 
community on addressing the issues, 
3. SuppOrt parenLS and teens in individual 
efforts to reduce teen pregnancy. 

• 
 Action Steps: 


• Conduct eight focus groups to test messages 
"'th adulLS and youth. Develop a statewide mes· 
sage and marketing approach. 

• Support amarketing team to guide development 
of the overall public awareness campaign. 

• Seek support from federal and private sources to 
fund acampaign that has sufficient reach, fre· 
quency, and impaCt to change behaviors. 

• Utilize funding from the Department ofHuman 
Resources to pay for initial focus groups and initial 
campaign planning. 

• Request general fund dollars from the 1997 

• Oregon legislature to ensure that the campaign 
continues year round at effective levels. 

• Develop acommunity resource guide including 
aselection ofmaterials 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 abalanced approach to achieve commu
nity acceptance and reach teens as well as adulLS 
with messages about abstinence, po.stponement, 
access to contraceptives for sexually active teens, 
male responsibility, family communication and 
parental involvement. 

• DesigtWe a lead agency to 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 statev.ide campaign and achieve 
maximum effectiveness. 

For more information please contact Cindy Becker, 
Department of Human Resources at (503) 945
6707, cindy.becker@state.or,usorKaren Hubbard, 
Health Division at (503)7314427, karen.j.hubbard 
@ state.or,us 
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2. SRj{fsfor Life 


Skills for Life is an instructional strategy designed to 

provide youth with a solid framework for good 
decision-making skills. It seeks to enhance self 
wonh and provide the tools to build confidence for 
positive partidpation in work, liunily, and cammu
nity. Promoting sound planning for the future and 
accountability in connecting action and conse
quence.s is essential in giving both females and 
males opponunitie.s for a positive life. 

Action Steps: 

• Work in collaborn.tion with the Depanment of 
Education in selecting effective insrructinnaJ 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. Intei;r:ue 
the pUot into current required course for ninth 
grade students. 

• Stimulate and suppon local initiatives to improve 
skills for life instruction for aU teens. 

• Include .kiUs for life training in plans for families 
developed by Adult and FamUy Services. 

• Incorporate male responsibility intO skills for life 
instruction including liunUy communication skills, 
study skills and college preparation. 

• 

• Suppon programs for teen parems that help 
them make positive dedsions and postpone a 
second pregnancy. 

expected Outcomes lor Studenls Complellng 
Skills tor Life tnstructlon: 

• Know the importance of assuming the 

_nsibilily for personal cholce$. 


• Understand short term and long lenn 
consoq_ of safe, risky.nd hanmful 
behaviors. 

• Know communication strategies for 

_ding potentially hanmful s_o.. I••• 

_ sldlls .nd .... isfanceropoer 

pressure. 

• Know how to access community agencln 
_ adv_1or haalthy Individual. and 

lambies. 
 •

For more infonoation please contact Charlotte 
Hartwig, Adult & FamUy Serlvces, at (503) 945-6737, 
charlotte.hartwig@state.or.us 

•
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• 	 3. CR.§sponsi6fe Sex.. 
tElucation 
Accurate, research-based sex education is an • Utilize School-Based Health Centers to reinfurce 
essential element in helping young people make sex education and abstinence goals through their 
knowledgeable dedsions about their lives. Sex their gUidance and preventative heahh care ser
education programs can help parents and teens -lices. Recognize that SBHCs also improve access 
communicate about sex and improve decision to high-risk youth for ongoing reproductive health 
making siriUs. 	 information and ",nice intervention_ 

Action Steps: 	 • Provide additional tralrting to health educators 
and community advocates who want to become 

• 

• Through the Deparunent ofEducation, analyze more profiden! in delivering the curricula cited 
the quality and type ofresponsible sex education above. 
offered in local school districts and recommend 
curricula evaluated as effective by the Centers for • Provide technical assistance to schools desiring 
Disease Control, such as, but not limited to, Reduc· to enhance responsible sex education. 
ing /be Risk; Be Proud. ..Be Responsible; and Gel 
Real AboutND5. For more information please contaCt Peggy 

Ho~!edt, Dept ofl'.ducatlon at (503) 378-5585< 601, 
• Support the Department of Education efforts to peggy.holstedt@state.or.us 

increase compliance with Oregon State law requir· 

ing sex education classes to be accurate and age· 

appropriate. 


How Parents Feel About 
Responsible Sex Education 

79%.f _ 	 surveyed either strongly favor 
or somewhat tawr requiring sex educ8tton 
be IBUght by_ 
&2% strongly favor teaching sex education in 
schools mrUonwide 
65% Btronglyftwor teaching sex: education in 
schools 1n the U.S. Pacific Region 
19% strongly oppose requiring sex education 

• 	
from 4196 polling data 

-5
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4. scrJl1?S: 
Postponing SeJ(ua[ 
Invo[vement 

STARS (Students Today Aren't Ready for Sex) is an 
abstinence-based teen pregnancy prevention 
curriculum in which teen leaders from high schools 
teach sixth and seventh graders how to identify and 
resist pressures that lead young people into prema
ture sexual involvement, As a skill-blIsed program, 
STARS gives young people pl2Ctice in how to say 
no, The objective of STARS is to help reduce teen 
pregnancy by reaching pre-teens before they 
become sexua1ly active, teaching girls and boys how 
to postpone sexual involvement, 

STARS is based upon the curriculum called Post
poning Sexual Involvement (pSI) developed by Dr, 
Marian Howard of Emory universityiGrady Memo
rial Hospital in Atlanta, Georgia, In Georgia, afive
year sdentific evaluation of the pilot program 
showed a33 percent reduction in teen pregnancy 
rates among those wh9 partidpated in the absti
nence curriculum, 

Action Steps: 
• Ensure continuation and quality deUvery in all 

current STARS program sites and seek additional 
funding from the 1997 Legislature for 8 to 10 new 
state-funded STARS sites. 

• Through the STARS Foundation, fund the five
year sdentific evaluation of the STARS curriculum 
and, in conjunction with community partners, help 
new school districtS around Oregon initiate the 
STARS program in 1997, 

• 

• As expansion oocurs, place cellified STARS 

tramers in five major regions around Oregon to 

pro, ide training, technical support, and follow-up 
to ensure consistent quality in the delivery of the 
STARS program in their own regions. . 

• Collaborate with Multnomah County Health 
Depanmem to develop and implement 8th grade 
booster sessions and improve the STARS program 
based upon implementation & OUtcome evaluations. 

• Continue aggressive application for philan
thropic trusts, foundation, and cotpOrate monies. •• Encourage participation by the STARS coordina
tors in local Teen Pregnancy Prevention Commu
nity Coalitions to strengthen the comprehensive 
effon to reduce adolescent pregnancy. 

• Partner with local hospital;health systems and 
businesses to ensure STARS is truly a community 
initiative, sustainable over the long-term.. 

In ..meschool_CIS,_I~g 
STARS __lha!youI!Ilacked 

suftic:1enI_ng01 anatomy and 
physiology to grasp U!e tmpo_ 01 an 
_program. While_alone 
does noICIIa. _,adequate ItnowIedgo 
1&. pn!fOqUIalle to making sound _.1..... 

For more information pleale cont!Cl Kay Carlisle, Mult 
Cty. Health Dept at (503) 248-3663 x8021, 
kay,s,carUsle@5tlte.or.us • 
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• 	 5. Contraceptive 
JLccess 
Ahigh priMly must be placed on encouraging 
those teens who are sexually active to use family 
planning se"ices. Senices must be affordable, 
conveniently located, user.friendly to teens, and 
confidential. 

Action Steps: 

• Seek additional funds from the 199i Oregon 
LegiSlature for contraceptive services delivered 
through the existing network of public family 
planning providers. 

• 
• Pursue afederal waiver to match these funds 

with federal dollars and use tihe funds to expand 
Medicaid eligibility for family planning services. 

• Maximize the ability of School Based Health 
Centers to access high risk populations, both male 
and female, for more intensive educational and , 
clinical se"ices. 

• Provide technical assistance to local communi· 
ties on assuring that se"ices are accessible to 
sexually active teens. Encourage communities to 
indude males in the services offered. 

• Encourage use of condoms, in conjunction with 
other contraception, to lower the inddence of 
unintended pregnandes and HN and sexuallv 
transmitted disease (STD)infection. 

• 


• Develop technical assistance that can be offered 
to Local Health Departments or designated com· 
munity grou ps to support the placement ofcon· 
dam vending machines in places teens frequent, to 
reduce unintended pregnandes, increase male 
involvemen~ and help prevent HN and sm 
infection among sexually active teens. 

• Develop local and statewide outreach and public 
education effortS which help teens le:un the impor· 
tance ofcontraceptives and where to obtain them. 

Actions and Outcomes In Oregon 

In lite 1995 oregon Youth Risk Behavior 
Survey, 40% of teenagers reported 

they hsve had imerco,-",". 
In FY 95-96, Family Planning 

clinics served 17,473 leans, averting an 
••Umated 4,934 teenage pregnane.... by 
helping sexually 8cttve teens awtlc:h to 8 


mote effecttve tonn of birth control. 

In averting pregnanCies, Family Planning 


clinics were able to ptevent an 

estImat&d 2.201 abortions. 


For ewry $1 the go~nt spends on 

family planning serviees, $4.40 Is sav&d on 


short term medical, welfare, 

and nutrition costs. 


For more information please contact Anne Oison, E 
or Carol Elliot, Health Division, at (503) 7314018, 
anne.h.oison@state.or.us, 
carol.j.elliot@state.or.us 

·7· 
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6. Lega[Issues and' 
Protections 
Some teen pregnancies result from criminal actS 
including rape, incest, abuse and exploitation. 
While criminal statutes are identical across the 

. state, there is not equal enfortement of tbe statU!es 
among and within each community. 

Action Steps Under Conslderatioo: 

• Evaluate current statutOry language and patterns 
of criminal bchaviorand prosecution as they relate 
to teen pregnancy 

• Utilize local community decision maldng pm
cess, l.e. local interdisdplinary teams, to standard
ize the process of decision making for prosecution 
ofsexual offense crimes. 

• Make training available on date rape to youth 

and young adult coed groups. 


• Provide young men on probation with spedal· 

ized training on impul5e control, conflict resolu

tion, anger management, and physical and sexual 

abuse prevention skills. 


For more information please contact Senator Kate 
Brown's Salem office (51l3) 986-1707, 
kbleg@aoLcom or Andy Wright at (503) 986-1435, 
repbross@aol.com 

.,. 


Age 01 mother versus age of lather in Oregon 

For girls ",oder age 15 who heve given birth, 
where the f81hers 8ge is knOwn*: 


.32% of fathers are under the age of 18 


.68% of fathers ate ever 18 


For girls oge 15-17 who have given bil'lh, 

"""'" the fathers age is kno....' 


-15'% or1Bthers are under1be age of 18 
• 85% of 1athera a,. OYer 18 

-For girls underage 1S only 26.8% reported the 
:age of the father. For glria age 150-11, 50.2% 
•repol'Ied thesge of IIIe _ ..._ 

l
. 
From Oregon HeeHh DMakm atatIGtica.. years 1991..es 

• 
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Teen-age mothers receiving Aid to Families with Dependent 

Children (AFOC) achieve and sustain significantly hiqher rates of 

school attendance and employment when they receive mandatory 

training and support services, according to a long-term study of one 

such proqram released today by HHS Secretary Donna E. Shalala. 

The rigorous review of a unique welfare demonstration program 

in Illinois and New Jersey shows a 19 percent higher rate of success 

for its participants, measured in school attendance, job training or 

employment. The improvement beqins almost immediately and persists 

even after two years~ the study showed. 

"The younq mothers who participated in this study were first 

time parents living in tough, inner-city neiqhborhoods with high 

unemployment rates, and many of them: had dropped out of high 

school~" Secretary Shalala said. "But despite those obstacles, this 
• 

study shows that effective case management and mandatory education 

and training can help AFOC recipients take that first, important 

step toward self-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, said the study is 

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

hopeful findings. 

- More 



- 2 

-This shows that large-scale ~ork-oriented programs can succeed 

even under very difficult circumstances,· Ellwood said. "Combined 

with improvements in ohild support collection and an expanded Earned 

Income Tax Credit, this approach has great potential for helping 

young parents escape dependency.ft 

The 30-month study, conducted by a policy research firm under 

contract to HHS, tracked almost 0,000 young, first-time AFDC 

recipients in Chicago, Ill., and Camden and Newark, N.J., from late 

1987 to mid-199l. Participation rates for the program averaged 89 

percent. 

Pifty percent of those who signed up were required to 

participate in education and training programs or face a reduction 

of approximately $160 in their monthly AFDC grant. The other 50 

percent received reqular AFDC services and served as a control 

group. Assignment was made by random selection. 

Teen parents who participated in the enhanced services program 

received counseling and help with child care and transportation. 

The 19 percent higher success rate for program participants 

reflects that two years after enrollment, 79 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 successful strategies for 

increasing and maintaining participation, inoluding flexible 

schedules, on-site child care and informal group meetings to break 

down feelings of isolation. 

- More 
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~;J::.:.':' The demonstration began in 1986, before the passage of the 1988 

:::', Family Support Act and implementation of the Job Opportunities and
{j.,'.J __ , 
),':,. Basic Skills Training (JOBS) prO<Jralli. Unlike the evaluated 
1,.\ 

-t,'?:" demonstration program, which used a nonselective approach and 
~,.;..
' .. 

,;~',\ required all new teen-age mothers to participate, state JOBS 
\'';. , 
~;( programs generally exempt recipients who have children under age );' 
~'i,i..

)f. have health problems; are pregnant; or must care for a sick family 
-.\>,Y, 
;:~\, ( metnber ~ 

,~,>:~ : 
'i\'~':·" OVerall, 62 percent of those who joined the demonstration 
~)I,. ' 
d' 
';!~"'pr09ram were 'Warned at some point of possible sanctions; more than 
'~ , 

~fr,,· one-third had their 9rants reduced at least once. Nevertheless', the 
1:'·P"l .. ~ast majority of young mothers had extremely positive feelin9s about 
·~", 

~;( .. ,the pro9ram. 
<'/"\'; , 

l~r The study released today is the first phase of a major eight
,~ "..\ ",

.::~:., year evaluation effort, and relied on surveys I administrative 
'JI'"
':''.}, records, interviews and focus groups.
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EXECUTIVE OFFICE OF THE PRESIDENT 

OFFICe OF MANAGEMENT AND BUDGET 


WASHINGTON, D.C, 20500 


September 16, 1993 

MEMORANDUM FOR PREVENTION ISSUE GROUP MEMBERS 

FROM: Richard Bavier (l,), 

SUBJECT: Materials by Dr. Laurie Zabin 

Enclosed are copies of some relevant articles by Dr. Zabin and the text of her remarks 
to us. The remarks seem to me especially helpful. 

I am also enclosing a summary of the Empowerment Zone legislation that Sheryll 
Cashin supplied after our last meeling. 

At this point, It looks unlikely that I will have a draft of a combined options paper for 
the group to review this week. I will shoal for the middle 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 Insmute, and pemaps 
some others, on September 22. To allow enough lime for'presentations and 
discussions, we probably would try to get the meeting started at 2:00 p.m .. rather than 
our usual 2:30 p.m. I will provide more definite information early next week. 

1 
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Do Adolescents Want Babies? • 	 The Relationship Between 

Attitudes and Behavior 


Laurie Schwab Zabin, Nan Marie Aslone, and 

Mark R. Emerson 


Depd_t of Popv/Rlion Dylwmial 

loll.. HopI:ins SdwoI of Hygr.n. on4 Pub/u: HmlJh 


;.. 
In thia study we explored the effecu of attitudes toWard dill.dbearlng. 
"""'~ amt<aceptive effi<acy ami abortion, lind ....'epIimu> of 
_.a_ on _~ .... ~ ami childbearing 

among 313 young innet-dty Blaci:: women (~ 17 years) who presented at

1: a dinic: tor pregnancy tests and \'rete followed for 2 yon at 6-InOl'I.th 
intervals. A multi-item conatruct defirtinJ young women:'s desire for

I pregn.uv;:y was ~ with fador analysis; it! multivariate mLati0nship9 
to the outcome behaviors ~ the substantive inlportana!' 01 atnb!v. 
~. whkh was as slgn.ificantly Mated to ch£ldbearing .... the positive 
desire to conceive, We 4iscu.u methodoWgial issues in a.sset.sitlg
"w_' and Implla..",. of the 6ndin&> for program ami poIky. 

There is considerable dis.agreement about whether young women con .. 

","ve in .dolesceru:e by _I or by design. Many people who work 

with adoles(ellts believe that the young women they serve often want a 

baby during their early years. This belief conll'asts sharply with swveys 

that haw suggested that ,he vast majority of adol_1 """"'J'IIoruo ..., 

unintended. The subjed has implic:atione £oT the nahQ'e and even the 

"""",,,co of ~_ inl"""",_ but hu not been well undmtood. 


There is a complex relation between a young woman'. desires, or 

f· ambivaleru:e. with ,..pert to childbearing and the dodslo... and behav


i ~ • iors that result in childbirth, The fad that she answers in the affinnative

I- i 
JI;rquests 1m nrprilttS ~ be II!nl to Lawite S. Zabin,. SdiooI of Hypme end Pubtic 

Halth. Johns J-ltJpktnI Uniftontty, 615 North wcUe Street. B.t!t.iI:nI:a. MD ~2"l19. 
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when asked if she wants to conceive does not fully explain the role of • 
her predilections, especially 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 ,I 
as the foUowing 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 sexua) 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, D\Ol'e specifically, 
fertility behavior, a subject that has been addressed in many different 
frameworks. 

In this study we explored the relation between young women's 
attitudes toward conception, abortion, anc:l contraception and the be
haviors that lead to childbearing in a sam.ple of young inner-city Black 
women. Our results suggest that young women demonstrate consider
able ambivalence about conception and abo·ut other 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. 
5ocial-psyt:hological models of the determinan'" of adolescent child
bearing would benefit from positing a role for ambivalence and from the 
development of appropriate constructs to assess it. 

THE UTERA1l1RE 

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 bemothen (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, 198'7). An estimate 1 
from a 1979 national probability sam.ple of the percentage of births to 
adolescents (aged 15-19) that were unintended is 82% (Zelnik &: iKantner, 1980). Births to older teens were more likely to be intended 
than births to young adolescen"'; therefore, the percentage of births that 
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• were unintended was probably higher among women. aged 17 years and 
younger than among those aged 15-19. A recent analysis of data from 
the NSFG (National Center for Health Slatistics, 1990) indicated that the• level of unintended birth among never-manied 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 mistiaied (i.e.,. the women 
reported that they did want·a baby someday but not at the time of 
conception). . 

Estimates from the sam.e na~naI probability sam.ples 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 1arger percentage of Black w:untencled births 
were "unwanted" rather than mistimed (National Center for Health 
Statistics, 1990). . 

Although relationships between intentions and behaviors 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, whi~ indicate· that thas:e with 
unintended pregnancies were more likeJy to abort and those with • intended pre8:nancies were more likely to carry to term (Zelnik et aI., 
1981). There were· many, however,.who elected to carry a child despite 
their e.xpressed desire to avoid conception. In a sam.ple of inner-city• 
Black teens presenting for pregnancy tests, we report~ that more than 
31% of those who elected to carrY their pre8:nancies told us, before their 
pregnancies were diagnosed, that they believed a baby would pnisent a 
problem and an a~n 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 disaepana.. 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. SimilaiIy, Presser (1974) identified the 
weak motivation to avoJd 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 weU 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 meidy the direction of one's"intention to become a 
mO!her OT of cine'. attitude towan! n!p!'O<Iuctiw behavior. 

With ""'J"!C! to the fonner. negative' pelUpIWns of ron~e 
effic..:y. side effects. and safe1yappear to be obstacles to oontraalptive • 
use among woonen of all age. in the U.S. (Seve1y '" Md<illop, 1990; 
Silverman. Tom. '" Pomist. 1987). In a high odlooI 'stody of young 
Black women. fear that oontraception "is dangerous" emerged .. the 
priridple ....son for delay in ....nding oontraceptive _ (Zabln. 
Stark. '" Emonon. 1991). In tum, _pIWns with "'lIan! to method 
effi""Y haw • ~t eff«t On method .... (Oad<. 1981).. 
. With·""'J"!C! to the latter. the strength of the attitude _an! .."...,. 

ductive behavior OJ' the intention to avoid a birth must be considered. 
EmplrlalWOTk within two particular theoretical tradition> support this 
proposition. The pr:otninent health belief model (Becker. 1974; Jam: '" 
Becker. 1984). which has been applied to """""'Ptiv Use (Nathanson 
'" Becker. 1983; rtos<mstock. 1974). is one. This perspective stat.. that. 
even among those who do not want to conceiVe, p:reg:n.ancy has to be 
"threatening" enough to outweigh other """"""'ailing fadors. These 
factors include, anlong others, the attitude of one', partner toward. sex 
and oontraoeption and the "'" and .vailability of oonttaception. Jaccard. •Helbig. Wan. Gut:l!Wl, and KritzSilversrein (1990). WOTking In the soda! 
poyd1oIoglcal tradition of FUihbeiil (1972), suggested that when the 
desire to use rontraoeption is _ely weak, there are importan. •
mediating fadOrl between attitude and behavior~ factors that may have 
negligible _ when the strength of the desire to...,;d ronttption is 
high. 1_ et aI. cited the worir. of Snyder and l<endzi....ki (1982). 
who abo prnp<l$Od tha. attitude "salience" _teo the attitude
behavior relationship. . 

The idea that an intention or attitude has to have a -certain strength in 
0Tder to exert' a perceptible effect on behavfot is patlicularly helpful 
when addressing the question at hand: Why are so II'l8J\y young Black 
women having babies they claim they did not intend to have? There are 
......al·reasons In suspect that ambiv""""" about childbearing DUly be 
higher among inner<ity UiBcks than fOT groupe In different soda! 
",n_ (Hogan. 1983. 1964). These young women ilve in alOUnunitieo 
that are frequently isoIa!ed &om mainstream soda! inatitutions, partic
ularly good _ and jobs (Wilson. 1987). Anderson (1989) suggested 
that teenagm of all .....,. and soda! class grouping< experience intense. 
"'ntradktmy emotions reganling their ..- behavfot and confusion " 
about how beat to please their sexual partnm. This, he claimed. is an 
u-itable ...wt of the biologicalaspeets of adoleoamre and the gender • 
role pettems of American oodety. The di/femv:e, AndeJson went on to 
say. between middle-dus youtha and inner<ity youths is that. the 
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• former have strong hopes for eoonomkally aelf-sul6dent adult ilves that 
will help them deal with their ambivale"",. This """"'" of stability is 

.•_ for inner<ity reenagm he<ause.of their lack of realistic prospeets • for participation in the mainstream economy, 

MlilHOD 

ConctptwtFromewotk 

In' OW' model. whether • penion per{orPUl • 'given beh.vfot or ... of 
behavi"", is affected by the stmogth of his or her attitudes _an! them, 
as well .. by the dim:tionof those attitUdes. Spedfically. we hypothe
sized that behavior leading to dilldbearing would ,be pos;tr.ely _ 
ated not only with whether the young woman says ehe wants a baby 
now but also with ho~ $troJ:lgly sM feels about it and how she views 
other ..peets of n!p!'O<Iuctive behavfotthat '"'1 involYe!i in avoiding 
prEgnancy. Acrording to this view. a negative ~de 'toward child.. 
bearing mU8t reach a certain level of strength in O!der to motivate the 
",mplex ... of behavio.. _.....,. to a¥.rid childbearing. In addition. 

• 	 an unequ;vocal belief in the effiCJ>CY of contraception•. strongly,~ 
attitudes In!""fd ciln~ and abortion, and the pelUption that 
her pa.rtner does not want her to conceive wiD also have a positive effect

• on her contraceptive use and her sucxessfuJ .voidance C1l an unintended 
P"'lI""n<J'. Her own basic attitude _an! chi1dbearing will be s!nrngth. 
ened by independent. unambivalent attitudes in these .ssociated ...... 

W. define • """"" Who has • strong attitude (rega:dle<s of valence) 
toward a particular be~ or object as one who 'responds consistentty 
to a set of questlonnaire Jtem$ that tap that attitude. By contrast, we 
define a person who is an'I.bWalent toward that behavior or object as one 
whose answers to the same set of questionnaire iteD'lS fann an incon
sistent ~ttem. An alternative definition oJ a person with ambivalent 
attitudes could be one who responds to the same questionnaire item 
differently at ~nt pointS in time. Our concern in thi$ m:earch was 
with attitud.. _an! having. child, attitudes that ... likely to shift 
over an individual's age or life experience. (Re.fenmces in our review of 
the Utelature to the difference between unwanted and mistimed births 
suggest the importan<e of liming.) Theref.... we fOcuaed in this.. analysis on consistency among related items asked at the same time. 

D.ta 
• 

The da.. for ~ .tudy were drawn from • sample of313 Black inner-dty 
adolescents 17 years of age and under who presented for pregnancy 

http:he<ause.of
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tests at one of two sites in Baltimore (Zal:rin,. Hirsch. &: Emerson; 1989; 
ubin, 1990), T!uee hundred fifty-nine prerioU$ly chBdless young 
women were interviewed at baseline whUe awaiting the ~ts of their • 
tests; !hey were followed for 2 y .... reganll... of whether their ..... 
were positive or negattve. During the 2 yem, they were interviewed by 
telephone at 6 months and 18 months and In pmon.t 1 and 2 y...., Of 
the 0'rigiruIl group, the 87.2% who had 2-year intervieWs were included 
in the IinaI """PIe, , 

These data haw compelling advantages for a study like ouis, The 
biggest advantage is the longitudinal nature of the study design. We 
measured. the strength of a young woman's attitude at one time and 
_ed ils e!f_ on behavior subsequenay rather than' ClOSS

sectionally. Another advantage con.rems the homogeneity of the sam
ple. Table 1 shows: the percentage distributions of age and so<::ioeo>
nomic bacl:tln!und variables In the .....pIe, These distn'butions 
the tela_ly high levels of e<:<>rIO!!Iic disadvantage in the """PIe: 
Almost 50% of the respondents were behind in school. more than 60% 
were receiVing some form of pubt:ic assistance, and less than 25% were 
from intact famllies. It Is undoubtedly the ..... that the ability to enact 
one's preferences depends on one's social and economiC resources. In •
the U.S. today th_ in turn, depend on one's""" or ethnicity, social 
class, and 1'<!Sideru:e <Wa.:qwm' &. Wilson, 1989). Holding these IiIctar.I 

• 
TABLE 1 


Peromtagto Oiatributlan of Rnpondenlll by AP' .and $ocioeoono:tnk ~ 

v~ In the 5a:nptt
v_ 	 .. " ... 

• 13 	 ... '13 

15,... 
2>.3 ..IS 
24.9 
:n717 :lO5

Apforgr. 
On timle (D: ahead 	 .u ....,. 	 ..,' 

In lIChooJ }'Ul of tal 

y" 
 ..,' 	 3U 

s.aNo ~ 
01'1 public ~(Q'~d 

61.9 	 '"' Y.. 
38.1N. :n3

FItMr in holM 	 • 
14"y" ,>.7No 
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• 
roMttnt in studies of the attitude-behavior ronnection Is ~ in ordE'l' 
to enSure that variation in the participants' ability to enact their 

• 	 plefere'J'llft does not obscure the results or even appear to disamiinn 
the attitude-behavior ronnection itself. 

The homogeneity of the aample~ however. raiset questions about the 
generalizability of our findings, As !imjted as the populsaon may be, 
radally, _phIcaIly, and """""mkally, H is rep....ntativ. of • 
population knowIi to be at hIsh risk for early HXW!l onset, unintended 
co_ption, and .dol...,..,' chBdbearing (ZeItUk, Kantner, &. Ford, 
1981), Therefore, although we ""'"' no _ for broader generaliza
bility to the country as a whole, them is little reason to believe that the 
findings would not have SOme relevance to others who share these 
bacl<grouild and behavioral_. 

Vlri;tbla 

~11Il oa:NQ6ZU. We considered three oukome variables: con~ 
traceptive we, preg:n.aricy subsequent to the event, and dUldbearing. 
We scored a respondent as an effective contraceptor if she reported (8)

• 	 using an e1fe<live method aD ar moo! of the time and (b) ...mg an 
effective method at last intercourse. The respondent was given a 
cumulative 5--point score ranging hom 0-4. She TeCei:Yed a 0 or 1on each

• 	 of low variableS: .....t Iss. intero>une (y<s [11 or IW [01) and roguIarity 
of use (plu>Iys or _ of tMtiJne III or _ or """'" of the tiJne [01), eacl1 
measured. at two points in time-the 1~ and z.:year foUow·up surveys. 

