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Teen Pregnancy Prevention and
Support for Parenting Teens

There are few areas related to adolescents and schools that are as
controversial as reproductive education. Mirroring society’ s debate about
freedom of choice regarding pregnancy, people have strong opinions and
beliefs about these matters and these are reflected in programs and practices
for youth.

Because of the controversy in this areas, we have framed this document
around the arguments. We hope to show evidence-based information that will
be helpful in program planning and policy development to responsibly
address the problem of unintended teen pregnancy.

Too often the politics or the traditional approaches to providing information is
the end of the discussion. Because psychological and social factors play such
aprominent role in youngsters' sexual behavior and decision making, we
have tried to bring information related to these matters into the discussion.

We are interested in your response to these materials and invite you to share
information you feel should be included.
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A. Isteen pregnancy aproblem?

B. Isit the school’ s business?

D.  Understanding risks/protective buffers/promoting full development

E.  Controversies about the best approach—Abstinence? Reproductive
education for girls? Male responsibility? Matching the approach to
the problems
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C.  Theimpact of social and psychological factors on teen pregnancy |




| . Conflicts and Controversy

A. IsTeen Pregnancy a Problem?

Teen Birth Rate Risesfor First Timein 14 Y ears

Theteen birth rate in the United States rose in 2006 for the first time since 1991, and unmarried
childbearing aso rose significantly, according to preliminary birth statistics released today by the
Centers for Disease Control and Prevention (CDC).

The report shows that between 2005 and 2006, the birth rate for teenagers aged 15-19 rose 3 percent,
from 40.5 live births per 1,000 females aged 15-19 in 2005 to 41.9 births per 1,000 in 2006. This
follows a 14-year downward trend in which the teen birth rate fell by 34 percent from its all-time peak
of 61.8 births per 1,000 in 1991.

The largest increases were reported for non-Hispanic black teens, whose overal rate rose 5 percent in
2006. The rate rose 2 percent for Hispanic teens, 3 percent for non-Hispanic white teens, and 4 percent
for American Indian teens.

Centers for Disease Control and Prevention, December 2007

CDC: Teen Pregnancy

“When teens give birth, their future prospects and those of their children decline. Teen mothers are less
likely to complete high school and more likely to live in poverty than other teens. Pregnant teens aged
15-19 years are less likely to receive prenatal care and gain appropriate weight and more likely to
smoke than pregnant women aged 20 years or older. These factors are also associated with poor birth
outcomes. The United States has set a national goal of decreasing the rate of teenage pregnancies to 43
pregnancies per 1,000 females aged 15-17 yearsin 2010.”

Center for Disease Control and Prevention
Adolescent Reproductive Health




The National Campaign to Prevent Teen Pregnancy
WWwWWw.teenpregnancy.org
http://www.teenpregnancy.org/whycare/sowhat.asp

Teen Pregnancy —So What?

The National Campaign to Prevent Teen Pregnancy, organized in 1996, is based on the concept that reducing the nation’s
rate of teen pregnancy is one of the most strategic and direct means available to improve overall child well-being and to
reduce persistent child poverty. Teen pregnancy has serious consequences for the teen mother, the child, and to society
in general.

Teen pregnancy is bad for the mother ...

Future prospectsfor teenager s decline significantly if they have a baby. Teen mothers are lesslikely to
complete school and more likely to be single parents. Less than one-third of teens who begin their families before
age 18 ever earn a high school diploma.*

Thereare serious health risksfor adolescents who have babies. Y oung adolescents (particularly those under
age 15) experience amaternal death rate 2.5 times greater than that of mothers aged 20-24. Common medical
problems among adolescent mothers include poor weight gain, pregnancy-induced hypertension, anemia, sexually
transmitted diseases (STDs), and cephal opelvic disproportion. Later in life, adolescent mothers tend to be at
greater risk for obesity and hypertension than women who were not teenagers when they had their first child.®

Teen pregnancy isclosely linked to poverty and single parenthood. A 1990 study showed that almost one-half
of all teenage mothers and over three-quarters of unmarried teen mothers began receiving welfare within five
years of the birth of their first child.® The growth in single-parent families remains the single most important
reason for increased poverty among children over the last twenty years, as documented in the 1998 Economic
Report of the President...

Teen pregnancy isbad for the child...

Children born to teen mothers suffer from higher rates of low birth weight and related health problems.
The proportion of babieswith low birth weights born to teensis 28 percent higher than the proportion for mothers
age 20-24. 8 Low birth weight raises the probabilities of infant death, blindness, deafness, chronic respiratory
problems, mental retardation, mental illness, and cerebral palsy. In addition, low birth weight doubles the chances
that a child will later be diagnosed as having dyslexia, hyperactivity, or another disability.’

Children of teens often have insufficient health care. Despite having more health problems than the children of
older mothers, the children of teen mothers receive less medical care and treatment. In his or her first 14 years, the
average child of ateen mother visits a physician and other medical providers an average of 3.8 times per year,
compared with 4.3 times for a child of older childbearers.’

Children of teen mothers often receive inadequate parenting. Children born to teen mothers are at higher risk
of poor parenting because their mothers — and often their fathers as well — are typically too young to master the
demanding job of being a parent. Still growing and devel oping themselves, teen mothers are often unable to
provide the kind of environment that infants and very young children require for optimal development. Recent
research, for example, has clarified the critical importance of sensitive parenting and early cognitive stimulation
for adequate brain development.'? Given the importance of careful nurturing and stimulation in the first three
years of life, the burden born by babies with parents who are too young to bein thisroleis especially great.

Children with adolescent parents often fall victim to abuse and neglect. A recent analysis found that there are
110 reported incidents of abuse and neglect per 1,000 families headed by ayoung teen mother. By contrast, in
families where the mothers delay childbearing until their early twenties, the rate isless than half thislevel — or
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51 incidents per 1,000 families.”®* Similarly, rates of foster care placement are significantly higher for children
whose mothers are under 18. In fact, over half of foster care placements of children with these young mothers
could be averted by delaying child-bearing, thereby saving taxpayers nearly $1 billion annualy in foster care
costs alone.™

. Children of teenager s often suffer from poor school performance. Children of teens are 50 percent more likely
to repeat a grade; they perform much worse on standardized tests; and ultimately they are less likely to complete
high school than if their mothers had delayed childbearing.™

And bad for usall...

. The U.S. still leads the fully industrialized world in teen pregnancy and birth rates—by a wide margin. In
fact, the U.S. rates are nearly double Great Britain's, at least four times those of France and Germany, and more
than ten times that of Japan.*®

. Teen pregnancy costs society billions of dollars a year. There are nearly half amillion children born to teen
mothers each year. Most of these mothers are unmarried, and many will end up poor and on welfare. Each year
the federal government alone spends about $40 billion to help families that began with ateenage birth.”

. Teen pregnancy hurtsthe business community’s*bottom line.” Too many children start school unprepared to
learn, and teachers are overwhelmed trying to deal with problems that start in the home. Forty-five percent of first
births in the United States are to women who are either unmarried, teenagers, or lacking a high school degree,
which means that too many children — tomorrow’ s workers — are born into families that are not prepared to help
them succeed.”® In addition, teen mothers often do not finish high school themselves. It’'s not easy for ateen to
learn work skills and be a dependable employee while caring for children.

. A new crop of kids becomes teenager s each year. This meansthat prevention efforts must be constantly
renewed and reinvented. And between 1995 and 2010, the number of girls aged 15-19 is projected to increase by
2.2 million.*

1, 4,6, 15, 18, 19. National Campaign to Prevent Teen Pregnancy. (1997). Whatever Happened to Childhood? The Problem of Teen Pregnancy in
the United States. Washington, DC: Author.

2. Henshaw, SK. (1999). Special Report: U.S Teenage Pregnancy Statistics with Comparative Statistics for Women Aged 20-24. New York: The
Alan Guttmacher Institute.

3,16. Singh, S., & Darroch, J.E. (2000). Adolescent pregnancy and childbearing: Levels and trends in developed countries. Family Planning
Per spectives, 32(1), 14-23.

5. Brown, S., & Eisenberg, L. (Eds). (1995). The Best Intentions: Unintended Pregnancy and the Well-Being of Children and Families. Committee
on Unintended Pregnancy. Washington, DC: The National Academy Press.

7. Sawhill, 1.V. (1998). Teen pregnancy prevention: Welfare reform’s missing component. Brookings Policy Brief, 38, 1-8.

8. Ventura, S.J., Martin, JA., Curtin, S.C., & Mathews, T.J. (1999). Births: Final datafor 1997. National Vital Statistics Reports, 47 (18).

9,10, 13,14. Maynard, R. (Ed). (1997). Kids Having Kids: A Robin Hood Foundation Special Report on the Costs of Adolescent Childbearing. New
Y ork: Robin Hood Foundation. See also Wolfe, B. , & Perozek, M. (1997). “Teen children’s health and health care use,” in Kids Having Kids:
Economic Costs and Social Consequences of Teen Pregnancy. Washington, DC: The Urban Institute Press.

12. Carnegie Task Force on Meeting the Needs of Children. (1994). Sarting Points: Meeting the Needs of Our Youngest Children. New Y ork:
Author.

17. Finn, SK., & Hauser, D. (1998). Teenage Pregnancy: The Case for Prevention. An Analysis of Recent Trends and Federal E
xpenditures Associated with Teenage Pregnancy. Washington, DC: Advocates for Y outh.




|. Conflicts and Controversy

B. Isit the School’s Business?

“ Stay out of my business!”

“It’snone of your business!”

While adolescents frequently feel that well meaning adults intrude into matters that
they wish to keep confidential, if sexual behavior leads to pregnancy, it's
everyone' s business.

Schools have an opportunity to address reproductive health and enhance academic
outcomes for students.

1. Excerpt from “Teen Pregnancy and ”

2. Excerpt from “The Impact of Pregnancy and Parenthood on
Educational Achievement” (National Association of State Boards of
Education)

3. Excerpt from “Limiting Confidentiality of Adolescent Health
Services: What Are the Risks?’




Excerpt from:
Partnersin Progress. The Education Community and Preventing Teen

Pregnancy
AMCHP s National Campaign to Prevent Teen Pregnancy and the Joint Work Group on School-Based Teen
Pregnancy Prevention, May 2002
htttp://www.teenpregnancy.org/resources/reading.pdf.partnersprogress.pdf
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Because the relationship between academic failure and teen pregnancy is so strong, and because young people spend so
much of their time in school, the education community and the teen pregnancy prevention community should see
themselves as natural allies.

Too often, however, schools find themselves caught in the middle of community controversies over sex education, in
particular, and the potentia for schools to help reduce teen pregnancy gets lost. In response, this document offers simple
ideas on ways the education community can help prevent teen pregnancy — most of which are not at all controversial —
without sacrificing its core mission of education.

The Relationship Between Academic Failure and Teen Pregnancy.

Although all students are at risk for engaging in early sexual activity and childbearing, school failureis often the first
sign of trouble that can end in teenage parenthood. In fact, half of teen mothers drop out of school before becoming
pregnant. Recent studies make clear that students who feel a strong connection to their school are much more likely to
postpone sexual activity and other risky behaviors. Teenage parenthood is also aleading correlate of school failure —
less than one third of teens who begin families before age 18 ever complete high school. All of which suggests that the
most important role for schoolsin preventing teen pregnancy isto prevent school failure and drop-out and offer all
students the opportunity to succeed and to become deeply engaged in their own education.

Is Teen Pregnancy Still a Concern?

Since the early 1990s, teen pregnancy and birth rates have declined nationwide, in all states, and among all age and
racial/ethnic groups — the result of less sexual activity and better contraceptive use. This good news shows that efforts to
prevent teen pregnancy are paying dividends. Despite these encouraging declines, the United States has the highest rates
of teen pregnancy and birth among comparable nations. And it is still the case that four out of ten girlsin the U.S.
become pregnant at least once before age 20.

The Consequences of Teen Pregnancy.

Teen pregnancy and childbearing have adverse academic consequences for teen parents and their children. In addition to
a higher drop-out rate for the young mothers and fathers, early parenting limits ayoung mother’s likelihood of a getting
the post-secondary education that isincreasingly necessary to qualify for awell-paying job. Not surprisingly, limited
educational achievement increases the chances that teen parents will live in poverty. Teen fathers tend to complete an
average of one semester of school less than young men who delay father-hood until at least age 21. The children of teen
mothers are also at risk compared to those born to older parents. They are 50 % more likely to repeat a grade, they
perform worse on standardized tests, and ultimately they are less likely to complete high school than if their mothers had
delayed childbearing.


htttp://www.teenpregnancy.org/resources/reading.pdf.partnersprogress.pdf

Ways Schools Are Helping Prevent Teen Pregnancies.

Schools play avital rolein the lives of 50 million children each year. By promoting educational success, developing
skillsthat help build a positive future, and by helping young people to feel a strong sense of purpose, schools can help
strengthen young people’ s motivation to delay pregnancy and parenthood. Schools can — and should — also provide
sexuality education, and clearly schools are doing so. Although curriculavary widely in both focus and intensity, nearly
every teenager in the United States receives some form of comprehensive sex or abstinence education. For their part,
parents have expressed consistent and strong support for school-based sex education that stresses abstinence as the first
and best choice for youth and provides information about contraception. Parents also want schools to go beyond just the
“birds and the bees’ and address such issues as how to manage pressure to have sex and the emotional consequences of
becoming sexually active. For those concerned that discussing sex and contraception with young people might have a
negative impact, there is good news. The over-whelming weight of the evidence is that sex education that addresses both
the benefits and limitations of contraception does not hasten the onset of sex, increase the frequency of sex, nor increase
the number of sexual partners. In addition, several sex and HIV education curricula have now been shown to delay the
onset of sex, reduce the frequency of sex, reduce the number of sexual partners among teens, and/or increase the use of
contraception.

Two important caveats: (1) When it comes to preventing teen pregnancy, schools can do more than just offer sex
education classes. For instance, schools can host parent forums or can provide health clinic services. (2) Regardless of
the type of sex education curriculum that schools offer, it isimportant to recognize that teens receive information and
guidance about sex from avariety of sources — parents, television, the Internet, friends, and faith communities, to name
just afew. Conseguently, it is unreasonable to expect that the education community alone should shoulder the entire
burden of the sexual education of young people or be responsible for putting all of the complex issues of love, sex, and
relationships in just the context that each family prefers. Moreover, thereis very strong agreement within the education
community that schools alone cannot address the issue of adolescent pregnancy. While there are avariety of approaches
for pre-venting teen pregnancy through schools, support from families, in particular, and the community in general, is
essential if prevention programs are to work successfully.

The following tips are designed primarily to help those in the education community strengthen their existing
commitments to preventing teen pregnancy and to provide new ideas. It is our hope that these tips also provide some
guidance to those outside of schoolswho are also concerned with how to reduce teen pregnancy but need new ideas for
constructive partnerships with schools.

Tipsfor Success

*Set High Academic Standards for al Students.
Students respond best to a strong education program that is stimulating, establishes expectations for all students,
and clearly articulates what each student should know and be able to accomplish.

eInvolve Parents.
Teens consistently cite parents as having the most influence over their sexual decision-making. A solid
relationship between ateen and his or her parentsis positively related to healthy emotional development and
self-esteem. Ongoing, sustained communication between parents and their teens can help prevent teen
pregnancy, as well as a host of other risky behaviors.

eInvolve Y outh.
Giving young people meaningful rolesin developing and running ateen pregnancy prevention program is
critical to the success of such efforts. Their input helps ensure that a program is relevant and that messages,
products and methods reach their intended audience.

* Do Y our Homework.
Become and stay informed about teen pregnancy and about promising interventions. Gather data on the need for
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pregnancy prevention in your community — make the issue local.

* Prepare Teachers.
Students cite teachers and counselors as second only to their families as the most reliable sources of sex-related
information.

 Use the Y outh Devel opment Framework.
Evidence increasingly supports the view that after-school activities, community service, and other youth
development programs help to foster self-esteem, “resiliency,” and academic achievement. In fact, current
research suggests that programs that include community service by teens and structured time for preparation and
reflection before, during, and after such service (e.g., group discussions, journal writing, and papers) may have the
strongest evidence of any intervention that they actually reduce teen pregnancy rates while the youth are
participating in the program.

* Create an Environment for Success.
When designing and operating programs that address teen pregnancy, make sure to find friends and advocates
outside the education community, such as state and local coalitions focused on preventing teen pregnancy.

* Let Research Help Guide Y our Efforts.

When designing, assessing, and evaluating policies and programs that address teen pregnancy, it is helpful to
know that there exists an increasing body of science that can help guide your decisions and efforts.

AMCHP: http ://www.amchp.org



Excerpt from:

The Impact of Adolescent Pregnancy and Parenthood on Educational
Achievement: A Blueprint for Education Policymakers’ Involvement in

Prevention Efforts
Ginny Ehrlich, M.P.H., M.S. and Carlos A. Vega-Matos, M.P.A., National Association of State Boards
of Education (NASBE), December 2000
www.nasbe.org

The educational stakes are high for young parents. Seventy percent of young mothers drop out of
high school, making early motherhood the number one reason for dropping out among females. Only
30% of teen mothers complete high school by the age of 30, compared with 76% of their counterparts
who delay having children until age 21 or later. Researchers have suggested that preventing childbearing
among teens would increase the high school completion rate by 40% among females. School-age
fathers, of which there are some 60,000 a year, also face educational challenges. Statistically speaking,
they tend to complete an average of one semester of school less than young men who delay fatherhood
until age 21 or later. Although the overall educational impact on young fathers is not as great as that felt
by young mothers, the missed semester is often the crucial one that determines whether a young father
will earn a high school diploma. In the majority of teen births, the father is older than the mother by two
to three years on average. These older fathers are more likely to have dropped out of high school before
the birth of their child and more likely than other men their age to be unemployed.

Completing high school has a great impact on a person’s life. In an age when more and more jobs
demand a post-secondary education, those without a high school diploma are at a serious disadvantage.
Studies show consistently that not completing high school results in lower earnings and a greater
likelihood of welfare dependence. This proves to be true among both young mothers and young fathers.

The impact of teen pregnancy on schools does not end with young parents. Studies show that the
children of teen parents are at higher risk of educational failure than those who are born to older parents.
Children of teen parents have lower cognitive skills, lower scores on standardized tests, lower grades,
and more behavioral referrals than those who have older parents. Consequently, children of teen parents
are twice as likely as other children to repeat a grade in schools. After children of teen parents reach
adolescence, 22% of the females become teen parents, and 13% of the males are incarcerated at some
point. Such circumstances clearly jeopardize their chances of succeeding in school and of being
productive members of society.

The combined educational, social, and economic risks for young parents and their offspring create a
vicious circle that the education community must not ignore. To meet the “high standards for all” ideal
that the majority of the education community has adopted in recent years, schools must join forces with
families and local communities to reduce the rate of adolescent pregnancy. Doing so does not
necessarily require schools to create another “special” program; rather, it requires that schools play a
part in addressing the developmental needs of students by providing a supportive curriculum, auxiliary
services, and extracurricular activities. These components are effective not only in reducing teen
pregnancy but in reducing drop-out rates and poor achievement.




Excerpt from:

Limiting Confidentiality of Adolescent Health Services

What Are the Risks?

Carol A. Ford, MD and Abigail English, JD
JAMA, August 14, 2002-Vol 288, No. 6
http://jama.ama~assn.org

A legal framework developed in the United States throughout the past 3 decades supports the
provision of confidential health care to minors in many circumstances. Even the laws that seek
to balance confidentiality for adolescents with parental access to information have generally
granted discretion to physicians to determine when disclosure to parents is warranted, rather
than mandating parental notification outright. Recently, however, there have been numerous
attempts to limit minors' access to confidential services for sensitive health care issues through
proposals to mandate either parental consent or parental notification...

Support for confidential services is often perceived as precluding efforts to strengthen
parent-teen communication, but that perception is erroneous. There is no reason that efforts to
strengthen communication between adolescents and their parents cannot take place even though
confidential health care is available to adolescents who need or want it. Although linking
parent-adolescent communication with reduced adolescent sexual risk taking is complex, there
Is widespread consensus that communication between adolescents and their parents about sexual
decision making is important. Professional organizations suggest that physicians encourage
parental involvement, which may include reinforcing parents' responsibility to talk with their
children about sexuality, exploring with adolescent patients the potential advantages and
disadvantages of discussing sexual decision making with their parents, and encouraging or
offering to facilitate parent-teen communication.

Recently, professional health care organizations have supported provisions of the new
federal medical privacy regulations that protect minors' privacy when they are legally authorized
to consent to their own health care. One of the primary rationales for doing so is that such
protections are necessary to encourage adolescents to seek care that is essential to protect their
health. The risks of limiting adolescents' access to confidential health care through mandatory
parental notification, or any other mechanism, are high. The greatest risk is that adolescents who
need health care will not receive it and will experience preventable negative outcomes,
endangering their own health and often the public health as well. This outcome is not in the best
interest of adolescents, their parents, or professionals dedicated to preserving the health and
well-being of this age group.
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I. Conflicts and Controversy

C. The Impact of Social and Psychological Factors on
Pregnancy
Excerpt from “The Long Term Impact of Adolescent Risky Behavior”
1. Social Factors
a. Poverty/culture/families
I. Pregnancy, Poverty, School, and Employment
1. Excerpt from “Socioeconomic Disadvantage and Adolescent
Women’s Sexual and Reproductive Behavior: The Case of Five

Developed Countries”

Ii. Excerpt from “ Gender Differences in Adolescent Sexual
Attitudes: The Influence of Individual and Family Factors”

Iv. Excerpt from “Teen Pregnancy, Poverty, and Income
Disparity”

b. Media impact on cultural norms
I. Excerpt from “Mass Media Influence on Sexuality”

1. Excerpt from “Adolescent Sex and Mass Media: A Developmental
Approach”

lii. Related References
2. Psychological Factors

a. High Risk Factors and Adolescent Sexual Health

b. Excerpt from “Adolescent Development: Challenges and Opportunities
for Research, Programs, and Policies

c. Excerpt from “Evaluating the Role of ‘Nothing to Lose’ Attitudes on
Risky Behavior in Adolescence

d. Excerpt from “Internal Poverty and Teen Pregnancy”
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The Impact of Social and Psychological Factors on Pregnancy

Teenage pregnancy is both a personal issue and a societal issue; thus, a number of psychological and
social factors have important effects on adolescent childbearing. From a psychological point of
view, it is important to examine the factors which lead teens to engage in risky sexual behavior;
substance abuse, exposure to violence, sexual victimization, and “nothing to lose”attitudes all make a
teen more susceptible, while a good relationships with parents serves as a protective factor. From a
sociological point of view, it is important to acknowledge the strong relationship between
socioeconomic disadvantage (e. g , poverty, low educational attainment) and teen pregnancy; it is
both a risk factor for and consequence of adolescent parenthood. It is also important to consider the
role of a media which emphasizes the importance of sex with little mention of the risks associated
with it. The following excerpts, taken from a variety of sources, examine teen pregnancy in the
context of these important social and psychological factors.

Excerpt from:
The Long Term Impact of Adolescent Risky Behaviors and Family

Environment
Michael R. Pergamit, Ph.D. Lynn Huang, Ph.D. Julie Lane, Ph.D.
National Opinion Research Center (NORC), University of Chicago, August 2001
This report is available on the Internet at: http://aspe.hhs.gov/hsp/riskybehav0l

Adolescence is often a period during which individuals try on new attitudes, roles, and behaviors.
Some adolescents choose to engage in risky behaviors. For some, the experience will be one of
experimentation, a passing phase. For others, it will be the beginning down a path to problems that
follow them into adulthood. Every year millions of dollars are channeled into efforts to curtail
adolescent risky behaviors...

There is a fairly consistent pattern that engaging in risky behaviors as a teenager is associated with
less successful adult outcomes. In most cases, the earlier one engages in the behavior, the more likely
one faces a bad outcome as an adult. The most consistent predictor of a bad adult outcome is age of
initiation into sexual activity. Alcohol usage, on the other hand, is perhaps the one teenage behavior
least associated with bad adult outcomes. Age of initiation into alcohol usage is, however, associated
with adult alcohol abuse or dependence. None of our results, including these findings for sex and
alcohol initiation should be interpreted as causing the adult outcomes. These are statistical
associations, not causal relationships. Age of initiation into any particular risky behavior may be
associated with unmeasured adolescent characteristics or circumstances that are related to the
transition into adulthood. In other words, there may be a personal or family characteristic which
influences both early sex initiation (for example) and a bad adult outcome. By not having measured
this relevant characteristic, we would incorrectly attribute the cause of the bad adult outcome to early
sex initiation.

12



http://aspe.hhs.gov/hsp/riskybehav01

|. Conflicts and Controversy

C. The Impact of Social and Psychological Factors on
Pregnancy

1. Social Factors
a. Poverty/culture/families

I. Pregnancy, Poverty, School, and Employment

Ii. Excerpt from “Socioeconomic Disadvantage and Adolescent
Women’s Sexual and Reproductive Behavior: The Case of Five
Developed Countries”

iii. Excerpt from “ Gender Differences in Adolescent Sexual
Attitudes: The Influence of Individual and Family Factors”

iv. Excerpt from “Teen Pregnancy, Poverty, and Income Disparity”
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Excerpt from...

Pregnancy, Poverty, School and Employment

From “The Facts,” located on the Minnesota Organization on Adolescent Pregnancy, Prevention,

and Parenting (MOAPP) website:
http://www.moappp.org/infoexchange/_fs_pregnancypovertyschool.asp

Teenage childbearing is associated with
adverse consequences for young mothers and their
children, many of which can be attributed to the
economically and socially disadvanta?ed
situations in which most adolescent mothers live
before becoming pregnant. Often, the
disadvantaged backgrounds of young women
contribute to poor school performance, weak
social skills and low earnings potential, and also
increase the likelihood that a young woman will
become pregnant as a teen. Teenage childbearing
tends to exacerbate the problems of poverty and
family instabilitP/ many young women already
face. Early childbearing contributes to lower
levels of educational attainment for the adolescent
mother and her child, high rates of single
parenthood, larger family sizes and increased
reliance on public assistance.

Connections like these too often are
overlooked in efforts to prevent teen pregnancy. A
deeper examination of the external influences on
adolescents who become involved in a pregnancy
is required in order to fully comprehend and
effectively respond to the complexity of teen
pregnancy.

Poverty

» Poverty is the factor most strongly related to
teen pregnancy. State comparisons show that
states with higher poverty rates also have
higher proportions of non-marital births to
adolescents. In addition, some researchers have
suggested that high Eoverty rates in the United
States account for the fact that US teen birth
rates are the highest of any industrialized
nation.

» High rates of ﬁouth poverty precede high rates
of teenage childbearing. Teens residing in
communities with high rates of poverty,
welfare use, and single-mother households are
at higher risk for early pregnancy. Teen parents
are therefore disproportionately concentrated in
Eoor_ communities characterized by inferior

ousing, high crime, poor schools and limited
health services.

« Sixty percent of teenagers who become
pregnant are living in poverty at the time of the

birth (Alan Guttmacher Institute 1994). More
than 40 percent of teenage mothers report
living in poverty by age 27.

* Young women with below average academic
skills coming from families with below poverty
incomes are about five times more likely to
become teenage mothers than those with solid
skills and above average family incomes.

» Among all unwed teenage mothers, less than
one third receive any financial support from the
nonresident fathers of their children.

* Poverty status is one of the strongest predictors
of low birth weight, especially among teenage
mothers.

Success in School

* Recent research examining the relationship
between educational attainment and teenage
i)regnancy has addressed background factors
ike individual, family, and neighborhood
characteristics to better explain the relationship.
These studies have confirmed that teenage
pregnancy adversely affects level of
educational attainment. However, it has been
found that young women and men often drop
out of high school before they become parents,
and that school attendance and achievement
before conception are the. In terms of
educational achievement, dropping out, rather
than having a baby, appears to be the key factor
that sets adolescent mothers behind their peers.
Adolescent mothers who stay in school are
almost as likely to graduate (73%) as women
who do not become mothers while in high
school (77%).

* Thirty-two percent of adolescent mothers
complete high school by the time they reach
their late 20s, compared with nearI?/ 73% of
\év(;)meg who delay childbearing until after age

or 21.

 About 40% of all adolescent mothers who drop
ggt of high school attain a GED certificate by age

* Among whites, African Americans, and
Latinos, childbearing before age 20
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significantly reduces schooling attained by
almost three years.

Young women who begin childbearing after
age 20 are much more likely than teenage
mothers to attend college.

The more years of education a mother
completes, the older her daughter is likely to be
at first sexual intercourse.

Teens with high educational expectations are
less likely than their peers with lower
expectations to initiate sexual intercourse .

Adolescent fathers are less likely to graduate
from high school than older fathers.

Children of teen parents perform worse in
school than children of older parents. They are
50% more likely to repeat a grade, perform
significantly worse on developmental tests, and
are more likely to drop out of school.

Employment

Failure to complete high school prevents young
mothers from going on to post-secondary
education and from participating in many
vocational training programs. Limited
educational achievement combined with low
basic skills and limited job experience means
fewer employment opportunities and lower
wages for teenage mothers.

In addition, teenage mothers have more
children on average and are less likely to be
married than women who delay childbearing.
As a result, they must stretch their limited
incomes to support more children.

Over the last two decades, the US economy has
lost most of its low-skill, high-paying
manufacturing jobs, restricting career
opportunities for low-income youths, the
population most likely to be involved in early
pregnancies. As the qualifications for good jobs
rise, teenage mothers who fail to finish school
have more difficulty finding gainful
employment.

Higher levels of income and employment for
women are related to lower rates of non-marital
childbearing.

The percentage of teen births outside of
marriage increased from 15% to 68%. This
68% of oun1g mothers assume primary
responsibility for their families’ financial
support.

Fifteen to twenty percent of never married
teens have child support awards. Of those, only
about three-fourths receive any payments and
the payments they do receive are only about
one-third of the payments due.

Although the incomes of teen mothers are
lower during their first 13 years of ﬁarenthood
compared to those who delay childbearing
(until age 20 or 21), they make up for this
through increased employment and earnings by
the time they reach their mid to late 20s.

Among whites, one-fourth of teenage mothers
had family incomes below the poverty level,
compared with less than 1 in 10 of those who
delayed childbearing.

Adolescent fathers earn, on average, $4,732
less annually than those who delay fathering
until age 20 or 21 and are therefore not as
preFared to contribute financially to the
well-being of their families.

Nearly 30 % of children born to adolescent
mothers are neither working nor looking for
work nor attending school by the time theP/ are
24 years old, in contrast to 17% of children
born to mothers who have delayed
childbearing.

In summary, adolescent pregnancy results in
significant challenges for the teen mother,
father and their child. It is important to
understand the connections between issues like
poverty, welfare reliance, low educational
achievement and employment options in the
life of an adolescent parent. These factors are
often part of the lives of young women before
they have a child and are further compounded
by the birth of a child. Understanding these
connections can provide insight when
developing teen pregnancy prevention
programs or when seeking out better ways to
support teen parents.
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Excerpt from...

Socioeconomic Disadvantage and Adolescent Women's Sexual and
Reproductive Behavior: The Case of Five Developed Countries
S. Singh, J. E. Darroch, J. J. Frost and the Study Team
Family Planning Perspectives, 2001, 33(5):251-258 & 289
Full text available at http://www.guttmacher.org/pubs/journals/3325101.htmi

Adolescent childbearing is more likely among
women with low levels of income and education
than among their better-off peers. Levels of
childbearing are also strongly related to race,
ethnicity and immigrant status, but these
differences vary across countries. Early sexual
activity has little association with income, but
young women who have little education are more
likely to initiate intercourse during adolescence
than those who are better educated...

Comparatively widespread disadvantage in the
United States helps explain why U.S. teenagers
have higher birthrates and pregnancy rates than
those in other developed countries. Improving
U.S. teenagers' sexual and reproductive behavior
requires strategies to reduce the numbers of young
people growing up in disadvantaged conditions
and to help those who are disadvantaged
overcome the obstacles they face...

Disadvantage has been characterized by such
factors as living in poverty; being poorly
educated; having poorly educated parents; being
raised in a single-parent family or in an
economically struggling neighborhood; and
lacking educational and job opportunities. Insome
contexts, such as in Great Britain and the United
States, belonging to a racial or ethnic minority
group and being foreign-born have strong links to
socioeconomic disadvantage. These characteristics
frequently are used as proxies for disadvantage or
as indicators of disadvantage because of social
discrimination. The extent to which race, ethnicity
or immigrant status indicates social and economic
disadvantage varies by subgroup and by country,
depending not only on economic status, but on
factors such as main language spoken, level of
education (which is closely linked to occupation
and income) and the extent of discrimination.