The second dependent variable was didwtomous~ representing p:reg~
n.anCy 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 t:ln\e, during the observation period. foJ. 
Iowingbut not including the;rid"" event, TheIinaI dependenloutalme, 
also dJchoromoU$, was chBdbearing. W. coded. girl .. a chBdbearer;j 
she hom a child at any time during the observation period, whether as 
an outcome·of a pregnancy diagnosed at the index ewnt Or of a later 
conception. We included bi:rths that were outcomes of pregnandes 
diagnosed. at the index visit because the attitude was assessed before 
respondents kn<!w the results of the tests and, for those whose tests 
were positive, before they made the decision to cart')' or not to carty the.. pregnancy to term. Thus, there was Hill time for their attitudes to affect 
their behaViors. AD. three outcome va:riabJes were constructed from data 
collected from the foUow~up studies.• 

lndel""fdmt ...ri.bt... . The five indePendent variabl.. were mea
sured as of.the baseline survey• To construct four of them, we first 
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.Jed«! qu<stWruuUre lie.". that w..., indica_ of the "'p",ulen(s 
ltilud.. toward four obj_: (a) having • baby In !l""eral, (b) the 
'ficacy 01 contra<eption, (e) the use 01 contraception, and (d) having an • 

. ion. The wording of these "llIN is given In Table 2. The <hoi«! 01 
"Ltems to define each attitude was based on four factor analyses.. one for 

attitude object. The """'"" 01 these analyoetl Indi<ated that within 
·ach o~'l""'''''' the items listed In Table 2 were measuring the 

The second step in constructing the firsl rour independent variables 

'as to code a respondent as having a positive attitude toward the object 

she answered each item positively and negativel£ she answered each 


!em negatively. She was considered _alent ifher ...ponses did not 
,ed a consistent viewpoint. 

We also considered the effects of a fifth indepE'tldent variable: the 
dent's perception of her partner's de&ire for conception. We 

,eluded this indicator because "Ie believe that one source of ambiva
lence in young women's attitudes toward amception. pregnancy, and 

ildbearing may be a difference of opinion between her and her partner 
'n the desirability of conception ai, indeed. an ambiguity in her reading 

his opinion. • 
AIWytic Tochniqu.. • 
~ inclusion of ambivalence as an interesting category is new; it is 
nefaUy seen as an artifact of the surrey process. That is, when a single 

':tem is used to measure "wantedness," a young woman's desire to 
we a child would be treated as ambivalent only if she answers 

neither yes nor no but #don't know'" to that item. Thelefore~ before 
'''II the """'"" of our ,rudy 01 the relationship between ambiva
and fertility"f'l!1ated behavior, "Ie present SOttte univariate tabu.la..
on .eu1\bivale:nce itself. We focus in this phase of the analysis on her 

ttitud. toward having • baby. We """'" from there I<> bivariate 
,bulations between the five independent variables and' the three 
,utoomes. In this sb!p of the analysis, we tepOrt whether a ''''''_y 
'ignificant relationship between an independenl and dependenl vari
IhIe emerged u.sing the ch.iwsquare statistic. The final step was to 

aiuate aD Ove independent variables' effects on each 01 lhe three .. 
:tannes. simultaneously in a multi\rariate regression model. One of our 

tcoULes, contraceptive use, was an ordinal variable; we therefore used 


'rdiruuy kiasl squares estimation ro evaluate the effects of the indepen • 
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rAOU2 
Deiinitiona of AttftudinaJ VviIbte& ~tfiI in the Analysi! of Wan~ess 

• V.riaNr Drfinition 
W&n~e. Belote )'W thought you were pregnant did you want to ~ 

pregnml1 Y., or no 
f! )"0\1 found )1'1U Mn ~t would you be .• , (r2I1g!ng 

hom My httppy to nIlf 4J IJlJ ~) 
Do )'W think hwring .. b£ty now wouk.I be. probWm 10 you?

V.arM 
~ The pill (and the 0lJ'Id0m) is (~goodlgoodllaitlpaor) All 

<ffiaq ...".,...... from_.........,.

The birth <OntmI pm is safe if it .is pn!:Kribed by .. doctor «her .. 

dI«k"llJ'. ~ Of false 
~ 1WoUld only hII~ !IIeJ( IE 0lW of us was U$blg IIOmIt kind of birth....... 
-. mnlmt Trw OT false 

Cuy.!l u~ If girU Ny "no~ to &e1 until ~ It.ne IiOCnt 
kind 01 birth a:mtroI. True at false . 

Do you think'hwving an abortion now ~ bt' .. proNem I't:Ir
rou? Yes Of no . 

b ia .u right for a Wo:n4n to haTe an abQrtion if , .. 
- she doesn't want to ha~ a dlikt ai the pn$MI: timIt 
_ !he wantt; an abOrtion for lUIy lIieon.• 
Coded pos1tiw to abortion if "'yn" to both thae 1'UtOnlf. whieh 

'Wftt' fnduded on a list of many possible re.t$ION, 
Pllt'tMr's attitude Did (your p.vt:n.et) want lhJs pregn.anc:y? Yes Of no• For the sub&et Uked at foUow-up: At any timr ~ you IN:Uted 

sa. have any of your parbWn& wanted )'Q\I to Sri ~1 
Yew Of no 

dent Variables. The other two outcomes were dichotomous; in these 
analyses. we used legit regression with DUlXimwn likdihood estimation 
proced...... W. evaluated the effects of the coeffldenIs of the indepen
dent variables using the t test. 

Even within our relatively homogeneous sample, some girls """" 
relatively better off economically (although rew would be classlfied as 
well-off in general) and the respondents were of different ages. To 
ensure that our findings did not DWn!ly reflect these wlthin-group 
cIifferemeo, we ran each of OW' multivariate modolo controlling lor all" 
and aD the hackground variables displayed in Tablel. 

" RESULTS AND DISCUSSlON 

, B_...latiol>8hi"" 

'W.1.!tIed &t:tot anal". .... dMa reductkm~; the ~ WlI! UI!Ied. wom' not Only a small nwitbe,., 8.5%, 01 ""poudenls "'f'C'I'Ie<! al baseI.iN! thaI 
f.-q 1t'Of'Ie6, FIK'tor IoadingI and other muir. are available on ~. they wanted to be pregnant. A larger minority, 31.1%, believed that 

http:baseI.iN
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heir partn.er!J wanted them to conCeive. Among the subset &'!liked at the 
~nd of the ob9:rYation period if they had ever wanted to become ,)regnant or if they believed their partners had ever wished them to 
:onceive. a larger pet'Q!'ntage answered Nftrmatively (19.8% and 46.6%. 
-espectively); this was not surprising in view of the longer rei""""" 
:Joeriod, the increase in their ages, and for some the completion of their 
1Ch00llng d.mng that period. Atlollow-up, they ,till bellevod that their 
?fUtners wanted them to conceive mON than twice as often as they 
~ wanting to conceive themselves. Although some young 
women changed their minds between baseline and the 2~year follow-up, 
:ew respondents answered the later qu£$ti(m in a way that directly 
»n""dieted the earlier (i.e., only 4.0% of those who had """"nded 
positively in the baseline interview said at follow-up that they had never 

• ,he<! to con<eive). Amon8 the su_ asked 2 yeml.ater if they had 
'anted to coru::ei've at the specific time of the index event, 11.0% 
,n""dieted an earlier reply. 
Only 	3.3% of the responden.. ~ered the relevant· <Ill-" at 

,line by ..ying they did not know 'whether they wanted ., be 
pregnant. Thus, when a single qUestion was used to determine their 
dtsm. few appeared unsure. However, their responses to other • 
questior'l$ ~ considerable ambivalence: When inconsistent ;re.

sponses to the three questions that formed the new, factored construct •were treated as ambivalence, ahnost halt of the respondents (47.3%) feD 
into that category. . 

1£ there is a positive relationship between the desire not to have a child 
and behavio.. that ate associated with avoiding <hiIdbearins. one might 
~ it to be most evid4M\t among those whose attitudes are consistent. 
Table 3 reflects. the relationship between wantedness and ~ of the 
three outcome measures described earlier: consistent use of conb'acep
tian, pregnancy subsequent to the index event, and childbearing at any 
time in the coune of the study. In Table 3, desire for a pregnancy is 
defined in two ways: ID the top and middle panels it isbased on af'\SWe'D 
tQ the single direct question and in the bottom panel on the romposite 
variable. When all th.ree replies to the single direct question are used, 
""""edents in the middle category appear at Ingbesl risl<; although 
numbers: are small, the girls who "don't knoW" how they leel are least 
likely to use rontraception and most likely to become p:regnant and to 

lo.bear a child, In the middle panel. the same question is coded R 
no" if the 

girl gave a negative reply. The few who "don't know" are included with 
those who cIai.r:rled to want a dd1d in order to test the strength of the • 
desire to avoid pregnancy among those who expressed that desire. 
Differences in the outcome variables were in the expected cUrection but, 
with two of the outc:omes, the di!ferent:eS were insigni6cant. The lower 
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• 	 TABLE l 
EIftctlvc Q:mtr~..'t! UItr, ~ 4J'd C,ildbofuins by WantedM:u Al:Iitlllk. 

ltMlU1lR'd by .. SinP' Question'" and a MIili~ Coru:truct 

• 

W~ 
s__ 

'''' 
Don't krIow 
No ., 

Yes/don', krIow '""""
No 

.. .. 
~ S"""",," . .. 

• lliIr p~ Or~.t 

,. 15.' <2., 46.2.,..11.1 
271" 38,S Sl.9 

•• 
.,,'
• "'" 

36 U,S ...6 .... 
271 38.$ .,.. Sl.'

• 
MuItldimeruioNI_ -	 15 ... ".7 ".7y~ 	

"5. ".2 .... .... 
No 	 ,.. ".2 .,.. 38.2 

"Sre Table 2 for ~ of llingIt' It'd aupplnnmtary quntioN. 
", ;$ .05, "·P;$ .0'1, 	 •

• 

panel shows the mationshlp between the new wantedness concept$ 
defined by three related variables~ and the ~ three outcomes.• 
Although lew girls reported a positive deoire lor a child, those with 
((Insistent motivation to aVoid dilldbearing appeared to do so sjgnifi~ 
candy betttt than their ambivalent peers. 

Thus. the wanted.ness concept was significant in its bivariate assoc:i
alions with the: use of effect.tve contraception and childbearing; its 
relationship with tub$tquent pregnancy was not significant. In the 
model we were testing. however, we suggested that the efftd of 
wantedness on .behavior might be affected by other attitud.i.naJ con
structs, specilicaJly, I"""'I"i"ns of partnes'wlshes. I"""'I"i"ns of the 
efficacy of contr~n. and attitudes toward contraception and abor~ 
Ilon. 

A young woman's perception of her partnet's attitude toward 
childbearing appeared similar to her own attitude in its bivariate 
contn'bution to her CORbaceptiw .use. Among the young women for 
whom we had the measurement at two pc..:nts in time (th.is was the• suhseI for whom we knew the amsistency of the respondent with 
....pect., her partner. attitude), the _o""hip was highly significant: 

• 	 Whereas 60% were effective users among those who consistently 
believed their pam_ were opposed to childbearing. only 25% were 
effective users among those who consistently saw their partners as 
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being favorable to dtlldbearing (p s ,01), SlmlW:ly. the conlrlbullon of 
that pen::eptiDn to subsequent p:regnancy and 1:0 childbearing was 
sign.1ficant only in that same subset. 

In a biviariate relationship, beUef in the efficacy of con.traception was 
slgnifi<a1l. in itlo _lion with chlldIlearing (see Table 4); although 
this variable's relationship with the other outcomes was in the expected_0, 	

• 


their relationships did not attain slgnllica""', The _n
dent's attitude toward birth amtrol was significantly assod.ated with her 
... of contraception; It was not .,;gruIbnUy _ted with the oIher 
ouu:omes, but the direction of the"relationship was as predicted. The 
high~risk status of those whose attitudes were ambivalent was again 
evident. Conceptually, the construct that laps the """"P"'Wity' of 
abortion can best be measured in relation to birth outmme; contracep
tion or p:regnancy might be only itIdittctly aIIected. Tabl. 4 shows that 
lIS _lion, as ""J"'cI'!d, was llignllicant in relation to chlldbearing 
but not to contraception or p:regnancy: 

Multivario.. Modela 

•Multivariate models were run using only the thref! dependent variables 
and rIVe independent attitudinal v_bles; they were """" incotp<>
ratiog the backgrtltmd variables "",,,,ted in Table 1. 8eeauso the • 

TABtE • 

~ of ~ CmltJ;tlCC!ptift' lIM. Su.~ Pftg:nll~J'• .tnd ~ by 

A~ Toward Qaatfidpti.e Eff~~ptiw tn., .- Abortbt 


.. ..1_ 	 ,- -- ..
V..-	 • "" ......... 
 """""""'" 
Con.b~"~ 

........... 
-Posiliw 
Con.tl~ttW _....-........
N_"""""'" 
~ ....... 

*p $-~. 

33.3 15•• .... ...• :>I.• 	 .,. 51.. 

tt. ,... 	 ..., ..., 
,1.6 49,371 3U ,:... ...,

"" G,' <7"II!1 
:>I" ,.S 
• 10 

".7 51.'.. "'S 56.7
174 llU 	 ...0 ,

.2.9<9.3 	 "',..'" 
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• 	 _ and ~of the /indlnp were ....".;a]Iyth. '"""', we 
NJIOlt inT.bl.. 5-1onJy the _IS from thom.odels that included 
the bockground variables,• In the tnOdd with,contl1tl:e:ptive use as the outcome varlab1e, Ot'Ily the 
wanted.riesi construct and.the young woman's attitude toward eonb'.... 
cepti<in were significont (see Table 5); wantedness had the latger and 
mme signific.ant effect. The strength ofa young woman's destN to avoid 
dtildbtaring waS thus an impOrtant dimension in her adoption of a 
protective ;.gu,.,n. The _ of that attitude appeared to be lineM: 
The more she wanted to conceiw~ the less likely SM was to use 
<ontra<:oplion consistenUy and._ versa. nus was not the case with her 
contraceptive attitudes. Only those with _ypositive attitud.. 
toward contraception were difl<mmt from their 1"""'" those wh.", 
attitudes wen! negative, and those in the ambivalent (omitted) category 
did not d.itfer sigtl.ific&ntly from One another. Furthamore. an explora
tion of alternative models suge5ted that attitudes toward contraception 
are exogenous to the relationship between wanfedness and the use of 
birth control; A girl's desire for a pregnancy and her attitude toward 
COnlra<:eption were not slgnificonUy corre!at!"l. Omitting contraceptive 
attitudes from the model _ in Table 5 did nol ted.u<e the effect ol• 

TABU! 5 
• 	 O<d'-l' .............. _ """"'......... ........., ...... oj """...,.".,. 

Utt an Attitvdlnel CorIstrud ...... 	 S£• 
W~~ 
(ambivAlent ouU1ted) 

Wom """"""" Don'tww 
Contral:eptive attitudeo(-__l-
-
~=r 
........ 
-


.. - """""
-
Pt:..~ptio.. of partner'. attitudew_"""""""
• NuU, 111 

... .2.12. F ~ 3._ Sigrtificana! F ... .tnXJ. N "" 313. E.lfe:ds reported I.A!! Mt 
of~~~tnTabic!l. 

-P .$ .m. •~p .$ .0.1. 

, -0.91'"- ().J9 

0.311' 0.17 

0.16 
-0.31 0.", 
0."

-0.10 0,17 
-0.21 • .53 

0,,. 	 0.16 
0.22 	 0.25 

-0.0< 	 0,19 

http:0.91'"-().J9
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TABU! 6 

t.git ...._ """""""~ "'" .......... em".. of _ty of """"""'_ 

~t fa 1M Index. Ewnt an Attitudinal ConstrudI 
 ,

S£V..-	 • 
WVltcdneu attitude: 

(~aIrnt omiMd) 


1m 	 0.63Witt'll pregnaney 
-o.m 	 0.,.

Don' ..... 

Conh~pti,~ Mtitude 

(ambivalent QI:'Nlied) 
 -..... 	 0.'"Po:ritiv. 

031-0.'" 
CortbtllOeptiw dftdtnfW!D 
(ambivtknt omitted)-	 •.,. . 0.11 

1." 0."N...... 

(ambirilll'ftt~ --	 -O.W ••28 
0.330." """"'" 

Peu:eption of partna'. ~ 
-0.18 	 0.30 -Wanta pregnancy 

N'oiI, Model i'(22. N _ 313) ... n82"" .. ..36. flfedI: ~ are net of ~ • 
varlabinI ~ in. Tahtt 1, 

• p s .as. • 

wan_ on tlre probability of consiIIhml <onlr.oa!ptive use (tabula

tioM not shown). 


Bivariate relation$hlpe: shoWed. a minimal effect of ~antedness on the 

probabilliy of pregnancy .. """" _ subsequent to the index coru:op

tion. Indeed. few of the attitucfuW amstructs showed signiJicant 

relatkmsJ:rips with that outmme. However, in the comprehensive tI1.O<lel 

(see Table 6). contraoeptive attitudes _ SlgniflCMlt. Once again. as 

when cont:r'ac:eptive use wu the outcome, these attitudes were signifi

cant only U they were _Uy positlve, Furthenn""" the odds of 

becoming I""'S"""t tripled (iabulations not shown) among _ who 

said at baseline that they wanted tu _e; the strength of this 

relationship approached signl/i<a.o<e (p ~ ,09). 


With dilldbearinjj as tlre dependent variable, wan_. tlre efficacy 
of contraception, and the respondenra attitude toward. abortion were .. 
signiJicant (see Table 7), Young women who did not want to _e 
were clearly different from those who did and from those who wert 
ombIval<mt; they were mud! less IiI<eIy tu conceive. The log odds • 
suggested that an adolescent was three to four times as likely to bear a 
dilld during the 2-year observation period Ifher baseIlne attitudex WeR 
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• 	 TABU! 7 
LOgit Repaion ~d:a and Stendard Erm!:i 01 Probability 01 ChUdbeuf.na an 

Atdt\1diN1 CoNItn.tdI 

• V,,1"I'IltU 	 B S£ 

Wantedneu attitude 
(ambivalmI omiHItd) 
Want~ -0,21 ••65 
Don't want -1.ZZ" •.19 

UJnl:r\1(:tptiw" attitu~ 


(aml.'lWa:Je.n1 omfttrd)
........ 	 -O,M (I.ll 
-0.39 	 .... 

ContrareptiV<e f!ffieacy -(ambivaloml omitted)

""""', 	 -0.61"· 0.28.N...... 	 -0.20 ... 
Abortitm attitudt 

1-..... """""')
_... 

_0.62:" 0.31 
Negam -0.06 0.41 
~ of. partner'f. .mtude 

W_I""S"""Y -0.21 0.33 
• Wok', Model ~22. N *' D} _ 62:.M.o p ....con 'Ef!ecIs~ _ ndofbid:ground 

varltt*rs dbpleyed i.n Table 1. . .'It, .. Jxm....., :s .~. 
• 

8upportlve of dilldbeaxln& ·than U they were not (tabulations not 
shown). Deli<! in tlre effica<:Y. of contra«ptlon and supportive attitudes 
toward a~ w:ere also significant. In each easel the role of ambiv.. 
lena! was unden!<o<ed by these findings:' Those· with ambivalent 
attitudes were not different from thote whose attitudes were negative. 
O~y those With col"UJistent1y posiHve attitudes toward these interve1\
tions were signi6ca.ntly less likely to conceive. Thus, only when a young 
woman unequivoc.ally wanted to avoid childbearing. or was urtequ.ivo
ca11y poSitive toward ('Ontr~n and abomont" did her attitude 
appear to have a aignificanJ: effect on her behavior. 

In no case~ wh~ a young WOIN.I\~' perception was ambivalent or 
Ulle<j1liv_. dld her p",,:eption of her panners wish.. appear tu have 

• 
• slgnificant impact on her behavWr. Although we reported earlier that 
it was much more COJ:l'UnOn for her to believe that her partner wanted 
her to amceive than it was for her to wish to do 80 her'seUr these two 
attitudes were highly cone!A.ed. When her perception of her patlner's

• 	 attitude was om.itted from the model, the beta coefficient of her own 
attitude toWaN dilldbeattns was _ by 1... than 7% (tabulations 
not shown). Thus. the efIeds of her attitude were rarely meWalod by her 

http:cone!A.ed
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petteptiotU of IUs attitude; IUs d_, as ohe pem!Ived them, ctid not 
appear ro be an independent determinant of hercontraceptive or fertility 
behavior. 

CONCLUSION 

In a homogeneous population such as thill, with a high.risk of _ 
nan<:)' and dUldbearlng. it cannot.be e"'!"'ded that subjective attitudes, 
.,"'" when ."""",..,d by better scales than (JUtS, could explain what is 
primarily """"",ted for by bod:flI"W'd, educational and. structural 
variA_, and by """"" to preventive services. Although we d;d conlIOI 
for oeveral bod:flI"W'd _ we d;d not atm!lpt to tap many 
of the factor& that can affect the outo.m:'le variables~ ront:racepUve use, 
pregnan<:y, and d\ildbearing.The question we ......iUned here was 
whether attitudes would be • contributing factor at alL with signlfu:ant 
WJuence on the behavioral outcomes of interest. We sought to use a 
parsimonious selettion of responses to dete':rl'nine the potential iJnpact of 
a young WOIlW\'S attitude toward chi1dbtarln~ and the effects of her 
perception of birth control· and of her partner'0 attitude rowOld 
dUldbearing, on the probability of amtraoeption and conreption. Sim
ilarly, we explored the impact of the same variables plus her attitUde 
_Old abortion on her dUldbearing behavior. Our conclusions were 
bath methodoklgDI and substantive, with impllcationa for the d_ 
of -...m.:e, and public policy. 

Imp__ loT __ 

When wantedness was defined by a single variable as it :is in numerous 
studies, its eff«:t on conception was either insignlfu:ant, or ambiguoUS, 
depending on how it w.. coded..Few girls oald they wanted ro be 
pregnant and few aaid they did not know whether they wanted ro or 
not, but many conceived. When the concept of wa.ntef;ln"" was defined 
with _eraI variables that appea..,d ro ""1"_ • single attitudinal 
dimension, the /lndingo demonstrate • __ of attitude on 
behavior, an _ that _e more evident the leu ambivalent the 
attitude. t.arg.. proportiona 01 the girls who _ the d.U<>ct ques
tion in the negative were ambivalent; a! we defined it, and their rate of 
concepIicn was high. Using the formulation atated h""', • amsisIenI 
desire ro avoid pregnan<:y had a signlfu:ant _ on amtracep!i........ 
and dUldbearing. Methodologi<ally. this analysis suggem the impor
tance of using 1l1Ol'e than a lingle iteD'l when treating mee:sures as 
aubjectM! as attitudes and pelO!ptions. The need fo, multiple ......".. 
15 well understood in psychological instrumentation. Unfortunately. it is 
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• ofren neglected in IIOdoIogic.aI explorations of the _iy aspiratioN 01 
.dol_b. It will continue ro be neglected U major data coUection 
efforts do not begin to include multiple-item seal" on their question• 
naire9. . . . 

Substantively, these data suggest the Importanre 01 ambivalence Itself 
in understanding young women'. cIUIdbearing behavior. The observa
tion tNt many inJ:m;city girls seem to want a <hiId may not be as 
co....dictory ro the !indinga of _ surveys as it _PI"""". The lact 
that the overwhelming triajortty of young women aaid they d;d not want 
to conceive does not mean that they were unequivocal about 
childbearing. In our ~ple~ despite the small number wno "'wanted" a 
child.- the majority of young women gave ambivalent res~nses once the 
co"",!" was more adequately deflned. The """" 01 that ambivalence
the d_ ro whld1 it ..a_ the contradictory ~ to whld1 they 
are eaposed, the frustrations they experience as they contemplate the 
future, or their indMduai ti:aietibl.. of oognitlve and physi<al matura
tion-ate all areas that must be explored. However, it is dear that 
ambivalence itself'is an uped of attitude that has substantive impor
tance; it cannot be truted as i!f' artifact of tht' research process. 

The role of y~wonwt'{s pet~tions Of their partners attitu~ is• 
'pp"""'tly limited, although the belie! that their partnm want them ro 
corn:eive 'PI"""".extmnely common. At the end of the 2.year observa

• tion period, .. at the beginning, • girl was much more likely to believe 
her partner wanted her ro becoa\e pregnant than ro wish ro do so 
_;even tlwugh she might have moved ro·....ge in lJ!e at whld1 
dUldbearing appeared to be more appro"'''te (e,g., she might ha.e 
graduated &em high School or become !""ployed). Bivariate relation
shipe between a (!irl'. f"!I"'!Ptinn of her partner'. wish.. and her 
behavior appeared ro be in the expected dire<:tion. As in the case of her 
own attitudes toward conceiving. with which it was significa.ntIy ('(lfn!

Iated. ambivalence in her perception of her partnei's attitude had the 
&ame _ on her amlra<eptive use and dUldbearing .. the belief that 
he artuaIly wanted her to become a mother. II might be that these 
perceptions wert merely another expressionof her own ambivalence, or 
It may be that she found it .- ro _ledge her belief thai ha 
wanted • pregnancy than to edmiI thai ahe wanted One hemel/. In any 
"""" the £requeru:y with whld1 thiII petwptinn emerged in thiII popu

• lation suggests thai partner -. ""IuUe further investigation, per
haps in data that <:an probe their quality as well as their direction. 

• Impllc:ati.... loT ~_ and PabU. PaUcy 

As INggested al the ou_ the relationships we expIoted here haw 
implicatiOns far intervention. (The ttp.~ to ...,hkh younp' w.-.r,v't'\ \vtH,t 
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to conceive m..ty have lmpUcations for whether one seeks to fnte:tvene at • 
all. NO! only. girl'•• but also het-level of __to pregnan<:y 
are Important f""",,. in the design ofpreve_e programs for het-.) If, at •a minimum, _ pi1:Mden> wish to explore a J!OW'8 patien(. mOIl· 
vatkm to conceive. 'out methodologic.a1 ~ suggest ill more effective 
me.... 01 ....,..;ng that' motivation than a single direct question. 
Pregnancy counselors know how weak a predictive tool that questkm is: 
The fact that a young woman says she tIoe$ nOt want a child does not 
mean that she will adopt protective 'behavior. Because these data 
sugge$1: that if a youi,g woman is unambiguously f!OtlUnitted to pre
venting. a pregnancy the asS<Xiation ~een attitude and behavior 
becomes Significant, it may be that Ln strengthening that commitment 
counselors can play their most effective role. Although more work is 
n~ed to develop an appropriate means of aSsessing the attitudes we 
explored here, the ronstruct we have used m..ty help counselors estimate 
the strength of a young, client's commitment with a few probing 
questions. Similarly, the implicationS of a young woman', assumptions 
about her parlneT and the aD'lbivaieru.:e $O·often associated with her 
per<eptions of his attitudes affect her fertility behavror in ways a 
~ mlght wall help het- to explore. •

The mndels developed here suggest thaI then! are other belief systems 
that also influence these young women', behaviors. When contraceptive 
tJ.Se was the outcome variable, a young woman's attitude toward • 
contraception was, nO! swprisingly, the _Important of these per. 
ceptions. Her attitude toward abortiOl) and ~ effica<y be
came significant when chi1dbearing,was the outcome of interest. The 
data suggest that fear of contraception or dist:ru9.t of its side effects and 
efficac:y can have powerful consequet"ll..'ft that should not be ignored. 
Nonetheless. expensive media progra.r:n.s in many parts of the country. 
seeking to reduce the leveJ of adolescent parenthood. have often 
focused entirely 0" the negative asp<!dll of early childbearing. These 
programs mi&h' be aiore ou~ if public policy permitted them to 
locus on the advanb!ges and safety of contrac:eption~ as welL Our dab! 
suggest-that positive attitudet toward preventive interventions could 
have a measunb1e impact on the effects of pregnancy prevention 
campaigns. 
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. II. What Old It Cost? 
• 

SUmmerr 
Art .xperimental pregnancy preWtntion 
program tor junior and Mnlor high SChool 
students c:on&isted of clas$room Iectuf1lS, 

,tntoirna! dlwsiOn grovp$ and Indivldue.l 
counae!!ng in the iChoofs and group edu
cation,lnQividualCOUf'l$9fingandreproduc
w. heBllh care In anearby ciinle, The 
struCture oHhe ptogfam allowed for axlen
live indivlduaJ counseling lor studen!s who 
desired 1'1. and-ina'repOrted costs are thua 
considered generou.. School·based Mr
vices utilized 40 percent of a total three

.' year budg8t of $409,250. and clinic ser
vi¢es, 60 perCent The aVerage CO$l per 
ttudent served waa $122, with the aver" 
ega·pet 1emsJo awdant almost four timea 
tnafper I'YIakt and the averega per senior 

•high student rriore than twice that per jun.. 
lor high student Students who utilized 
more ell:pensive type. 0' services, &ueh as 
1r'id~1~tmg and medical services 
fn the dime, also used other program offer-
Ings mete ffequenliy. SGMce$ to students 
Who attendee. only dass lectures cost an 
avarage 01 $13.20 to deliver. while ctV> 
dentI who utilized aP servic:ea coat me 
Program an average of ~ each. 

fntroductlon 
Thf variety ~fprognu:N Of components of 
programt that attempt to address ~ 
a,p;d at ad~ent pregnancy has re
sulted in & Wide r&r1ge of t'O$t es:titnate5 
both tor entire programs and per p.ttient. 
The djversity morganiUtion. ~ of 
~ offered and primary goals. how
tvef. tnake$ cost compatisont difficult • ., 
does the divtnity in O1ethodology Altd 
JO\lf(e5 of data fTo01. which the estimates 

are made. One tqort est:i.ftuites the United 
States' total nptnditutes (or tamUy plan
ningclinic iervices to be $81 Pft WOC'W\ of 
reproductiVe Ige, Including those who ~ 
not Use dink 5e1"Y'kts.1Based on stAtewide 
txpenditutes, an ru.tnou. r\oport~tl::n.ateJa 
~ 01 510 per ~et for,family ~ 
eduClidan and $75 per teenager far fam1ly 
planning,' Ont- analysis dtft $100 per pfI
tient forcompreJtensive s.chool health serv· 
ices.) Another'Widrlyqiloted figu.r.oISllS 
per student is an average thai was com· 
puted by,dividing wtd.~-rangi.ng estimates 

'ofcosts in lScomprehenstveschool health 
clinics by estitnafe$ of.the number$ ohtu
dentsusiJ'lgHchfad1ity;anumbetofco.st&. 
JUch as those for maintenana: and OYt!t'" 

,head. were not included in the analysis.· 
. Ncirwof the programs mentioned has pub
lished 0, drtail«! description of JerVices, 
,and none is proposed as abasis for repbca
tion. Prqect·sped.fic estimates, have bern 

,Il'!&dr'IOr programs for pregnant and par
enlinSteeNlgt'!r.J., butnotforprogtamstha! 
aim at prnention.' 