Disadvantage is associated with several factors
that can influence teenage sexual and reproductive
behavior and outcomes, including lowered
personal competence, skills and motivation;
limited access to health care and social services;
lack of successful role models; and living in
dangerous environments. Some researchers have
argued that among disadvantaged adolescents in
the United States, particularly black adolescents,
accepting or even wanting a pregnancy is
normative--it is a rational response to their lack of
alternative opportunities--and that their families
and communities are realistic in accepting
adolescent childbearing and in providing social
support for young and single mothers.6 However,
in other research, the majority of all women who
gave birth before age 20 reported that the birth
was not wanted at that time (66% of all women,
46% of Hispanics, 67% of whites and 77% of
blacks).

Researchers in the United States have identified
several associations between disadvantage and
adolescent sexual and reproductive behavior.
Whether measured at the individual, family or
community level, being disadvantaged is
associated with an early age at first intercourse;
less reliance on or poor use of contraceptives; and
lower motivation to avoid, or ambivalence about,
having a child. Once pregnant, disadvantaged
adolescents are less likely than other adolescents
to have an abortion, and are more likely to have a
child and have a premarital birth. Exactly how
disadvantage affects these behaviors, however, is
still not fully understood....
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Excerpt from...

Gender Differences in Adolescent Sexual Attitudes:
The Influence of Individual and Family Factors
R. J. Werner-Wilson, Adolescence, Fall 1998

Adolescent sexual attitudes and behavior are
influenced by (1) biological and psychological
factors within an individual, (2) proximal
relationships in family and peer groups, and (3)
sociocultural contexts, such as race, religion,
school, and the media (Miller & Fox, 1987). Most
of the research on adolescent sexuality has been
fragmented and decontextualized, focusing
exclusively on single variables (e.g., self esteem,
locus of control) or classes of variables (e.g.,
individual factors, family relationships). Miller
and Fox (1987), noting that this research, in
general, has been atheoretical, suggested
integrating multiple classes of variables within
theoretically developed models. Influenced by
symbolic interactionism, this study, addressing an
identified research need, examined individual and
relationship factors that influence adolescent
sexuality in order to integrate these two classes of
explanatory variables...

Peer pressure

Adolescent males and females report similar
perceptions of peer pressure, but males are more
likely to submit, peer influence being related to
age (Brown, Clasen, & Eicher, 1986). Although
there are strong similarities between the sexual
behaviors of peers, the congruence may not reflect
peer pressure. Billy and Udry (1985) examined
peer influence, termination of friendships, and
friendship acquisition as causes of peer similarity.
Adolescents did not end friendships due to
differences in sexual behavior, nor did they
succumb to peer pressure to conform to sexual
standards. Instead, similarity of sexual behavior
occurred via acquisition of friends who had
similar sexual behavior.

Family influence

The strength of peer influence on sexuality is
mediated by parent-adolescent communication
(Wright, Peterson, & Barnes, 1990). Although
young college women rate friends, school, and
books as more important than parents as sources
of information about sex, parents are rated as

having more influence on sexual attitudes
(Sanders & Mullis, 1988). In addition, sexual
permissiveness and intercourse are related to
parental discipline and control, a relationship that
is curvilinear (Miller, McCoy, Olson, & Wallace,
1986). Parent influence on sexuality is indirect as
well. For example, a longitudinal study of 76
seventh-grade females and their parents revealed
that parent distance is positively associated with
symptoms of depression in their female children;
these symptoms are positively associated with
sexually permissive attitudes and friends who are
sexually active (Whitbeck, Conger, & Kao, 1993).
Sibling relationships are also associated with
adolescent sexual activity. Earlier sexual
experience is positively correlated with older
siblings who are sexually active (Hogan &
Kitagawa, 1985). Earlier sexual activity of
younger siblings may occur due to role modeling
(East, Felice, & Morgan, 1993), or it may result
from greater parental permissiveness (Rodgers,
Rowe, & Harris, 1992)...

Religious participation was the most
important predictor of sexual attitudes. Regular
religious participation might provide adolescents
with a value system that encourages responsible
sexual behavior--in the form of abstinence. It
might also provide adolescents with regular social
support and alternative activities to sexual
experimentation...

Examination of the distinct and
simultaneous influence of individual and family
factors enhances our understanding of adolescent
sexuality. For example, results suggests that
sexuality education programs should focus on both
individual and family factors; in particular,
programs might seek to promote an internal locus
of control and clarify values. It also seems
profitable to include parents in the process;
programs could emphasize family communication
skills and facilitate parent-adolescent discussion
about values. This would seem especially relevant
for adolescent females and their families.
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Excerpt from...

Mass Media Influences on Sexuality
J. D. Brown, Journal of Sex Research, Feb 2002

The mass media are an increasingly accessible way for
people to learn about and see sexual behavior. The
media may be especially important for young people as
they are developing their own sexual beliefs and patterns
of behavior, and as parents and schools remain reluctant
to discuss sexual topics...

Agenda Setting/Framing

Adgenda Settin? and Framing Theories propose that the
media tell people both what is important in the world
around them, and how to think about events and people
that inhabit that world (Kosicki, 1993). Although rarely
thought of as sex educators, even the news media help
keep sexual behavior salient. The American public and
policy makers frequently are faced with news stories
about abandoned babies, sex-enhancing drugs, and even
presidential sexual affairs. Topics and images that are
frequent and prominent in the media become topics that
audiences think are important...

Cognitive Social Learning Theory

Cognitive Social Learning Theory and its earlier
variant, Social Learning Theory, predict that people will
imitate the behavior of others when those models are
rewarded or not punished for their behavior. Modeling
will occur more readily when the model is perceived as
attractive and similar and the modeled behavior is
possible, salient, simple, prevalent, and has functional
value (Bandura, 1994). Thus, the theory predicts that
people who attend to media content that included
depictions of attractive characters who enjoy having
sexual intercourse and rarely suffer any negative
consequences will be likely to imitate the behavior.

A related idea is that the media provide cognitive
scripts for sexual behavior that people may not be able to
see anywhere else (Gagnon & Simon, 1973). Sexually
inexperienced people may use the media to fill in the
gaps in their understanding of how a particular sexual
scenario might work (e.g., kissing goodnight at the end
of a date, having sex with a new or multiple partners).
Walsh-Childers (1990) found that viewers’ own
expectations for using condoms were affected by
depiction of condom use in a soap opera, for example.

What’s typically missing from the media’s current
sexual script, however, is anything having to do with the
possible negative consequences of sexual activity or
ways to prevent negative outcomes, so it is unlikely that
protective behavior could be imitated. Content analyses
suggest that media audiences are most likely to learn that
sex is consequence-free, rarely planned, and more a
matter of lust than love (Kunkel et al., 1999; Ward,

1995). From the most sexually explicit media
content, now more readily available than ever
before on the Internet, cable TV, and
videocassettes, they are likely to learn patterns of
g%%ga)ssive sexual behavior, as well (Zillmann,

Conclusion

In sum, the relatively few existent studies
of the selection, interpretation, and application of
sexual content in the media suggest that the mass
media can affect awareness of, beliefs about, and
possibly actual sexual behavior. More research is
needed to say precisely with which audiences,
under which circumstances, and with which
content effects occur. Such research is especially
relevant as access to increasingly explicit sexual
material increases and other potential perspectives
on sexually responsible behavior, such as parents,
schools, and faith communities, remain relatively
reticent.
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Excerpt from:

Adolescent Sex and Mass Media: A Developmental Approach
J. R. Chapin, Adolescence, Winter 2000

...Models of adolescent development differ in the
number of tasks they posit and the labels attached to
them. However, most agree that the central work of
adolescence includes developing a positive body
image, beginning to achieve economic and emotional
independence, more completely defining sex roles,
developing relationships with the opposite sex,
preparing for future occupational and family roles,
and developing civic competence.

A major task of adolescence is autonomy, and
parental controls tend to fall away rapidly during this
period. It is not surprising, therefore, that adolescents
search out sources of information other than parents.
The mass media provide an attractive alternative
(Fine, Mortimer, & Roberts, 1990).

Mass Media

Regarding sexual socialization, Brown et al. (1993)
concluded that the mass media are important
providers of sex education for American adolescents.
According to Strasburger (1995), nearly 50% of
adolescents report getting information about birth
control from the media...

Theoretical Frameworks

Two relevant frameworks are the uses and
gratifications approach and social learning theory.
Each has made contributions to our understanding of
sexual attitudes and behaviors.

Uses and gratifications. Arnett (1995) identified five
primary uses of the media b% adolescents:
entertainment, identity formation, high sensation,
coping, and youth culture identification. As a
socializing agent, the media differ from family
members, schools, community members, and law
enforcement. The latter have aninterest in socializing
adolescents to accept dominant attitudes, values, and
beliefs. The media, on the other hand, are interested
in making a profit. Therefore, media outlets are likely
to turn out what they believe adolescents want,
allowing adolescents greater control over their
socialization (Arnett, 1995)...

Further, adolescents appropriate and transform media
images to help make sense of their lives (Steele &
Brown, 1995). For example, media images plastered
on teens' bedroom walls--a common practice of girls
and boys, blacks and whites, and city, suburban, and
rural youths--assist them in constructing an identity.

The media are commonly used to gain information
about gender roles (Brown & Hendee, 1989;
Greenberg et al., 1993; Larson, 1995; Steele &
Brown, 1995). Adolescents glean ideas about what it
is to be a man or a woman from images in popular
music and movies (Greenberg et al., 1986), television
(Brown et al., 1990), and magazines (Evans et al.,
1991). This is greatly facilitated by the fact that
adolescents, more so than adults, believe the
depictions of intimacy and sex on television are
realistic (Harris, 1986).

Sexuality and relationships are central to identity
exploration, and are tied to use of the media by
adolescent boys and girls...

According to Bandura (1977), evidence from
cross-species and cross-cultural studies indicates that
human sexuality is governed primarily by social
conditioning, rather than endocrinal stimulation.
Sexual modeling (1z)teaches amorous techniques, (2)
reduces sexual inhibition, (3) alters sexual attitudes,
and (4) shapes sexual practices bY conveym% norms
(i.e., which behaviors are socially acceptable and
which are not).

Thus, social learning theory has great potential to
explain how the media promote sex roles and sexual
behaviors. Depictions of adolescents in the media --
their successes, failures, rewards, and punishments --

rovide models from whom beliefs and attitudes are
earned and actions are imitated....

20



Related References

Mass Media and Adolescent Female Sexualit _
J. D. Brown & S. R. Stern (2002). In: Handbook of women’s sexual and reproductive health. New Your:
Kluwer/Plenum Publishers, pp. 93-112.

Pre-teen and Teenage Pregnancy.
June Leishman & James Moir (2007). M&K Update Ltd.

Sexual Teens, Sexual Media: Investigating Media’s Influence on Adolescent Sexuality.
J. D. Brown, J. R. Steele, & K. Walsh-Childers (Eds.). Malwah, NJ: Lawrence Erlbaum Associates, Inc.,
2002.

Relevant chapters include:

Sexukallmessages in teens’ favorite prime-time television programs, by K. M. Cope-Farrar & D.
Kunkel.

Daytime talk shows: Up close and in your face, by B. S. Greenber & S. W. Smith.

Would that really happen? Adolescents’ perceptions of sexual relationships according to prime-
time television, by L. M. Ward, B. Gorvine, & A. Cytron-Walker.

From “just the facts” to “downright salacious”: Teens’ and women’s magazines coverage of sex
and sexual health, by K. Walsh-Childers, A. Gotthoffer, & C. R. Lepre.

Stuff you couldn’t ask %/our parents: Teens talking about using magazines for sex information, by
D. Treise & A. Gotthoffer.

Romancing the script: lIdentifying the romantic agenda in top-grossing movies, by C. J. Pardun.
Teens and movies: Something to do, plenty to learn, by J. R. Steele.
The sounds of sex: Sex in teens’ music and music videos, by J. J. Arnett.

Teenage Sexuality and Media Practice: Factoring in the Influences of Family, Friends, and School. J.
R. Steele (2002). Journal of Sex Research, 36 (4), 331-341.

21



|. Conflicts and Controversy I

C. The Impact of Social and Psychological Factors on Pregnancy
2. Psychological Factors
a. High Risk Factors and Adolescent Sexual Health

b. Excerpt from “Adolescent Development: Challenges and
Opportunities for Research, Programs, and Policies

c. Excerpt from “Evaluating the Role of ‘Nothing to Lose” Attitudes
on Risky Behavior in Adolescence

d. Excerpt from “Internal Poverty and Teen Pregnancy”

————————————

22



Excerpt from:

High-Risk Factors and Adolescent Sexual Health
From “The Facts,” located on the Minnesota Organization on Adolescent Pregnancy, Prevention, and
Parenting (MOAPP) website:
http://www.moappp.org/infoexchange/_fs_highriskfactors.asp

Some studies suggest that teen pregnancy is not an
isolated phenomenon, but one of several
consequences that may result from a combination of
factors. Such factors may contribute to teens’
high-risk behaviors, including substance abuse, early
and unprotected sex, and involvement in crime and
violence. These behaviors may also be correlated
with each other. For instance, teens who engage in
sexual activity at a young age are more likely to have
used chemicals at about the same age. Also, victims
of sexual abuse tend to engage in premature sexual
activity and have a greater chance of becoming
involved in a pregnancy as a teen. In addition,
adolescents who engage in or experience crime and
violence in their lives are also at risk for substance
abuse and early, unsafe sexual activity.

Connections like these are often overlooked in
efforts to prevent teen pregnancy. A deeper
examination of the external influences on
adolescents who become involved in a pregnancy is
required in order to fully comprehend and effectively
respond to the complexity of teen pregnancy.

Substance Use and Abuse

The use of alcohol and illicit drugs has been
proposed in some studies as a contributing factor to
sexual risk-taking, whereby substance use impairs
individual judgement and decision-making and
increases a teen’s risk for an unintended pregnancy
or a sexually transmitted infection (Ozer 1997).
Other studies caution that both behaviors could be
caused by a possible third factor, including an
acceptance of deviant behaviors, a predisposition to
risk-taking and sensation-seeking, mental health
problems, and developmental factors
(Halpern-Felsher 1996).

*  Teens who become involved with tobacco and
alcohol at a young age are more likely to
associate with friends who have sexually
permissive attitudes and behaviors (Moore
1995).

e Compared to both males and females with no
drug history, the risk for early sex is higher for
those reporting prior use of alcohol and
cigarettes, and other illicit drugs (Moore 1995).

» Nationally, 28% of students said that they used
alcohol or drugs at last sexual intercourse. Male
students (33%) are significantly more likely
than female students (17%) to report that they
used alcohol or drugs at last sexual intercourse
(CDC 1995).

» Among sexually active adolescents, substance
use has been associated with increased sexual
risk taking at the time of first intercourse ever
and at first intercourse with a new partner
(Cooper 1994).

» Nearly one-third, or 30% of students who have
used drugs have had sexual intercourse with
four or more partners and did not use a condom
(Lowry 1994).

* Young men involved in a pregnancy reported
more cigarette, alcohol, and cocaine use, and
were more likely to drink while driving than
young men who had not been involved with a
pregnancy (Spingarn 1996).

* In spite of the dangers to both the mother and
baby, many pregnant adolescents continue to
use tobacco, alcohol, and other substances
(Gilchrist 1996).

Sexual Violence

Another key factor in adolescent high-risk sexual
behavior and adolescent pregnancy is sexual
victimization. Studies suggest that victims of
childhood sexual abuse may be at increased risk for
a pregnancy during adolescence (Stevens-Simon
1994). Namely, the negative effects of sexual abuse,
including premature and exaggerated sexual interest
and vulnerability to subsequent sexual exploitation,
may futher contribute to the risk of a teen
pregnancy (Moore 1995).

» Pregnant adolescents who report a history of
sexual abuse are more likely to engage in
subsequent risk behaviors than those who have
not been abused. Such consequences of sexual
abuse include: a younger age of first voluntary
sexual intercourse; lower level of contraception
use at first sexual intercourse; higher frequency
of sexual activity; lower subsequent use of
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contraception; greater number of sexual
partners; higher use of drugs or alcohol; and the
presence of mental health problems (Boyer and
Fine 1992; Moore 1995; Stock 1997).