- This 4J'tk:le explore the C'O$t$ of one 
. program. described in the pr«eding AT'" 

tide. that had as its primary objective the 
prevention of pregnancy in a high-risk 
popuation, Two comments should bt 
tnade at the outset, Fi.nl, the proJect wu 
concetved as an experimental model with 
a ,tn:mg research' component. Although 
'~ CO$tS are not included 'in oUr 
AMlysis. the Vft')' .tructun! of the program 

"w., luxurious, with generous:,tsffing a.nd 
ample time to mm: the detrr.Dnd, 01 the 
s.tuda\ts. Thereis~to5Uppose. thm
fore. tN, the noported to$t5 are ma.x:i.m..tJ. 
Second, the project was conn«ted to a 

r:naF health institution .and Ih&red ,taH 
with tNtinstitution.ln repUettinganyone 
project, esped.ally OM with these &dvan
tagU. tM quetiotl must alway' be rabed 
of whnhu the costs can bt dupllcated, 
AdjuJtments r:nade in alX'O:ml1\Odating 
program costs to the accounting and staff
ing requim:nents of The- johru Hopkins
UniversIty (the affiliated ln5titutionl are 
R'pOrted, and the overall impact of the 
in!titutionalessoCiation is addn:ued. 

The denominator UHd throughout this 
analysis 10 ca!C'U14te per student cosb i1 
not total enrollntent but rather students 
who had contact with the program; as 
de'JCri~ in tht p~ing article, this. 
probably includes all $tudenlslnsdlool ora 
a ~~Is.Data on student ut:ilitation 
of various. program component-, wt'te 

drAwn front project 1l!<:'Ofd" as dl.'tailed in 
the preceding article. The Johns Hopkins 
Uniwnity accounting rtrords provided a 

, syste.matlc and wmplete IIC('OUrtt of thU)l:~ 
penditu.res of funds ""gned to the pro
gram. which was underwritten by a pri~ 
vate grant. Rerord.s kept by progtllm staff 
and tnterVitws- with them wen: utilized 
ONY to help in assigning rime ntirNm to 
particular fundions. 

Thft adrn.i.ttistTlltive stati included the 
principal investigator of the JetVjce pro;


. ed,. program director who managed do,y

to-day operations and II seaet.uy who also 

lItef'Ved as the c:Ji.nK regisb'at, The tOre Hr· 

Vice ,taft roMisted of two'sod.al workers. 


. both with master's degrees, MId two rep

teied nW"MS (a nurse-midwife and if pedi· 

o,me nUJ'St practitioner). Th~ were sup

ported in the c:litUc by one nUl"W" aide or 

llcensed pradica1 nUf$e and were jointd 


\..t!.llritt Srhwab Zllbin it. 11\ ~ P'QImor g, tht Wfotltrioo, Of'II,;Mon\a 5mitt.1J.1 Fld"",.studa<! and ~.n..\Ithm1..cIuoowIed,.~",pporto(thw 
d~ '" ~tioft ~, 1lw Jotw Matio:l. '--u.~, IIv laMa Hopl.!N w. T.Gnt.nl ~ijar<lJId!Jvt F'Of'd ~ lot 
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MariIyrI B "H.irIdI D t!l...manl prufI$Iof ill tho- d ... If. pul~o(!Jvtd~d obttfoirlcs and fWI<y ~ pI'08.fiA"I .... hlnd.d by tIw,£dUB
pum.Tll 0( ~ and ~"1lw~ '~.n.Jotw Hopkltlt l.IniYftll.!)' School 01' tiooN.I ~1icrI 0( A.II<otri~ n. w!.llon dJO __ 
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F.miIy PWWna PmJ*tivet.88 

http:an....ut
http:T.Gnt.nl
http:two'sod.al
http:seaet.uy
http:tNtinstitution.ln
http:ma.x:i.m..tJ
http:dentsusiJ'lgHchfad1ity;anumbetofco.st
http:wtd.~-rangi.ng


. . • 


on tOme AflrmOON by • phYJidan. otten anced time devoted by program JUH to 
thr medical diM:tor, who had thtultimlte other tasks in the hotpltA'; 61mllarly, mate
responsibility 'tor the program'. tMdkal ri&lJ pw-chased with program. funds wm 
.nvicu. Phy&idan I:irnf wal tchrduled ,haled with tbt hospital. 4J'\d hospital 
difftm'ltly J$ the program dl'Veloped: AI IJ'I<'.tfrials Wft't' wl'td with the J'I"OSTlI.m. 
fint.a physician WAS utiliz.fd lor one aftIT. ,F'tnally. beausean f)(tant facility wuused, 
noon a week. then liteT, lor portions 01 IS 15 often the CHI! with ptogra.n'U tun in 
afternoons 01 on An cm.an baaSs, Oti busy cooperation with another Uutitution" st.Art~ 
c:Unk~, the stall was augmented up coe;b did not include fum.ltuJy or d1nk 
by an educator with trainin&.and experi- rqL1.iptenI,'suc.h III examin!ngtables. 
met in .. education, o:dol~t ~ The two sodaJ worken and two nunes 
and JrOUP PfOC'!H' her rtSQl.1f'C'e studtnts. maJntaiMd, daily logt of ali their .f\tdent 
ttaitled to eneow... student participation 'Contact!, These enabled u. to estimatE' the 
and to lSSbt with llUdiovisua1l and mWl aYftage tlrne Investt'd in eAch ty'pI! of pro-
smuP-~.~pt.id lor their help. gram a'i(ounter. Although othw.taH did 
During ~ fint yar. parents Wft'e occa- inman with studenb at times, the tour 
•ione.Uy involved IJId paid to teW on an. .by tWf ~ wm priwrily rnpon
adViSor)' rommittft. All out:fU(h wori:.tr siblc lor tM sill td'Iool and clinic M'l"Vic:a 
rom~led by a.nodm program playtd. offeTC'cf by W program. T'henMot'r. we 
I small role in the lJ.t$t year as weD, have .Uoated the 00515 for the fmnr. proj
~ and custodial .taff em- ect 10' the, ,ix component services acrotd· 

ployed by tht uni~jty ~ paid out of ing to the Amoun1 of tI.me the four workm 
program lunds fo: time spent in the clliuc. inves:t~ in each cOmponent. This method 
'IlIf' univtnit')' did not dwge the pro- of akulatiOn allOW! for a brftkdown of 
gram diNctlyioTnml and utilities (~ . cOsts by sUe\tc.hOOllJ'ldclinic), Thean.tly~ 
tm .teaphone expre:nses); thrse Wftt ~ &i,;prOducet:MXimalestiJnatrsolthecwts 
mod through an al'\l'!ual overmd ch4:p of each ser.i«, becaUSE: all expenditw'es 
of]5 perttnl 01 project funds that the uni- for the pr~m-induding adminIttr6
venoity C'oU«ts from. all gmnts, This ch4:p tiOl\ rt'l'It;supplies and support staff-ore 
Indu~ed bookkeeping and pA)ITOll Nne- aulgned to one Of Another of the ~ 
nom. The 15 percent IlIle i$ almost identi- provided. Whm dlvided by the number of 
~ 10 the actuAl per~foot charge al· .tu:den1 contam wilrun thai tcn'lce, the 
tributable to the spact' occupied. AI the (WI of A medical vi6il, tor pumple,"will 
fundeor"requeM, theunivenity waived the include e_penditw'es for the physician, 
charge in the first year of the thrf!oe.yea.r nlltSt'. aide or liceru«t p1~cAl nutte 
ptOgrb.O\ but ior the. p~ 01 th!s assisting in the clinie; contraceptives ..rid 
analysiJ, we have added a similar amoutIl other medical supplies; a slwe 01 over
to first-year costs to rept'1!SftIt rtnt and head Jor aC!tninisttation and maintl.'N.nce; 
utilitif!'S. AI as customuy irI mO$! sd\ools and the portion 01 t1le nwv" time a.lJo.. 
around the country. no l't'fIt was eharged tated to ellnkmts a.refl~ in her awl 
f()1 the irHchooI hulth suites used by the log. 51rniIarly, the cost of individuAl sOcia! 
prognm... work'Visits ~ude expmditw'es for edu

8ecaWli'.t1I tndiN:d costs Wftf thus ap- COItional tI\lIlerials. 41'1 extra ~ucator in aI
pli!d to !pacr. there- was no item in the ~ during clinic houn. overhead 
program budget iar Administrative Nne- and the IOdaI worker's liine. . 
tiOns suppUed by the: Univemty, many of 'IlIf' d Litribution of ,t.&H I:i.mf' differed in 
which were attributable to the recoI'd:. ~--up~dlata'~tsof~prosram 
~~ts of a large iNtitu~ and in the rru.mDm' and winter ttegment:!, 

ti~ .Fring~ benefits and ~ pRc·· ~!I't.Iy. costs ~ computed as a 
tkes of the affWated W!.ivm'Hy and hospi- ~tege cI the &tine dnoted to U"' 
tal also put a larger bWden on 1M budget ,type of ~ in d.i.ffftmt time -pe:tiQds 
_ mlg/I' be~ II>~. ",vertngthe"""",.o,the~.n
pograDlS, II may be, ~ admin.tltntiw msts wm then avenged to determine an 
I:Mnie$ saved and monies spent (or ~ ovemll toft pet IW!'J"Vicr, 

. sawe[ .and timt spent) becaUM of this A In! (OSts are dMded b!tween the 
program" reiatic:msNp with a major UJti.- doo)'and clinic lites befo1.e beiftg: alio
Vf1'SityhoJpitel~edon.eanothet~ Clted,~g'to tM timt ~tion 
lt~dbed.Utkulttoprovetheltlhere1a- ~d~. ~ msuior admlnist:rativt!' ttaH 
~'~tmlltically incre.ued or de- ~ dJYidrd 5() ~t to each site, with 
treISed _d:minJ.stn,tive C'O:!It$, Some bud8d the exct'p'tion ('Ii those for the ~. 
'dJustmmts wm QUlde when etalf a:nd "whoalSoact.e:dudinicregistrar-hertime 

. D\lteri&l! w~ sh&:nrd, but oltm t:iI:ne de- .is divided 15 and 15 pm:"e'.I1t between 
._10 this pt'Ojoct by hospi,.hUIf boJ. _1 and dWc _, resp«tively. 

Vohuat:zo. Number '" JWy/Augusll988 

Tab1ll1. PtoQt8m c.oa:ta, by ty~ of .xpoendf. 
1\1'., .c;otdlng to .lte, Saptamb.r 
1181-Ju0l 1184 
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Similarly. benuse the clinic ~ as the 
administrative cen~ for both sjt~ 25 
perc!'7'1 of oifia supplies, rent and main
~ costs at the clinic.ue attributrd to 
the troehool component 01 the program_ 
Within tbt dink or IIChool component, 
rotts not specific to otte or another .ite are 
proratrd acx:ordin& to the time distribu
tion of tbt IOdAJ worken and n\.U'S6, 

Budget Btukdowne 

table 1 thows a total budget of approxi

Mately S409,250 for the tJvee sd\o()l years.' 

Sd!ool-based: 56Vim, utilizf'd 40 pe:tcent 

ot the budget, and dink sem('(1$., 60 per~ 


cent. Personnel (Wt$ for ad.rn.in.i.stration in

.dude a .oWl portion of the time of the 
principAl investigator for the 4eTVicr pr0

gram, all of the time for the program dire(.. 
tor in the lim two ye.a:rs and hAJJ of her 
time in the thUd year. and aJj of the time 
lor the I«t'tt4t'ylregistrar in .all three 
~.us. With the ~uced activity of the pr0

gram during tchool vaaoO'lU, the assign
ment of IOdaI workers and nunes to the 
hospkal helped tonb'Q1 (WU while allow
Il'8 tor """tinull)' of tIAf/. The fourth u.. 
of the table thowt the.costs 'or the time of 
the two todaI worken (whose averaSf' 
annual fuIlwtime salaries would Mve be-tn 
the- tq\livAlent of S20.tm, including fringe 
be:nt!fll$) and the hOW-ly COlt 0{ educators 
durtns busy dWc ,"-OOM. The medl· 
eal.taft ategory am:lW\ts for the costs of 
tbt two nu.rta (with an a..,erage full-time 
equlv_' ..wy 01 52<.000, including 
benefit:!) and an hourly cosl lor the part~ 
time phytldan and nutlUlg InLitlnts. 

'"I'JItIt ~ Aft from ~ 1981lO I"'"" 191H. 
Sui!'wod:IW'tIrd ~SrpmnbrrMd ~ 
liIl; 1ht IdIocil ~ mIQ"hellAd 11\ Noowmbrr, 
cndwdiNc aptMd Ut~ 1981, 
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r,bI< 2...... the alIoatti"" 01 "'pondi' 
tu.rI!':s by HI of stud~.tnd Khool lew!; 
the awr&p cost per student servt'd is 11.l2. 
The avmge cost ptr fl'inale student .is 
'almost ~ time; that per male, Ind the. 
.'Il'1'A8f ('O$t per ~ high ,tudent 1$ 
r:t'I(ft than twice that per junior high stu
~t. These tnt'ln ('051:$ ~nt widt'ly 
di'l~e~tmnes,asthenw:imumsaftd 
minimU1n$ suggtst. 'The S3 ~um is 
the toSt ptr student of in-iChool discu5
Sion poups ~dudftf by • sodJ1 worla!r. 
who ltd most of thfte discussions and' 
whost howIyratt WJ$ less thal\ that of~' 
ftW1eS. who also It'd: SOInt' dl5cu55ion 
groups. Ma~UiM read; fltr.ordJMrlIy
lU8h ma. ewn excluding the costs .t
ttibu:t.lbte to the: J'«f' faourtt stUdl!"nts; 
wlUch m omitted from t~ tJiaxlmum 
figum and will be dlI.cuued !.Iler. The 
maximum of $3.052 for a JeniOf high ft- ' 
t:Nle covm some- 128 contacts that one ' 
individual had with theprogrart'l 'taff, 
":i; IIble 3 shows tM (051 for each of the six 

,.... ~"HwnbIrr or conlMtl and COI1per
.cOnt!c!,!!y' iftt."d txP' 01 WNIe. . 
.. t1Id IypcI N Cc:rsI. . .. 
T... ...... ,n.2) ....,. ....- ..... ... 
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type of1Im'ice. Itdoaunent:$ the relativtJy 
IowmstUsodA~with,ma1l-gtOUpwork 
beth in tht' schools and in the clink
sligh!!y more than $4 per studrnt contact, 
Thi5 was ~ than a dan prtStntation, 
Although dcb pTfttniation induded 
many more students. they took ti.mt' to 
prepare and lasttd for a full dus periOd, 

SmalI-goup costs contruf dramatically 
with the high price of individual couns.tl* 
ing. ¥.:hic:h .Vefliged $28 in 11u! school set
ting and S42 in the clink, No attempt WaS 
made in this program to redUCI!' theamounl 
of n.me devoted: to t.he5e IWSsimu, and the 
cosb reflect that decision. Soda! workl!'t'S 
did all of thl!' dUtic counseling lind 60 pet-
cent of the school counseling. Yet, even 
though pe~nnel costs were lesto for IIOdaI 
workers than for nurSes, the average COSI 
per clinic contact was more than dull per 
school contact because private cOMultot· 
tiOIU 'Were longer in the clliUc:. In fact, on a 
per contact basis, diNe visit:.\ with the to
cial worker were more t'xpensive than vb· 
it5 with mt'dical staff. Since 80 percent' of 
aJJ clinic registr&nt:.\ asleN for a contract?" 
tlve method at their lit$t visit and sinai 
counseling was required for all con~ 
tlve patie't1ts. these CCW\Se'Ung (1)Sts ate 
pan of tt'l1!" proces$ of introducing Met 
mam~ga contraceptiVl' regimen,. 

MO$I of thI!' encounten of ttudet\.t:.\ With 
the staff in tht' first year of the program 
cost more than in the last two school ytan. 
bec::JilJt of start~up CO$t5 .tnd bec::Juse of 
the time it taUs for p.tient fI~ to build, 
With tiJMand improved effiOt:n.<j'. rnedi*' 
call11'1'rice cos:ts were Mluced, 50 that 
indlvidwlrnedicalvisitsfe.portedinTable 
3.t ~05t $41 for t'ach encounter aver~ 
Aged: slightly mOft than S31 at peak pe1'i~ 
~ Clearly. the expmdltulft reported in 
Jl\y study of costs will be affected by the 
duration of the' program, because start-up 
msts lIt attenuated over liml!'. 

Table .. daS$i.tin all of the sl\Idents 
touched by the program by the pattern by 
whJch they utiUud a.ervices. Moving. 

aCtO$$ the ~ble, groups include those whoheard only a daQroom prewntation. lard 
only Khool components, visited the clink 
but nevet toughl individual services, 
Krught individulll rounxUng wilh the 
soda! worket, had amedial vi$it and had 
vi$its With both tlu!: ~ worker and 
cnedkaJ pmonnet As expeded. mean 
CO$t:.\ per sl\Ide't1t varied widely depend~ 
ing .on how many dlHerent componenl$ 
~uWU~.Md~homkfi~~ 
in~ub\g feve!s of invoJ'Iftnf!nt imply 
sharply int:reulng ~ For cY.tmp1e. 
those .tudents who attended only class 

presentAtionI attended an avenge of 2.4 
such ~ during their program expo
SUft!. at a COS:I of $13.lO to the program. 
Thost $tudeTtts who pattidp~Jed in other 
KhooJ acth1tift without .nt'nding tlu! 
clinic .verag«:t i.2 contacts with thl!' pro
gra.m-2.i dMJ prH('t\tationa, 4.3 group 
discu.ssions and 0.2 c~1ingWS$ions
tor. total of Me worth of $eTVicn. 

Tltis table suggats that nol only does 
ute of more t'xpensi'lt' componenu in
~w costs. but t~ studl!'nts who regi$
let for individual clinic Ml'Yices us.e more 
of each component along the way. For n
ampll!', tht'aVl'fagl!' number 01 dinic group 
contacts for students whose only clink puo 
tidpation wain group education 0.4) was 
lowl!'r than that for those who had individ
,~l COl.lnseUng (2.6), and was much lower 

than that for those who utili:t'd both coun-
sering and medical setvicc!s (82), Note that 
nen tht row reOecting atteruUncu,t clus 
p~ntations inmases with greater pto-" 
pminvolv~t implying thai theststu~ 
dents spent mate time in school, or at least 
attended thew cluses more often. 'T'lws, 
the students who utiliud the more expen
stY« Nrvk:'l'S uMd more of thr other ser· 
vi~as wen, For ex.unpre. cos:ts for school 
J«'V'iees Alone for thost ttudents who vis
i~ ,1M doiNdor both indivld~Nei
inS and ~w~ totaled 5140, in 
compAt'isop' to the MO total tor the same 
~ torthost who nesirirted their am
t4Ct$ to the "hoot setting. 

T'fwI" clmk data indicate that the small 
.sUbset of students (40) who ul.iliz.ed medi
cal 5IItt'Yia!s but nevl!'J' met With the iOcial 
worker had lowetO'l«raliCOS:l$ (S119) than 
those who nl'Cei'n'd couns.ellng but no 
mt'dica.l serviCft ($162), T'fwI' f'ir.,;t group 
werle primarily individuals who came tor 
one mt'dial visit, They ('(Intrast strikingly 
with students visiting lor medical terVlcn 
who also ('(Insulted a sod.1 worker. a 
group with Almost six medical vi$its «ach, 
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rosting an Average of $235 lor snediClI 
treal:mi!'nt alone. What is nottworthy about 
thU latter group.~. is fhp i&ct'that 
t1tei: total cost to the pmgTam of moor 
tNlI $S45 each is not 5O~ly a functkm of 
their medical rosts but N'fIern thd1 ~ 
extensive use oJ almos1 aU servk1!s, 

A breakdown by $E'lt: ~WJ the Iltl'M' 

pattern among females:. The man! types of 
If'I'Vict the student participatt'd b1.. eM 
mOre .he U5N each serviC1!, Among INla• 
the pat'lem b not quite u consistent. A 
partiCUlar nception is A small group 0163 
who used the wok OTtly 1m group Acthrjw 
ties. Beause theW students &bo alttndN 
ttw tmalJeSt'mtan number of d&ss presen
tations, many may nol ~w beren mtm· 
ben of the studftlt bo4y at alt Some may 
hI~ showed up at the cl.INc wjth PArtl\m 
Of himds, since 20 01 them appelNd 0'1'1 

dink sign-in shem but did not tppeu OTt 
any 01 tM school rolls. While they wm! 

ttclmiQlly noI eligible lor scrvict, out-01~ 
tchool partners might be rucht'd i.n this 
INnnet at little cost. a pouibWty that ot.hfT 
programs might wish to expm. 

Table 5 (set page 192) dMdn the HI" 

vice offered and thd1 I;Q51 per $l'udf'nt 
btto,three broad ategories education. 
counseling aNi fhe provision of CO'flt:nl~ 
ceptivtrS-ignoring the site at which .lU
dents te('fived th~ ~. Students in 
the first group f'«'eived dassroomor group 
education-in tht tchool. the clinic or 
both-bul no privale roruwtlltioru, Those 
in the second group recci~ isldividual 
counseHng at alleaSI One ~I:e. ThO$(' irI the 
lhird group wer~ regi"tered d.i.nic patients 
who n:ceived some rontra«'f'live method 
from 5O<.'it,1 worlcm. mediatl mJtor both. 
Tht overall cost per rontra~e patimt.. 
'of whom ~w~ 1<CO in tilt program. 
avtnged S432. Althaush not evident in 
tht table. thl$ cost wu C'tlC'lJidmbty less 
'lor the 241 ni.ales ($17.) than lor the 449 f ... 
maIes~. All the /igul'5 -. 1IIth< 
..bit mcm... .,. ~ ""'" _It<!. 
with training and servinS 1M 12 pm' ".... 
IOtI1Ce Sf\ldeTllS. Tht cost lor w::h 0{ tIle 

·U, all of whom were COfIttaalptiVt pa.. 
ti_......ged 52.248. pM dlrect .,;. 
pends paid when they auisted.tthfclirUc. 

..hduding lJle expendi.tI:lr!S lor these stu
:dmts ~.dta~.tISe tht COI$l per ron~.~ 
ctptive patient to $4Ol and the- total cost 
per studeTlt to $ll5. 

Costs wm abo calc:ublted accordi.ng to 
whether atudl;"!1ts attended • program 
school far OM, ~'O or tluft ye:trJ. Costs 
.... "«ply...podaUy __ OM aNI 
twO yeaft' «p05U!I!. The W:p tis< b ~•• 
tn"butable N:Jt only, to the pier mut'lber 
01 ..mas UMd In • ~ ..... pmod 

,.y... 4, ....n 1'IuI'nb4!t WJd muncosl of comacb pt't al\l~t.by type Of MNlc., Iccordlng 
to pe&m of utnlullon 

UIiIIlIIIOn PIh'" 

CIua ....... IndIVIdual
""'" -' 1'1) ctjl'lil: ODliflNh/lO """" ...... """no_
""""" &lI"oI'dIcal -- -',""" "" iN.532)TOTAL (No.1.018) (No.l,VD1 -tNd14i it-W.t6J g.h"Ol,. 72 1J ,..'U 11.0 .... •.7. .... 1$2.11 n,21""""" .'.,. ",.. 

..HOOt.....,..  ...,. v ..., U 

lU3....""""" ••• 
1!U1 
.. •• 

ulLtt "' •.eIli 

Group dt.cwulon ,. .. ....~ 'J.O""""" "' '&,07 11.71 5:U..... ....."' ".. 
indl\l, I/IIIIUmIiIIIng 

02 OA ..0,,, "' 0.'"""'" '53 7.10 '1.47 17.ee ..... -- "' 
"....OC .. ,.. .. ..."""'" .."' .. U, 1t06 1.8:1""" .. 12

" 
fhdly, 0I:IUNIII1ftt ..""""" ..'" ..
""" _.... .. .."""'" .. ..
"'"
but .1so to the much targer proportion of 
those students e-xposed for two Of three 
yea"" who utillzfti the clinic forcontra~ 
live s.trVkt$. Th:i! implies mum vlsll5 for 
thOM' who continued 10 use-C'OntraCfJ'tivn. 
Lcmger eXpo$urf also implies older age,. 
but lOme of the differential n.-maiN fVfn 
when the age is controlled lor. 

DJKUmon 
In .. Sf!'JUe. the attribution of a (O$t to tach 
tet'Vict is an l.l'1itact or the analysis. The 
.taJf hild a fixed cost; each student did not 
add an inaemental cost but rather used " 
piec:Y'ill the t:tme that would have 'been 
~ lor, whriher or not" senrice wu de-
tivfnrd. Could that mJthave~ JD\IlJler? 
tn .the tntmst of COfItinuity between the 
""""" aNI u.. dink. u.. _1 alJod /or 
tMp~t'of aataft penon in thetchopJ 
iJ:l the mam.tng and-the 5lUnt ataft per;$On 
in the clinic it{the afternoon, Without vIo
latinS' eM model. no savings rouId be ft. 
f«ted'there; however, considnable sav
~~ rWized after the first yef.Tr by 
putting only the sociII..l worj{m (and ~ot 
the nu~) In the achools. on" daily basis, 
In the ~d Md third years, the nu.nn 

. went buo the ac:hoo~ only for speci.allec
tuNs or activities. This saving was cftected 
bKau.w data from the aggregate t1'l5eIJ'Ch 
tun'ty torIducted .1 the end of the .fi.nl 

.. '" ,.'" 111,17 135.83 

.. '" .. '" 
,.•.. '" 
 2'35.27.. '" '" 

~ar n!Voled that students who went to 
the health suites had discussed the same 
sub)ects with eithn professional. They did 
not .ppetr to require. medical person. 
The ability to m.ti.n higher COSt medical 
pmon.rt.et 101' only the hell·time clinical 
'oPfration rept~ an impOrtant econ· 
amy. 

One of the htg ~ in these do'" 
w.s theevidence that social work counsel
ing tn the diNc WAS more costly, per ron. 
tact. t.ha.n medieal ~. This is de.rly a 
tu.nction of the time invested in e.ch en
counter, time which wll$ allowed in this 
MtVice model. Coruequently. even with 
:the price of ronttactptives. other medjal 
IUppties. phy;:ic:ians ~ suppOrt staff in
~ded i:.n the estimAtc9 (O$t of visits with 
the n\U'Nl'$, the lime In~ted in dink roun
Kline: by soda! workers made their 5e$. 

lions ~ cosUy. The belief' of everyone 
assodamd with the ptOITAn'I is that the 
program's dtt'ds would be difficult to 
~te withot.tt thor tocW work rompo
M:l'\t ~. if mo~ counseling 
were to fall on the medical SWf. with their 
high'" hourly""". "'-__ would 
becotnt prolu'bitively aperWve-. 