» According to a national survey, girls who had
been physcially or sexually abused report that
the abuse occurred typically at home, it took
place more than once, and the abuser was a
family member or family friend. In addition,
one in four high school girls said they had been
either sexually abused, physically abused,
and/or abused by a date or boyfriend
(Commonwealth Fund 1997).

o Seventy-four percent of women who had
intercourse before age 14 and 60% of those had
sex before age 15 report having had sex
involuntarily (Alan Guttmacher Institute 1994).
In a national survey, 22% of the women who
reported having first sexual intercourse at ages
under 15 years described their first intercourse
as "rape" or "not voluntary™ (NCHS 1995).

e Among women, an estimated 32,101
pregnancies result from rape each year. Among
34 cases of rape-related pregnancy, the majority
occurred among adolescents and resulted from
assault by a known, often related perpetrator
(Holmes 1996).

Crime and Violence

Over the last 65 years, crime and violence have
become the leading causes of death for adolescents
(Ozer 1997). While adolescent crime has increased
in recent years, it is equally important to note that
adolescents are also the most likely victims of crime
(MDH 1996). In addition, children of teen parents
have been found to be at increased risk of conducting
juvenile offenses as well as experiencing violence
and abuse themselves. By examining crime and
violence perpetrated by adolescents and in
adolescent life, research has also correlated such
factors with an adolescent’s involvement in risky
sexual behavior or in a pregnancy.

* In a national survey, 12% of girls and 8% of
boys said that they did not always or often feel
safe at home. Fifty-eight percent of abused girls
said they wanted to leave home at some point
because of violence, compared with 18% of
nonabused girls (Commonwealth Fund 1997).

» Nationally, three-quarters of teenage males with
past criminal involvement, including ever being
picked up by the police, arrested, or jailed, are
also sexually experienced (Moore 1998).

*Adolescents are more likely to be subjected to
violence during pregnancy than older women; one
in five teens experience abuse during pregnancy
(Parker 1994).

*Pregnant adolescents who have been exposed to
violence are at increased risk for substance abuse,
inadequate prenatal care, and poor birth outcomes
(Covington 1997).

*Children of teen parents are twice as likely to be
victims of child abuse and neglect as children of
older parents (Maynard 1996).

Implications for programs and practitioners

To effectively respond to the complexity of teen
pregnancy and serve the needs of sexually active,
pregnant or parenting teens, programs and
practioners must also address how substance abuse,
sexual violence, and involvement in crime and
violence are interrelated with early and unprotected
sex. Since an adolescent who engages in one kind
of high-risk behavior is likely to be involved in
another, pregnancy prevention and parenting
programs must be prepared to work with individual
teens who may need support for multiple issues.
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Excerpt from:

Adolescent Development: Challenges and Opportunities for Research,
Programs, and Policies
R. M. Lerner & N. Galambos. Annual Review of Psychology, 1998.

The period of adolescence is one of continual
change and transition between individuals and
their contexts. These changing relations
constitute the basic process of development in
adolescence; they underlie both positive and
negative outcomes that occur.

Nevertheless, most developmental trajectories
across this period involve positive adjustment
on the part of the adolescent. Furthermore, for
most youth there is a continuation of warm and
accepting relations with parents. The most
optimal adjustment occurs among adolescents
who are encouraged by their parents to engage
in age-appropriate autonomy while
maintaining strong ties to their family.

To illustrate, consider four major categories of
risk behaviors in late childhood and
adolescence: (a% drug and alcohol use and
abuse; (b) unsafe sex, teenage pregnancy, and
teenage parenting; (c) school
underachievement, school failure, and drop
out; and (d) delinquency, crime, and violence
(Dryfoos 1990). Clearly, participation in any
one of these behaviors would diminish a
youth's life chances. Engagement in some of
these behaviors would eliminate the young
person's chances of even having a life. Such
risks to the life chances of children and
adolescents are occurring, unfortunately, at
historically unprecedented levels.

In the United States, there are approximately
28 million youth between the ages of 10 and
17 years. About 50% of these adolescents
engage in two or more of the above-noted
categories of risk behaviors. Moreover, 10% of
youth engage in all of the four categories of
risk behaviors (Dryfoos 1990). These data
indicate that risk behaviors are highly
interrelated among adolescents. Other research
also finds a tendency for diverse risk behaviors
such as drug use and unprotected sexual
activity to co-occur. Adolescents who engage
in multiple risk behaviors may be said to
evidence a "risk behavior syndrome”. To grasp
the full magnitude of the problems facing

today's youth, and of the challenges society
faces in addressing these problems, it is
necessary to provide more details about the
several types of risk besetting youth.

Adolescents have always engaged in sex.
Venereal and other sexually transmitted
diseases, and pregnancy and childbirth to
unmarried teenagers, have occurred throughout
history, and there is nothing new about the fact
that adolescents of today engage in sex. What
IS new, however, is the extent and breadth of
adolescents' involvement in sex, the younger
ages at which this involvement occurs, and the
marked increases in the depth and breadth of
the problems associated with such sexual
behavior.

As is the case in regard to other problem
behaviors of adolescence, the entire system of
individual-through-context relations needs to
be engaged--not only to understand the source
of adolescents' school problems but to design
programs effective in keeping youth in schools
and, once there, in promoting the positive
developments schools can provide: knowledge,
abilities and skills, self-esteem, social
relationships, and the opportunity to contribute
productively to self, family, community, and
society (Dryfoos 1994).
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Excerpt from:

Evaluating the Role of "*"Nothing to Lose" Attitudes on Risky Behavior in
Adolescence

K. M. Harris, G. J. Duncan, & J. Boisjoly. Social Forces, March 2002, 1005-1039.

Adolescents tend to take health for granted.
Their energies are directed toward achieving
popularity, autonomy from adults, success in
school or sports, satisfying romantic and
platonic relationships, and confidence in
themselves (Crockett & Petersen 1993;Feldman
&Elliot 1990;Millstein 1993?1.In trying to
achieve such goals, however, the choices they
make can involve health-related behavior. Some
degree of behavioral experimentation in
adolescence is normal and expected, and the
challenge is to distinguish experimental,
nonproblematic behavior from behavior that is
destructive (Beyth-Marom &Fischhoff
1997;Crockett &Petersen 1993).

The significance of various types of health risk
behavior varies by developmental age (Elliott
1993;Koyle et al. 1989). Having sexual
intercourse, although developmentally
inappropriate for a 13-year-old, is quite
normative for a 19-year-old. In general, when
risk-taking behavior occurs early in adolescence,
risks of negative consequences are heightened.
Adolescents who initiate health-risk behaviors
such as sexual intercourse and involvement with
drugs at an early age frequently have poorer
health later on in life, lower educational
attainment, and less economic productivity than
their peers (Warren et al.1997). Early initiation
of these behaviors is associated with longer
periods of risk taking in later adolescence and
early adulthood and also may be a marker for
risk taking in adulthood (Dryfoos 1998).

Sexual experience, and particularly the age at
first intercourse, represent critical indicators of
the risk of pregnancy and sexually transmitted
diseases. Youth who begin having sex at
ounger ages are exposed to these risks over a
onger period of time SWu, Cherlin & Bumpass
1997).Because sexual intercourse during the
teen years, especially first intercourse, is often
unplanned, it is often unprotected by
contraception (Forrest & Singh 1990; Mosher &
McNally 1991).1n addition, youth who have

early sexual experience are more likely at later
ages to have more sexual partners and more
frequent intercourse (Koyle et al.1989).

Conceptual Model

Fishbein and Ajzen developed a theory of
“reasoned action ” that tries to account for the
relationship between attitudes and behavior
(Fishbein & Ajzen 1975; Ajzen & Fishbein
1980).They argue that an individual’s perception
of the severity of expected outcomes of some
behavior plays a major role in formulating
behavioral intentions. Their theory and related
research furthermore imgl?/ that adolescents
possess the cognitive abilities to formulate
rational behavioral intentions based on perceived
attitudes about the risks and benefits associated
with engaging in such behavior (Ajzen 1989;
Fitzpatrick 1997).

We therefore hypothesize that adolescents
who express high expectations for their future
health and education will perceive greater risks
associated with engaging In risk behaviors and
will avoid risk taking in contrast to adolescents
with low expectations for their futures. We
address this hypothesis at two levels: individual
and aggregate school-level expectations for the
future. We expect the relationship to be stronger
at the individual level because individual
expectations would bear directly on individual
behavior, whereas contextual effects operate
through school climate, and are likely to be
indirect and often quite modest (Duncan & Aber
1997). Nevertheless, we expect normative
standards in the social networks of a school
represented by classmates’ attitudes, mental
outlook, and expectations for the future to
influence teens * involvement in risk behaviors
(Billy & Udry 1985).
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Excerpt from:
Internal Poverty and Teen Pregnancy
T. M. Young, S. S. Martin, M. E. Young, & L. Ting. Adolescence, Summer 2001.

The literature suggested the following hypotheses:

1. There would be a difference between adolescent females who later became pregnant and those who
did not in regard to locus of control. Females who later became pregnant would have a more external
locus of control than would the comparison group.

2. There would be a difference between adolescent females who later became pregnant and those who
did not in regard to personal efficacy. Those females who became pregnant would have poorer
personal efficacy.

3. There would be a difference between adolescent females who later became pregnant and those who
did not in regard to future exBectations. Adolescent females who later became pregnant would
perceive thelr life options to be more limited (indicated by poor educational and occupational
expectations) as compared to the comparison group.

Implications

The results of the study have a number of implications for teen pregnancy prevention. If an external locus of
control and poor self-efficacy are antecedents to pregnancy, then these psychosocial factors need to be
addressed. Empowering children and families can be instrumental in reducing teen pregnancy. Once those in
positions of power understand the impoverished sense of personal efficacy perceived by 1pregnant teens, they
can better implement programs that foster an internal locus of control and a deep sense of "l can."

The findings relating to educational aspirations also have implications. As part of an attempt to prevent
adolescent childbearing, programs should promote an awareness of the importance of higher education,
starting with young children.

Interestingly, expected occupational level was independent of later pregnancy status. Although teens who
later became pregnant had lower expectations in regard to educational attainment and finishing high school
than did those who did not later become pregnant, they did not have lower expectations in regard to level of
career. There are severalpossible explanations for this finding. It could be due to the poor perceived ability to
produce effects (poor self-efficacy) of teens who later became pregnant, or their poor ability to associate
career outcomes with such behaviors as going to college (external locus of control). It also could be that a
perception of limited life options (an understanding of the discrepancy between their educational and
occupational ex ectationsf) came after the eighth grade. Perhaps the later realization that the level of
education for which they felt destined did not allow for the actualization of their earlier career aspirations
presented a future that may not have seemed so bright . Producing a child may thus have been perceived as a
desirable alternative to a life that seemed to otherwise lack purpose and meaning. In other words, could
purpose and meaning have been compromised by the reality of what it took to obtain a high-level
occupation? What effect did this reality have on those who at eighth grade had an external locus of control?
Further research must be conducted to answer these questions and explain this finding. Nevertheless, an?/
program designed to reduce teen pregnancy would need to address self-efficacy and locus of control, help
children to see education (as well as abstinence) as both instrumental and achievable, help children to make
the connection between behaviors and outcomes, and provide them with the skills to develop realistic
strategies for meeting life goals.
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I. Conflicts and Controversy

D. Understanding risks/protective buffers/ promoting full
development

Examples of Barriers, Protective Buffers, and Promoting Full Development
1. Risk Factors/Barriers

a. Excerpt from “Manifestations of Poverty and Birthrates Among
Young Teenagers In California Zip Code Areas”

2. Protective Buffers

a. Excerpt from “The Role of Early, Multilevel Youth Development
Programs in Preventing Health Risk Behavior in Adolescents and
Young Adults”

b. Excerpt from “Beyond Disparities: Nurturing Our Young People”

3. Promoting Full Development

on Educational Achievement”

b. Excerpt from “Youth Development and Adolescent Pregnancy
Prevention”

a. Excerpt from “The Impact of Adolescent Pregnancy and Parenthood



Understanding risks/protective buffers/ promoting
full development

In order to prevent teen pregnancyi, it is necessary to understand the factors that make teens
more or less susceptible to it. Some important risk factors include poverty, family instability,
poor educational performance, low expectations for the future, and external locus of control,
while important protective factors include connectedness to family and school, positive family
relationships, school achievement, and future orientation/hope. The far-reaching nature of
these risk and protective factors suggest a need for multiple-level, community-wide approaches
to teen pregnancy prevention. They also suggest a need for approaches that do not focus
specifically on teen pregnancy, but rather have the broader aim of promoting full development
by giving teens basic competencies essential to a successful transition to adulthood. Using
excerpts from a variety of sources, the following section discusses risk and protective factors
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Examples of Barriers to Learning/Development,
Protective Buffers, & Promoting Full Development*

ENVIRONMENTAL CONDITION S** PERSON FACTORS**

|. Barriers to Development and Learning (Risk producing conditions)

Neighborhood
>extreme economic deprivation
>community disorganization,

Individual
>medical problems
>low birth weight/

School and Peers
>poor quality school
>negative encounters with

Family
>chronic poverty
>conflict/disruptions/violence

including high levels of
mobility
>violence, drugs, etc.
>minority and/or immigrant
status

>substance abuse

>models problem behavior

>abusive caretaking

>inadequate provision for
quality child care

teachers

>negative encounters with
peers &/or inappropriate
peer models

neurodevelopmental delay
>psychophysiological
problems
>difficult temperament &
adjustment problems

II. Protective Buffers (Conditions that prevent or counter risk producing conditions — strengths, assets,
corrective interventions, coping mechanisms, special assistance and accommodations)

Neighborhood
>strong economic conditions/
emerging economic
opportunities
>safe and stable communities

>available & accessible services

>strong bond with positive
other(s)

>appropriate expectations and

standards

>opportunities to successfully
participate, contribute, and be

recognized

Family
>adequate financial resources
>nurturing supportive family
members who are positive
models

>safe and stable (organized
and predictable) home
environment

>family literacy

>provision of high quality
child care

>secure attachments — early
and ongoing

School and Peers
>success at school
>positive relationships with

one or more teachers
>positive relationships with
peers and appropriate peer
models
>strong bond with positive
other(s)

Individual
>higher cognitive
functioning
>psychophysiological
health
>easy temperament,
outgoing personality,
and positive behavior
>strong abilities for
involvement and
problem solving
>sense of purpose
and future
>gender (girls less apt to
develop certain problems)

[ll. Promoting Full Development (Conditions, over and beyond those that create protective buffers, that
enhance healthy development, well-being, and a value-based life)

Neighborhood
>nurturing & supportive
conditions

>policy and practice promotes
healthy development & sense

of community

Family
>conditions that foster
positive physical & mental
health among all family
members

*For more on these matters, see:
Huffman, L.,Mehlinger, S., Kerivan, A. (2000). Research on the Risk Factors for Early School
Problems and Selected Federal Policies Affecting Children's Social and Emotional Development and Their Readiness for
School. The Child and Mental Health Foundation and Agencies Network. http://www.nimh.nih.gov/childp/goodstart.cfm
Hawkins, J.D. & Catalano, R.F. (1992). Communities That Care. San Francisco: Jossey-Bass.
Deci, E. & Ryan, R. (1985). Intrinsic Motivation and Self-Determination in Human Behavior. New York: Plenum.
Strader, T.N., Collins, D.A., & Noe, T.D. (2000). Building Healthy Individuals, Families, and Communities: Creating Lasting

Connections. New York: Kluwer Academic/Plenum Publishers

School and Peers
>nurturing & supportive
climate school-wide and
in classrooms
>conditions that foster
feelings of competence,
self-determination, and
connectedness

Individual
>pursues opportunities for
personal development and
empowerment
>intrinsically motivated to
pursue full development,
well-being, and a value-
based life

Adelman, H.S. & Taylor, L. (1994). On Understanding Intervention in Psychology and Education. Westport, CT: Praeger.
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Excerpt from:

Sexual Risk and Protective Factors: Factors Affecting Teen Sexual
Behavior, Pregnancy, Childbearing, and Sexually Transmitted Disease:
Which are Important ?

Which can YOU Change?

by Douglas Kirby, Ph.D
Gina Lepore, B.A.
Updated November 26, 2007
http://www.etr.org/recapp/theories/RiskProtectiveFactors/index.htm

Welcome to Risk and Protective Factors!

In order to reduce the still high rates of teen pregnancy and sexually transmitted disease
(STD) in the United States, it is important to address two primary questions:

1) What factors influence adolescents’ decisions about sex?
2) Which of these factors can be altered?