[)oes ~I imply that it is nt'Ce$sary to 
IAvet in virtually unlimited personal 
C'OtlI'tIIeling lor My student who requests 
it? Should those in need of repeated sup

http:withot.tt
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portive ~ be ttimed wlead to outside 
&gtftdH? T'ht $taft btUeves it would haw 
been difficult to <'Clnvtnct the ftUdents who 
'd<pendtd ..,;, lItavil)' on them """"PI 
an outside R'ferral. betaUM when ~ at
tempt wAS made i:n HW'I'Ill CIt!Ie. h Wal 
difficult to convl.nc:e the student to foUow 
~gh. tt}! al.sothe ~ol the staff that 
th05@ who made the Wpst demands em 
thrif time wert! not alw.Y' their gratet 
SUCftS5eS, but otten were their most Mtdy 
C&Sft.1fas. TftU.lt oft'XtcmsivecounseJing.. 
• stud~t'. ~Urf in sc:hooi can be -ex.
t.ndtd one YNr or an unintended preg
nancy an be postpOrted by • fFw months, 
then miucing the (ounHling component 
might be ... Stl'rious mistake, In the absence 
of a Control clinic in which counseling dmt
1.1 1imite:d, Ihtst: question$ cannot Ttally be 
answered, Whali.s not in doubt, how~er~ 
Is that m A diudvlnlagect wban popula
tion when few rftOUrm are availablt to 
b!enasen.lif~t CO'I..I.Meling.nd aisjs 

managemm.t aN' mapr unmn ntofds. 
Croup tduc.rion in the clink wa! an' 

extremely «anomic.! way of pmonning 
w;eral IunctioM: For UNtgiJtered 5tu~ 
dents, it Intr'OducOO the i.f.eas and attitudes 
of the program, and for 1oOTtlf, it s.erved as 
the prt"t'Ui'sor to registration; fen other stu
dents, it was an on-going source of educa
tional !lupporl 1n the: absence of indIvidual 
dink!ft'Vites; and for ~tered patients. 
il augmt1'rted rnortCOUly indhidl.l4l SoerV

"knand updated thdr «iuatlonon repeat 
visits. _~-group wort in the KhooI. at 
com~rab~ rosts, aa:omplished many of 
the saw goals tor the $IU'M ,h,Ldents, and 
for many who would not ot.ht:rwbe have 
received tl\ls. Hf'Vtce. 

A subjective lWeSSDlerli by the.taff was 
that the program protqbly Invested too 
little tltrw in nta.blishing positive ~~tion-
.hlp' With the faculty 01 tho 1""8""" 
Il(hooi!. If D'lOt'e. timt had been spmt on 
.this endeavor. tt~hm might have In
volwd the stAff in mot:1:' d.assroom d1Kus
sion$, the s:oci&I workm' time in the school 
wOuld have been .rnon: efficiently \I~. 
.and the cost of da.uroom contacts would 
have mn COniiderably lt$$ thAn the CO$t 
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of .malI..group sessions, not more. 
'l"M use oJ "~ff time by the peotr f90 

IIO'Ul'Ct' $tudmts COlt almost 527.(0), aver
.ging $2,248 "" each _, Thai Is a 
tNI)ot investment and was supplmwmted 
by dir«t .tlpend> paid to '"- ....Uns 
mOrt than 5tOOO.lt wu the imptftJion of 
tM .taU that the pJyoH came mort in the 
individual growth il.~raged for these 
.tt.tdtnts thin in ~origiNl goals of J"efer
ring other students to the clink or proVId. 
blg .aub:~ to the staff. All 12 .studtmlS 
Wtft' contnlt't'ptive patient', so some of 
the expenditure would have betn lru:un'OO: 
even ii they wen! not peotr resource .!Itu
dmts, If one ,ubtr.cu, from the approxi
malely $29,000 that these individu.al$ cost, 
rN! aYf!fage expendituft on three malund 
nine ftmaJe COf\ttaceptivt' patients. the 
remainder l.!l almost 523,.500, or 511,750 per 
year. ~ is ~ ~latiYf!ly high prite to have 
paid 10' the help 01 t~ peer resou.tre stu
dents, although it .also paid for their eon
tribution 10 the studentJ' ImSe of owner
ship and pride 1n the program. There are 
probably ms cO$l1y ways of promoting 
that H'Ne of student participation. A d«j·
.ion on whtther or not to include a similar 
C'Otnpcment .hould probably bemade with 
the blowledge W t the drain on s~ff ti.rrw> 

and hmce on program dollars.. itconsider· 
ab~. 

COfts for individual medical set\icts do 
not appear rugh b't "'Vlew of their b'tdU.!llon 
of tt5b AI'Id conlnceptive supplies, eSpt!"' 
daUy siru:9 ~r thf!' start-up periOd, they 
Wne doWn to 531 per ron~ct. Critically 
impOrtant to an estimate of medial COlts 
in a nt'w prognm are datA on the percent
as. of "tudents who are sexually active, 
bea.u.s. of the large impad 01 their de
1l'W\d lor «IiI1nC1!prt..... &eniCt$, and in 
particulM. ~ tosb¢ their initial visits. 

The auod.lltion of a $Chool·linked pr0
gram with a larger, yur-round institu
tion an be COIt-efficient. The ability 10 
.twt staff 50 that they can be uled only 
wbe:e and when I\t"eded would serve as 
an KOnomy to .11)' program, espt"Cially 
one with the time and Hasonal constraints 
of a JChooJ.1inked opcratton. Cooperatian 

" . 

between schools and Marby N!allh deliv
ery systems also pm::njts tM provWon ot 
yeaNmmd health can in O:t'\e .!lite. This 
modd, which plactS the dwc ad)Kent to. 
but oubide, tht' school iJ politicaUy at. 
tracti....._lt is alsocO$t..efftcttve becau$e', in 
many locations, it aDoW) OMcUnk to ~e 
more than one school. However, it requ.in'$ 
more ~~n infomtall.i.nkage: It requires 
the pmtnCe of program staff ill the 5(hoo1. 

Forty percent of the COlt of th.i$ model 
program was UHd lor IoChool services and 
60 percent was used for clinic NrVices,. 
evtr\ though many more student. u~ the 
ac.h~ components than used the dink 
components. The $163.500 that the Khooi 
terVices rost-or bftwt<m sso.ooo and 
160,000 per acadmtic yeAr *ms a rt"'~ 
tively small amount to have spent to reach 
Almost .u the studtnts in the dastroom. 
.unong them 1.018 who wen!' reached only 
bt that Htting. It also covered the delivery 
of smaO-group and individUAl service to 

. the 1,279 students.who soughl them out 
only in the schoo! stttit'lg And to the 1.os2 
students who received services in the clinic 
setting. Much of the program's SU(Ce'$5 in 
postponing the onsd of intercourse+ !nU.!lt 
hav:e been due to the school component, 
since it was usually tM H'lluaJly active 
Jt\I4enb who came to the diruc, The pro
gram's success in bringing .bout measur
able change In thestudmt body., a whole 
appears to have mn predicated on "tab
.lishing an atmO$phere of cornmunlc"tion 
and responsibility among a larger segment 
of the students than attended. the clinic, 
which again reflects the valueof the school 
component This study suggnl:$ thai tke 
('O$t of that romponeru b lelativ:ely low. 
which may recommend tk:e model .for rep
l.ic.t1on in other jurisdictions.. 

" V.:It FlKhf Ind L. hnul.ill, "£~ptlldll'\im for It", 
9fOd~.~~ Hulth c:.l'f).~ /wnw/II( Iht A"'m' 
"'" Mniall""~III!I.~"6..I~ 

l. ). ~, "'T_r ~I'IC)' ,net PIl"f1\thood in 
l3litIou.~ I/JIII"IWJII(~ HtIlUIIC.I't,l:I1?, ll41. 

J, J. Dr)'f-, "School.&ued Hullh Cl1nl(1 A N.l." 
"'pp!'OiId\to~!~t~M')''t'' f.",· 
q~l~lm.I".1O.1_ 

.. NIrioNl "-*I'd<eo.-:tl &iski.., w fllhM: Mf>. 
_i'nI~.~-r~III',N~1 
~f'mt,W~D_C~ 1981, 

" M_ Jw1 f'I ll~ ~~Ad~"- 0111
t'O'!tt'J .l1li em, II( StrWt Dtlit.ltry. Urbtn /Nritvtf:, 
WulUnpn. DC~ 1964: and G. l. bl.lm.In, '1'vI!b~ 
Sd'lIX1f P'rasnnl'd tot AdolnnTrl ~f!C)' and p",. 
'I'!ItlvxId: .\II~'- F,,,,jly pjollllj"l ~1i"M. 
16:.15,IMl. 

6.. l. S. ZctM or! i.l~ '"Evi.l\Oltiofl 01. f'noa'Nn<)' PU
~n """,.11" I!,1r VrbuI T_,tt'tIi," F,'!!llly 1'.101". 
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, The Baltimore Pregnancy Prevention 

: . Program for Urban Teenagers 

I. How Old It Work? 
• 

• , ByIAvrit __,M6"lY"B./fi",,*,_,~_, 

I - /I. __ -'jInvI B.Hmdylmlll'lwd...M.1(mg 

=r...-. _'''II ala 0-1 
_ and a .....: ...Ii_ed !he bull< Of 
.._. iii 811 expOri!"""",1 pregnancy 
p""",ntlon p'ogram 10' JUnior and ..nIO' 

,hlg'" tc:hoo! ISWdenIi thai combined sc:l'lool 

ancrdiitlc COmpOMrrtI. In-school compo

. nentt,were classroom pre$entcttion•• ItJfor.., 

~~orouPSand!ndMdualt::ClU'l'r 

. oolIno; dink _. _ aI GIOIIP 
eduastion, ~ c:ounselIng and,'" 
~ _ Care. Eighty.""'......,.;m· 'gwn> ha"" been """'...ted. u... Is Hille 
01 (hi'total ~6fIro1l~rrt had ~ct ~On on'w~ to buethe~ of 
~ at Ie8sI ontt component of the PJ~ 
evatn. More rriales than females W9r& 
among !he '5 perCent _.,. oonIact. 
W~ .Mtimams of dlf'O~1c absenteeism 

,8!11 ~ln1O~unl, the program is be-
"liMedtotwMtftNu:badall$WdentSlnteg~ 
Iat altInctanoe. 
~ 22 pett:ent of ttaff·,stu.. 

.' .. df:tnt CO!'M= OCCUI'fed ~ the ,dauryom. 
and the remaining 78.pett:ent wttrtt YOIun. 

'.' )ary"Of'i, the part ~ the ~nt, AbOu1 88, 
. ' ~ Of ""..... """",ed _In !he 
. ': achool.wIth_g,oupdls<:uulo...spe. 

.. <ialII popula,-4hoy ·"""...nted ., per
cent of all cbitta::ts, The proporUon of co,.. 
.~~~ in 11'!8 Clinlcwa higheSt, )&a~ activitY ~ yOung women, attcnd~ 
.~ ..nio'·1Iigh ~malo. (46 ponoont) 
end _"- _ high malos ('2 
.,.,..,.,m). . . 

. ' 

Qu~"I""",aod to. the J'ft"""1!on 01 
_. _.~ IUId dolldbwing 
" . ha .. proIIIented.ln the. United Stal ...'!' 
.. _ 10 what Is pnerally f'I""OIwd as 

'. high ~..... amDIljI Un:m.mI<d 

The.mean number of.staff encounters ~er mele student Is 
abOut Orie.:h&lf the nilmlier of femeles. But even senior high 
males. the group teaatllkely to utilize clinic setVlces, seek out 
small-group sessions in the school. 

" 1wned ~~t .adoletamt t'iSk..wd.rtg be-
ha~. th.e.feeUnsit IIrroad tN. er'IO\lghis 
_ 10 I>tgIft WorIdnS on I""S"""l' 
prnention tne.UUl'ft.l Btc:autt h pro

. tnode1s to replicate • .:rut ,f'Yt:l\ Jtiu 1ftfor
mationwithwhkhtoe'st:im.atetMcostsof 
repllation. . 

In a ~DUS iuut 01 ~itIn. ,We
• ~ref em., school ~prt'Ven~ 
~ program that co~~lned educatJonal 
and. ,J:nrefiw intervention, Thf' ~~ 
$bowed 1M f!ff~ oJ th'e~program em the 
.~tU~, knowlcdlf And behavior of. ,1'I~ghborhood characteri2:ed by public and. 
JuNor and If'Nor high tchoo1 population. low-c:ott houJina. The program" HfYic:es 

.in Baltimore,l Owing the progrmr{.'~ ~ ·cOns:imd ofd;aeroom'presematJON, refu.. 
~.I""S"""l',,"'d_30peo«n' 
In rru, ~ achoi>Io. whil<! rising S8 
J"K"!'t .In. oonl>O! ~Ioi In addltlon.. 
delay Waf d(ll('\m'lft'lttd in the ONe'!: ofco

'!"sim>snu:n- Thls.thefimolMO 

MCOnd.whlchb an acwunting of program 
spenc1itw'eJ and thtcosta of sptdfic: lei' 
vIoeo. 
,'nit ~ fundrd demmunticm 

. proje<t knOW7. .. the Sell c.ntor program 
,an fo'tappro:dlNlwy thJ'tfy...tmd waJ 
& cooperative ventuJ'e 01 The )oh.ns 
Hopkins U:n.tvt:rslty SchooJ of Mf'dic:iM 
....s .... IlalIiinor. City ~ of 
Ed~~on and 'of Health. The program 
"",ref .. Junior and'.. llenior high sthool 

, with~ttof.ppromn.tely1OOand 
l.ro:J atudtnts. respectively; they weft 10-

,cated, I!ttw btoc.b apart in an !.Mer dty 

. leIin.aSUJ.EYefttftough thft'I!bincntobe' tint II1tidfo lays the 'groUndwork lor the: ofi:::UnJc.~and con~vt UN' 
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....des publl5hed In .... <1Im!JIt Issue,. dell" m.n the two program achoi>!J. no. 

provide. detalled deoaIptiOll 01 the..,- ."1'- proje<t combined _ ....s ... 


.. vIies dell.....! by !hat program ....s tho. ' .. _ (two other sd\oolo ..... \IJM!d .. 

. _1s·OVerall.~tjon 01_"••·. controIJ.In-..tIni ....program)....d it 


vIoeoi." does no! "'l'loft .... oolationolllp "'!......ted in ad!Iev!ns lIWIy of Its obi«

......... lndlvidualpattaNof.tillz&... 1M!s.' lO..ts.tholnelol __ 
and ~vldual ''''I'''''''!"~ bu,."""P" 10 odgo ~ repnxI.cti.. l>Iology_
.1'''a ...... of what was done by .h....lf 1""S"""l', to ""'_ ..... of In ..... 
'" brlna about the mlIocti.. _. no. ."""""""""'''''''IbIe.'''_....1evoI 

",_...d~_provIded
1!' ....lth...t..ln_oIthotwotchools. 
w.ed"",,_• ...un..l!ng....t_ 
M!I'V'ia!!s pn:mded tn ..atomrontc:li.n.k, The 
~c, Jocattd aCl'OU tnt Ilrtd tram the 
""'!'" ltigh'achoi>~ was _ only to ""

I 
, 

http:controIJ.In
http:t'iSk..wd
http:proIIIented.ln


among the sexually active. and to ftdute 
the risk of pregnaney-. 

'Each of the two program sdIool$ wu 
assl8ned. Sell Centerteam,combttngof. 
iocialworkerandnl.uw..rnidwileorpfdi.. , 
atric nurse practitioner who were ~ 
enced with and had " ~ intm:est in 
1do1esc:ent$. Thtry wm! ~ In the dinic 
by.~,m.tfW'j.udeorUaens.t!dytl.c-
tta) Jiune and, an lOme daft. by" ph""", 
dan.. An ~ced ~\aaltOr was also 
present an ICme aftemoons to M!p with 
groupeduallOn;bothwommUwdintlW 

'·roIehadmaster'&d...andlraining~I expe:imct in ~ education. ~ 
• I ....- and _ """'"" O!hcr lIOII(, 

, tnduding the ~ee~'. pincipeJ 
Inwstiptor and tht: pI'087l1m dirfct.ot~ 
wert involved in the admInistrAtiol'l.And· 
oupOMslon of1M projn:t but .....1\01... 
.pmwble for h day-ti:.Mtay ~.of. 
IIet'Vice6 to students. 

In addItion. 12 atudmts--thm- i:rwe:s 
"and nine ~~m::ruIttd toserw 
as J'ftf ~ for ""! ytM ~ in ~ 
terond And.third yon of 1M ~ 
The pter ~~s~~ 
l? ~ lIS representAti~ of and spoke-
persons foJ:the~ and to'J$$l.st with, 

, , IUm tUb ~pr-n""8 visual lids, Th,.. , rights to ~ questiOns and diKuss _ i 
. studentJ were identified by th. T-shirts 

, . or Wge ftd buttons ,with thr Worm. "'AU. 
1M about the' SeU ~enter,,"'1n tddition to 
tMir~cdutie$~ theyaddeda~of 
....dentownenl\ipandpartldpiltionlnlhe 
program. " 

Prior lo the lnitietion 01 thr ~ 

Thl,.itidef:>:uJaonIMday-ll><lay~ 
of ~ tWo aoda1 wmIte1. and tht ~ 
....... ..,;gn.d to 1M _tho 
_

/ ""jimty oJ 1M _'" IndMdual and 
. FOVPc:Ontam~ththepmgriun~ 
.' thest wor:rcrn. The RI"Vfc:a that ItIae 
-. prOvided fall wiIhln IIlx ..~, 
tJu.e. IJ'P'$ Of ".",;"" n!IId.,.;,o in Ih< 

, achool5 (dwroom :"....._, IiIia1I 
JI:'OU'P dlscus5l.ons .,nd tndiridWII CO\U\Sel-
Ing) and tJu.e1n 1M dlnld8""'P eduao
• on, Indlvidll>l """"""'" and....tkAI 
_I, . 

• CIIssrmm 'Pf't'l'IfntiD!fJ. &p«ially iii 1M 
flrs,t '1tM, the Initial contact between au
dmtaand sWfofthtSeliCentttprograin 
WI.$- ofttn in'the classroom; each JmIestrT 
the JOC1a].wor~ (and totnetimes tM 
JtW'M!) gave at leasl one lull-period pram
titian to e\'ety hometOOtn dAu in he.! 
school.Thepesentlltions were D\ON JtnKt
tufed and di~c than'the atnalltrgroup 
HSalons, but tndudoo.intenction and dlJ.. 
rt'US5km related to values claJ1Jlc:ation. de
ck!.on·mak!ng and reproductJw health. 
. n\e'fint c:la&s presentation 01 each year 

tntrodl,lced' tM' Sell. Cmter ,Jen1ce and 
began to f1IiM.o the audr::nts' C'OtISdouJness 
.bout thO "'''''.'1''""",, 04 unprntomd 
IeXl.IAI: actiVity and to support studmts 
who ~ not leXUIlly'acti~ Owing this 
Snt.ewon.'ltIidr::ntsahovWwed "A Mat

,.-
" 

prer ~,.. dnlgs. alcohoL tM ('ONe. 
qu~ of being • IeeNIf patfnt and • 
fNlleo..fmWerelationshlps. Thehealthsuile 
W85' Jiospitablf trl:Yironment in which to 
pll.y"TraJ'Ulormrr,"anool,l(8tto:Wg,tnH! 
that wttcm~ to tWnulate I day in the lilt 
of.l teenag~ parmt.. or ""HW'MnOpOly." • 
same tNt teaches anatomy and raM if. 
~es of v4lul!!I. Thm. .r:n.all groups a>
Alesttd aroun.d • med, e:qmned by 1M 
students or percelwd by • •taH rnt1:nber, 

- the diK'uPions evolv«f under the guid
anee of professionals trained tn group
pl'OCf:5J, Thetetnfonnal JeSIIons identified 

. emotlolutJ nft!ds that formal Wtrudion 
aoUJd """ for """" partidp"'IJ, 1M diJ,. 
ausiDN led to individual counseling 
'WlthJn the progmn fit outside referral, 
• StJwo1anuwring. E..t.chtoclaJworkt:r hid 

lei' 04 Respo<t,' • film halUrln&·J.... '." wdl-publldzod .achedult and an ..,.... 
~ The filr.n. which focuses Of! ad()
lescmt p~cy as a problem for srialn 


.and ~ allb. 'WIIS ttted lIS a cataly5t 

for, phJloSophical ~ thai would 


. crutt ~ bond 01 understanding ~ 

tM ItaH and th~ ttuClfttts.. In fact. ~ 


bon4lni w~ tM prima:y soaJ oftht.,. 

a.ion: The.staff sought, in .. spirit of open 

'co:mr:ri~~ ill mab~ thr students' 


Jred& oJ ~~lndudi1\gmatteD theyhid 
never ~ d,I.scuufd with adults. 
~ teC'Cnd dasSroom ~ tU

tng place in the I&IM Nmes.trr or tiw fW... 
lowing "'"" us...uy dull Wi'" pmonal
P,ls. ~ ec:t:ivity, Pregnancy,decision
~king..CO!'Itra~ve'$and5eXUAl1ytnm5-

'. 1Wft in,iblod to a:msu1t with tI:ie ~ YAlII tubject ~as taught within the rq;ular 
. .wtand. in the: lint yrar. a tf!llll ~ paid CW'1'iculum. In the »mOnth achoo1 pro

, './w """'.J"""idpation In. """'""" .<Iv!- pm,s.Jjc.ru.rtWfamdU<1ed.J'P'1"d
~ """",-, ~, pai.ntaI.1>' _ ..ly 350 ,1M",,,,",,..,,,,,,,, . 
'pmvol"""''''!''lrod",Muylandfor_ ,".G,.,.,.d"""""",Th:<-.J_,and 
denD to obtain nproductift.beallh Nt<> ~es.theJlLl7M!.lipBrtabouttwo&nd 
wa. ,.~hourJdwingthtlnlddJeofurhday 

. In the tthOot health sUite; ~ts could 
,Progrom Co_ <!lOp", dwIns thoUl,w,.,h perlodS '" 

.~ble~1 office for individUAl C'ONulta
tion. Students could _k out the IOCiIl 

'wOrker to ~ relAtionshJ.ps with tht 
opposlte.ex, ~bJeDu, at home, a potslb1e 
pregnarq' and OthtTpenonaJtnlttft'J,ThP 

_lOdAIwormcoW:df':nCO'W'lgtthtttudmt 
toeomeforwte:k1ycounHUng.amngelor 
• 4inJcv1slt forth~ INdent, or refer him or 
her to J:U'!Other agtncy, 11 prokm.gtd ~ 
..... was ""luind, 1M cIlnlc was often 
the: better tlt~~ it convtyed ~01 

, .. sense of privacy and neut:ra.Uty. and was 
not IUbjKt tow academic JChei1ult. 
• Grwptdwaltion. AltetlChool.lOD'IfCO"l:h
bINd"".' 1M "'"' __1M 
clinic, beginning at l:lO P,D\. most Met>
noonJ and cont1nulng until S or 6 p.m. 

pa.rentswereiniortriedo1ltsobJec!:ivesand . ~tted diseues.. Al~h two presmta- ," Studtmts vfsjted not only to: lndividual 
told of the JerVk.'fl to be provided and 01 ti01U pi!r 'YeAr wrre mandated, many IN- appob'ltu\e:J\ts but abo to partidpalt in 
~. student qu~ to be ~ as ,d!"ts rec1!lvtd mafe because the staff of- group dl&cusskms or to view videotapes 
put of'the frSW"Ch; c:omponenL ~ts kfedtheirRYVi~lolelchenwhenan!le-. and movies. ~ educational m.tImials 

.~m ~lerted to appeal to both DWe$ atld 
,females, Students visiting the clinic were 
~ .. ..pt"onIyU"'eyw......k
Inglndi>idll>l coiiNeling Of reproductiv. 

.!>..J'" _ ..... Appoird","'" could be 

. ':Mdt ahead of timf, but clrcp-lns wrre 
~lIted.uqu!cklyaspotslbte. 
. A.lmost All youngsters: who went to tht 

talIi,cIlnlc, With Of Wi",..t. opecIfic appoint
_ IndlvldlW ~ '" ..w..:'I>'."""t Of f'II'PO"!' I'OCOlvod ...., form 04 
pOinb:nt!nts fordiri1c vlaits. Gtoup d.iKus-- 'ed:i.n:ational intervention. Groups fon:rwd 
_,III ",,!>..Jib ...... g_y "'" ""'""" • ..." """""" In 1M Infonnal 
"""" open_y, 01_ .. tnformol , .tl:nospI>m01 1M wol""8 room Of"",""" 

ftP~ or ~~~ tJU.. . tu\a~dJ~madUnt pmenting edu
dated by a teun mftnber who hid ~ 
fled.' pup '01 stud.... Willi • opecIfic 
problem k,g,."'pect<d t<enage ptcsI!tu
ti",,"'phyokZllmmaturily """lwIled to 
~singf In tI!~ II!SSion$. ltudents Dften, 
_ 'I""tion..bo.t pubonaI d...,OJ> 
....~ iM sOdaI ...... Would _ aud> 
"'P"*" fu",.. p1i, dedlkJ_s. 

ce~ lNtmal Of! nch toplcc 6$ W:IrN. 
alIy_tUd_,pubertal changes 
and talIdng 10 p.m.", about ,""" IIool<o, 
pa!!'phlmand 1M _ described ptm
ously WIft also Ayailable lor ltudml \Be. 

and IMIr abWty to __ oct!vld.. 
___itd to 1M ~. 
.....poJpmonal~biIlty. 
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,lib,. 1. Number ~~ stadtnl ccnfllctl with procv.m iliff, by tti, Ind tvJ* of "IViCle', 
• i 	 accordIng to Rend.r..cr achoal lew" DKamber 'M1..Jt.m1 1N4 

,,AI .....",......... 	 .. .... 

.. ~.~. 

~lIWott?., 

~..... 
(No.3,NC),.... ...... ....,....... 

aau..... tbi10 I 7.1.-- n,142...:~ u'" 
,~,.......-- .m• ....._ -... U<> 
S,'15 

"1nttii~lndT&bIe2.fS1~"~v.+!c lPPI.rtId(m.~ kttOtOl'lWffIOQ'llutwMtM.mooI 
•(If e - ~; 03/uIIm ~ lnc!1Idu "Ie com.c!i with tM program by ttwMItI.IdttniI, 

Some CUnk edutation ~~ tractptive metluxtt-lnd males: with 
~.argWZ.ed in natuN: CiOups of .1>: ~)'IiCAJ_Pfoblem. felltt'!'d to ~uc:tiVt 
~tfly lOweie ~ Into. ~ hWth-hadtoltttMlNIdkal.taff.Medl
rate,roDmtl?dIsrusstopiarmvanttot.heh: caS visits 1night be tNde 'far prqNrq 
pt:rtemAl ~'!'Iet$, tbeir reproduat~ ,'taU, ~ 0{ meN:tn.W p1Obtem. 

'~~~~~~In'1.~~~~th--~ ,and trutzN.nt 0{ leXU&1ly transmitted~, 
uoc- "-'A..-....... u'" .u•.....,. J~ __• 


, theSe Hssloru. placed heavy eomphulJ on 
'vallUl: claiititai:ion.' prncmal dedt.ion~ 
making and helping ~deTIts 10 IN: their 
IeXUoII behavior in the i:ontm 01 tbeir own 
long-range p.ns. 
• Ciinjccm.muJing, A 5I:Udll!nt could become 
i ftSistered patient.at the:'clinic b«:atlM 01' 

. 	the need ~~ individual COW\Jellng '"'" . 
lionwith a IOC'if.I wor~.The initial inter.. 

, 	 'virwwithmoslff!D'll1unroUewa.uodo-
pydioIogicaliil NhI:"!, elJdti.ng ~ 
~Ormation on Jexual ~~f!TIce, ta~y, 

. relationship and tc.hool achJevemf!TIt. 
, ~\'idual.~g NS'liOM .ddra.eed 'appropriate medical follow-up. ..'-pmtnt 0{ -contads took plaa! withb\ tM 

. pm<II\IllUId family. prob"""" wcIt as • ochool oftting; .lIghtly ... tlwm __ 
·"llmllyfigh•• prloubmti""'........_. I'>lOg"'," 1Jllliulfon ,of th... D«1IrmlIn tho dassroo!r\. _ ( 

NlnI:)'... ~ relationship Of a tc.hool The data IOUJ"CeS for quantify1ns, the Mr- ~l;aet._~ not el«tlv.e and where latp 
I 	 \la!lure.. Thf! program",S focuJ on ~C'" ,YKa: util!..ud WmdJNc tteOrds, aWf JoSi' munben ofamtacts OCC'W'Ted.t once. 


tiv< hel!th 4ld IlOl pn:iIvde. """'" il'..... end sdIOc;! mllment 1Iits. The clinic hod .The .....!oId popa!eI\Iy of _ group
"""lionof , ... ........w.g _OIL . ·..p-In _In tho waiting...... end tho ."CO"''''''' In tho _ health IU"" I< 

Tho -al ......... provided ",odt 'of IIAIi """'plfted ..pm""On limns I"' ...• ovtd.... In ~._.. _""""""'. 