By identifying and targeting those factors that both affect adolescents' decisions about sex and

31



http://www.etr.org/recapp/theories/RiskProtectiveFactors/index.htm

Excerpt from:

Manifestations of Poverty and Birthrates Among Young Teenagers in California Zip

Code Areas
D. Kirby, K. Coyle, & J. B. Gould (2001). Family Planning Perspectives, 33 (2), pp. 63-69.
Full text available at: http://www.agi-usa.org/pubs/journals/3306301.pdf

The overall concern is with reducing childbearing
among groups of teenagers or among all teenagers,
not with decreasing it among certain individuals.
Thus, research is needed to understand not just the
relationship between individual characteristics and
rates of childbearing among younger adolescents,
but also the associations between community
characteristics and levels of teenage fertility. This is
especially the case because researchers,
policymakers and program developers are
Increasingly interested in community-based efforts
to reduce adolescent pregnancy and childbearing.

Previous studies have found that community
characteristics have an impact upon adolescent
sexual behavior, pregnancy and childbearing. For
example, rates of pregnancy or childbearing have
been found to be related to such factors as the level
of unemployment, community income, opportunities
for a future, measures of community stress and the
crime rate. In general, these studies have found that
"a paucity of economic resources, racial segregation
and social disorganization seem to provide young
people with little motivation to avoid behaviors with
potentially deleterious consequences, such as
unprotected intercourse and a consequent
nonmarital birth."

In addition, studies have found that youth initiate
sexual intercourse at an earlier age when they live in
communities where adults have low levels o
college education and higher divorce rates, where
rates of residential turnover are high, where the rates
of women working full-time (as opposed to
ﬁ@rt-tlme) are high, where unemployment rates are

igh, where family income is low, where crime rates
are high and where there is less neighborhood
monitoring by adults within the community. One
study also found that youth in nei?hborhoods with
higher overall qualitg were more likely than youth
in low-quality neighborhoods (e.g., ghettos) to
practice contraception when they did have sex.

These and other studies have defined community
poverty in quite different ways. Narrowly,
community poverty can be defined simply as a low
level of family income within a community.
Broadly, it can include not only financial poverty
but also all of the community characteristics that are
often associated with poverty (e.g., poor schools,
low levels of education, high unemployment,
overcrowded and dilapidated housing, high rates of
divorce, concentrations of single mothers, family

dysfunction, high crime rates and low levels of
social capital)...

Our research also supports four substantive
conclusions. First, community poverty, regardless
of whether it is defined broadly to include many
community characteristics commonly associated
with poverty or more narrowly to control for some
(but not all) of these characteristics, is highly
related to young-teenage birthrates. Undoubtedly,
one of the reasons that poverty explains so much
of the variation in young-teenagfe irthrates is that
poverty, especially when broadly defined, is a
multidimensional phenomenon. For example, zip
codes with high rates of Eoverty probably are
more likely to also have higher proportions of
single-parent families and of mothers who first
gave birth as teenagers, higher rates of substance
use, poorer schools, less attachment to school,
higher dropout rates, lower levels of education
among adults, fewer economic opportunities and
higher rates of crime. All of these individual and
family characteristics have been found to be
related to some measure of sexual risk behavior or
childbearing. Thus, the variable (the proportion of
families living below the poverty level) taps much
more than simple economic purchasing power; it
is a manifestation of social disorganization and
lack of opportunity existing in the families and
schools, as well as the community at large.

Second, the proportion of the community with
a college education is less highly related, but
nevertheless strongly related to young-teenage
birthrate. Third, after controlling for poverty and
colle?e education, race and ethnicity are only
weakly related to young teenage childbearing.
Fourth, the impact of employment and
unemployment upon young teenage birthrates may
vary greatly among racial and ethnic groups.

Because Foverty is so highly related to young
teenage childbearing and because poverty is so
difficult to change, 1t may be tempting to conclude
that reducing childbearing in this age-group may
be nearly impossible. However, the success of
some sex education and HIV education programs
in low-income communities indicates that it is
possible to reduce sexual risk-taking in these
communities. Furthermore, a few programs have
addressed some of the manifestations of poverty in
communities (e.g., school failure and dropout,
attachment to adults and lack of belief in the
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future) and have significantly decreased either
pregnancy rates or birthrates among teenagers. In
sum, this combination of results--the very strong
relationship between poverty, broadly defined, and
high teenage birthrates and the success of a few
programs that address manifestations of
poverty--demonstrates both the importance of
poverty and the possibility of addressing it.

Excerpt from:

The Role of Early, Multilevel Youth Development Programs in

Preventing Health Risk Behavior in Adolescents andYoung Adults
K. Ethier & J. S. St Lawrence (2002). Archives of Pediatrics & Adolescent Medicine, 156 (5).
Full text available at: http://archpedi.ama-assn.org/issues/v156n5/ffull/ped20000.html

A complex array of risk and protective factors lead to a constellation of risk behaviors that
includes drug and alcohol use, delinquency, and sexual behavior, with its attendant risk of STDs and
early pregnancy. Protective factors may include social connectedness, positive family relationships, a
future orientation, school achievement, and seeking timely and regular health care. By emphasizing a
broad agenda enhancing youths' development, these programs advocate that adolescents' future risks
can be reduced and protective factors can be strengthened proactively. Theoretically, this approach, if
effective, can ameliorate a broader array of risk behaviors than more narrow approaches that target
only a single specific behavior in isolation.

Numerous studies have attempted to change the individual behavior of children or adolescents, but
few have examined the impact of intervening simultaneously at other levels, for instance, with parents
schools, or health care providers. Interventions at multiple levels attempt not only to change the
individual adolescents, but also to alter the interpersonal interactions among adolescents and their
significant others, the social contexts in which their lives are embedded, the structural or
organizational characteristics that affect children and adolescents, or the policies that affect adolescent
behavior. Because adolescent behavior is influenced by factors at different levels, intervening at more
than one level could produce an additive or synergistic effect greater than can be provided by any
single intervention in isolation. Integrated multilevel prevention services for adolescents within a
community can ensure that messages are consistent, that the points of contact with adolescents (e.qg.,
parents, faith-based organizations, or health care providers) are informed and consistent in dealing
with adolescents about health issues, and that adolescents are able to access needed services. This
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Excerpt from:

Beyond Disparities: Nurturing Our Young People

M. D. Resnick (2002), Maternal & Child Health Program, School of Public Health at the University of
Minnesota. Healthy Generations, 3 (1).

These are the experiences, events, and circumstances that promote health and well-being, and buffer young people
from involvement in risky behaviors, including sexual behaviors that result in pregnancy. What has become clear is that
there are protective factors that nurture all kinds of adolescents, whether they are African-American, White, Asian,
Hispanic, or American Indian, boys or girls, or from urban, rural or suburban areas. Protective Factors that Nurture All
Adolescents There is a consistent beneficial effect of feeling close to and cared for by parents and family
members—whether in a single-parent, dual-parent, adoptive or foster famiIY. Beyond the home environment, better
emotional health and less risky behavior also occur when youth report feeling connected to school. This is true even
when students are marginal academically.

Connectedness to Parents and Family

Parent and family connectedness means that adolescents believe their families understand them, care about their
feelings, and respect them. When parents and families do not provide that kind of connectedness, it can come from other
adults who are consistently involved in the lives of youth. This is why successful mentoring programs are those
characterized by sustained adult commitment.

Consistent Parental Presence in the Home

In addition to the nature of the relationship youth have with adults, the quantity of time spent together is also
important. Another significant protective factor for better adolescent emotional health and less risky behavior is
consistent parental presence in the home. A parent or other adult should be consistently available at one or more of the
following times: when the adolescent gets up in the morning, when the adolescent comes home from school, at family
dinner time and when the adolescent goes to bed.

Connectedness to School

Young people report a strong sense of connection to school when they indicate that teachers are fair, teachers care, and
school is a place where they feel they belong. Students report a sense of belonging in school when there is at least one
adult who is willing to listen and who they believe cares about them. Someone in that school environment is consistently
delivering a message to young people that says: "I know who you are, 1 know your name, and I'm glad that you're here.”
Young people also feel a sense of belonging in school when their friendship networks are in school rather than among
out-of-school groups. Participation in school-based activities like service-learning projects that lead to overl('y)ping
friendship networks can promote the opportunity to relate to many groups of students who share interests and activities...
Many schools are building on the idea of connecting new students with someone in school who already knows the "lay of
the land™. This orchestrated pairing of students creates an infrastructure, acknowledging that connectedness to school is
what gives young people a sense of community. In addition, connectedness is reinforced through individualized adult
attention, whether from a teacher, coach, mentor, tutor, or someone else in the environment of the adolescent who is
personally welcoming of them. And school connectedness is enhanced when there is good classroom management,
promoting a desire and the ability to learn. One question we have to ask ourselves, based on the evidence about school
cg)nnecte ﬂess, ri1s: EIII‘% we creating mechanisms that welcome and facilitate young people feeling part of this community
that we call "school™

Healthy Human Development

What are the messages that caring adults should convey at home and at school? They are messages that encourage
healthy emotional, intellectual, and physical development...

Adolescents need

« to participate as citizens, household members, and valued members of society;

« to gain experience in decision making;

* to Interact with Peers and acquire a sense of belonging;

» to reflect on self, in relation to others, and to discover self by looking outward as well as inward;

« to discuss conflicting values and formulate one's own value system;

* to experiment with one's own identity, with relationships to other people, with ideas; to try out various roles
without having to commit oneself irrevocably;

» to develop a feeling of accountability to others; and to cultivate a capacity to enjoy life.
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Excerpt from:

The Impact of Adolescent Pregnancy and Parenthood on Educational
Achievement: A Blueprint for Education Policymakers’ Involvement in

Prevention Efforts
G. & C. A. Vega-Matos (2000). National Association of State Boards of Education (NASBE)
http://www.nasbe.org/Educational_Issues/Reports/teen_pregnancy.pdf

The Youth Development Model

In recent years, adolescent development specialists have
focused on examining the risk factors and protective
factors in the life of young people that affect their well-
being, academic success, and successful transition to
adulthood, Risk factors are circumstances in a young
person’s life that seem to make it more likely that he or
she will make counterproductive choices. These risk
factors include, for example, socioeconomic status and
family stability. Protective factors are circumstances in a
young person’s life that encourage young people to make
healthful and productive decisions. These protective
factors include, for example, positive peer relationships
and hope for the future.

Students who are at risk of early pregnancy share some
common characteristics. Young women who become
teen parents tend to have lower grade point averages,
more school absences, more difficulties with schoolwork,
and lower expectations for their futures before they
become pregnant/ Studies show too that young men and
women who can identify at least one trusted adult at
school are less likely to engage in sexual intercourse and
more likely to use contraception if they choose to have
sex. Adult expectations for young people may be a
significant factor as well. In a longitudinal study on the
relationship between a young woman’s school
experience and likelihood of early motherhood, African
American females who were identified as “low
achievers” by two or more of their eight-grade teachers
were mote likely to become pregnant during their
adolescence than those not identified as such. However
these young women identified as “low achievers” were
not necessarily low performers as measured by
standardized test scores, grade point averages, and
identified ability groups; the label was based on the
perceptions and expectations of their teachers.
Conversely, young people who are academically
successful, who feel a sense of connection to home,
school, and community, and who have high hopes for the

future are mote likely to abstain for risky sexual activity.
The National Longitudinal Study on Adolescent Health
identified several protective factors related to school
experience that were associated wit delaying the initiation
of intercourse and with reliable use of contraception among
young people related to school experience. Students who
felt high levels of connectedness to their schools, meaning
they felt that their school environment was safe and that
they had adults and peers with whom they could relate,
were more likely to delay initiating intercourse. High rates
of attendance and high grade point averages also predicted
the delay of the initiation of intercourse among both male
and female teens. The positive impact of these factors
demonstrates that schools can play a significant role in
reducing the rates of teen pregnancy by focusing on
helping young people to become successful in school.

In addition to academic success, involvement in
extracurricular or community activities also enhances the
likelihood that young people will abstain from sexual
intercourse or use reliable contraception during their
adolescent years. The majority of teen pregnancies result
from intercourse on weekdays between 4:00 PM and 7:00
PM. This time frame underscores the need for
communities, schools, and families to provide engaging
activities for young people during and after school hours.
Many studies have shown that young people who are
involved in a fill range of activities, including volunteer
work, band, art, faith-based youth groups, athletics, and
special interest clubs are significantly less likely to engage
in sexual activity. Athletic involvement for young women
can be especially protective against early pregnancy. A
report on girls’ participation in athletic programs noted
that female athletes were significantly more likely to
abstain from sexual intercourse or to use contraception
and were less than
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half as likely to experience an early pregnancy...

...In 1992 a special report for the Council of Chief
State School Officers, Pittman and Cahill proposed
a model for addressing the needs of the whole
student-a youth development model. The
underlying premise of the youth development model
iIs that certain basic needs must be fulfilled and
certain basic competencies must be achieved for a
young person to become a successful adult. The
model identifies seven needs that are vital to health
human development:

» asense of safety and security

» asense of belonging

e asense of self-worth;

» asense of control over one’s life;

* asense of closeness to others;

» asense of mastery and competence;
e and a sense of self-awareness.

To build the foundation for successful adulthood,
the youth development model suggest that youth-
serving institutions should focus on building five
competencies: health/physical competence,
personal/social competence, cognitive/creative
competence, vocational competence, and citizenship.
Building these competencies requires students to
engage in a set of coordinated activities developed to
foster the behaviors and build the skills necessary for
a productive life. Pittman and Cahill’s report
encouraged policymakers to reconsider their
assumptions that schools are responsible only for
developing the cognitive and creative competence of
young people. The authors contend that “education
and other services are interactive and essential to the
formulation of new, effective strategies for
educational success” and that the youth development
model should be central to education reform
initiatives....
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Excerpt from:

Youth Development and Adolescent Pregnancy Prevention

N. Lezin

http://ww.etr.org/recapp/theories/youthdev/index.htm

Youth development approaches try to help young
people navigate the many obstacles of adolescence

by:

1. offering continuous support from the adults
around them,

2. creating a sense of the opportunities before them,
3. providing a chance to develop the skills that will
help them make the most of both current and future
opportunities.

Youth development approaches can help all young
people, but it is particularly critical for those who
are unlikely to get much in the way of positive
support, opportunities, or skills from their families
and communities.

The premise underlying youth development
programs is that young people have basic needs —
for example, personal safety, a sense of belonging
and contribution to the world around them,
self-worth based on achievement, responsibility,
and structure. In order for young people to mature
into healthy adults, these needs must be met.

Youth Development Approaches and
Adolescent Pregnancy

Youth development approaches are a natural
enhancement of adolescent pregnancy prevention
programs. First, as anyone who works with
adolescents knows, it is relatively rare for young
people to engage in one risky behavior and not
others. A youth development approach that tries to
motivate young people to think of their own future,
their self worth, and their potential can affect a

range of behaviors, not just one type of risk.

Many adolescent pregnancy prevention programs
emphasize education about sex and about obtaining
and using contraception. These types of programs
can be effective in reducing sexual risk-taking
behavior. However, a growing body of research
suggests that even when these programs work, their
effects are relatively modest. As Douglas Kirby of
ETR Associates has noted:

"...Youth may have the knowledge, skills, and
ability to get and use contraceptives, but if those
youth are not connected to family and school and
do not believe that their future is promising and
worth protecting, then they may not be highly
motivated to avoid teen pregnancy; and if they are
not highly motivated to avoid pregnancy, they are
not likely to take the steps needed to use
contraception consistently. Thus, motivation and
other non-sexual antecedents must be addressed."