1m !ftJth tdl,1(lltion through indMduiJ dmb -Id.ns t.ndJvtdual~. mecUCaJ . Forty-one ~t of an,tudmt ..ta.ff lnftt~ 

,~._ For eurnple. an,lnd.i:Viduil • ~fonNtorJltudentswhotoiw.n~ : .ctions falllftto~ctltegory, WhIlemudl. 

whOhad had n:pe:a.tfdbouts 'WithlimllUy, (If phyaidan. recorcU for thoee who laW. lndi'JiduaJ........w.g wu dO'l\e" tp the 

_!ted _ woUld n...m. 1ndI· IOdaI worh7 lUId • ....n.wy /onn fa: 

vidual ~1iiijand t::nf'onNtion On their dink ~ts nOt oth~ docmnented.. "IIutd t:m • ~ alUMlI:, thi p:;;;po:;:tlGrl 01 Mu

'. C.UM.~ tlwj aprUd and how they Ai« ,.'J!i.e~lOgs.~dailyby thetwo ,....dwotdaiJ}yMlMntwu 11 ,....,tltMfCwD

trut:fcS.ln addition.lOda1 woP:en,4it- JtUn5.end ~ IOda1 workers, ~ .a(J\ooI~ancS~'11"""lltMfCjw\o 


,-~fo&rn~Condomstommnp. .nId\OOJDdtllN:ronf.:'CtS~hldwi~:':"~a(J\ooI~~~ 
tn.nb and at timts to ~ afte:t aWl- lfUdctu. TheM wtU the tm1y fonn$ amt<- tt. ~ d idooI drnoIntNtm thoWd _1..5. 
·,~COU1\M'ungontM1rUR,lilring'4o..e.. pl~ ~y tW tfteatdt pUrpoaes. tn'- labinlildM,1I,Htttd\1"~1), 
~eD'Ia'It SftOCltl. the IOda1 WOJ~ ~tion with dink ftCI:If'ds. the lop tIIea_ltIoIdmI .....did 'ClOt IwrP UI'ItiI ~ • 
collaborated daaely lI'ith tht nt.I'I'IH:nid~ 
WUeand ~ prIIIctitione:r, cften dt.cw.. 
iI?B in ~vana! of a Patient'a vilil whit 
Ipproechlho'llld beAlcen. . 
.Jkdiall~;I.'Fanaleslftldngothera:m-

,.. 

....... Sr. Nail J!, .... It, Ngh 
(N001,OClt) (N.1,HI3) (Nw1.1U~ CN-5611 ....,._,1" ...... ..... ..... ..... ..... ..... ..,.~,..... uea..... I.e,. ..n. ....., 

1M 1.1110 .. ..... ..... t" 

", 

'.... ... ,..'#17 ..... ..,.. .,.... 1,s10... ..... Rl: 

~. for '~. Solnt tN!1"iout ~~ 

tiigiWdOTltervice.Onthuurisce.UteemS 
ttraightforward-indudeanyoneennilled
In.program Khoolat any time during the 
program peTiod. However. schools)'$temt 
update 1'0& lTequmUyI and each is • little 

· dUft!!etlt. tct'OUnting for ~< dr0p
outs and late' ~t:rants.Sin« we wanted 
to oblAfn II maximal count of ~ .tudents 
digibk for RJVicaz wt' induded rveryDM 

· who wu Usttd on any of tht dght lCbool 

· 


rolis we obtained mvaing the program 
period, pIu& II feow people not em ~ ron. 
who sh.owed up on some log or clinic form 
We will rtport progrun cover.~ In tmN 
01 the proportion of tM maximal student 
populatiOn reached by varfouJ RJVlces, 
Many, atudents who Wen!! chronic abJen· 
ten, dropouts OJ thort~ten:n trAnlfm IJt.' 

included In thia count.· Tht> program 
woWd have had ~ttltopportunity to reach 
many 01 'thew students, ~e 01 whom 
may nner have attendfld Khool At all. We 
'~UJ ,Cantlder the e\ltirnate5, of program 
coVetagethatJ't!SUlttobe<'OJUetVativ~.and 
~ wUl provld~ Il'I alt~le estima.w 01 program COVNage that tabs [010 KtOUrIt 

.	doN related to e.nAS other tM.n tqnoduc:. , the chronk .~ ,..te in the Khools, 
tiwi Matth Were also d~ YOW'I8 TabJt- 1 categorhes an ltudent totItad:l 
wOtnenwhoSoughtrontrAa!'ptive~, dUring ~ three aadank yean that the 
'Wert U$1..l.4lly given CompttbefW~ txiunl# program operated.t All ~ with 
,na~ON bY tM J'UUW'or gynemIogist .t the . atudentt enlem! on a log. dinlc m:ord Of 

lint med.kaI \1$it, Mtd.K:&l,ta.«attempted . .tgn-in ahHt aft munted a$ mntatbJ; ou· 
~ ani IOi " pa~r. physkal nmis, to 
~ the pati«nt about hi$ or herbody ~ 
to .ctdt1!H the t!lJ'IotioNl tmaes that can 
tntl,uma!anadol~'cm:np~with' 

w ~~vt hulth ~K~ 
.ppoi.nttnefll~'heping. tontraceptive con- ~ 
tlrIuation. fW'Iy ~CY mt:ing and 

ual ~ between ItAff and .tudt'nts 
aft not rean'ded (If anmted., Qvenill. 
33,388 fo:maJ contacts aft incJuded in the: 
~; tNt DpN iJ a zninim1.un esti

,.mate. as acm:e !:'(mads tNrf not htve bft!n 
recorded ~ a fftll contacts art Gcluded 
beause of ml»ing mrol'll\lltion, Sixty-elght 

provide an estimate of the oveall time t-:dtlwftn;j:yWdUwpnpm.UwIdl!:d~ 
'b\vtSt!d u\each iW!r\'kr mmponmt. ~its1lot 'ZJ 0W»'Itt..orthret1:ll(lll'll.lu;ahot1dttu. 

" 	~diffiCultquanti~vteJCerdsdJ\MJ\1-' "=-~:::=~~~ 
.tinS prognmt in.1 achool aetting iJ ~ ~i..Mn1ht~1NWUlJ1dIt«tJ.lII1rd 
talning an a«Uttff' Count 0{ the ftUdents ,..,.....toI.dd30ftIfIIN. 
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IChoot the proportion of indhidual t'On-


..ds in the IChool settlng .. ,"uell Iow.i 

than thai ol grouP. t'ClIltActs, T'hr iodaJ 

wmbr was Often in iM hnJth ~ 1JoN!' 


· om<! t'OUld only «>uIUoel IndivldwaI ..... 

dents If a pNT ~ penon or muw 

wai .vallablt to .~r. the other 

ttudatts. Nonetheless. h JChooJ was • 

goodbaHtti:nnwhlchtomcoungp.~ 
dana:.,the~c".w~wubetteTgtartd " ior1odjvid~~end,asthtnwr.. 
ben tndiClW, WU umre heavily med for: 	
IN. PII'J'O'<-"" the_All...... 
-~ tesions .1 the school W!ft YOIun
iariJy .0.&1" by !he lludmlt. w_ inf · Iht diNe,. ind.hid~ ~8 was ~ 
quhd,'of thote IIftldna C'O'I'\tn:~Ye&. 

1MPI'OJlO.f'donofcantac"t:J tNl ~ 
in JM.clin1cdlHera byteX and IChoolIevet 
Thf KtiooIs rlot o:nJy ~ted d1tfem\t 
.S~psbuf:lhoditfermt~ .:.they.Ndan~ber'O!ot.herKhool...sOp
otoIfI In cliltem>1 ..ruadDnll...- Il0l\$. CoNo<jumdy•.lw'dly any· blnlh '"""It.WherW46pomm'o/"oll••<t..dlh g<;.m. who ~d)l&1<d from the. junior 
_orl\lsh_!"",,"'!he_~cmIyhlgh.'" theflnl ~of!he pn:>gr'" om<! 
U pen:t:ni. of.con.tlicts with tmJ:or hlgh, _~ of thr J2th IJI'dm who poduated 
~ _ pUt<!' '" .IN' _g; "";""8 from the """".high Ihbl yw: t'OUld hove 

· jt.tniothigh ItUdmllJ,ll pen:mt of~ 'hid uionr: than at. tnOnths of aposuR to 
ton~ctI. and 19 ~I of D'l&Je conlactI .• tilt' ~w~ch WIll Wtiated in De
CCfUJ'J'«i in the dinl~ Since d.i.nk tegit-- .. m:n~;lnfat1,3'pm:enlofthoMlIII'ithno. 
trlnl:lwhoCa.m.!or1ndivldual~ . program 'contacts wen expaNd to the 
thoy hqumlly hod both.~ om<! 
m~CIl.ppointmfnt ~ one vil.li-WUf! 
.....nyalwe)'ll lnvOl...:! In _. group 
~~ if only In the wAiting room. 
d\f')' ~ abo ~ wtthbt. the dink 
ptNp ed~eaticm ~.~ tndudtd 

· art teenagm who slgned In oft the "{'al~ 
· mg z:oom Jog ~t lifting Ii .wi r:rttI!t'n
.bt;rf.ndividUAUY.Manyotheorycuns~ 
Icmmpanied friends and took part in lh:e 
day'l .m'ritie without ligntng ~ 
art not counted: in tht 6gun!s. '. 

Senior high IChooJ temale& W1ft the 

Tat>lt.2. Pctte.nta;. of .,.,dants utin; program MI'VioH (.~d ptrcantagt an., .dju.."",nt 
~1or'chronh: 'abaahteea), by tlte and tv!» of "Me., ReOl'dlng 10;Mder and echoolltve1 

."~ M~ F~ ~ .._' ...... ...... 
(M<ol,lQi (NoSO') 


l_ 
 .'1(10.1)".1 (l1t.O) 

:::-~ IU(t11,1)72.7 11Ml.11 'tU{l1t.1) .1.1( .... 1)
Gna4ldttQ II.n IU: (1'5,1; CU (17.7)fO.t (IIe.ll "'(5Uj

'U ,ClO.t) , U (1.0) tl;' (0.9)'U (2I1.1}Indh.~ ..... 
1otI.I 1U,1, I'll! taU) 1Ult3.1) 

U.8 (IS.!) -.JIll,!))'''' (lUI
11* (lU) , .. ,CUi U ~.~--- ... .. 

Hole: CJtn:wIIt .... m1H u ~ by ..~ ..,.: ~~ ...., 11..-., MniOI' Ho'I 
.."...., 11 P*fWU; ~ high ""Itt, sa peant: and Mnior high malH, 1ptaftt 

the prttgmn',lmior hlgh tchoo!, beca\lJf' in OM lit. ar both. 1'h1I quantitAtiw wi

..u;.; d""""""''''',om<! the ..su!,....Ih. 
~~peri~o~ptOgfam~for, .froportian of aU ttudmts per an tht 
ttUd",1s '" this _y~ _ppn»tlmatdy ~..I"'!l' durin&!he -Y"'" IN, Iho 
16 months, including tu:mmlll!f' ~ oth~ pn:tPalrt ¥tU in place who ut:iliud par
var:a~on~ods.Altho\JghtJwdinit~,. ~terYieel.TheJlUJflbeninparmth«!

. ~ durlrtg va~,~~ccm:i~ ~ Irt" the esW:natft onr gflJ if the total 
11mb Wft'\! oH~ only whrn ldiool.w~, ~ figu.raatt ad}ustl!'d fartherall' 

. In !leSion end Wf1e avAilable to students '. ~ chronk a'-rltMWn Ineach Clt«gO!y• 
for an average 0{lSO dlys. Eighty·five pm:ent of all students Wft"r 

•A,calculation of ~e lNAtI and median "reached by at least. OM COD'ipottmt of the 
numbcT'o{ amtaC15 "'ith tht program by progtU\. 'The fS prrctnt of the total num
students who hJd a zrUnimum ofOM con-.. her Of at\.tdents who had no contIt1 with 
tid indicates 0 man of 10 contactS per thf prosntn'I tndudes JnOn: D'\olle$ tlwt 

I""II'"'"dW8OIIlylhb. fintputill yw:. 

IN?fl fi.equmt patim~ofthernedlaJ.wf. -.Studm! ~d a ~ of~ ,In' ~~ . ttmala,Wltend\ron1cobRntHSart taken 

c:oo!rilnItItIg 81 j>emmI 0/ aII_vt.-. o/!he _"""'80 1611\On1h ""I""W't pmod _ ~~ Iho l""'J>II'Ilon 0/ ~ .,. 

~,~116 pettmt 0{ all progmn eon- (not~.'Theme~~o{ccmtadl ~ who have a:mtact with the pro

· ..ds wilh older gIr!I..... _ ,.;,tit. ~ hom 5.5,ullo,,& _ hlgh._ jp'IIm ...._lU_L ThlI f""PO'II<m 

_pmdwlth"" pommIforlho)'Oll"8er 10 16.0 """"'8-.hIgh. _; Iho ..." .... IN•• pn:>grlIm wilh. vari<>Iy 0/ 

gbU. ~wminD~ individual ~ ~WH ~ far mala at both Khool 

, Jng amLlCtS ~ong~ than tMrf ~ lev.'and, ave ~~ the yow\8f1 end 
,~eot;ttacts,~maleIdid~~ .. older~~':t"Mrnnnilcons1dtnbly
• sftedkal ewn1nation'to ft'Ce'ive ctmtnJ· .boYe thf lfttdj,an beca:uH of • hw atu~ 
apIIveo. Thory t'OUld.obtl.\n amd""" and .d.... who ""d •. ....,. Wi. nwnl>or Of 

/ ""'" a10118 with <O!Iri..pti.. """",,' .!"'III*<l' .WlIh Iho ~ A ...... I\lsh 
... ," tng.1rom.1OdAl Wotkm; m~, 82 per-' .~~e had tM ~"~~ or 

'~'o/aIld!nkvisl"IO'tOdaI_lo!r.by _ (234), wllh227belng Ihomosl for 
"""" bIc:Iu!W Iho pnMslon 0/....... • juIII..- high 1<tIIaI.. 215 for. _ hlgh 
orpti_ln"Uoown). ..' inalund 115 for. junior high 1Nl•. Many 

Scm. ,-"hod wty _ d ..... 1IoN 'of Iho "'dMduah Wi!h Wse.ftumb<rJ 0/ 
of~<totMpropm.~therefore ,~~WertpK!~students,who 
~apponunllylO"""_dJd-' ",,,,,.ilIlTtq1imt""'IadWlIhIho_for 
1ft ....d",,, who g<JdUl'od _.!he training ind for.1heli penonaIftftd5, bul 
jImlor I\lsh _ill !hi> study .- oIher .-.... J>f"I""ltd _O!dly 

dm~ that • Ww students D\C4'Iopollze 
~ch 0/ Ih. p.o/ft.1onaJ .1OIf. ""'" .. 
_od by !he.1alf Iheoue_, who 
report IN• .- heavy ........... often 
among their lnOIt c1ifflcWt and MCdy 
...... 

With table 2,. Wf'Jl'\OV'tfrommunben.ot 
conttets to pCunlagts of .tudentt who 
hJdcontadwithtMprogra.tn. ThtfintKt 
OfcalCulationsUJeStOtaJlChoolenroUment 

COil"Ipot\e:nts 't'**the potmtial toreacit t'Yef\ 

chronlc.~ on' attukm. Another 
~lbUity is that Khoo1 estimate';! of 
chronic a~1l'\ art hJghe:r than they 
...uy...:A lOla! 0/ 3,349111dlv1duah ... 
~ 10 ho.. _ ruched by !hi> pro

.pm:a;wdghtrdd\ron1cabsenteemtefaT 
Iho IChooI$ would Imply IN, only 2.985 
~ '" ~_lIIce.~ 11\ 

..........""ap<dally OD10118jun1'" I\lsh 

...;~.... whtie Iho proporlum 0/ ~ 
Ittendeefeeched by tht program is'119 
1"=11'0/ _ om<! 132 pomml 0/ 
..we.. 

. AppnlldmAltly 73 pomm' 0/ _Is 

http:hJdcontadwithtMprogra.tn
http:Wf'Jl'\OV'tfrommunben.ot
http:o/aIld!nkvisl"IO'tOdaI_lo!r.by
http:patim~ofthernedlaJ.wf
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, . Hw Did 11 War.t? .' females. the plopot1lon was .s ~t.
tablt 3. Ptftilnt8gt' dll1ributiol't of atu~ who partldpat6d in h prot'lm. I), pat1Im of•• 	 Lookingat visits to • _odal worker gi ves a 

-"Meea UHd. act.ordll'tll to "truSt, emf ad\ool ~ 
better idea 01 the propottioo of H'X\UIUy 
4lIctivt I:NJes who may have receivt'd con. 
!r"ceptive counseling through the P'I"O" 
gram; 21 percmt of IeXUaUy ective tunJor 
tugh l:nI.1es and 12 pertmt of comparable.,.,·Cluap..,t:d),1f. cnIy ,u ... ... ..~ ocnJor hlg/"")'" dl6..,. 

Tllbte 3 summarlz.ts the dtHm:nt comb!·...,21.0 48:,6 	 NtiDN of program teni~ that b'ldiV'id• 
liaJ ~ents utiliud, 'J'herr flI't'lIctu11Uy l5 
pmnuhttioN,. ranging from no ~ lit,.. '02 7.' ~, all 10 all "" ofIMopdoIIton...d, _.of , the patterns of utiliution I.J't npres.m. '. 
_of_thanont_ofotud_, """'--.....1Ird¥.~; T.bl, 3 coIIo_ u.. 35 possibillti.. illto 

,~ u 11.1 10.4 m: and mows the pettt:n'*8t! of Situdtms 

• 

..- who ~ contad with theprogram distftb..... .1, t l,d~ among the lib: plttm15 of utiltuition . .. 
Thirty pm:m! of the atudents 'Wt"re o~,... ... .~ 

1.7 po>td only '" dauroom 1'"",","1<,"","" 
c..... =::::-:::::::=:::::':::::.o==:-::""'::'.=::---'---=,oo::.=-_--'-·'::"';;;;.,o 	 Whlle this level of GpO$Ute is D'IinixnAl, it==;;::::::=-:::::::=,.... .. 
~M~for.tlO!'l1 Of!"dt< n Khod ~lionMf1l~. 	 dOn mtln that these rtudents knew of the 

program and .. otaff, Had th')' .....htd. 
they could have _vAlled themseives of the 

t'Vet'ontberolIshHTChclw:room~· among females wert a~ed by e program', JI\OI'e voluntary comporte'l'lts. 

1itio!\ With tMP~portiottt higher among medical visit. 6l .~ .the rema!ning 70 percent of 1tU

junior h18h students than among lK'nior If the denomlnaton I.J't reduced by the c:lents who partJdpeted bI the progmm, 


, high 'stu~~ts a1)d higher AMong females. amount 01 chronic absenteeism iJ'l ud\ Halt of those who utiliud other services 

than males.. II is not clear why the propm. group, tfle. pfoportion of junior hlgh stu.. 08 peorcent) partJdpated in aCfivitieJ 

don of M'nior hlgh males is 'a8 loW *' it 1s d~ts utilizing tenices ~ams:iden~y. within the IChooI hWth JUlte but MVer 

'(61 percent), since'only about 11 percmt of ,In fact. ~ akulation.showt that among Ybittd th~dinic.Those making u~of' vol· 

thbgrog.p were ronsidmNi chronk_~ regular attmdees, a ~ proportion 01 unhtry aervices ranged from 62 percmI of 

;,... Convenely. 1M proportions ill 1he Y"""8"' .... 1os than oId.......1os I0oI; put' jImI"'l\lgh..we. '" 76 _ 01 ....., 


'. jImIor hlgh_. whof, chronic .bt<n., 'In achoo!'ditcussIon gnrol" (67 pemn. hlghfalWes. 
'teeismwas~U}'~arewgerthu c:ompared With 54 perttnt) and utiliz.ed .~U,31 ~foftheftude:ntsutiI~ 

, I:n.tght bf. expected. i;efNps. since etas. mrdk:al' servkt!!5 (2.9 peram «m'\pared It.1ng one or mOJ'1! of the &er\1ica atttndtd 
room.dHawions Wfte morr ~mt in with 2.S percent). tM clinic lit lOme time. About ~tn pe1"
~'juniorhigh School than tM.eruor high. Anothl!!' way of ~a!uating clinic a:m~ .i:1mt per:tJdpaled only In the group aetivi
~ ~or high students who were ~.~ ~ toweonly.mwJy IIctivt' liludents ties that «cuned there, (Some 50 students 
hlbituAt absmftoeS Wert more likely' 10' .~ the den~tor, J>:. n1I'Vty of,tudents who partidpated only In the group .divl· 

: ~tt toone-or mothrr aession, " conduct,ed 6l part of the ~ com?> do had ,no school contacts. with the pro-
The pof,uJarity of the rap teUiottt bI nenl provl~es an t!!Stima~ of tM popo.... pam. not even a dusrootn: pre;entation, 

--.... 

~ is clecr:. from oil percent 01 junior don NXuaUy act;ive (not ,hown).· 1'ltt' Many, pattkularly younger males, Weft 

high m:iJe to 56 percent of I£ftlot high nymber snualIy ~etive. is computfld lOr not C!I the tch09l enrollmmllists.1O U is )fmWes lIv..Ded thenuelves of this~. uch group by mw!iplyitlg thai propot'" J'lI?SSibl« that they weft adoIacents In dte 

~.e·~dent:s·.Wete far more Uke1y'ihan ' , don by the number of studenl:J on the en- . cinnmun1ty who ~ with their frit:n4s 

JI\Ile 'ti.ldmts to take advantage 01 indJ· rollri:mt n.u" it " lepiese/ob.tiW f.Oint in and narived SrouP tenire forwhich they 

WluaI . ...."..llng wtth. iIOda!wo,Io".. th..,lIoolyear,{ForIMpemn"S""giYm .......ot _yeEgtble.) N. Table, 

tJte. tchool; this sn dispmity was abo true below We UJed thf- NOwmbet mil. a.... : thaws, only small ploport1ons of fftnale 

lor.erum high ftVdmlS In'the dink. ful~tntima~bf!caU5e'~lIfht JNdenll~d.JOd.aIworj(visUlnthedink 

H~tr.jun!mhlghmaleswere..~eIy' firstln~}'ftT~whidt,~lU't!!like'" 'Without II medlt;aI vis1L Th1rty*Eight pt!fw 

AI fImlO>' l\lgh _ "',_ .. iIOda! '" ... _dod.) ThIs _ ... gtv.. "'"" of_or high girls had both. mrdl·

wOrm in thr dink:. pie highest ~" ',iome Ida a! the prlme target population ~ andalOdaJ work visit; this WaJ tnlefor 

tion>.tgIs1ering f", both tndlvldUAl_· .ofu.. __.A1though1M....."..' . 14 pemn. of jImIor high female .11u!"". 

lldlng and medica.I .tsIts were found tor (i.e.. dink registrants) indude5.1I:lI\AlJ but ~er than two ~t 01 l:nI.1e stu~ 


, among tenJor high fmutles. Although not "Umber01 studmta: who ~J\OI: ae:xually dfo:nts in e:ither tchool. Most 01 the mile 

. Ihi::wmin this_table. ~ is. pI df?AJ of -, -!=dve, The .djustm~t far aexual attivtty who registered lor an appointment had 
oVer~ ~ individual COUNelil'Ig male. the biggnt dlfll!!'ence among only-• .rrod.JI work vis1t, for reasons d~ 
and medical visits: Eighty percent of all y~1!!' IanaIes: Among the SOprn!'U11 01 C\Wied prnIously, • 

, first ~ ,visits among lmWes in- '~junlor ~~e who WeJ'1! RWally , lri Sf'J'lel'aJ. detalled patterns of utiliur 
duded • priwte IOdal work rontad, and .(:dye. the proporU~. who,made i'Mdical tkm not IIhown Mre fC'VUl _ tmdmcy 
81 pemnt of all fin. ICdaI work ¥\sits. ¥\sI" w..Xl pemnl """"'& _l\lgh __.. mAl<ing m>dlaI ¥1st", 

... 


http:enrollmmllists.1O
http:utiliz.ed
http:jImI"'l\lgh..we
http:summarlz.ts


I 
, .. ~ ....... , ' . 

. and: to .largt extent e.moTIg those ~ 

toeia1 worbt5. to wek many diffmnt
•• types of iont.ct witbthemH.lM modal 

poupof nwdKal YisltOrs had made US« of 
aU six terVke co:mponcnts. The U5t of .. ' 

.wide nnp 01 ~ is mnsonaru With 
... apnued ..-of the prognm that 
JnfdlcIl ~ be Jink.ed with education 
and ~ Tho _ component.. 

, ~ au tnidp from 1M clusroom 
to the clinic.ppm to haw aerwd ~ 
imencftd pwpose,wtdlfterVing as the prl
....y_lSoithel""lV""/un"..y· CcunseIing" olton an on-solng_ 
ItUdcnb who ~vt:d aD their ~ and consumes a Jot oIltaff time., wllhln the 0<I0:I0L • Sen!", high mn..te. m;uIre the pteot

pi oportion 01~uct:lVlthealth M'tVices. 
_on They ... "",,,,libly'" be -...IIy .ctl!" 
Tbt mttmaJ thai habee presented out· . tha"youngt!l'studentl,1IJ\d many wh,oarI 
ilnl!J "ClOt only h~ Iht lPOdeJ was con- mg.ging in roituJ uworAl CQl'l~v.. 
cetv«l but how, it fuN:tIoned. not only . a 'mtthod that requl.res .tt«ndana: ,:t • 
what the program Offered but what was . "medicalladlity, C~u..."tl)', p.rograms 
Wed, Thls P!¥ wu lUghIy loaned In 
ttl, Soals.1.NI gmmlly provided only.... 

. producti.n heAlth eduartkm and teTVites. 
MedLtal refe:rraa ~.~blt, bul theM 
.d.a~ ca.nOOI give- relia~Je estimate of the 
der:ntmdt .-D\OTt com~ve tlWdical 
dInk·mlgh'.~ How.....,.!he 
implications 01 IIot d... /0: the staffing 
and design 01 tI.Mi1ar~&n"many. 

TbtF\UD\licr"oIllUdmt-stAffconLldscan 
bf ~',larse' In • pFopm that-" 
...n -'" by the IIUden!s: I:Jodsion> 
AS to whtt.her OJ' l'IDf to attmnmodate all 

, d~1ktr,~tcd conLIds have staff-' 
iIot! impU",...",. Of _ .. the Important 
role playect by tM IOdaJ Worb::r in men.

, Ing the high VQ1ume a! demands placed 
upon"uympathdicltaH. ~ - -. 
• ~;Mu&htMc:lasroomrnaximia:sam
tattend is v.teIul tarsointpwpoxs, ISIN.iI 

, "gtO'Iips wt'ft espt'dA.Uy popular among 
, theSe, edolesetntl;. 1M Kboo! Ippean I~ 

be an ex.ceUent location far ISIN.iI~P 
d1Ic:usI.IoN, ~ the dAlA suggat that 
retatiTely few students attended I'WP 
~ tnihtdinlc'unJeu they also came 
for IOD'If other dtNc RrYic.'e. eons. 
~entJy, .. l.Ugt pt'Opartion of IhJde!.'Iti 

,rudwd by,the progr:am D\Jght have been 
inI&Md without thh __pcmonL 
fwthfn:nare. most cl1nk attmdea 1ft 
II!)('Wl]Jj ad:lft: lNnMe, it may be thai 
cmly.ln tM Id\ool is thin. real~· 

'. 	 nit)' to deliY,1M 0Nd of c.cltua. " . 
-~~U(;Iltion in the ctinlC' rudted 
feWei ~ than had beaI ~d
paled. Dale WJyud 11m """"" y.ucla.. 
~~llmpteukmJ lM:t attendaJ'K't' lor 

:ed.","""'" ~ olton ..-ded at
/Imd""" lOt ___ m;uIred rep. 
..._ II that ~ .. """"'" ~ 
.....w.I ___ISWedgroup 

education until thq felt eom.fortable 
,inoush to w.l~ individu.a1 &e'J"Vices. At 
thlspointweCAnonl'yu:ytlulteducatio1'lal 
Oppomtnities in the c1.il1Ic ~wd U5.ed 
by thotewho~t tor lndh·'idual HT\I'Jm; 
perhaps tin needs of :n~b'ants were 
odequ.U!ly ....... thty ",auld"'"" boon. 
within the schooL 
• individual ~gan tokt pia", In 
"dthn .. school O'f I: d.b\Ie location, and 
·ahnost40:Pen:mtof.~dentswhoftceJved 
thlJ JeTVice in one location did .0 in both. 