In addition to contributing to reducing adolescent
pregnancy itself, youth development approaches
have another very appealing feature: they can draw
consensus and unified community support, instead
of the antagonism and controversy that some
adolescent pregnancy programs struggle with on a
day-to-day basis. Regardless of one’s views on
teenage sexuality and access to contraception,
everyone tends to agree that supporting young
people in positive ways — through adult and
community connections, praise, encouragement,
and celebration of young people’s achievements — is
good for young people and for the community as a
whole.
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I. Conflicts and Controversy ‘I

E. Controversies About the Best Approach
—Abstinence? Reproductive education? Male responsibility?
Matching the approach to the problems.
1. Abstinence |I
a. Overview of the Federal Abstinence Education Law
b. Community-Wide Efforts
c. Excerpt from GAO Report (2006)

2. Reproductive Education

a. Characteristics of Effective Curricular Based Program |I

3. Male Responsibility |I
a. Excerpt from “Involving Males in Preventing Teen |I
Pregnancy”

b. Excerpt from “Male Involvement and Adolescent Pregnancy
Prevention”

4. Multifaceted, comprehensive, starting early

a. Excerpt from “Get Organized: A Guide to Preventing Teen
Pregnancy”
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Controversies About the Best Approach

Most people agree that teen pregnancy is an important problem. But they disagree on the best
way to bring about change. Abstinence education, reproductive education, and male
responsibility approaches are all widely implemented, but how effective are they? In particular,
the Federal Abstinence Education law encourages states to promote abstinence education, but
it is unclear whether this is the best way to reduce teen pregnancy. The evidence suggests that
the lower rate of teen pregnancy over the past few years is in part due to an increase in
abstinence among teens, but it is in large part due to an increase in the use of birth control (Alan
Guttmacher Institute). This suggests a need for reproductive education, in combination with
abstinence education. While males have traditionally been excluded from pregnancy prevention
efforts, there is a new emphasis on including both sexes. In short, there are a variety of different
approaches available, and there is controversy surrounding each approach. These major
approaches are reviewed in the following section, using excerpts from a variety of sources. The
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I. Conflicts and Controversy
E. Controversies About the Best Approach

1. Abstinence
a. Overview of the Federal Abstinence Education Law
b. Community-Wide Efforts

c. GAO Report (2006)

'—
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An Overview of the Federal Abstinence Education Law
From: Association of Maternal & Child Health Programs (AMCHP) website:
http://www.amchpl.org/policy/teen.htm

In 1996, the U.S. Congress established an abstinence education program as part of the welfare reform
legislation, Public Law 104-193. Read an excerpt from the abstinence education law, Public Law 104-193.
This program was added as Section 510 of Title V (the Maternal and Child Health Services Block Grant) of
the Social Security Act. Congress pledged $50 million annually for the guaranteed five-year program
(1998-2002).

The welfare reform law also designates a "Bonus to Reward Decrease in Illegitimacy" in the amount of $20
million, to be awarded to each of the top five states who are able to demonstrate that they have achieved a
net decrease in out-of-wedlock births. These funds will be awarded in fiscal 1999-2002.

Like all aspects of Title V, Section 510 is federally administered by the Maternal and Child Health Bureau
(MCHB) of the Health Resources and Services Administration (HRSA) under the U.S. Department of
Health and Human Services (HHS).

Fiscal 1999 is the second year that abstinence education funding has been available to states. In the first
year, 53 states and territories received funding. For fiscal 1999, 52 states and territories applied for and
received funding from MCHB; final awards were made by December 1998. Individual state funding is
determined by a formula: the proportion of low-income children in the state as compared to the national
statistic. Based on this formula, federal allocations of abstinence education funding to states range from
$69,855 in Vermont to $5,764,199 in California. If a state chooses not to apply for an abstinence education
grant, the state's allocation is returned to the federal Treasury and is not available for redistribution among
the remaining states.

Community-Wide Efforts
From: Association of Maternal & Child Health Programs (AMCHP) website:
http://www.amchpl.org/policy/teen.htm

Most states are using a multi-pronged prevention approach in implementing their abstinence education
activities. This is most evident in the diverse yet balanced representation of organizations and individuals
among grant recipients in states that have awarded grants to establish community-based abstinence
education initiatives (see "Local Organizations Awarded Funding to Implement Activities" section of this
report).

Multi-pronged efforts are intensive, community-based programs that involve the synergistic efforts of
many, including school staff, peer counselors and peer educators, community leaders, clinics and
churches, and parents. Twenty-seven of the 30 states taking a multi-pronged approach use local media and
religious groups to reinforce the abstinence education message within their communities. Approximately
25 states include abstinence education in the classroom.

Many states implemented special training—including for health care providers—in an effort to prepare
the diverse cadre of community members for participation in abstinence education programs.
Furthermore, 25 states are conducting parent and/or family education. One state specifically developed
outreach methods for involvement of parents of youth in community-based programs. Another state has a
unique training program that supports adult men to be effective role models and abstinence educators for
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Excerpt from: _ _
Abstinence Education:

Efforts to Assess the Accuracy and Effectiveness of Federally Funded Programs

Highlights of GAO 07-08, a report to congressional requesters
United States Government Accountability Office
http://www.gao.gov/cgi-bin/getrpt?GAO-07-08

What GAO Found

Efforts by HHS and states to assess the scientific accuracy of materials used in
abstinence-until-marriage education programs have been limited. This is because HHS's ACF-which
awards grants to two programs that account for the largest portion of federal spending on
abstinence-until-marriage education-does not review its grantees' education materials for scientific
accuracy and does not require grantees of either program to review their own materials for scientific
accuracy. In contrast, OPA does review the scientific accuracy of grantees' proposed educational materials.
In addition, not all states that receive funding from ACF have chosen to review their program materials
for scientific accuracy. In particular, 5 of the 10 states that GAO contacted conduct such reviews. Officials
from these states reported using a variety of approaches in their reviews. While the extent to which
federally funded abstinence-until-marriage education materials are inaccurate is not known, in the course
of their reviews OPA and some states reported that they have found inaccuracies in
abstinence-until-marriage education materials. For example, one state official described an instance in
which abstinence-until-marriage materials incorrectly suggested that HIV can pass through condoms
because the latex used in condoms is porous.

HHS, states, and researchers have made a variety of efforts to assess the effectiveness of
abstinence-until-marriage education programs; however, anumber of factors limit the conclusions that can
be drawn about the effectiveness of abstinence-until-marriage education programs. ACF and OPA have
required their grantees to report on various outcomes that the agencies use to measure the effectiveness
of grantees' abstinence-until-marriage education programs. In addition, 6 of the 10 states in GAO's review
have worked with third-party evaluators to assess the effectiveness of abstinence-until-marriage education
programs in their states. Several factors, however, limit the conclusions that can be drawn about the
effectiveness of abstinence-until-marriage education programs. Most of the efforts to evaluate the
effectiveness of abstinence-until-marriage education programs included in GAO's review have not met
certain minimum scientific criteria-such as random assignment of participants and sufficient follow-up
periods and sample sizes-that experts have concluded are necessary in order for assessments of program
effectiveness to be scientifically valid, in part because such designs can be expensive and time-consuming
to carry out. In addition, the results of efforts that meet the criteria of a scientifically valid assessment have
varied and two key studies funded by HHS that meet these criteria have not yet been completed. When
completed, these HHS-funded studies may add substantively to the body of research on the effectiveness
of abstinence-until-marriage education programs.
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I. Conflicts and Controversy I

E. Controversies About the Best Approach

2. Reproductive Education

a. Characteristics of Effective Curriculum Based
Programs
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Box 1: Characteristics of Effective Curriculurn-Based Programs

THE PROCESS OF
DEVELOPING THE
CURRICULUM

1. Imvztved multiple pecple
with expertise in theony,
research, and sex and STOV
HIY education to develop
the curmicuum

2. As5essed Televant neads
and ass=ts of the target
gqroalp

3 Wsed & logic rodel
approach that spectfied
the health goals, the types
of behavior affecting
thosa goals, the risk and
protective factors affecting
thoss types of behavior,
and activitias to change
thoss sk and protecttve
factors

4 Designed activitias
cansistant with communtty
values and avaflable
TesouTces (eg, staff time,
staff skills, facility space
and supplies)

L. Pilot-tested the program

THE CONTENTS OF THE
CURRICULUM ITSELF

CUERICUILUMS GOALS AND QBIECTIVES

6. Focusad on clear health goals—the

prevertion of STOYH, pregnancy, or
both

7 Focusad narrowdy on specfic
types of behavior leading to these
health goals (2., abstaiming from
a3 or ustng condarns ot other
coTtraceptives) gave clear messages
aboun these typas of behavion, and
addressed sttuations that rght

lead to thern and how to awoedd tham

8. addressed saxual psychosactal sk
and protecttve factors that affect
saxal behavior 2g., knowledge,
percaived risks, values, atiiudes
percatved norms, and self-efficacy)
and changed thern

ACTIITIES AND TEACHING METHODOLGGIES

g.Created a safe social ervitonment
foryoung people to participate

1 ncluded multipe acidties to
change each of the targetad rsk
and protective factors

1. Ernployed instructionally sound
teaching rnethods that acttvely
trivolved participants, that helped
them personalize the information,
and that were dasignad to change
the targetad risk and protective
factors

1z Emplyed activities instructional
methods, and behavioral messages
that were appropriate to the tens’
culture, developrmental age, and
sexual experiance

13 Covered tapics 1na logical sequenca

THE FROCESS OF
IMPLEMENTING
THE CUREICUILLIM

14 Secured at least rmimimal
support from appropriats
authorities, such as
departments of health,
school districts, or
COFMTTILTITY oTgamzations

1. Salected educators with
desired characteristics
fwhenever possible],
tratned thern, and
prowdded rrormdtoring,
superviston, and support

16. If needed, implemantad
acthities to racTult
and retain teans and
overcome barrers to
thetr iraslvernent (2.4,
publicized the program,
offered food or obiainad
consert)

17. rplernented virtually all

acttvities with reasonable
fidaltty
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I. Conflicts and Controversy

E. Controversies About the Best Approach

3. Male Responsibility

a. Excerpt from “Involving Males in Preventing
Teen Pregnancy”

b. Excerpt from “Male Involvement and
Adolescent Pregnancy Prevention”
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Excerpt from ...

Involving Males in Preventing Teen Pregnancy
A Guide for Program Planners
F. L. Sonenstein, K. Stewart, L. D. Lindberg, M. Pernas, & S. Williams
Full text available online at http://www.urban.org/family/invmales.html

The Shifting Landscape of Reproductive Politics

For many years reproductive policy in the United States concentrated almost singly on women. For example men
made up only two percent of the clients in the federally funded Title X family planning programs in 1991 and two

ercent of Medicaid funded family planning in 1990 (Schulte and Sonenstein, 1995). The changed political climate

as broadened the focus to acknowledge the critical role men play in human reproduction. Recently, for example,
the Office of Population Affairs in the U.S. Department of Health and Human Services announced a limited male
initiative, the Young Men/Family Planning Clinic Partnership Program. In this program male high school students
will work in Title X family planning clinics to increase service utilization by teen males and to broaden the students'’
training and employment goals...

The Crucial Role of Males in Pregnancy Prevention Initiatives

Why males were ever excluded from the way we think about pregnancy prevention is puzzlin?. Sexual behavior
involves two partners, and decisions to have sex and to use contraception undoubtedly reflect both partners'
perspectives, whether explicitly or implicitly. Yet fertility and family are traditionally ascribed to the world of
females—a perspective that has kept us from acknowledging what should have been obvious—that males must be
involved in any policy solution to unintended pregnancies among teenagers. It is well known, for instance, that
adolescent boys initiate sex earlier than girls and that they tend to accumulate more sexual partners over their
lifetimes. Even though males do not actually get pregnant, it does not make sense to segregate them from Prevention
efforts when they have sex earlier, more frequently, and with more partners than females of comparable ages....

Excerpt from...

Male Involvement and Adolescent Pregnancy Prevention
R. Becker
Full text available at http://www.etr.org/recapp/theories/mip/miapp.pdf

The emerging awareness of the important role young men can play in improving their own and their partner’s
health has led to an increase in the number of programs focusing on male involvement. While male involvement
has taken on many forms over the years. The term has come to encompass any clinical, community outreach, and/or
educational initiative that improves young men’s ability to make informed decisions about their reproductive and
sexual health. The goals of these programs include:

l. Increasing men’s support and awareness of their partner’s reproductive health needs and choices,
Il. Increasing men’s use of contraceptive methods, especially condoms to reduce the spread of STIs,

I1. Increasing men’s access to and utilization of comprehensive reproductive health services

While most male involvement programs strongly emphasize pregnancy prevention, some programs also work
%o ri]ncrr]easotla men's role in gender equity, shared responsibility for child rearing, and men's important role in
atherhood.

Public support for male involvement has increased as attention has been drawn to the costs of unintended
pregnancy and child support. Recent studies suggest that 70% of births to adolescent women occur out of wedlock
and that 4 out of 5 young mothers begin receiving welfare soon after the birth of their first child. Some policymakers
believe that by requiring financial responsibility, men will be motivated to support unintended pregnancies and
births, yet less than one-third of non-marital births have paternity established, half of custodial parents have child

suEp_ort orders, and only half of those orders are fully paid. These statistics draw attention for the need to focus on
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I. Conflicts and Controversy

E. Controversies About the Best Approach

4. Multifaceted, comprehensive, starting early

a. Excerpt from “Get Organized: A Guide to Preventing
Teen Pregnancy”
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Excerpt from

Get Organized: A Guide to Preventing Teen Pregnancy
The National Campaign to Prevent Teen Pregnancy
U.S. Department of Health and Human Services (Sept. 1999)
Full text available at http://aspe.os.dhhs.gov/hsp/get-organized99/index.htm

Communities around the country increasingly recognize that helping teens avoid pregnancy can’t be
accomplished by any single program or strategy. Because the causes of teen pregnancy are complicated
and overlapping, solutions must have many parts and approaches. This means doing things differently:
getting new people and organizations involved, committing for the long term, and measuring carefully the
effectiveness of programs. This three-volume publication, Get Organized: A Guide to Preventing Teen
Pregnancy, is meant to be a practical manual, a toolkit of sorts, for people at the state and local levels who
are interested in taking action to prevent teen pregnancy in their communities. It covers a lot of ground —
from strategies for collecting basic data and for reaching out to religious leaders to practical advice about
how to raise money and conduct program evaluation. Yet it remains easy to read and simple to use, with
many examples from promising programs around the country. We hope it will be useful as communities
unite to address this issue and to design programs that are right for them.

Get Organized was developed primarily for those creating a state or local coalition or strategy to prevent
teen pregnancy, although anyone interested in developing a single, small program to help teens avoid
pregnancy should find valuable information in these chapters. Several overarching principles bind these
chapters together:

. Multiple, mutually complementary strategies are more likely to make a difference. There are no
easy answers to the problem of teen pregnancy.

. Involving new partners, like the business community, or traditional partners in new ways enhances
any prevention strategy.

. Preventing teen pregnancy requires long-term, intense effort. One six-week program will not have

much lasting effect, nor will a couple of classroom hours. And, because a new crop of teenagers
arrives on the scene every year, prevention efforts must be constantly reinvented.

. Communities can unite around the need to address teen pregnancy without expecting unanimity
about ways to prevent it. Different organizations and members of the community can adopt
different strategies to reach the same end— fewer pregnant teens. Teen pregnancy is a
complicated — even messy — problem, and “messy” strategies can often be useful.

. Parents are important influences on their children’s decisions about sexual behavior. They should
be supported in their roles and included in planning and developing strategies to prevent teen
pregnancy. And, needless to say, involving teens themselves — the “target audience” — is always
essential.

. Focusing on boys and young men is critical to any effort to prevent teen pregnancy. Girls are
indeed the ones who get pregnant, but it takes two to cause a pregnancy....
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1. Looking at the Facts ‘l

A. Statistics, Including Socioeconomic and Ethnic Disparities

E—
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Teen Pregnancy Fact Sheet
Drawn from Multiple Sources*

Teen Birth Rates

. Almost 1 million teenagers become pregnant each year, and about half of them give birth.

. The teenage birth rate is declining. Between 1991 and 1998, the rate fell by 18 % (from 62.1 per 1,000 women to
51.1). Still, in 1998 (the most recent year for which data are available), about 5 teenage girls in 100 had a baby.

. While 20% of the decline is because of decreased sexual activity, 80% is due to more effective contraceptive
practice.

. Every tax dollar spent for contraceptive services saves an average of $4 that would otherwise be spent to provide

medical care, welfare benefits, and other social services. 18 More than $3 is saved in medical costs alone.

. Without family planning services, an additional 386,000 teenagers would become pregnant each year. Of these,
155,000 would give birth, increasing the number of teen births by about 25%; 183,000 teenagers would have
abortions, increasing abortions among teenagers by 58%.

. 13 % of all U.S. births are to teens (ages 15 to 19).
. 43% of all American girls will experience at least one pregnancy before they reach age 20.
. The proportion of teenage births occurring outside marriage has continued to rise, from 14 % in 1940 to 67 % in

1990 and 79% in 2000. This is because very few teens are marrying today and the birth rate for married teens has
dropped substantially.

. Teens account for 31% of all non-married births.

. The United States still has the teen pregnancy rates in the developed world. Teen pregnancy rates in the U.S. are
twice as high as those in England and Canada, and nine times as high as those in the Netherlands and Japan.

. About one out of four teen mothers go on to have a second baby within two years after the birth of their first baby

Teen Mothers” Health

d Teens too often have poor eating habits, neglect to take a daily multivitamin, and may smoke, drink alcohol and take

drugs, increasing the risk that their babies will be born with health problems. Studies also show that teens are less
likely than older women to gain an adequate amount of weight during pregnancy (25 to 35 pounds is recommended
for women of normal weight). Low gain increases the risk of having a low-birth-weight baby.

. Pregnant teens are least likely of all maternal age groups to get early and regular prenatal care. In 1997, 7.2% of
mothers ages 15 to 19 years received late or no prenatal care (compared to 3.9% for all ages).

. A teenage mother is at greater risk than women over age 20 for pregnancy complications such as premature labor,
anemia and high blood pressure. These risks are even greater for teens who are under 15 years old.

. Three million teens are affected by sexually transmitted diseases annually, out of a total of 12 million cases reported.
These include chlamydia (which can cause sterility), syphilis (which can cause blindness, maternal death, and death
of the infant) and AIDS, which may be fatal to the mother and infant.

Health Risks to the Baby

. A baby born to a teenage mother is more at risk of certain serious problems than a baby born to an older mother.

. Only one-third of teens receive adequate prenatal care; babies born to young mothers are more likely to be low-
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birth-weight.

Low-birth-weight babies may have organs that are not fully developed. This can lead to lung problems such as
respiratory distress syndrome, or bleeding in the brain, vision loss and serious intestinal problems.

Low-birth-weight babies are more than 20 times as likely to die in their first year of life than normal-weight babies.

Other Consequences of Teen Pregnancy

Life often is difficult for a teenage mother and her child.

Teen mothers are more likely to drop out of high school than girls who delay childbearing. Only about 64 % of teen
mothers graduated from high school or earned a general equivalency diploma (GED), compared to 94 % of teen
women who did not give birth.

Nearly 75 % of all unmarried teen mothers go on welfare within 5 years of the birth of their first child.

Teens may not have good parenting skills, or have the social support systems to help them deal with the stress of
raising an infant.

Children whose mothers were age 17 or younger when they were born tend to have more school difficulties and
poorer health than children whose mothers were 20 to 21 when they were born.3

Abstinence

Based on calculations by the Alan Guttmacher Institute (AGI), it appears that increased abstinence among women
accounted for approximately one-quarter of the drop in the US teen pregnancy rate between 1995 and 1998.

Based on the 1997 Youth Risk Behavior Surveillance (YRBS) data, over half (51.6%) of all students in grades 9 to
12 indicated that they had not yet had sex.

The primary reason teenaged girls who have never had intercourse give for abstaining from sex is that having sex
would be against their religious or moral values.

Sexual Activity

In 1995, approximately a quarter of all 15 year-olds reported that they had had sex at least once (27% of males and
25% of females); by age 17, 59% of males and 52% of females reported that they had engaged in sexual activity one
or more times; by age 19, 85% of males and 77% of females reported that they had engaged in sexual activity one or
more times.

Most young teens have not had intercourse: 8 in 10 girls and 7 in 10 boys are sexually inexperienced at age 15.

Most young people begin having sex in their mid-to-late-teens, about 8 years before they marry; more than half of
17-year-olds have had intercourse.

While 93% of teenage women report that their first intercourse was voluntary, one-quarter of this 93% report that it
was unwanted.

In 1995, white teens were least likely to be sexually experienced (50%), followed by Latino teens (55%) and
African-American teens (60%). (Researchers defined "sexually experienced" as having had sex within the last three
months.)
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Contraceptive Use

. A sexually active teenager who does not use contraceptives has a 90% chance of becoming pregnant within one
year.

. In 1982, less than half (48%) of females ages 15-19 used contraception the first time they had sex. By 1995, that
figure had increased to three-quarters (76%).

. Condom use accounts for two-thirds of contraceptive use at first intercourse by teenage women.

. The birth control method used most frequently by teenage women is the pill (44%), followed by the condom (38%).
About 10% rely on injectable contraceptives, 4% on the withdrawal method and 3% on contraceptive implant
devices.

. Use of contraceptives at the most recent engagement in sexual intercourse has declined among sexually active teens,

from 77% in 1988 to 69% in 1995. However, African-American teens were the only ethnic or racial group to show
an increase in contraceptive use at most recent sex. For African-American females, the number increased from 68%
in 1988 to 70% in 1995, compared to a 16% decrease among Latinos and a 9% decrease among whites.

Controversy in Sex Education

. The majority of Americans — 93% — support sexuality education in high school, and 84% support it for
middle-school students.

. Seventy-nine percent (79%) of Americans believe that young people should be given information about sex and
sexuality, whether or not they are currently sexually active. Only 12% stated that they think giving information
encourages sexuality activity.

. Sixty-seven percent (67%) of Americans reject the notion that providing information about contraception in school
sends mixed messages to youth.

. Sixty-three percent (63%) of Americans — including 44% of those who self-define as conservative — believe that
sexual exploration among youth is a natural part of development and that providing them with information is the
best response.

Socioeconomic and Ethnic Factors

. Individual sexual experiences — including motivation and opportunity to have sex — are the most prevalent
protective and risk factors for male and female teens, regardless of ethnicity.

. Considered jointly, youth's race/ethnicity, family income level and family structure account for only 10% of the
individual differences in sexual behavior among younger teens and 3% of differences among older teens.

. In one study, teens whose parents had not completed high school were two and one-half times more likely to have
had sexual intercourse than teens whose parents had graduated from college.

. Youth in foster care in the United States are twice as likely as their peers not in care to have had sexual intercourse;
are less likely to be informed about human sexuality and birth control; and are less likely to have used contraceptives
during first intercourse or their most recent intercourse; are less likely to have obtained contraceptives at a family
planning clinic; and are twice as likely to have been pregnant.
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Effects on Family, Community, and Society

. Teen births cost American taxpayers approximately $7 billion in state and federal money each year in public
assistance services.

. Nearly 80 percent of all unmarried teen mothers receive public assistance services within five years of the birth of
their first child. In fact, some 55 percent of all mothers on public assistance were teenagers at the time their first
child was born.

. Each family that begins with a birth to a teenager is expected to cost the public an average of about $17,000 a year in
some form of support for 20 years.

*Sources include the following:

. CWLA Legislative Agenda: Help Young People to Prevent or Cope with Early Parenthood, Child Welfare League of
America, http://www.cwla.org/programs/pregprev/flocritthelp.htm

. Fact Sheets, March of Dimes Health Library, http://www.modimes.org/healthlibrary/334_569.htm

. New CDC Report Tracks Trends in Teen Births from 1940 - 2000, National Center for Health Statistics,
http://www.cdc.gov/nchs/releases/01facts/teenbirths.htm

. Not Just Another Single Issue: Teen Pregnancy Prevention’s Link to Critical Social Issues, The National Campaign
to Prevent Teen Pregnancy, www.teenpregnancy.org

. Statistics, Resource Center for Adolescent Pregnancy Prevention, http://www.etr.org/recapp/stats/index.htm

. Teen Pregnancy Fact Sheet, It’s Up to Me to Prevent Teen Pregnancy, http://www.itsuptome.org/default.asp

. Trends and Statistics on Teen Pregnancy, Births, and Sexual Activity, Child Welfare League of America,

http://www.cwla.org/programs/pregprev/flocritttrends.htm
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I11. Reducing Teen Pregnancy

A. Policies

1. Excerpt from “Teenage Pregnancy: State Education Agencies
and  Prevention,” an Issue Brief from the Council of Chief

State School Officers

2. Excerpt from “A National Strategy to Prevent Teen
Pregnancy”
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Excerpt from...

Teenage Pregnancy: State Education Agencies & Prevention

Council of Chief State School Officers
http://www.ccsso.org

“Success for all kids.” This has become the
battle cry of schools, districts, and states across the
nation as they strive to ensure that all children have the
opportunity to succeed in school and in life. The
hallmarks of this effort are high standards, high
expectations for all students, and account-ability for
results.

As CCSSO has pointed out in an earlier
publication, high standards and high expectations cannot
do it all. There is also “...a responsibility to make sure
support, assistance, and information are available to help
schools and communities with the task of boosting
education results across the

board while closing the achievement gap
between disadvantaged students and their more affluent
peers.”

When schools, districts, and states look at
students at risk for failure, there is one group

that stands out: the young women who become
mothers prior to completing high school. The link
between too-early parenthood and school failure is a
complex one. Neither can be said to “cause” the other,
but they are closely related. Because of this, educators
need to use multiple strategies for strengthening the
academic and social well being of young women...

What Schools and Education Can Do

Discussions with educators and education
policymakers stress that although schools can’t prevent
teen pregnancy, they do have an important role. The
research on teen pregnancy suggests several strategies
that schools and the education community can undertake
to support prevention efforts:

« Include school-based policies and
strategies for enhancing academic outcomes as key
components of prevention initiatives.

Adolescent health data suggest that students

who have a strong connection to families and schools
and who receive a strong overall program that links
curriculum and instruction to high standards and
provides academic support services are less likely to be
involved in risky behavior, including behaviors that can
lead to pregnancy.

* Foster a sense of purpose and a vision for
the future.

Students with high expectations of their futures
are more likely to succeed in school and avoid behaviors
that result in pregnancy. By implementing strategies
that are designed to foster a sense of purpose, schools
can help to strengthen young peoples’ vision of a
productive future in which delaying parenthood makes
sense.

* Incorporate youth development principles
and practices as foundations for prevention and
education initiatives.

Youth development initiatives that are school
based and community supported, are proving to be
helpful in lowering rates of early sexual activity. These
programs use strategies such as school-to-work
activities, service-learning, peer and adult mentoring,
tutoring, and after-school activities to build assets and
increase academic success.

* Provide HIV and STD education in
schools, as well as pregnancy prevention programs.

Studies have shown that the provision of
effective HIV and sexually transmitted disease
education can help young people avoid and reduce the
likelihood of engaging in risky sexual behaviors.

« Participate in community and state
partnerships to prevent teen pregnancy.

Schools cannot do it alone. They need to be
partners in comprehensive efforts to prevent teen
pregnancy. Success requires the active involvement of
families, schools, community and faith organizations,
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and public health service providers.

The Role of State Education Agencies

* By setting high academic standards and working to
assure that all children succeed, state education
agencies can play a major role in preventing teen
pregnancy. By facilitating an environment in which all
children are supported in achievement, both
academically and developmentally, the state education
agency works to reduce the risk.

« State education agencies can support instruction
that is designed to help young people avoid and
reduce the risks they face. While strong core
academics are important, young people also need health
information and skills to make the choices necessary to
avoid and reduce risks. Teen pregnancy prevention is
helped by instruction and youth development that
provides information and skills related to making
healthy and responsible behavioral choices.

« Partnerships are key to the role of the state
education agency. In a number of states partnerships
and collaborations that originate in the governor’s
office are playing key roles in teen pregnancy
prevention. Examples include Ohio’s “Governor’s
Initiative on Family and Children First,” and
Maryland’s Governor’s Council on Adolescent
Pregnancy. State education agencies participate in these
partnerships and help to assure that the importance of
academics is not overlooked. In other states
collaborations are the result of several entities

identifying a problem and coming together. In
California, the State Legislature, the Superintendent of
Public Instruction, and the Governor have all identified
delaying the onset of sexual activity and reducing teen
pregnancy as high priorities. This has resulted in a
legislatively established teen pregnancy prevention
initiative in the state’s public schools and the
Governor’s “Partnership for Responsible Parenting”
implemented through the state’s Health and Human
Services Agency. State agencies have established
collaborative working relationships to facilitate
implementation of these initiatives.

« State education agencies can help local districts
and schools with their information and training
needs. Through surveys such at the Youth Risk
Behavior Survey (YRBS), sponsored by the Centers for
Disease Control and Prevention, state education
agencies can help local districts gain a clearer picture of
the risks their young people are taking. State education
agencies can offer training in a variety of areas to local
districts to support the development of effective
prevention efforts.

* The state education agency can help policymakers
in other areas to understand the links between
education and pregnancy prevention. Because the
SEA has expertise in education and is at the center of
the movement to strengthen academic outcomes, it can
work with others concerned about teen pregnancy to
promote comprehensive approaches that incorporate
both educational success and healthy development....
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Excerpt from

A National Strategy to Prevent Teen Pregnancy
U.S. Department of Health and Human Services
Complete Report Available on the Internet at: http://aspe.hhs.gov/hsp/teenp/ann-rpt00/

n this 1999-2000 Annual Report, after three years

of a National Strategy to Prevent Teen Pregnancy,

the U.S. Department of Health and Human
Services (HHS) is pleased to report that teen pregnancy
and birth rates in this country have declined to record
low levels. Trends throughout the 1990s have shown a
steady reduction in teen birth rates that is now
significant for all 50 states. Rates have declined for all
adolescent age groups, for all racial and ethnic groups,
and for both first and second births to teens. Clearly we
are reaping the benefits of this Administration's strong

commitment to our National Strategy and renewed
efforts by states, localities, private organizations,
parents, and youth.

Although we have come far, we have a considerable
distance still to go. U.S. teen pregnancy rates remain
among the highest in the industrialized world, and birth
rates for Hispanic and black teens continue to be
substantially higher than those for non-Hispanic white
and Asian or Pacific Island youth. We must remain
steadfast in our intention to reduce teen pregnancy.

Yet, while we must not underestimate the need to continue our prevention efforts, the facts are enormously

promising. For example:

« Earlier Trends Reversed. By the end of 1999, a record low U.S. birth rate for teens aged 15-17 reversed the
27 percent increase in teen birth rates recorded in the 1980s.

» Lowest Rate in Three Decades for Youngest Teens. The youngest group, aged 10-14, showed the lowest
birth rates since 1967, as well as a sharp decline in number of births. The latter decline occurred despite the
fact that the population of girls in this age group actually increased during this time period.

» Black Teens Show Greatest Reductions. Throughout the 1990s, black teens have had the largest declines in

teen childbearing rates of any group.

he Department issued the National Strategy to

Prevent Teen Pregnancy in January 1997, in

response to a call from the President and
Congress to develop a comprehensive strategy to
address the problem of adolescent pregnancy. The
request was to demonstrate a cohesive approach to the
challenges of teen pregnancy prevention, in general,
and specifically, to provide assurance that at least 25
percent of communities in the United States have teen
pregnancy prevention programs in operation. The latter
requirement is mandated by the Personal Responsibility
and Work Opportunity Reconciliation Act (PRWORA)
of 1996.

The Strategy relies on some basic principles of teen
pregnancy prevention, listed below, and on the support
and integration of pregnancy prevention efforts with
other positive youth development activities in local
communities.

Key Principles. Five key principles shape and guide our
National Strategy. Based on ideas shown by research
and experience to be essential to all community
prevention efforts, these key principles are the
cornerstone of the Department's Strategy.
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The Five Principles

1. Parents and other adult mentors must play key roles in encouraging young adults to avoid early pregnancy and to

stay in school.

2. Abstinence and personal responsibility must be the primary messages of prevention programs.

3. 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.

4. Public and private-sector partners throughout communities — including parents, schools, business, media, health
and human service providers, and religious organizations — must work together to develop comprehensive

strategies.

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

Building Partnerships

Partnership building is gaining momentum across the
country, as local communities work together toward
building more sustainable supports for children, youth and
families. From the start, partnership building has been a
cornerstone of the Department's National Strategy to
Prevent Teen Pregnancy. Out of these coalitions and
collaborations, prevention efforts can be created with the
resources and contribution of all key stakeholders in a
community. Because research tells us that youth reared in
the most supportive, nurturing environments are least
likely to engage in behavior that leads to teen pregnancy,
this building of sustainable partnerships for youth
development is key to reducing the teen birth rate.

HHS partnerships involve national, state, and local
organizations; schools; health and social service
organizations; community-based organizations; business;
religious institutions; tribes and tribal organizations;
federal, state, and local governments; parents and other
family members; and teens themselves. At HHS, we
recognize that building these partnerships is not a simple
task, that it takes considerable time, energy, effort, and
commitment. Continuing energy and commitment are
necessary to sustain these partnerships over time. The
payoff in the integration of services, pooling of resources,
and the building of community is significant, given the
considerable challenges that must be addressed ——some
common and some unique to each community. Barriers to

collaboration include differences in racial, ethnic,
linguistic, religious, class and/or educational backgrounds.
Collaboration can best be accomplished when partners are
able to align on a common goal.

The following highlight and update HHS' efforts to build
and strengthen partnerships in communities across the
country this past year.