'/or _or high ochOOJ 8Irls "'auld plan to 
deUW!I' large n~be:r$ o! dInic ~ 

.- • The mean number 01 ItaH eru:otmtm'1 
per DW«' student is 4bout OtIe'-hatf 1M 
nW1!M lor fanaln, But fW'n senior high 

'males,thegroupleiutlli.elytoutiU:uelWc 
..__... .....ngroup ........ 1n 
thud"",t. A ",1a...1y ~ pt<>pOrl:lon of 
junior high males U5e theJOda! worken: tn 
tM din.icua SOWt.Y tor c:ondcn:ns AS well 

'.AS information and counselirig. The- tact 
. that the. mil ~ wen &me..<lld 

not teem to hinder their tlbllily to Hf"Yt' as 
ronfidants. ~lKAtOTl and c:ounselon ~ 
young malts. 
.lhe peer ftSOW'(t' IlUdents ut:iJJ.%ed • 
large amount 01 staff tUne. TheM' Jtudents 
appear 10 profit ~n an individUal bul.s 
from their Involvftnent, but their'training 
and nurturing i:I on·pg and in~,ve, 
TheintrlJUic v~~e 'of ~~ triay be 
~ the invetment, ~t thee data sug· 

"p!S1 that they IhouJd l'IDf be viewed ~ a 
means oIl1vtnglltUf InpuL 
• Prognms may well have a amalI num
.ber Of clients who u» 1non:lin.att amounts 
ofstaff tUne. Median USoIIgt rata appear to 
bf in' .. !U5Onabie range and Art amsid~ 
t!l'Ibly'1owI7than the means, whld\lR'ift.. 
fluenced by hlgh _e. Tho quetion 
InU$I be raised as to whfther the mntinu· 

..~·lnvoJv.mtmtp4h!Uaff in kmg~tenn. 
. terlous"probImlSu·aJudidous U5eolthdr 
-~ or ~hrlhIT~ 1,. wiM:rCCW"lle, 

_!he concept ofa adlool-linked clinic OF" 
-,mti.on-or mn~ly. -'. diniC"'tmbci 

ed.colional and ~lin8 proje<t hi the 
schooJ--.b. model that works in-tmru 01 
the. _ from _ oetIin.i! '" !he otMr. 
~teIy_ofllot_..... 
~ 1Iot.!elf1n ____ 
_.ttend_lnllot_heAlth 

•suite lNIy not wish to enter ,a clink, and 
would not do &0 nen if it weft' located. In " 
the lIChoot For otl\m, in-school contad 
can RTVt as a bridSt to the clinic, where 
counseling and medica! Je1"Vices can pr0
ceed without tht llirUtations of school 
hou.fs, cale1\dm and administrativt ~ 
trois. 
• FonnAI efforts to involve parents gmtr~ 


elIy failed. Worrnation W&$ not recorded 

on the limited number 01 contacts with 

pe.nmts, who wert' often IIft'n on an indi

vidual basis but who..my participated In 

i:neeunp' .bou. the pro!!,"'" Stud.... 

~ encoUraSed to tell their parents that 

thfY utUiz.ed tht program and many did 

10, bu1 • great deal D'lCft time !nust be 

~ If real and ""'Ilnulng puental 

tnY()~nwnt is desi:red. SImilarly. greater 

faculty involvement would have been use-

fuJ, but that, too, would requitY time not 

aIloated In !hls pn>ST<Dl. 


In tondU$iOn. we bWPYe the nslllts of 
the Bal__ J'T<"""tion pro

fl71UI' "'I""fed ....lIto' - an impact 
,on ~~ populations that wu sub-
_lIeIlyp.... then <auld be e>.pecIed U 
Ihi!. hod bo<n • clln.,<mly program. 8y 
putting cool and clirdc components 10
pihor.the joropmauted an.....phere 
tha'Ieg!!Imlzed _on> of oex1W con· 

'dua: conlta~n. abstinenCf' and pres
MnC')' among those w:ho llIIecl its individ
ual ~ and those who did nol AI
thO\lgh its focus was narrow and ~c 
to rqmx!uctlve :health. Its offerings in 
~g and education and·in values 
dltifi~tion and We planning wm broad. 
In ccn:nbiNtion with the positive tffecta. of 

, the program. these utiliz.aHon data sug~ 
gest that the Mochel WIS. hJghly acceptable 
to the students, that the ltaff WUIlft'n ... 
valuable I'tSOU1C't and that both the dink: 
and tchool components contributed to the 
program'. fUca1:$), 

1. L.l~lIId"M..atf.thdl.,.,..liwo{~ 
~~ b! tit $t.M!I CoMat, D,<:' JVath 

mdc...npilly,~Mta., l";aML."Sdom 

.d. 0. Sdom, WiIIIm Oil? a-tt, DQubled,)" Nfow 
..... 
:l.1.11~.1Il.. "E~oIl!f\epw>ey,,"" 

"ftIIiIofI f'ropm: b 1.Iriw! r~....* ~ PMff.. 

..,~qa:I_ u.11 •• 1M . 


1. 1. I.~ ttaL. ·A Sc:hoof..~md lJN¥I!r,. 

A C'.uopcatM Dnip fQf ~ IJ'Id E~"~---
~11/~~,2f;Ut, I_aM: 1.5. 

~«IIl.."~~~'W.mkm Pro

~ A Modtl b a-.vm md£Valu.ttl.cn.'" ~ 

#f~IHaltrhc.,'(11,,_ 

4. 1. l.Zl.binttaL.1Mop,dt.. _~:u, 

~..... . 
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.' · .Evaluatlon of a Pregnancy Prevention Program 
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• For Urban Teenagers . . 
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8,to.nv'.~M,""'B. BIrd.Uomf.&. '-' ......__I_a.ll... 

'" th& arti:le, .. _ GO. ~ 

_ ... b!beprfmarypl........01_ 1IIe raplif effect oil clinic Use exerted by the [program) ••• 

.a...:y ...........<iIy odOJ,....u Iit.tt... suggests that It lathe accessibility, of the Staff and of the clInic. 

a..Pd·aDd __ bY!be _of ratl)er..than anY.'new' In'oimation ilboUt contraception. that 

_'II!e jch';·Hopldas $eho01 ofModictae', De- encouraged the students to obtai" services." 
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those PI tM senior higb,JChooI. said they had lOW respClnlIibLlity, goaJ-tetting and com- gnduation and also beeause of.tudent tnnJ· 

p~ some Corm ofeontnw::eplbn. HOIIV- munkali?n with parents. ReproductM fen and reu.ignmentl that take place 
'cYeJ'. only 56 and i'3 percent. respectfYely, health c:aie-Includin&: C!ODb'X'eptM CouD- throughout the year. Second, it Ii often dif
had UIeCI any method at lut lcten:Oune. lelin&:,'pregnarq."testin&. other z:Mdk:aI.r- . ficult to collttt data rellec1ing Mnavlor MM' 
Among ~ tnUalJy active girls PI the leY- 'vices and nef'ernh--..ias provided. u were fore".nd Mafter" initiation of the program at 
entb'and eighth grade •• 11 pen:eDt had been diagnoiil and refem.l in other health fieJdJ. the same time of year (when the awePle 
prqnant: 10' the Dinth grade of the junior Students could come limply to taB:: iD the data would. ideally, repre.,ent .tudent sam

o high 'schoOl, this proportion rose tD 20 per- 'Waiting room, to see rums or to take put iD pie. with the same age distribution). For ex
cent, while aInODS' IemaDy &'tfwe ),0111.' sfouP dllawion'- whether or bOt theY~' ample, even tfbueline data an: eoUec1ed iD 
wOmen iD the ieaiorhlgb ~ 22 percent , tered for 1en:1ees. YouDI men ~ women the ran, at the start or. MIN program, roUow
~bad.pregnancy. coulclemoDmtheclinkandwereeligfblef'or up data may b.ve to M pthered In the 

The prqnanty preventioo piopaw fDitt. the Mrviees u Joitg u they remained iD .pring. iii order to include the eqwerience of 
.tediDthetWt.lChoObMled:edfartheitudy·tcbool. AD Mn-Ices were he.Th~, both stUdents who will graduate and Ie.ye the 
utilized the MmCes of • .,ciaJ.....Gtker and. educ:atioD&! aDd lnedical Mrvices were .vai!- .chaol. Third, DO two schoob In any Khool 
liune-midwfeonwie pri.ctif:k.oet baied iD able' to the studenti. A. ItnPe proIeuioD&l IfStem'~ b'u1y comparable, gtven the wide 
~ Or the 1ChooIs.·1'beIe p:rokubDab itaB' jnoVided contlnuiry and I bl1dP' fOr diB'e~ncn that edit between them iD geo
~e prneatadolli ... Ieat ~ I JaI' ill' YOUDg peOple between the JChooI aDd the gnphic and IOc:ia.I M"ing. economic, !'Kia] 

'ezh homeroom. The dDeuUbDs dealt with clmk tetttua:. ' and gender mil. and CUJ'T'iculum and admin· 
.emce. oi&:M iii the diztE, .. weD as :. The pregnancy prevention program bepn' istratiYe Ityles and philosophies. Conse-

'..nety of otJIer topics: related tD Rpl'Udue. .' b:a November'l98l. The clinic opened InJ...... queatly, eontmlscboob Ihould not be eom· 
· ttYe health. For IeWrai boun each diy"ciae' uary 1982. and'Mn-iIift continued to be pro- pared dirKtly with program SC;hoob. Ha-
'0; 'twa'of~ itaB' members Uliped. to ~. vided unttJ JUDe 1984. nfoughout the dun•. ever, theY' help establish the presence or 

.. ' KbooJ.D.de 'themSelves lvailable (III tho . tbn Of the projed~ the buiC: leI. education absence of Ie't'UIar change during the eqwerl
.chool hellth IUite) to the ~DII for UidJ. C'UJ'T1culum, wbich is ml:udated by- .tate law mental period. 

·'vidual or poup coUnaeling.. 10 the aftei".......n,· Ind is otJered In all the junior aDd leniar bi;h AI I result of thele problem•• which an: 
:'theM wne .t:aB'memben·~~' tcboob iD BaJtim~, remained mplace. commontoall.chool.bued.tudies,oureval
'tri .'speclaI cliDic, wbich was located acau . uation' had tD addrell I number' of issues: 
the stted from ODe' of the prupm IChools Some Methodological Problem, . Because attendance at the .choob varied 
aDd I f'ew bloCb away from the ocher.lD tha 'The' ev&IuatioD Of Icbool-bued ~s colllidei-ably between the &lI and the spring: 
iafter-KhooJ dime, tho pfareuioUb led dis- . preients lOriIe special pro.b~. FirIt. there t~nn••••maller wnple ofltudents ..... 1va.i1
cuuion croups and oi&:red iDdMd1.Lll mi' is likely to be I bigh level ofmOyement iDaDd able far folIa.-up than It baseline. The dif
,",up COUDIeIiIlI aDd educ:atioD. Stnm& em- out of lDdividu..J scboob---eYen those that fereDt'et could DOt be Ulumed to be com· 
phuil ..... p~on-tbednt-Iopmeatofpe,.. IerYe apec:i6c commuDitie..-because of pletely nDdom.li~ absenteeism and pre

. Tab" 1. p., 0iITtIIge Of *",Ie atudIinta cotT.c:cty lditntltYing !ht' flll'tl.. period of the 1Mna1J'u.i1 cyc"; Ind pereenwgH Of left'I,Iie Ind mata 
,8tUden1"~ ~'-vtthatttt:-~. 'nWIhode. _gOod for ~p~nency; by g,.. iI'¥et, ~rcUng 10 1'111'111 or.:r.poaUr1l10 th. 

e .progrem; p,ogrim lind nonprogl'1llm schooIa 	 . 

y..... 

~.... • 
,.....CICII'T'ICltr ...oar,.... IIr1Pe ~ 

.. .. 
D' 2U2U 11115.7 .... ,.. ..., .. 

.. ..A 
J1.7 ., co.s c.t 6t,. .., 23.1 

- ... .. n I!.J 15.. ~.I 

.............,.,. .... .tIIocIM"..,......goad .,...............=uo, 
'0 ' •.• 17.1 o&U 12.1 '1!7.1 .. 10.0 .au ...5 ,.. ...' .. ..... Q.1 .... 010.2 11.1 a:u 11.3 'U 

- 112..1 G.I n ~o3 '''' 14..1 

....~ .... .rIIocItoe mdIcdI..goad ..,...............=uo, 
D '13.7 . aU 13.1 4'" &2 70.0 'U .,.. Q.! 
1 q,,1I.. 1Il7 • .i • .2'0.0".I J,.T. 010.. 
a2 .. a.... - D.2 41~ n .,4 11.7 30.. 

.. 

.... 30.5 
150.0 M 

.7 ... 

15.. 10,11

I." u

"...a.' 
47 .... 
0&0.5 u 
30.3 11.2 

30.7 
U 

37." 

.1 

u 

.au 

41.7 
" 

11003 

• ,. 
" " 

ZU 37.' .... 32.3 

u"uuuu 
30.0 30.1 q". 37.1 ~.2 .'.11 

12.. 17.1 10.0 65.2 32.. .'.11 
u u u u u u 

81.1 I':' 38.' ".3 .7., 30.6 

.7.' 10.0 28.7 II.. !!.II 51.8 
u"uuuu 

52... 11.7 75.0 N.' 58.! .'.7 

·~awaJ..1hrU'Im 1tIddc)ucfte. • . " • 

. . ~~1tIIWD clsD'tlAlClnot"~.::I'IIIaII.""'GI"ba*'I~, 
:~p.. ....ecs1D..pragrwt'lfarMr-"'· 

.. , jG"'101 ~clrn.fIam""""';nor.__:1C1b. tn:m ",*",NgtIICtIootIhiNd~ progrwn. 
.."... .......c::G..Id rai .......-fmlhl ~ b -'Ih&n_,..,. 

: no"". II nth. ~'higI'I. GraIIt" •tN·~vr-n1hI __high"""'. Sira ~.,.....ca'I'II fran_ ~ ,..,.-fIign 1d'IOOI. !Ny CIOUIO no! heY. 
· bien ~mlhepagram b """ Ih&n_,..,. . 
•	Nliei.:·InWs and~"" u_..........: ...ra ........... an:I.,..... Gle:ICJICIIUN' tor I'ICJI'CIIU;I'MI 1III.IderIII .... 1O _ iI'IlerYaI.irce buellM su~. AU differ • 
.us befwNn MPOIIni 1M! and one ard befwMn ftI'O and I'loO OI'!TICIN in h program IChooiI .,. ~ IIgnIfIc:am tp<.O.OO1 or p<.O.OI). In !tie nonprogram 1CtIooII. 
none of _ ~ _ s!atIIticalty 1igManI. Set !tie ~ far alufttler c1iIc:vMon at "- notes. 
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mahaft' droppiDS CIut art' li1r.e'fy II) occur dJt. 
proporti:?nately among tbe Se...f'I'kItiotaI~ 
stude-Db. ('11:Ie IUDf: proteutial bfu ~ be 
_ .... OO!ll ........ and _ 
schxtls.) .. 

bad ~atered fhe. prngraDI st:booU in the ~ 
o'gdyearalpro}ectactivftin. T'lII"O>')'ftfft'PO" 
~ tnr!udes all ttudents in the tlli.rd ~ 
oFq............... wbohod-..ded._ 
F*I'I" IC'hooI'sinc.f. the- prosram's ~ plus 

-,1ho1ftldo•• _ple"oI!Pu,.oId: : __.. Iho _ round ..OO 
eill: the three foUow-up ~ than tc.... had ntem the schooJ in the program', ... 
.ttthettm.eaIu.ebM.eUmJ\il'\lre)', CnftaPy•• ODd )"Ht. Finally, tmee..)'Ut RpOSUn!' lao 
thO ... cIiI&ft.... Will .... little .eo.! ... : CI_ Iho ..b.et al rnpoode.b .. th. 
~ ,dt:&t.n-~hiPIY~. IOurth round who Were ezp:iMd to the pro

· Jtc:ould~lCJJDedectaatboRthltmted ~ba1ltbreereanoltb~. 
CUCft~ ~bCe; .-e !wJve ~ JIo.. 
t.bJe ~ wbereYtt *Hlopdlle to .... ,Chang.. In KnowIldg••nct Att:ttucItII: 
~forthe apd6reaee.. . StudentS &";radet 9-12 were uked JOqua
'Thbd. hecauleltUdnClmowoe latoandoUt ,ti)U on the amet'twe olaperi8cCDQt:r1III::t'p-

Gtlho ad>ooIs. Iho d_ "p",.,..; ea. tIwom.thodoandootheriokoFpr._.A. 

c:ftUt'J .liPtlr in the c.'!OUIW of the project 
period. 'Kowner. the changes are nblSWU

tieaU), s!pllk::ant. Among nWes. theft' b ac~ 
l\Wly.~i.... _. 

It shoukl be DOted that even in the pro
.,... ..boob, ft • ..,. 1""""" thon50 1"',. 
tent <Jiemale students to mtwer col"J"ettly. 
There.re, oevcrtheJc.u.Indic:ations of. pitt 

te... of clw>ge tho. may be ""po_" Th. 
acqulsition of corn!'C't knowledge appean to 

. be OCC1.If'T'inS.t an earlier 'I.e, to tNt fOIJow

. In,, exposure to the program, younger stu
:denb are achieving higher 1C'Ol"i, than 0100 
atudenu bad atta.incd prior to the irlll!~n
tioQ. 

'!:be ...."" and th"" pao.1> of Table I 
pao......... be ~~ .,...F... the !'in. of the buelinO _. r.~~. .......! th. proportlo", oF r.~ and ~ 
'~.of 'rqJuation. ml;puups I.ne bm' della IIC'Of'td &D .wrap of 8.8 t'OfY'fl'I:t... .tudem.. who CO:n1id.r that ~. the 
defined bY'~~..:n..t_..... the .....·. 
pam. H~r.... ' dlstributiolll ''IIVY.... 

'. twfn'~ pUPIl Looaer ftpos~ It 
. "D.ociakd with OJder aps:,u.rtben:none. Q> 

,pOsu"; can ftI'Y...tb.iD ~. "'I"hoa who 
· h'lC!'juteDteft.d.pl"Otp"lm'lC:boolb:l.~ 
'year; Or ..1.0'e~ a ~ hlP &om. 
jUnior hfIb' WtthoUt the prt'InIU'K')' ~ 
tiD!! ~.':.n'~fi:wonJyooe;Nr yGn ot~b)the'~ IS 7.'.... 
ol ~~Unt. UpoJule arauPs must. ~ .net ~n:. Ainonc kmaIe Jtudeau in tH 
,..... "" ....troIIed by .,.. ...oJ and I>, 1I!11'aoc! I2i!. p.def. th. hioI>m ..... of 
.~ (arld; ~tfolri.,""~olM'f&1ni~ ~ Imowledse reached aftertwo or I»Of'II 

Dnpfte the a... ......the iIIlaaI _Ie. yean oF ...,...,. b U. ID the 

(pap ~). we"d.DcUss iD patff~~ 
· , ..the ~ JIiobIemJ ...,..I by the om! 
11:!~ appropriate gl)UpI bcompll"&On. 
a,,,:r~l&iJi the 'methodology tDtroduced to 

" .L:f~ this Deed. ,The appeDdix alsO coo.. 
taini.• table s:hoWtDg the lID: or the IIlDpa 

· bldwin'ogramtchoOliat balelmeand:ateacb 
: '. al!ll. !hree 1OIIow-up"""" I>, the _ 

" ' ..... poole, and.,.. 1oYe1. . 
Theantboftntemttotbflartkle ......... 

pwsitte sfoup,- de&Ded ..-potJpI cl ~ 
,drim apC.ed to, ~p~ ,.ewntXm 
~ b ~. One. two or tItn!e)'UJ"J. 

"Zero a:po;m' h baed Ga' ~ .. 
·-'~j!'tkbueliDe~. ~ ... ' 
..we it"l_e~}m datihm. III!!C!HId 
.fUIWlId m.• JUn'eY plus.m.r sublet of If1:t" 

·.......'·the""".... Ino_.. fn>m5.•_ rIlythm methed and dou.hH or. -pd- .. 
'thoW! in tbe ninth sTade tD i.4 tD'lOnI rbJ.. ..W'*" good'" JUthocb mr avoiding pregnan
'dents in the i2tIi pad.: SubseqUfnt rcundt qr. A sfpbtdownward t:md in the level 
ottbc l.irvev Ihow that the lIUmberofc:ot'1'eCt otnHsp.emption fl't'te"P1 among students of 
~~ in an ~ ""er th 'bOth '"fl.•toneormon: .......·J"PO'ureto 
cow.. of thc·~. aDd I~ 
o¥efan. ~. tk chance fa DOt drarnat.. 
Ie. cd the' cvenan ~ aftct two or mOre 

.._I . "",d•• ~ tIuoe ."'." th......t>hility 
aWnbe1, ;.ftwninl tIt~'1f"Itde/~ 1Cboo1i. 'Where cOfroe.ct Icncrw~ fl&r1.d'tt OJ teenaae pregna.nc:y. the "bet-l~ or ideal age 
~ ...;. be ........ntioDy _by IoYeb eOmpiriible tolhooe lou"" '" the ...... 10 hav. children and 10 m"'l" and ..ben 
.tbe'-endoltbePJ"Di=ct. " ' ."am 1Ch00.b. tbe biP point amonl re1lllle lenaJ relatioQlbiplare ·'wy.- Our earlier 

'In the appel'ld..t&.j! the cad.or dw ~ttfdl :stucMntsdoet Dot ~ 'COr1'eCt avenpo(' itUdWi of.thb Rudent Ample found uipl~ 
,1..2 by tbeend of'the~. k:ant relatioftlbip betwe1l:n having. pCl$itfve ' 

A .f8n.lIbnt _'", knowledp...... ·...!tude ........ Idol.......hildbearing aoc! 
amana: ma.Ic ltudcmtJ-at all dunfiom o!Hi»- th~ ~e~ ol t'O~ption, &l
lure, to the ~, "1tiIr the c:!:aa.qes ob- tbGUgh ooly • JlJl4l.lI pe:wntage were I~ 
seMel It)' the ponpivpam dook amOns "portfYtolldofece:otpventhood.2 lhepre.. 
tna.!ft.i:od ~ do 'oof ~.ipi6. em nudy mOws ltttle t:'OlUistent ~ (n 

CiIl./X'e", thil .ttitude aftfl' eXpo$Uf<e to the program. 
AI • -. _ o! knowled.., ..... ' Pot"".. support fo,.lldoJ...... cbildbeuina 

de... .m uked tolll.n!Uli' the ....d""", d~ amongfemola. bu. doe. .... ch.onge 
th.~~whev.~DtJmoat iDanyoned~.monamaJet, 
bUlytooo::i.U'. UthemN'eT..,"atuytime ~ AD.IJy$is otb reIpOnu:I.hOWlaoeneQ!ly
'aurm,'the ~." th& was Considered ~ alIght and iDcoQlistnt attitudfnaJ dangel in 
t!!Ot'ft'Ct u: "about tIM) _b after period be.. the other'rwo 1It'tU. A larie proportJon (o!. 
PU." ,iDee 'either eM be ~ as. teD,Mr50pm.em)otbothm.alewfemaJe 
-~e" retpOQIe, ,!Ah&e: 1 {'Cop Panel) studenti de an Idee.! age ~r childbearing 
s!wwt~~nda.in~peI"t'eDtaseof~ ;thatilkrwerthantbugethe),oonsiderlobP 
,ttuden~ ~ ~ pn:egram and DOc.pn!IFUD 

dttd:I ~k.ed ill". dUrd IOWId ~_ ichoolt wbo~~ the quat10D "'l!=OrTeCt. 
•. .' 1)I."n. table'- thAt """"" fomtIe..... 

-.;;;;:;;;;===d.;:;;:=;:---~~ de_. ap:::ised to the p!"Op'Ul. 'leYeb of 
~---.,.......... : ,. "bow.tedae,~,~ Ilgni6c:aDt1y~ time.. 
tJl6raurwdfmct. ........ Mnttd l!a:ribM--d' ,ftpeeiall), among ,the' YouDger, ph. Amo", 
~.H~..... ct...r * ' ..... tru.Iy malutudents(oof.bowu).br.iowJe.dgeof'tbe 

-.....tdrI.! 1lir4ct.~ 1t·_.pgt.bllM:)'~~ . fertiJe ~ shawl a aligbt. thouBh not:am· 
· ,~~ '!'~ ~~~ bt ~ 
__ wth CIIIItbi.,,, "'lrIlp<O.Ol. Nq'OIftid lor 

· ............ AlII~"" "':'hb1rQ LI...s3_ 
, poiirbWd aD", •••d..'-' i.aDI.n. br.-k. 
..OIIl:bebMbalibt....... 

tistieally 'ip.mnt. vpwvd tfw:nd, AI the 
' 1-1'...·.\.·1- _1._ wL___ - ~"

' top pAM UI '!l.lJ1It 1 ~ ---',' unong Ule 

frm,&le ltUdenu &tt~ndirlg tft.e. no~ 

.I'Cboot., ~oftbei!rtJJeperiodm. 


tM Pf'OIP:'Im. By contn.st,"aItbough theN Is 
&Iso an tnslpilicant ~* NIlOnI pis &t

tetlidln, the nonp~ K'booh:. & dear 
tn::tId tJ not evident, JinC'e some grades &p

pear to Irnpf'O'l'e their knowledge. wbUe olb. 
en_. 

The qtlestionnairel tho probed rtudent at

idw (or marriage, Mer e:tpQIl..ltt to the pro. 
pvD. the pe:t'C'tnLage d«clIMJ among the 
girl> bu. no. am... the 1>0,...10 th. 00"."" 
gram .moot., .. CMtrut. t.rum. if no such, 
chan.e, In fact, at 1.tM::rt!* Ott'Un am!)ng 
female rtuc:lentl. On the third meu:ure-
Eindina te~ b'ltil!:l"COune ~ptahlc: be.. 
1'WHb Cndlviduah who haw: just met or who 
dait!' Ot.'<:UIona.lb-tHre b M «msutent 
_\.._~ the __"- __ t., 
~... '!>.. K't'D In p~~d. wbil~ • 
deeJme th:at 1:1 not .t2tUcically Jlplftcant oe-
am. among ttudents In ~ nonprogram 

'" 
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_____________ 

period of .Im•• befwe the P"'8"'" _ In 

~;.1. "Cum"!~ ptf~ of~. pw.:e. It tbw ten'H u lbr aompari,lon. ('l'he F'lG1oIt'12; Cun'N.If.tl .... ,.ramt.a- Of ...WIIUy 

~I;h ~Imudtnti Iif'd 15 - 0IdtI' WhO pointt on bOth C'Urwt'..... derived from rtan. ~~Vf ,.~I. l1udentt In Gtad.. 1-'2" who 

lftH/.j:tltdtoltuaduringthetl'lrwyantt.tot. ~_----21'_ bl ~_~l.._." ~~••L" 'nd: L._ Ittendltdablrthcontrolcllnlc,bymonthtof<.


'ttt. :bU.Hno ~ .nc., ~ ttw 1hfw' UIUU _·ta e_T"iS, """"',wc_&ppe ,_"fIR, 1o",lnO fI",i coHu.,Ol'Mty.att.'o... tMboI.... 

,...,.befOr.ltwfInaJprognIfft..,...,.c,... 
M:flrttcottut 

......'IIiIQIt .. ---------'-, 


.. -----"---.,,L-:oo 

,. -------:f+--"

.. -----+;F--

.. ----++----, 

.. -----,f-.f---

.. ----:I-.f----c--c~ 

.. ---1-7'-----...,..-. conW:w:xu.lUyllCthoe, AI age 14.forrumpko. 
abo~t.two-thltds more girls had become ICJ.~ 

IO_-;;;'y'-______ .ur~tve bef'oft the p~ ft&rted as Iwl 
dont' 10 after thret ,..&1'1 of ezposure to the 

• "--::--:--:--::---= .........
12 13 W .. ,. 'J7 
.......duI 

:==:',..M.... tht .....~ 
'..-s' ~ 'OttltPlt9W" 

~. 11ttw Bndl.rtgs t:ppe.ar to sugSert 
, that the:prop"tlor:au1oned leu 01. ciwlp 
. ifuttitvdes-tbanltdldi::da:low~. 

Changn m~ . 
" In 'k'rms of ~ dsufp. WP bad '"'" 
•d£ted that '" vlow ... tbe ""'" high ..... of 
...ual odMty .....a... '" thO ....y 
cbOob,'. wooJd be dJlficulI b-t.beprogr.,m 
to bawe any tm.i-tcm'tht'timingClinitiaticm 
... ia............ lIio ...... u.. '" FIgwo 1 
_ !hi. ""m..J.otMi __ off.m.le 
ttUOentJ 13 ~ ol."e and oldet" in the 
·~·..lIi<irbigh.d.ool..t.ohee>me""..an,. ...... dOnna thO ........._ YWo 


> of nposm to t:be:~. The IClid liM month~flnicoituJ.J\hrOMyorof 
mJe.ct., lOr the om'OoClpOSllI"t If'OUp"ln thee, ,.urc to the ProSnm, ',hlgher pel't'ent~ 
&&me .cboot. their b.isttWies. owr .:a.imiIaJ' 

.M&ir ....,.. _ ......wbtthrrtbry hid ~_Mn 
tID a'birtJI, Q7ftbOI ~.~~~ ........ 
~."w~....,. ....... dIziIr. __ 10 Pt 
liIIirdt.~.. . . 

f'JIRc=.... iwa ............ ........, •• poo
.- ......., _ J'NI'. _..... tiw aBly CIao.t;IIIIII 

Itmbdby"".ll....ldlw ~"'dor~"'_ 
~ .,p.,.,....._ditrM.......w.........-.,.. 

~~,j The: rHulu ~thD: comparUQ~ ,how 
art appvent pintpOnrmeM of ftnt Inter
....,.._bighochool ......." ....... 
... ·the _ fw u..;,~. The....dlm 
length of the d<l&y ( .... ""'"") is ....n 
monthl (&om US yean and 5rWn month. 
~ tbe· _ .. 16 ,...,. and .... 
montlu afterwan:b). The ~ de1a}'1l 
fOund after Ont or two Yean.' UPOSUR!' ate 
f&l.rd.Iy IUrPrlslna. ,foce Nda chan, •• cannot 
!Ie ............ ""'" period of ..... and 
ftQUW eUty pt'et'OiUl tnlcl'\'entiDn. 

or even g:ruW' mlenest than the _im 
.. at lint .....-.. the Woe of the 
...... ihoW. ... FIgwo 1. Wbile both __ 
deml»lJMte .f:m:~!y npld iniflat;on of $6~ 
ua! inten:o\.U"JC between the! .,ge, ofl3 and 
16. ai &g8 If and 13 tbcre it ••ubttantw 
differell<:C' to the proportbru woo have- 'I:. 

Tab~ J: iIlurtratet the det'tJ of ~ pm
' gf1Un on aHeJ'ldant.e at. birth controldlnk,· 

The lable m- that tbe """"",Ion of.....". 
.ally .:tM.ltUdentl in the prosn.m IChoob 

' Who Attended"c::linic rUes .to all grwfe Jt.veIt 
for both male and female .tu.ntf, r~ Caet. 

, among malfl .tude'Db In the Junim high 
IChool, attend.anct- dil"nbs Co IeYeIs that par
-aIllt' ~ ol r.enlor bigh sChool kma1t 1ItU. 
dents priOr CO the prognm'. b:.troduetion, 
.~ overall ~ are twtJnk:ally lfgni.l1· 
cant. In the rontl"Dl Khook. DO comittent 
c:~ in clinratkndaDt'Cot'eVr. 

Apm .. tbe bu. of 1_"""",•• 
FlgwT 2 Ill ..........h"'.I&t....h.. be...... 
1M dafe offint~itui and the limina offlnt 
clin''; attendanoe unobg kn:We .tudenb... 
~ .. the P"'I""'" fw ....· ,..,...f The
.,.pb......t. Jtriklng and M.h1y .lgntlbnt 
dhllClH'betweentbe·"be!ore"and ..alter" 
....."'lntbe"prob&b;Iuyof..vlngbeen .. . _ or _ r... birth """">I ......... by 


.. of pl$ tlw!: ~ made • visit wh~ 
they....... IIiD ........ ..a _ ""'
entage' ."ended a ~th _ilit)' in the 
inon'tbJ.oon.rter tOttlatbG'of inlert'OUl"R, A 
.&ti&:r oompll"bon among rtudenb _xpot.td 
to the prognu:n for three yeu1 (oot .hown} 
indic:sdes that 92 Jllrreent of female ttudtna 
aged J5 and oldf:r had .a«Q({td I proteuJorW 
faci!lt)' by !hi. end of the __". period. 
~re wMoe large tnerases In atte~ 

•UJOI:'lg tht You.r Itudt-ntJ. and these ~~ 

"n" tUM1.1td aner 0,... rt4t, ••x~u.. to 
1heprogr«m==='----____
-iIO_, 

,. 
.. .. .. .. .. ,. 
•• , , •
• 

• 
tlffn jp"eater than tbOH found amon, Oldtr 
girlJ, u Table 2 indicale" 

Table 3 (page 124) shO'W1 mnds in the we 
oJ the pill at Lut Intercoune among ,uually 
8Ctiw! female srodents and in the Ole ofany 
co~ptivt mfthod lOr which the partners 
Itt' p~ in advance (i. e.. any euept 
withdlllWal, rhythm or douchf.) among fe· 
male and ~ .tuckntl. All such methods 

.requirt lnretlwUght on the part 0{OM of the 
two partnen and Ilte, the~faft', an indica. 
tiOn of a certain ~vel of p~put'dnen fOr 
.N!rual inten;oul'H.3 

At the bueliM II.II'VC')'. Wf found that pill 
we gt'M'rall~' ~IM" with qt, U might 
hive beoton (,lpreted. However. after ekpl> 
lUTe to the propam. the prrC'entAge UIIn, 
~ ftuther "ill among..u grade levels. 
D&n!ntU in both time prriocU.n Jtatuti
cally sipmrn, MQteOIfft. tven with brid' 
l'lPoIUft' to the pI"I)p"I.m. tM l.ncTeasfl an! 

more PlfIllOunetod among younger tha~ 
lImong older ,f\ldtnts. W!tlI ~uede~ 
."IU~ to the! progn.m, the dilfe!rntia4 b).. age 
diminif.h. Finally, the table! .bOWI, AmOnR 
younger Studfnts, pill UM' at wt coitus in
CTeIS(,1 wjth Pf'OSTUI'I trpmure to levels 
higher than those! reported by some croups of 
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del., -.. bero...... __ bepa. 
~.. ~le~ adopt"';o ofd"eCtMciootfto 

, tlon 'can be .---.~...1 'to the 1..- fUn tocop ..~-..- ...... 
mluct" tle bf&h riW of prep.ancy apcri 

'enced by ~ns: Womell who i.DJti.Iie JUwal 
~ity',in thelrnriy. ~lIben..lyear;.. _ 

'At Table 3 a!:io'llMlicttes. the diS'erenaf 
~it}'OVnlff andolderstudt-nb that'WU 
Dotedtn·_oftMpaIfJ~bUJeOr..u 
'methOd. .requtrtng .~ pI'flpIltIlCioft. 

'" 1l"'I!fWI' p-u. s..... !I.U 01 ........... 
." from the prognm and con.tn)J JCbooU 

' weTe .~. this tUue cOuld be addrm.ed: 

We were able to ~ ..bid., of tbne 
jooungwomCftbad,I.n£iK:t,beenpartOfohlt'of 
the 'expOsurecohorU. e~" IhoughtMywere 
flO Ionser dte:DdiCa; the ttudy~ w!Xtt' .ett.,.g.. lntM..~. 
mnow..up fOI.lods oIthe I~were ~ 

. cen:d. Thetepb. ulUlll'prUW&ly. ~pteMnt 

Th. lind,",'" mul, oi..........I>'0*1 ..... ""d.... tOpor!ed in ucb _I ,..... and.. eo 
of the ClQttdom at yOunger~. lnclUJoCl ill ew:n hl$htr P~D oftlx.e wI:ao t:I.l'riI:d 
tiNt OM"of theN pnrteetrve IMthodI 1ft' ~i&-": to ~~: Byadciing the pis wbo -.tnt to 1M .., 

~ lOpe-rcentto!OpefCt'DtofallPftll'l&Dl 

Fig"''' ,3. Cum.u~tiw per~ ot.nuaUy 
1ICtj~ hunalM fft 1!'IId" ....12 Of 1M pnJgram
and nonptO;ram aChoola who bKamI P"9" 
nant during 16, 20 Of 21 month, prior to the 
MMIiI"Mt tu'"'f Of MbMqiHln1 1Uf'fty. iiy 
duiatfon of pr'09ram upo.u,.; arw:I ~ 

:.-.. ", both ....... and __ I. the 
............ _. lIy _ ............ ill 
tIiese.....u..>dsdofl_ .......oi....1If"'l<J 
an poupt and lntTeoaa in fMI. . 

UN "0/ ftC> eontJEeptfVe method ,at Iut 
..i......... b i-ed....-d to.........ry low leY
t'h aftH ezposu.re to the piUgiiim (DOt 
'~). In all ~ t'ic:'topt OM lubgroUp 

,'ofoiYp.h. ~t.tlMtopeIftDtOl.~ "~,na. MoSt of the p~'pb in IOII'nd 2 

,''ltvdenti t'~ to ~ riSk of prepanr::y had.' in £act. t'Onct'Md bti:me the c1tnIc 


-ere IIQprotiC'Cted: by HlY'mf:tbod at me tilDe Opened. On the'other band. it js pauible that 

ciftheirmoct rec.eDI cOitus. after ~ to by WinS round2.-e I1'1II.Yininlmimp1"O$TUl'l 


, the ~ lOr two or I:'fI!OR! rein. 'rbi!' it " impaCt, .i.nce ~ rates; touldhave be


""",Jal KImol .. th.1t ~ """'.... wile• 
.and ....... appn>pl'i&... and lIy _ ........ 
thetr_oipoi........p._1lfe.1ab1c 

,~b. "~t:U mOt. pn:c:iIe!y ettimatI.' thf 
dedJ of t.boe prognun OD pregn&ncle:l. (In 
th;; p.,. oi .... ...,..... the ..",.,... _ or 
thcsut'Ve)'f'<:Ordtitutetthebueline,b:um.r 
fD elliate'.trictIy c:vmp;u;ahlt t3t dlstribu

, c:ru. eveD at ~ .....l1th aQd etpth grade 

IeYels. at.Otten ulCdatedwifll poor con

.trace~ use, In conb'ut, In ttu. or t1t 

end« at the non_ ..booB.......9 

perent'Or the m.dena -ere wine 00 meth

'or! oibitth ..."")" alI.'OU>d only one;n.de 
,rriched ~ level of Pto««cUGn '"-u:IIIl in the 
Procramtc:hoob:. " 

Pregnancy R«tH 

wbo.t .-. {.."•.do""" ....&.rrt 

ehansn .tit dink< attel'Jdanc:.e and ~, 

live pnadn !saw'-OO'~ rat!,? 

""""" the ....... ·"",hoed .. eolcub,... 


'PD' to IiJ.I In 'the very am monthi of ~ 
pt'Ojed,) 

Figure 3 it hued on a NTieI of ~tabJe 
..wy,.. and .howt .... .umulo..... _ ... 
... ofMrually ICtfve ttudenb ill gradet. g.. 
"12 oi ... ~. 0U>d .on.....,... _ 

. Who bcci.me p~td~ the 16-. 2f). or 
'28-month pmDd prior fD the sUJ"IJIe)' oriD
....... y", the P......... _. the 16
.nth 'data' aR baed on il:Uormation abo 
;.....'f.. rouor!3:n..find"'.. ro.-20and2S 
months U'e baed o~ round 4, For the: OOD>< 

pt"OI7'Un~b.,tM:~{lIIlI"i:Ion.betWten 
the <h.. _ the baMl"", and 1InaI •...-..yo. 

........~~ ..... _. (YO<' funhe, ·detaih.....the ..,..,;d~.) .... 
, , )..aggrrptlt"dill it t1t lad that ~ Balti.tnOn! t.IW figw-e ~als, '&mOns: ttvdenb ~ 

, public schoOllIY'I'CmI: ~ rtudenbwbo be-' to the program, there app:e:an to !saw bj,en 
-.~tOtrWfe~to a~~ an incre.Ue to ~jes of 13,0' pmtnt 

.. 

2ll 

to 

'. 
:..· 

.. 
· 
· 

....
.. 
.... 
:; 

• ~J.J.:,; ......,. 
.'.1.0 +10.0 

c:::::::J"-Pni9WI'l"". \II baMiw...,..,. 
JS:S]ProQram ,.,..1dIM~ to ItIt P"'OOfWT' 
t;··::l .....~.,."......iInI...., 
...~.."...... ItIIIIU"OWY, 

t.fter 16 monrhl of expaaure to the program, 
~ng ftDnpm&:nun students; the equivillent 
mC1"eaJe II 5(1.0 ~f't'Ienl, HOWt'\.'ff. after 20 
months, the COTK't'ption nlW: falls by 22:..5 pc"" 
etnt amona propwn ltudenb, wberea it 
~ 'by 39,05 plm'ent unons: M~ 
ph. Finally, aIter2Smonths. thepregTWl(')' 
raft' decline, by 3O.J peteflnt. whel'eu it in
~ by 57.6 percent in tM Khoob that 

.T~".2.~ fit ~... fwM.. :..cs.....~whohlld.u.no.cI.~QDftIrol dinlc;~1tJ1f'IIda level, accotdlnQ iO')'1I.'" of 
..,sUntlO'kP">i,..ml~andftOftP'OOntmttdWlole " 

--... t_ - , NDlIPCl\PM! ctII:Ic*,. by.--,,- • .. .. .... ,,.. ..- II T"", , n .,.... _.. --.• " 
0 ...~ .... a' IU .... .... ... ... .... .... .... tI2., .u .... .... .,~ ..... .... -I .... .. JU .... ..... .tA lILT .... ' 1U.." ...., .,..,~. .. '/lUI - I .. .... 1t ... .... ..., .... 11,7 .... .7,1 .... ....'" ., .... ,.. .... .... .... ..... u ... '9.7 'U .... ... &.3 '0.5 13.6 I.'"" '.~ -I ... 17.5 .. a' .... ..., ... n,• .... ...... .. .7.t ".' .... ".7 1t .... zu 01. .... IO" I~' ~. I.' U 'u 15.1 '., 
~............ ....,..n.aw,..,..hId.....'-"••dincGl'dadD'» ..OItItI~,"'..........,____
hid '·....,bMnlO. bIm'l CCI"IITQI f;\IM'IoC ,. 

". 
N!!fI;~_~d ..cewr~"'~IOT_ 1
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http:VI:I:lu.m..1B
http:incre.Ue
http:one;n.de
http:ezposu.re
http:addrm.ed


• • • • • • • • 

• • • • • • • • 

• • • • • • • • 

---_.--------.-.---

T__J.~otllmAlttrac:tM-.."·~Wt!ouNdthltpllllltlUt~r..;and~CI' ...u.IJy.!;tInr.m...N""'" 
I1Udent. ~br~~~~.~._1uI~; by Qt1.de IMI. KCotdlng lOy..,. Of,spMU,.tc N. 
pt"Ottllm; Pf'OOt*I" 'M nonptOfram achoole 

V_d --.. 
~.inMtIooII, bt0I1Idt ....-.. "---,"-, • .. .. ... ... ..11 T I. n.- - • • " 
_,t

......" 

......ttO ........ pm ..........


•, 'U ... IIA ... .. ao» ... .... ..,' ,"".. ... ... ... ....17A aD "'.. .' at.. .. .... ... ... ....,- n .'" "" "' ......... 1M _nadllJ.l'IIMMCt,."... 

~P....IiItIOo•., .... b_........ 

,0' AU S1,s .... &2 <fA .... 011» ... ...14' 
1 111,' .. ... 111.. .., 111~ ,.. IS' ,.. .,'... .. .... - .... IU n 1U ,... .,..7U 

•·.......Oliltl1lMfllJ • .....,~ 

.....pr.p...................
...,.... M,. ... .... .... .... ,",T ....• ".. 
1 ... .. at ... ••• .... 71 .• .... ... ...... ' .. - ... ... ..,a. n 7U ,n? 12,1 

hAd no ~ pte'W'.l!ntfl)n. piO£l~. 
'Prep~ uta 'llfere" wbj!eted eo many 
typef Of~, ,includma euminatiom' d 
p_... I0 ....................... pm. 
ods Md ccm~ of clifJ'erent.Wt by out~ 
c:Cme: ¢' pregnancy. All ccmfbomed the am
'dw:kni that the PJOFIllI led eo.dec:rtues: fD 
~~ rate, oftbart 9tb-~ new art' both IftU In whicll. it hat wlldy 
studeutt. 

Beatux eM oumbm ollim.l&lJy.ttetNe 
.tudeOU in the seventh and e:JChtb p1IICiH 

.' lIIere small. tnd bec:aUse: 'life bwt mudHno~-e 
limite:d inlonnaa:m on the.. ~. a 
is dif6c:ult to MUite' dwtge. amons theM 
~nw, There appear. ~. ID be 
'urWI ~N ta ~ nla.uricmc 

"pts 15)'1:PI old and younger.' 
· ~ctIy• .however. Jurrr ~ 
· ,m PrqMfJCy nak:s appear to hIM tabo 

Moen de:morutnted tNt" educational ptI> 
r;iims can mae _ dife~.~ 'i"he npid er· 
fec:t 011 dinic' '* eul'ted by UI interwntbn 
program de.iped to'iUppeent toM bufc: 

. HZ' NUQiion prOgram alrudy in p~ .ug-
IftU that it wat toM -.cefllwuity of the mil 
atldoftheclinie.rathetthananyMDe'l""mIor« 
ination about m~ption, that enoour; 
~ the studentl to obtain MfVn., 
'Ow-nudyhat.oownattitudtJtowlOme

what mor. resistant to ~nge tb.ut pmct~. 
'~ In W lIOftpoFlam ~, We 1J,e..' 'but in this area thett W1U &tt. room iN' 
'lie;"'. iherri:rre.-tIw the ~ asliJted 

these rou"nger lllenlge:n' tn ~iDa _ 


· liuds 01 fnert:a.tet,~ dt)'wide. 'am 

'C¥eoJadtzllomedecreue·iIltlw.. ~ 

,m. . 

Conc.l:ualona 

that the ~ nisted, dumgeI: in terual 
and mfttNeeptm howJedge: 0C'CUJl'e'I:i. 

Tbt.< briel", though trrtenstw:. ~PftI'" Iianc¥ prMDtiCJa' transate: ~ attihJ~ 

'wntion prognim introd~ iIl'two Ba!tioo tuti'ad:loathanby·attefnpUnatoohl.the 

..... _h Iw ...........od "",.ra.;. .tti1Udoo of the '"' wbo do ... u.... that 


· .t'hafll\"J"'" ~"'ate&lOladolet.et1:d:..,wJ. ¥few:- With majority Opu1tJl'I .n.dy nap
-edge and bthav~ that haw majM pofttve 01 C!O~tlll and delayed child· 

Jmpliea:tiomrOtthe fimn~oIpabljcpol- 'be&t'\ng, that ii ~ntJYwbat theprvgrun 


• iCy .nd for ProP..,. deftca The rmdtJ ~ 
· ported m thh azticle U't h.ued OIl the schoo) 
;cpulailoru .u a _Ie, and do U!it unnpal'e
:.u.e ind{viduah; WhO UHd the 'p1Ognun Mr· 
wice:s with I.f:.o.M! .roO did DOt, It it b~ 

' .... 

~etoQU.'W'.~.fttt~e:a11ier,Np-
Port Cor'~nt childbearing or fot w:uaI 
tel: wualreadyYM)i low Inthascbool Popu~ 
laflori befOre the progrur,'btpn,IJ"nlls
.emfli to NFt that more: rM!ralI tm~ 
~nt wu to be'~ by helping stu-
deOll hoJdlni PosnM attitudes tqwwd P'f"rI

~pli!hed. 
Wbile: the ehanget fa tM age .t lim in

tcrooune Itt not large. they are substantia) 
eoough--in the: direction 01ddar-to refute 
cbar&es thM It't!fU to such wrvioes.u those: 

..,' ..., 11.4 ,., ,",' ..,.0» 'U ..,' .... 10» ZO. .U .... ..,.V', 

IU .... .... 11' .'A .a,• ... ",I 

.... .... ... .... ... ... 'IAVA 

... IU .... ... ... ..~ .... ... 

.It? n. ... ",I ,"" ",f ... ..,. 
~AIYIINIhOtI....~. "¥IMiet....... 


·Nola: Fot.... ~01~0II'IIr,,"**,1M tcIIN:::ta 10 TGiIt 1, 


bOte'WOl"tllY. therrin. tNt the di&mrtiRls pl'(tVide<i by the PJ'OI'NI'l ('ncoU"8es my 
arc: ftOnethelen staiittically .lgnifiant. and aeluti aeUvtry. The prognm'ubtlity toe8'rct 
'~. br"08d unptd Ofl tfw.1dlooJ comm~' MY NnMt changes QUI)' wen havt' ~n lim~ 
aOty, ,ikd by ... b.....ty of the ""'.... and by the 
~ the c:ot.Im 01 the two and i half)'l:.n ,age 01 the IfUdenti ".htn th.ey were flnt 

'tUched, The: fact tNt. it Ant inte~ 
Was, delayed at all " tmpresdve. and pattieu~ 
Iariy impioTlant In Vb of the demonstr'lited 
hjgbrislaolet.ttye:xposutttop~.' 
' Similarly, the: relults ind.lc.atfDg tNt t'N" 
dentJ .tiende:d clinics .oontt Wr initiatina 
Il!.'Ulai K'tivtry than had *n tM cue U't 

important. The project appePl to demol'l
strate- tNt If stutknu in junk)r biP schools 
1ft sWc:nllCCeSs to ntvby MfVftU.nd ifthey 
arc: cBete'd inlormation and continuity d 
eWe, tMywillUM'lucOll!fVic<.H.and.t levels 
mmparable to thOle shown by otde:r teen. 
age,., 1::h;.t wu deaTlr the ('.U(" in thu de:m. 
'onstratlon project, whe:tt' mnflde:ntiLlll!r. 
vk:e:t 'llfett provided '" 01 eost and in i 

tymp.thet!c Mttina. f"urthermOft'. the pet~ 
C:entagftolstudents BOins.to.clinicor~ 
before: their flnf.lnle:n:oune ~ued, as 
did .tt~ during the: Ant mOflW of 

'SC!:luaI activity. Both these me:UUret dp~ 
'ltC'ntive: behavbr 'Iltfft low Itt the: time of the 
buelirw StUVeY. u they wtre among clinic 
patient! obser"o'Cd in an nrber rtudy,':' and 
both '""""..«1 m.mdly, 

One 0It.he most ltri1:ingnndinp from the 
projed it th.e demonmaiiDn that boy. in the 
jUflior hiCh xhool uled the dinfc:.u £:-1'1 is 

&ifb 01 the aart'le., In v1ewofthe ~ 
call (Of research into WIIys or attractihg maie: 

. elientl to sueh facUities, the: intef1!'tt shown 
by thne:: boys appean to be 01some i:npor. 
ranee. . 
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stratc by tbt ~n are pmmlsiq. 

Agoi.. the ....... -"I the ,...._..... 

.I......g ... thateulyn.loal'_... 

be ...!utOd Wit!o euly -.daOoe at. cImk. 

'Vte fl. Qt)Ddom dkI DOt ~ cOm. 


, . tently. but ~ to Sut'tI.uIUI: wftb tt.1tIO 

<I r.....Je .........u ....ell • _ that the 
CM:11D ute rAatJ~~~ 
""Pararion'~.fp;a,..ntIy. 

1..........-1 ....d _ c!lok __ 
· Me! iI.i. muItios .....- .... <I.r.c.... 
· iMlhOdlOfQ)~Iti:pt.mqpevtDhav«W '_ "rapODslbilfty '"' ~ detipOn. 

·· ••,p/lb:DtImp8.ctoe~lewk.1'1:w .More Imwf..bued "msti,,;'tiftI wauJd. 110' 


'. &11_.. of thb lmpoo:t Ui.............. .doubt. _ 
 .. Indude fa lb.••d..... 

" 	fultyJUlizrdbjtb4:tilHfoJlow.up~"oom-

pieted. Ucb rl~ mnsuns ... IilIId «m
.' finoithe llDdinc of.-... '"","",",, 

ntesamongaJdef.tei!nagmMd ,bait ~iDe 
npfd fna'ltans by 100:- me.uuta•• ~ 
'c:tea.e-In tbr nteI &mOt:iI 7DYDpr adOJet,:. 

-ciDb, J1Ithe&eeo£rilirtlr.tatntna.ily U.S;
dtiei,' tt.e ~ reducbm frt ~ 

· ' t.WnO'Oltrmd heft is b>l»wekomed. 
: As ,;......n.J . .;..th" J>"'ITOIII _ ."pOai .. have·'~ .. ~ tlw aJ. 
· bA~~.'.Io."pniodthan thatin.ot.ed 

· ~ Is PtaLabIY ~ to ~ aiId tit 
1UUurethcfdImP*CIi!lhdetwntmmadl 
... tIM.e:Many eItcts miy DOt'k q,v.iI::k to 

·\ ....lng' ....d ~ _ mody .."..,., 
m..y•..,.__.... -.ldhnpetlw 

·~_:........,.,..... people .,ighth<' 
~. Pemiaps the evtde:11It'e We ~ 
,.jfJ ~. the ........... cI Nnc!t Me! 
enerpes ill .imdi.r P'fOIn,au. eWer • kmPr
Ie.,.. 

Furtbe_. euly 1"...... '"""""'" •df:an,. 0I1O'1lW! finpo~: fL'IfeMntiOm. 
· will ........ tab PIoce before y<IW>8 poopIoo 
deVelop bebo.... that pJ..;a !hem .. n.Io <I 
"early. ~~~e;ptiDn. 1be e:SiI:cb 

, " "fl this proIn.m appn.tJy were IOIM'Wlw -==:-=:::==;t-'--.;;._-..;.."._-""=_...:.....:::._-'"...::..._..;'.;.'__'.:.1_ 
.""'''' ....... ,......, - ""'""' older -......"'_
itucJ<.... 0..cilia ...... _. Iodftd.. 
that ft' ~ to have e~ tbt!)"OODo
.je, ..eualJ, .......................Iop ... 
·eb <l1:now1edao and pIIIIenII of heharior 
"-Uanf I'tociIied 0nJv with older ~ 
ftm. l'hiI'~lerated psotettM be.Iwrior-~ 
cOUpled wftb evkIerxe dw am cottus _ 
..... •~ ...~ .. r.... pDItpCmed. 

· 'abi>uJd j..,,,,,I...lid NppoIt to the....... 

.~eDI·towvdtk~n(CooI- I 

hUed dmIos. n. ......1doombed """'".
'COIIIhIOed achOoI ....d c!lok .......... tlw 
oIIenfidl ~.tJ,. health __ ad 
iIuO,'u Iocmd do.. ... but ... 10, !he __ 
WbenN'O~areekw~toahan!1 
.dini.. th.'_be.~ .......ioo1·mod., fwti>e,...!yslIofthe ___ 

-~ m-Y ntg'51 aft~.more ~ ..... <lea..,. !bat ~ ..- _ of the 
QIDt rc:s:Wtl. 

.10 concIusloa. _ &.dInp ,,_, the . Jehooh .. lNltioi •..ulabl. th.1ypt.I of da.. 
cfficatyol.propamwftb~pl'eYtft~ oee<kdtocanyouttu.chevaluatiom, 
!loa ..·...xplk~ 00_. Sud> ...ode! 
nquliioo. pi""'" ....d • ..., __Ie of AppollCllx
.ddt.uiOa. wide ~,,~ • TIw ~.. I'loblem. ....,.;a,..! WIth 
health isfuet. ltdoes Dot prec.lude. tno.det inO'Ve~nt into and out of JChooh an: com~ 
luge of .dOJeU;!eQl health Mrv1ces (llftce mon to aU ..ehool-huC'd stu"diet> ad!. letting 
_ ......... _ bodIy aeodod). bU. ~wilI in..Iv< .... 1eeaJ dilfe"'..... _ugh 
"does'~ that meeHna tbtt M'I.'Uod cO"
~ftrm. ~ica! oecdJ.meI mnt:nlt'e'ptWe fto' 
qube"'.b ofhlgh Jehool..."....dph".. 
lIHlf..........1, eJ..t.u.ncm,....d demand. 

~tb ed~ IDCJal wmhn. INl'MI or 
docton: with altrOfti commifmnt to the roe. 
pmducti... health· of ,..."11 poopIoo ~!bey 
-." toreplbtedwwmultt. 

, . Why did thb ~ work? Acotu to 
high-q1oWJty. 6ft ~wu probably t:nl 

caJ to 'ill 'uc:(:e$$, F'nUttional cov.wliD$. 
. tduc::a.t:ioatnd opeD eommun.ic:l.tioo we~. no 
doubt, Ilso DnpOrtani Ail th.t&e fKton ~ 

the tpeeiAc details may vary. tn thil t:aSe", 

~ INdeDts gratiu.ared &om the junIOr 
..d the ...10, hOll> Jehooh ....Iv..! .. the 
p..je<t. boca...... ..., m;ddJe KhooI _ 
opened fA tbe viCtnity of the t\Iol) lChoots 
durinlth~(oI.IMrltheproject.w~we 
<I the nonNIliow of...,. ...denb .... 011 
~. the: MmpJe papuhtlon Nd • ccn~ 
_ntly Suctuatma compc»ltion. In order to 
alloW foi _ ........ of the .tudy populi. 
doc. the'data AnI conbol!ed by tbettudtnt', 
pde'leYeJ {ala pI"Ol'f Dr age} and by l!l'pI)'

lure to thto ptOfP aul, 

Tbgtrfttm~ntaboa11owtUJtc>dI!alwft.b. 
specific problem aff'eoctinS: only OM exposure 
ofOM grade: At the ttmt of the SnaJ lOUOO of 
the '1"'''; .. th, __aihooh, the 12th. 

~t~ to t:ra.D.J.late their attitud.... gade sample wu biued, because. W ~ 
' t:oto 'a:las~ ~otive bebaviDT........ 
ciselywbicli~oompoDeftbdtbtpzoo.. 
-pm. contributed most toituueceu f'n'\aba 
. tObe .....,.....a.OU'.uM.nuncifn&of_ 
,!Iar~ _fi>, ...... people 
...y'!On .dePOne! •• i:be wiIIfnsneu of. 
vlden toxrutinize thelr tD~ntIDm clou.o
1,; an th. &bUlly cI ....ircben io ...w... 
Dow intarve.tiollJ.Pd on the ~raoocOf 

tiOu omitted 00 that day rumed out to be 
i:.onnndomJy RJected. T1lft:e ~1'lI In
duded the mo&'t mottv&teG, .dvaut"'l!d .tu
·d,.,". the;'hy ......, ..m_ with 
.......,.1. 2....d 3ofth. ,,,,,,",,;,,,,,ii<!. T. 
"'''''"' ... thu ptOblem. Io,!he 12th'JlYld. 
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Prepared for the Prevention Sub-committee, committee on Walfare Reform, by 
LAurie Sehwab labin, Ph.D., ProfeBBor~ Johns Hopkins 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

lescent 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 I by suggesting briefly tlwhat works" ... 

after I hope we have established what "what works" can legitimately 

be expected to do~ The suggestions we make for intervention are 

based 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 larger society has created. But, 

within the limits of intervention on an individual level, we do 

know something of what can be accomplished by improving perceived 

and real options for the future. 

pramises for Intervention 

The TWo Problems of Teenage Pregnancy: 

Wbat then are these premises? First, I would,suggest that 

there are two quite different problems of adolescent sexual 

activity and pregnancy in the United states 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 occurred 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 has become a famili~r pattern only in our 

most disadvantag-ed 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 consequent conception, often precede the ages at 

which young- people can or do make conscious choices to parent; 

would propose that "this problem of adolescent pregnancy has 

different causes, different characteristics and more severe 

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 adolescent and where, 

throughout childhood, the young person has developed a strong Bense 

of self and of his/her present and future potential, adolescentB 

generally have the ability to avoid behaviors that put that future 

at risk. But where there are few resources to protect children 

from risk either 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 of self and future options, 

and the ability to relate to successful, proximate role m.odels. 
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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 positive role to the extent 

that they serve needs that are not otherwise served in the young 

person's lives. What will ·work", then, must in some way seek to 

identify those needs and meet them. 

The distinction between these two "'problems" of adolescent 

pregnancy is not just academic; it is 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 ado~escent years. Improved sex education 

and medical services are clearly indicated for all young Americans, 

and may be sufficient for older teenagers in supportive environ

ments, 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 problem, 

they will not be enough. Defining adolescent pregnancy as mono

lithic has tended to confuse the issues; it haa placed too much 

emphasis on matters of moral choice and too little on the social 

and economic 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 
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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 is often used 

instead of childbearing. It is important to treat these problems 

separately, and to make explicit that distinction. 

Why does this distinction matter to the current discussion? It 

raises the philosophic issue: which is truly a government's res

ponsibility - sex, pregnancy, or childbearing? (Note the distinc

tions that have been reported between the US and Europe in 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. 
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Normal versus normatjve: 

Another semantic distinction of real substantive importance is 

the distinction between normal and normative behavior. While coital 

contact may not be Dormativ8 behavior in our society during the 

first few years post-puberty, it ..ost certainly is biologically 

Dormal. The desire to experience sexual oontact is normal, and 

well nigh universal once physical IJl.aturation has ooourred. In lIIost 

societies, out-of-wedlock pregnancy and childbearing in adolescence 

violate this optimal pattern, and so throughout the aqes societies 

have tried to set themselves up so childbearing only occurs after 

unions are formed; in fact, societies 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, ethnic 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 employment, get married, and then become a parent. That 

same ordering obtains whether you ask a minority mother in the 

poorest urban setting or the most privileged suburban parent. 

Why are patterns so different in different neighborhoods, 

among different subgroups, if that ideal is shared? Because the 

strenqth of this ordering varies accordinq to the perceived rewards 

of conforming to it and the perceived penalties of diverging from 

it. And those reward/sanction structures are very different. Let 

me emphasize that we are not speakinq only of teenaqers f ·percep

tions" but of the reality they quite rationally perceive. The cur
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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 r~port 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 
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normative suggests that it should not be impossible to help young 

people 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: tbe concept ot 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 adolescent childbearing often ~ssume that 

the path to parenthood is deliberately 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 

births 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. Clearly, they are willing 

to choose childbearing and welfare once pregnant; to many those 

appear the only viable options. But there is little evidence that 

they see either 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 clue to intervention. 

While few really want to have a child, however, our recent 

work has highlighted the level of ambivalence they feel not only 

toward childbearing but also toward the interventions that can 

prevent it. Although SSt of our urban black sample of 17 years and 

younger said they did not want to conceive, when a multi-item con

struct was used to define wantedness more carefully, over 47' 

appeared ambivalent toward childbearing in adolescence. About 48t 
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were unequivocally negative and fewer than 5\ unequivocally posi

tive~ Even more striking is the. relationship between these res

ponses and the fertility behavior of the young women in the study. 

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 childbear

ing were just as likely to have a child in the subsequent two years 

as those who unequivocally wanted to do so. Ambivalence, then, is 

a characteristic shared by many of the girls in the sample that 

appears to have a profound effect on their fertility experience~ 

" Ambivalence 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 child dur

ing our two-year observation period if her attitudes toward contra

ception and abortion and her beliefs about the efficacy of contra

ceptive methods were negative or ambivalent; only those with con

sistently positive attitudes toward those interventions were less 

likely 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 is stronq and whose motivation to use 

preventive strategies is also strong can succeed. And yet, with 

millions being spent in the media today to convince younq 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 education, economic status and social setting, 

but these factors also have an impact On childbearing through their 

effects on the motivation to avoid it. That implies that there are, 

indeed, choices - not necessarily that a young woman with certain 

characteristics ·chooses" to have a child but that at SOme level 

she makes the behavioral decisions that lead her to have One. Her 

setting has a powerful sffect on what those decisions will be. If 

the calculus of choice that precedes sexual onset, contraception, 

and childbearing is an important link betWeen poverty and child

bearing, it is also a powerful place to intervene. 

The limits or intervention: 

There is good evidence that single, early parenthood is 

associated with lowered in'come 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 

predated 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 years following such a birth is measured by 

the proportion of working adults in the household, a baby does make 

a differencej 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 vork. and/or continue her education. It 

therefore must have an effect not only on her and her child but on 
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tile economic wellbeing of tile 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 if interventions are really 

to break that link: 

* 	 That current family structures, distributed 1n pockets of 

disadvantage, are often strong functional units meeting real 

and present need... They will change only if structural 

changes in the environment alter young people's picture of 

. what a family might, realistically, be. Individual inter

ventions to postpone adolescent childbearinq should not be 

expected, by themselves, to change those patterns - 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 impact on the young person t S opportunity 

structure - present and future, real and perceived. 

* 	 That initiatives need to be powerful to overcome the normal 

instincts of young people in close, unsupervised proximity. 

• 	 That there is, however, a normative structure for interven

tions to build on: most young women do not want to bear 

children durin9 their school years. 

• 	 That those interventions have to address and to strengthen 

both the motivation to avoid childbearing and the motivation 
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to use positive means to avoid it; one without the other will 


not serve the purpose. 


But letts be clear about what intervention can do: interven


tion to delay single childbearing until older ages will probebly 

have some effect on economic dependency but will not take away the 

additional effects of single parenthood. Basic changes in family 

structure that depend on labor force participation of males aad 

females, on tax law and welfare law and the state of our moat dis

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 raise a child. Similarly, how

ever strong and supportive the primary family may be, until young 

women can enter productive careers they will not achieve lasting 

economic independence. 

Although in the long run, then, I believe that young people's 

motivation to avoid preqnancy can be affected more by societal 

change than clinical intervention, the levels of ambivalence they 

report, at the very least, give ua something to work with in the 

me....tue. The very ambivalence that puts them at risk gives us the 

opportunity we need to intervene. If pregnancies are rarely fill

ing a felt need to the extent that the young women feel strongly 

positive about them, perhaps their weak motivation to avoid child

bearing can be strengthened through intervention. Furthermore, if 
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so many pregnancies are only weakly supported by the young women 

themselves, there is legitimate reason to intervene - legitimate 

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

sequences of teenage pregnancy: whether the outcomes we observe 

derive from the environment or the baby, whether they precede or 

follow the preqnancy, it" th.. )'0""'9 "",,",n ..... not oommitt.. 4 to 

p...snthooCl, they 4sserve our support in helpinq them postpone it. 

The Self center Intervention: 

I was asked to describe one very brief but successful inter

vention undertaken in the 1980's by the Johns Hopkins School of 

Medicine and the Baltimore School System. In doing so, I'll try to 

draw some conclusions about what made it work - having now set 

severe limitations on what we mean by "working!! w Based on our 

perception that intervention to postpone a first birth had to occur 

early in or before sexual exposure and early in chronological agel 

a program was designed to provide education, counseling and medical 

services to a junior and a senior high school. Control schools 

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 assi9ned to each of two schools, 

available to students every mornin9 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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o'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 guidance process and to deliver reproductive health 

care to the students of the two schools* Males and females could 

present for group or individual sessions si~ilar to those in the 

school health suite, but they could also receive contraception, 

diagnosis and treatment of sexually transmitted disease, pregnancy 

tests, referral for prenatal care and abortion and other medical or 

mental health referrals. All services were free. The waiting room 

was a hospitable site for discussions, videos and other educational 

activities. Equally welcome were boys and girls who were and were 

not sexually active. A climate was created both in the school and 
, 

in the clinic in which the open discussion of issues of personal 

concern was acceptable and encouraged. The staff focused on inter

active guidance; they sought to help the students understand the 

impact of today's behavior on tomorrow's course, and thus to change 

the calculus of choice on the basis of which the young people made 

their present behavioral decisions~ 

A rigorous process evaluation produced information on the 

exact level of utilization and the cost of each component of the 

program. These data showed that the staff did operate as a bridge 

between the school and clinic sites. At younger (junior high) 

ages, males were just as likely to utilize both school and clinic 

components as females; that was no longer true in senior high, 

although most students were in contact with at least some 

components of the program. Small group sessions were particularly 
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popular; coalescinq informally around issues or groups of friends, 

or orqanized by the students or the staff, 3-6 young people would 

meet with the counselor for 15-30 minutes. These very popular and 

cost-effective sessions would meet the students' needs for support 

from their peers at the same time that they offered more confiden

tiality than a classroom 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 medical or social work staff was also avail

able; it could be very costly to the program because of the long 

periods of time or the frequent sessions it required. 

A series of four school-wide surveys 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 sexual 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 declining 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 rather 

similar rates, they ended the three year observation period with a 

difference of almost 90 percentage points. 

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 j it is important to understand that the 

entire program lasted only three years (it was privately funded for 

that period) and the evaluation lasted only until the end of the 

program period; ve have no way of knowing whether its effects en

dured. But they appeared to be dramatic while 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 suggest that the 

model combined two characteristics that are usually seen as contra

dictory: it was highly and elCplicitly focused on reproductive 

health, but it was co~prehensive in the range of its counseling and 

the depth of the guidance it provided. I believe the evidence 

suggests that an explicit, honest focus on reproductive and sexual 

issues in the context of a b~oadly supportive program to maximize 

hUman potential is a combination that holds promise - more promise 

than either narrow categorical interventions at one extreme, or at 

the other, comprehensive programs that assume, tacitly, that a 

change in future options will automatically change sexual and 

fertility decisions. 

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 ~llfe 

options" models have shown temporary success that tends to atten

uate with time. However powerful the individual impact of inter

vention, the adolescent is returned to a family or community system 

that has not changed. If the connection between the environment of 
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poverty and too early childbearing is demonstrable, and I believe 

it ia, 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 u~til he or she reaches 

puberty to intervene is clearly self-defeating. The 15 year old 

mother I s educational and employment career will have potent effects 

not only on her present child but on her future fertility and, in 

very few years, on the likelihood that her child will follow suit. 

Similarly, the adolescent parent is often relying on the support of 

her mother whose economic status, work status and ability herself 

to parent can have powerful effects on her other children as well 

as on the future of the adolescent mother and her child. Despite 

the recognition accorded 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 time. 

Similarly, little serious intervention has been focused on 

males. The assumption 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 young women 

themselves. And little is centered in the community instead of the 

schOOl. The family support center model is appealing for its abi

lity to reach the entire family, ita interaction with the commu

nity; its interqenerational components and above all because it 

doesn't try to compress the support it offers into a time-limited 



"program"; ideally, it remains available to families as lonq as it 

is needed, and can do remarkable thinqs to help them get and stay 

on a productive course~ There has not been the level of evaluation 
•of these models that can qive us the evidence we need, but they 

make sense and they appear to work. 

What, tben# are some of the oharaoteriatias of sucoessful 

interventloaa, They are interactive, not merely didactic. While 

they mayor may not provide education in~a classroom setting, they 

allow for qroup and individual guidance. Hopefully, they reach 

young people in time to strengthen their attachment to sChool and 

in time to help them avoid a first pregnancy. They listen. They 

build on the strengths of the young people and the families they 

serve. They are caring, responsive and empowering_ They provide 

support over a long enough period and with a consistent enough 

staff so that trust can be developed and maintained. They are 

cognizant of and adapted to the developmental. cognitive and 

emotional stages of their client population. They are close to 

where 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, 

etc.). They are cost-free. They - or some of their critical 

components - are confidential~ They are culturally sensitive and 

acceptable to the community. 

lIbat It1ll4s of services do t.lley rellder' 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, abortion, 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 

opportunities. They provide services - educational or job related 

- that increase the young women's - and the young men's - ability 

to provide for their own futures, or at the very least, motivate 

and assist the young people to access such services. They do not 

exclude young men but give them opportunities to learn, to partici

pate and to be responsible partners. And ideally, they have some 

impact on the family and/or community (neighborhood, school, etc.) 

. within 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 is a better time to intervene, adolescence is not too 

late. The Head Start program showed that the academic effects of 

birth status and economic settinq can be ameliorated by early 

intervention. But there is qood and growinq evidence that an 

improvement in life circumstances at any time during a childts 

young lite can change important aspects of hie or her development. 

Even preventing a second unintended conception to a teenage mother 

can help minimize the stresses on several qenerations - the young 

mother, her obild and her pr imary family. The potential for inter

vention is, therefore, great. 
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There is a danger that, by asserting the power of individual 

programs, independently, to make measureable differences in young 

people's lives, one is relieving the larger society of the respon

sibility for fundamental, structural change. We think not. There is 

too mUch to be done. The range of categorica;L services adolescents 

require are suggested above.. But beyond those services are the 

desperate and multiple needs of young people without education or 

jobs, or the resources they need to acquire them. We've heard too 

much in the last few years about the immorality of teen pregnancy/. 

it's time now to address the more funda.ental immorality of a soci

ety"that lets so many of its young people grow up devoid of hope. 



~G/Q6/93 18:07 	 WHITE ROesE/NEC ItJ 002 

EMPOWERMENT ZONES AND ENTERPRISE COMMUNlTlES 
,Detail, of B.dgl!l Reeoodllati•• 1'1'0.;,10'" 

A. 	 Compelitlv. DesIgnation 1'1'0<... 

• 	 DulgnaUng Se~tartes! The Seac:tary of HUD will dc$igmtte the urban 
zonu and the Sec:rerary of Agriculture will designate the MW zones. All 
dosignarions Will occur in 1994 and 1995. (The Act dO<$ not provide for the 
curl.,. of an En'erpri!<e Board, I!cw..." the Admi.ttistllI.ion will may establish 
tbe .Board aJ.ld promulgate rules regarding the sehllction aod revocation 
processes.) 

• 	 eomp...hcnslve Slrakgle Plan: Applicants must m .... tilt eligibility criteria 
and submit. OO1tlptebtosive strat<gic plan for coordjnat<d economlc. bum"". 
community and pbysical development for the pJoposed nomi:natcd area. The 
p1an mU&f describe, amon, other things.. the plan for coord.l:nated dCve1opment; 
the Pl"OCl!SS by which rhe af(w:ed community was AfuU p8J1DCr in developmg 
the plan~ the amOUnt of Slate. local 3Ild prlVf)1e resources that will be made 
available in the nominated ~ and the. baseline, methods of evaluation. and 
benchmarKs for measuring success in carrying oul the: plan. NO' desigoation 
can occur unless the: ilominatiDg govemmc:nt(s) provide written assurances that 
1hc strategic phw will be imple.n:II:illed. 

• 	 Revocation of Designatlon: The Act delegates to the Designating Secretary 
the task of promulgating R:guJations outlining the revocation pIOCess. 
However, the Conferenee Report states that it expects that a desiguation wil1 be 
revoked only after a h~ng on the record and Ihat no )tplacement designations 
wiH OCCUr upon fe"'ocation of a desjgn:Hion. 

B. 	 Numbt. of Doslgna,td An.. (Zones) 

Empowerment Zones: 

• 	 9 ZODes witb 6 urban {and a total resicltnt population at fhe time of designation 
of 750,000 or less), 3 rura!. ('I'he reconeiliation bill also provides separate tQ.1t 
;nccnlivcs for businesses operating in Indian res.etv3tiom:, ac: described bdow.) 

• 	 Of lbe 6 urban zones, at least one. must be in a city with a populatioo or 
SOO,OOO or less and at leilSt one of the zones j~1f must have a populq,tion of 
50.000 or less and include areas loc.ated in two states. 

• 	 All may he desigoaled as carly 8$ 1994 bu1 DO later thaD 1996. Designation 
runs for 10 years, subject to eaxly terminadOll for failure to substantially 
comply with or achieve terms iJld benchmarks included in Ihe community's 

1 



09/08/93 16:07 	 w.BlTE BOt'SE/~'EC IaiOOj 

strategic: plan, 

EnwrpJ'ise Communldes: 

• 	 95 ZODe$ (65 urban, :lO rural). (Again, lDdian ....rvatlons addressed separately 
below.) 

• 	 All may be designated 8.S: carty as 1994 but no later than 1996. Oesignariau 
ruDS for 10 yeatS. oubject to ....Iy rmn!nlltion for fallu", ro subslllDtially 
comply with or achieve terms: and benchmarks iJ:n:::Juded in the community's 
strategic plan. 

C. 	 Eligiblllty Criteria 

1. Geovapble 'Dd Populallon Re.lrictions 

• 	 Urban zone.< call coosisl of up to :3 nonoontiguoo~ areas in Z or fewer states. 

• 	 Rural zones can consist of up to 

3 DODCOntiguOU5 areas if loCated in 1 $Cate j or 

1 contiguous area if iocated in up to 3 stareS, 


• 	 Size Jimit<: 

20 square mHes for urban .tOtIes:. 

1.000 squart: mll~ for rural %Ones. 

• 	 Madml,ll'O population: 
For ci!ies with populations of 500,000 or above, (he lesser of 200)000 
~sidenl5 or 10 percent of city poPl,Ilation. 

For cities with populations less than 500,000, ZODes ca:a have a 

maximum population of 50,000 residents, 

For rural areas 	up 10 30,000 residents, 

2. Poverty RaleS: 

Generally, within each ZOO£, 

• 	 50 percent of census tnlc:ts must have a poverty rate of 35 ~nl Of 

mort, 
• 	 90 percent of censUs tract!f mull have a poverty rate of 2S percx;nt or 

more, and 
• 	 100 percent of census tracts must have '* poverty rate of 20 pcr¢cn; or 

more. 
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Subject to tbe following ex<options 

• 	 The Designating Somlary has DO dis<:miOD '0 reduco pewtrty criteria 
applicable to ImlpO~nnCllt zones. With resptcE 10 t:D\'crprlse 
communities, the Designating Sec::retary may reduce one of lhc; poverty 
eri,";' by live pcrCOD1ag<: points for not mote tIlan 10 1""'=' or the 
popullllion census tmas (up '0 • maximum of five population cons•• 
tracts), or, iII <be al'ernative, may r.du", tile lS-pc:rce:ut pewerty 
.hRsltold to ZS-pen:<»l for up to _ populalion census tlads, 

• 	 Th.,. is also • special ""'PliOD for "'1\$0' tracts bovillg either (i) .0 
population, or (ii) population less <ban 2,000 JC8ldcnts w~ m"", than 
75 percent of tbe tract is wued (or commercial or tndustlial use. 

• 	 Centra! business cmLricts can be: i.neluded ill lones bul any tract 
including part of the central business district must: have a poverty rate 
ot 3S pera:nt or more. 

D. 	 Investme:ots Undtr tile Bude.et Reeondllation Act ~- Approximately $2" billion in 
new tax incentives and $1 billion in capped entitlement expenditures. (Additio.ual 
monies will be a.... ailable for empowerment zone& and enterprise communities thtougb 
new But.horiza1iollS under the &::.onomlc Empowerment Act of 1993 and through 
diVersion of funds from existing agcnc:y programs.) . 

Capped Entitlement Spending under the Budget ReCODcUiatiOD 

• 	 $1 billion a"'3iJable under Title XX for grants to Stales for 9Ocial1:t:rvices 
spending in empowennent zoncs and enterprise communities designated by the 
Designaling Secretarics. 

• 	 Ontnts in the followiD& amounts will be available; to states for each designaled 
zone: 

-- urban empowerment zone: two consecutive yearly grants of $50 million 
-- rorar empowerment zone: two conseculive ready grants of 520 million 
-- urban and rural enterprise communities: ODe &raut of $2,95 million 

• 	 'The grant funds must be used in a~ with the ;ww's comJ,m-hensive 
strategic plan and 0:0 acth·jties that benefit zone RSicJeDts. 

• 	 Program opliOIls for usc of Ibest funds: include: drug and alcohol prevention 
and treatment progsams 1hat offer services to pregnant women, mothers and 
children; training and employing disadvantaged adults I1Ild youth in 
construction and rchnbilitation of affordable bousin" publJc infrutnlC:tUre and 
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annmunlty facUlties, traiWDg in CDtrcpttnturism and self-employment; after
school programs designed to promote and prot«t families and dilldten; 
services desisn«J to promote community and economic deve=lOpmC'Jlt, weh as 
skiUs rr&ining., job counceJjng, tramportaUou servjccs. housing. a')unselin,g, 
financial man.agcmenr anrl business counseling; emergency sheltct for 
diS<ldvantaged families; programs that promote home ownership. education or 
other routn to cc<momic indcpeDdcnce for low income families and 
individuals. 

• 	 Each ...te i. requUed to ~mit to tb. Secretary of lIHS any amount of the 
grants that arc not obUgated within two years of payment. Remitted amounts 
will be made available io S1ates uDder the bal:ic title XX plan. 

F. 	 Tn IDcentl... for Empuwcnneut Zones iIIllI Enlerpn,. Communities 

Tax-exempt mterpm zone taellJty bonds ror zoce buillltJ:Sa 

• 	 New al~ory of exempt aelh..-jty bonds created for loa.ns to qualified rom: 
businesses located in zones. 

• 	 Up to $3 million per business per zone in bond fundlng and 520 miUion per 
busincSS for an zones, 

• 	 Thcse bonds art tX1mlpt from general restrictions on financing the acquisition 
of Qisting property and on financing land with 25 percent or more of the Dct 
proceeds of a bond issue, tbe bond~ are sUbjt::ct ro (be: State: pri""Dtt:: activity 
bond volume cup. 

G. 	 Ta1: Incentives AvaUable only for EmpowermeDt Zon6 

I. Employment and Training Credit 

• 	 From too time of desip!ation 1hrough tbe yc;:ar 2001. employer credit of 20 
perceDt of the first 515.000 of wages or certain training expc:m;es for employees 
wbo are zone residents and perform substantially an ser-iccs in tbe zone. The 
maximum credit per qualified employee is $3()(X) per year. 

• 	 er..lit will be phnsed CU. be&inniDg in 2002. 

From 1994 through 2001, tbe credit i. 20 pot,""" 
in 2002, the credit is 15 percent 
in 2003, Ihe credit Is 10 percent 
in 2004, the eredh Is: 5 perCellI 
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• 	 The ~it is aUD'Wablc to offset up to 25 peroettl o! altCIDative minimum 1ax: 
U.bility. 

• 	 Qualified wages include certain training and odutatiOllai e:rpenseo paid on 
behalf ot the c.mploy... 

2. Properly upe.oslog 

• 	 Soc:l!oo 179 expe.sIng tor depreciable property for qualified '..",e boB_ i. 
increased by !he l....r or (1) $20,000 or (:I) the _ or section 179 property 
Ihar i, qualified zone property and 1M. is placed io servia: dutiD& lbe taxable 
y_. (1'hj. illcreasc js in addidon ro rbe $17,SOO in 179 _inS now 
available to aU small busin~~.) 

• 	 Thi, inere8Scd expensing does not apply to buildings. 

• 	 The p,.".,lt-law phasc-out "",ge i, expanded from $217,soo 10 $2.~7,SOO. 
The <051 .f ""ion 179 property tha, is not qualified ...... property is not 
mdiJced, 

• 	 The increa,ed expensing a110wanlX d ..... apply fu1 purposes of the alternative 
minimum tu (Lt'j it is not treated as an adjustment for pu.rpos:e'3: of the AMT). 

• 	 Among other requirements to ensure: close ties to the ZOlle j qualified ZOne 
businesses must have at least 35 percent of c:mploy~ who are %.One restdt:nts. 
and do DOt include cen.aln typeS of busiacsscs. 

H. 	 Ta. CredIt ror Contributions 10 Certain CommUIIl11 Dev.'opmOllt Corporalions 
(DOt limited to Zones) 

• 	 A taxpayer will receive a crcdil tor qualffied cash conrributions made to certain 
COCs, The cre<li, may he claimed for each taxable year during tbe lO-ycar 
period following 'he making of the contribution. The credil claimed for each 
ye.,. can equal 5% of lbe rota! contribution, tOf • !UtaI of • SO% credit OVer 
Ihe IO-yeat perind, 

• 	 The aggregate amOUnr of contribution may DOt exceed S2j OOO,!XXt 

• 	 The Socmtary of HUD Dlsy ""Icc, up to 2t) CDC. eHgible to puriicipote in 111. 
program, at leas' eight or whic.b must operare In rural...... Soleaed COCs 
muSt: he ",,-cxempt, 501(.)(3) organizations; buve a principal purpose, of 
promotins employment and bu&iness opporrunitie$ for fCsidcn(s of its target 
area; have 1:1 target area which meetS &eopphi<; limitations for tmpowerment 
zones and enterprise communities and meets certain indicla of distRss. 
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• 	 The Se<:r<:t6I)' sbaIl give priority 10 CDCs with • demoD.....t.d ...cord of 
peri"01!D""'" in odminiStering communlty devclopmeot program. which torgel 
.t least 7590 of cteatcd jobo to IOw-iDeome {If unemployed individual., 

), 	 IncenUTe. for Investments In SSBICe (Dot limited ID Zoo.,,) 

• 	 Waive' active bu.m... n:qaimm... !or Spodalized Small :au,inus lnY_en! 
Corporations (SSBICe) that would othetwise nOl·bo eligible ... qualifiod omaII 
business for the new SO% capilai gains ~clU$jon on invcstmems in smaI! 
busl",,"es, 

• 	 Allows deferraJ of g'diD by corporate or individual tnvemor. from ttl(: ulc of 
publicly-tTaded "",witie, If the proeoeds .... reinvested In .be equily of • 
SSSle, 

J. 	 ElIpaodad lAw Jncome Howlng Credit (nollhnlt.d 10 Zoo.,,) 

• 	 l'I'opet1y developed using HOME funds would be eligible !or the credit If 40% 
or more of the residents bave incomes: no greatCI than $0% of tbc area median 
income. 

K, 	 Ta:Ji Incentivd for busintJ$tS OD lodiaD ReserTaClons 

1. A«elerat.d Depreciation 

• 	 Allc>w$. shorter recovery pcriOl:i$ for section 168 depreciation of investment in 
certain "qualified Indian reservation property." 

3-ye.. property dcpre<:ia!ed ov.. 2 years, 

S-year property depreciilted over 3 years. 

7-year property depIcciillcd over 4 years. 

Il)-y.... property depreciated OVer 6 y..,.. 

15-y..,. property depreciated over 9 y..,.. 

2O-y.1II' property deprcci",d over 12 years. 

Non-residential reD! property depreciated over 22 years. 


Z. Indian Employment Credit 

• 	 A 20% credil i, available to employers for tbe firs! $ZO.OOO of qualifled wag'$ 
and qualified employee bealth iDwr.,]!:.. C<lSts paid to eacb qual1fled employe<;, 

• 	 The credil is tID incfemerus1 credit: such that aD employers current-yeaT 
qualified wag .. and qualified employee beal!b insurance com .... ellglble for 
tbe etcdit only to the extent that the sum of such costs exceeds the sum of 
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CA:lmparable """ts paid duriDg 1993 to employees whose wage, did DOl exceed 
$30,000. . 
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