Get Organized: A Guide to Preventing Teen Pregnancy.
This three-volume guide for states and communities to use
in their fight against teen pregnancy was developed in
partnership with the National Campaign to Prevent Teen
Pregnancy —— a private nonprofit, nonpartisan
organization formed in response to the President's 1995
State of the Union challenge to parents and leaders across
the country to come together in a national effort to reduce
teen pregnancy.

The Girl Power! Campaign. Girl Power! is a national
public education campaign to help encourage and
motivate 9- to 14-year-old girls. Multiple and varied
partnerships have been part of Girl Power! since it started
in 1996, helping to accomplish its goal of empowering
girls to reach their full potential. Since the Girl Power!
campaign was launched in 1996, its goals have been to
provide accurate health information and positive messages
to girls and their caregivers; to raise public awareness
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about substance abuse and risky behaviors; to help girls
develop the skills they need to resist unhealthy influences
and make positive choices; and to support girls and the
adults who care about them.

Joint Work Group on School-Based Teen Pregnancy
Prevention. The Centers for Disease Control and
Prevention's Division of Adolescent and School Health
supports nine national associations in their work helping
state and local education staff, health policy makers,
school administrators, maternal and child health
professionals, school health professionals, and other
school personnel prevent teen pregnancies. The nine
national, non-governmental organizations are the
American Association of Maternal and Child Health
Programs, American School Health Association,
American Association of School Administrators,*
Association of State and Territorial Health Officials,
Council of Chief State School Officers, National
Association of State Boards of Education, National
Conference of State Legislatures, National Education
Association, and the National School Boards Association.

After two years of gathering information about the needs
of their respective groups, Joint Work Group members are

coordinating efforts to motivate and assist these groups in
developing and implementing school-based teen
pregnancy prevention policies and programs.

The Centers for Disease Control and Prevention (CDC)
Community Coalition Partnership Programs for the
Prevention of Teen Pregnancy. With support from and in
partnership with CDC, 13 communities with high rates of
teen pregnancy are working to reduce these rates. The 13
demonstration projects began in 1995. Currently in the
second phase, these coalitions of local public and private
agencies and community organizations are implementing
action plans, testing promising interventions, building
financial and programmatic sustainability, and conducting
site-specific evaluations.

The Indian Health Service (IHS). As a direct care
organization, IHS has traditionally focused on services
related to teen pregnancy, such as appropriate prenatal
and neonatal care. IHS continues to increase its work in
partnership with federal, state, and local organizations to
develop and implement strategies that deal with all issues
surrounding teen parenthood, including prevention.
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I11. Reducing Teen Pregnancy

B.  Programs and Guidelines

1. Excerpt from “New Research Identifies Effective Teen Sex Prevention
Programs and  Other Interventions”

2. CWLA “Best Practices for Teen Pregnancy Prevention and Parenting
Programs”

3. “Reframing the Issue: New Approaches to Teen Pregnancy Prevention”
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Excerpt from
New Research Identifies Effective Teen Sex Education Programs and Other

Interventions
Douglas Kirby
Emerging Answers 2007
http://www.TheNationalCampaign.org/EA2007

Emerging Answers 2007: Research Findings on Programs to Reduce Teen Pregnancy and Sexually
Transmitted Diseases. The report’s findings are based on a total of 115 program evaluations.

Two-thirds of sex education programs examined in the report that focus on both abstinence and
contraception had a positive effect on teen sexual behavior—for example, they delayed the initiation of
sex, improved contraceptive use, or did both. Despite the concerns of many adults, none of the programs
that discussed abstinence and contraception hastened the initiation of sex or increased the frequency of
sex among teens.

The report also notes that, at present, there is no strong evidence that programs that stress abstinence as
the only acceptable behavior of unmarried teens delay the initiation of sex, hasten the return to
abstinence, or reduce the number of sexual partners.

Emerging Answers 2007 identifies 15 programs with strong evidence of success. Seven are classified as
sex education programs, two are community service learning programs, two are programs with several
components, two involve ways clinicians interact with patients, and one is a parent-teen program.

Other results from the report include:

. Teen girls and young women who receive emergency contraception from clinics in
advance of having sex are not more likely to have sex and are more likely to use
emergency contraception if they do have sex than those who do not receive emergency
contraception in advance.

. Some longer sex education videos that are interactive an viewed many times can have a
positive effect on teen sexual behavior.

. School-based and school-linked clinics and school condom-availability programs do not
increase sexual activity, but it is not clear whether they increase the use of contraception.

. Programs for parents and their teens sometimes reduce risky sexual behavior among teens

by delaying or increasing contraceptive use.
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Excerpt from

Best Practices for Teen Pregnancy Prevention and Parenting Programs
Child Welfare League of America (CWLA)
Available at http://www.cwla.org/programs/pregprev/flocrittpractices.htm

Teen pregnancy and parenting are complex issues that require multifaceted initiatives. Statistics indicate that the teen
pregnancy rate in the United States is decreasing. This improvement can be credited to the comprehensive approach that
many organizations use to address teen pregnancy prevention and parenting. In order to continue in thistrend, professionals
and volunteers in this area should remain informed of best practices for preventing adolescent pregnancy and aiding teen
parents.

Listed below are brief descriptions of best practices for child welfare organizations' teen pregnancy prevention and
parenting programs.

Youths In Out-of-Home-Care

Child welfare organizations should have in place or provide access to age and developmentally appropriate pregnancy
prevention programs for youths in out-of-home care. Programs should include sexuality education, family planning
services, and life skills training to adolescents, and should advocate for the healthy development of youths in out-of-home
care.

Youths should receive an assessment of their risk for premature sexual activity and other high-risk activities in conjunction
with the health assessment that takes place as they come into care, or within thirty days of entry into care. Assessments
should be repeated at various intervals while the youth is in care. All assessments should include social and emotional
development, physical development, health habits, family history, family functioning, and school performance.

Inclusion of Males in Adolescent Pregnancy Prevention Programming

Child welfare organizations should recognize the need to include adolescent males in adolescent pregnancy prevention
programs. Teen pregnancy prevention can be more effectively addressed by targeting or including females and males.
Programs for males should provide educational opportunities, skills training, employment assistance, abstinence education,
family life education, and family planning services.

Family Life Education Programs

Family life education programs are an important part of adolescent pregnancy prevention. Organizations should develop
and implement comprehensive family life education programs that address the biological, sociocultural, psychological, and
spiritual dimensions of sexuality from a cognitive (facts, dates, and information), affective (feelings, values, and attitudes),
and behavioral (skills) perspective. Family life education positively influences adolescents and provides them with
knowledge about human development, relationships, personal skills, sexual behavior, and sexual health. These programs
may increase responsible behavior in regards to sexual activity.

Assertiveness and Decision-Making Training

Assertiveness and decision-making training can teach young people problem-solving, decision-making, and interpersonal
communication skills. One way to help adolescents develop these skills is to provide them with opportunities to participate
in the planning and implementation of programs such as pregnancy prevention education. Involvement at this level can
help young people to employ their knowledge about sexual abstinence, reproduction, and contraception as they develop
and implement their personal approaches to pregnancy prevention.
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Mentoring and Role Model Programs

Role model and mentoring programs use trained peer counselors, mentors, and adult community volunteers to provide
individual support, counseling, and tutoring for teenagers. Role models and mentors provide important resources for youths
in the child welfare system by helping them to develop a positive view of the future and to pursue personal goals.

Parent-Teen Relationships

Parents are often children's first and best teachers about love, sex, and relationships. Adolescents say they want to learn
from their parents about sex and relationships, but many parents do not know how to discuss this issue and/or do not feel
that they can help their children avoid pregnancy. Programs to help foster communication between parents and their teenage
children play a vital role in pregnancy prevention programs. "Parents only" programs educate parents on how to talk to their
children about sex and pregnancy prevention, and provide resources such as written materials and videotapes. Joint classes
with parents and teens help to build the teens' relationships with their parents through various parent-teen activities and
relationship enrichment education.

Teen Perspective
Programs should seek the advice and input of teens about how to provide services. Many teens are cognizant of the issues
revolving around adolescent pregnancy and they are well-respected by their peers.

Increasing Access to Family Planning

Providing access to family planning is an important part of preventing teen pregnancy. Referral organizations should either
offer family planning services or provide information and assistance to youths in accessing such services. Organizations
should also work with local jurisdictions to ensure that youths in care receive priority for family planning services, and
should advocate for sufficient funding to local providers for family planning services. Family planning programs should
include comprehensive reproductive health care involving a variety of health, education, and counseling services related
to birth control, contraception, pregnancy testing and counseling, and information and referral.

Programs That Enhance Life Options

Adolescents must be motivated to prevent pregnancy in order for sexuality education and contraceptive services to be
effective. Programs that enhance adolescents' sense of their future, their sense of self-worth, their understanding of the
value of education, and their awareness of work and career options serve to increase life options and provide reasons to
delay pregnancy.

Responsibility For Meeting Health Care Needs

Child welfare organizations that serve pregnant adolescents, young parents, and their children should share responsibility
with health care organizations, pediatricians, obstetricians, gynecologists, adolescent medicine specialists, and other
professionals providing health care and medical services to clients to ensure that all of the clients' health care needs are met.

Parenting Classes
The prospective father and mother should have an opportunity to attend parenting classes to learn how to care for
themselves and their child. The classes should address issues related to the responsibilities of parenting and sexuality.

This information was gathered from the following sources:
e CWLA Standards of Excellence for Services for Adolescent Pregnancy Prevention, Pregnant Adolescents, and Young Parents.
Revised Edition. (1998). Child Welfare League of America, Inc. Washington, D.C.
o Get Organized: A Guide to Preventing Teen Pregnancy. (1999). The National Campaign to Prevent Teen Pregnancy.
Washington, D.C. Available: http://www.teenpregnancy.org/campub.htm
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Excerpt from

Reframing the Issue: New Approaches to Teen Pregnancy Prevention

Adolescent Pregnancy Childwatch (APW)
For copies of the complete report, contact APCW, 1316 3rd Street Promenade, Suite B-5,
Santa Monica, CA: 90401 (310) 395-0098.

Too many babies are being born to adolescents.
Every one seems to agree, but no one seems to agree
on what should be done about it. Do we need more
sexuality education in schools? Or less? Should
contraceptives be easily available to adolescents?
Perhaps the media is the culprit. Is abstinence the
solution? Or do we need a completely new approach?

The findings reported in this Executive Summary
address these questions. They are based on a year-
long project—Prevention Strategies for Teen
Pregnancy: A Regional Approach in Los Angles
County—that brought together almost 800 people, from
many walks of life, to talk about adolescent
pregnancy in their communities.

A new approach is clearly required. In June, 1996,
participants from the regional meetings came together
in a county-wide forum, Strategies That Work: A
forum in Teen Pregnancy Prevention. Invited
speakers addressed the necessity of “reframing”
teenage pregnancy. Adolescent sexuality as a
reflection of adult sexuality, sexual abuse, the
psychological development of males, the importance
of evaluation, and implications for public policy were
among the topics discussed. The following three
approaches challenge us to things about teen
pregnancy in fresh ways.

I. The Healthy Sexuality Approach: From Disease Prevention to Health Promotion

..Our present approach focuses on teenagers'
"activity" or "behavior"- what they "do" rather than
on natural, evolving adolescent sexuality. Present
strategies are based on fear, rather than understanding
one's sexual development. A positive,
developmental approach . . . recognizes that . . .
"society has a responsibility to help adolescents
understand and accept their evolving sexuality and to
help them make responsible sexual choices . . .

...a positive, developmental approach recognizes that
becoming a sexually healthy adult is a key task of
adolescence. It maintains that, “society has a
responsibility to help adolescents understand and
accept their evolving sexuality and to help them make
responsible sexual choices, now and in their future
adult roles.”

I1. A Comprehensive Approach: From "Below the Waist" to the Whole Person

Researchers like Claire Brindis and Joy Dryfoos
have been pointing out for some time the importance
of acomprehensive approach to adolescent pregnancy
prevention. One of the most effective examples of
this approach is that pioneered by Michael Carrera,
founder and director of the Children’s Aid Society
Teen Pregnancy Prevention Program in New York
City. Dr. Carrera’s program, which will have been
successfully replicated in 16 sites in New York City
and 23 locations outside the city by next year, was
highlighted at the forum.

Early on, Carrera understood that teen pregnancy
is not simply a "genital problem" and not a "female
sexuality problem™. Rather, teen pregnancy is to a
great extent a response to greater social and economic
ills. Thus, he built his comprehensive teen pregnancy
prevention program around the belief that "unintended
pregnancies among poor, urban teens can be more
effectively curtailed if we reduce the impact of the
institutional racism that is systemic in our society; if
we provide quality education for everyone; and if we
create more employment opportunities for young
people and adults.”
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by Carrera, includes the following eight components:
1) a family life and sexuality education program, 2)
medical and health services, 3) mental health services,
4) self-esteem enhancement through the performing
arts, 5) lifetime individual sports, 6) academic

assessment and homework help, 7) a job club and
career awareness program, and 8) a college admission
program.

[11. A Societal Approach: from Teen to Adult Sexuality and Community Responsibility

...We cannot separate adolescent sexuality from
adult sexuality. Whether we are talking about the
models of sexual behavior that children learn from
their parents, the unconscious messages they receive
from teachers and social workers or other
professionals who work with young people, or the
media images that surround them, it is clear that adult
attitudes and values about sexuality affect them...

Prevention Strategies That Work

...It is no longer realistic to view the adolescent as
responsible for the increase in single parent families.
The data urge us to focus on the societal issues as they
relate to unemployment and job opportunities,
changing attitudes about gender roles, welfare reform
policy, and the changing structure of the family.

The APCW project steering committee identified six strategies that must be put in place in teen pregnancy is

to be reduced...

1. Reduce Adult Discomfort with Their Own and Adolescent Sexuality

e Provide on-going training of trainers that increases knowledge, expands wisdom, and develops

cultural understanding.

e Recognize that adolescent patterns of sexuality and birth rates mirror those of adults.

e Help parents become more comfortable with their own sexuality and better able to communicate with

their children about difficult issues.

e Utilize a parent/school-linked approach to provide family life/sexuality education at the elementary

level.

e Create a place for parent education and involvement in all school and community based sexuality

curricula.

e Raise community awareness that research is clear that there is no correlation between sexuality

education and increased rates of intercourse.

e Develop sexuality education and communication training for all adults who work with children and

youth.

2. Develop a Family Approach to Teenage Pregnancy Prevention. Promote Healthy Sexuality

e Provide sexuality education at all levels, including sessions for parents, peer group activities and

programs for young children.

e Offer prevention programs that are age-appropriate and include knowledge of contraception as well
as abstinence, self-esteem, gender identity and roles, tools for setting and achieving goals, and hope

for the future.
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Develop parenting/child development programs for new parents, including hospital and home visit
programs.

Recognize the association between child abuse/child sexual abuse and teen pregnancy and work to
develop prevention and intervention programs.

Re-frame teen pregnancy prevention as a female and male issue.
Support policies and programs which enhance responsible fathering and male involvement.

Improve strategies for linking community members with community resources and services.

3. Promote Caring, Consistent Adult Involvement for Every Child

Parents must be educated about the importance of their consistent involvement in their children's
lives.

Encourage adults in the community to become mentors and make them aware of the importance of an
adult in children's lives.

Encourage inter-generational activities and involvement. Develop more creative ways for seniors to
become involved with children and young adults.

Provide extra-curricular activities at school and other community sites, involving adults from the
community as volunteer coaches, counselors, and mentors.

4. Build Healthy Communities Through Sound Economic and Social Development

Expand job creation, skill building, career options awareness.
Utilize tax incentives and public/private partnerships to invest in human capital.

Minimum wage or Earned Income Credit for all full time working which corresponds to a living
wage.

Dramatically expand accessible, affordable, flexible, quality child care. Put them in all high and
middle schools for use by the whole community as child development training labs.

Provide all children and young adults involvement with work-related skill building and exposure to
employment opportunities.

Make urban renewal and restoration of neighborhoods a priority. Families and children should be
proud of where they live and feel safe. Schools should be clean and safe.

5. Promote Media Responsibility and Counteract Negative Media Images

Encourage broadcast and print media to take responsibility for establishing ethical standards
regarding both advertising and editorial portrayals of sexual images of boys and girls, women and
men, and sexuality and violence.

Make your concerns heard- respond to the media with letters to the editor, broadcasting company,
television program or advertiser. Boycott advertisers who use sexually provocative ads and support
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those that use positive images.
Create positive images in any media or editorial campaigns you do.

Promote media literacy. Talk to children about the images they are seeing and hearing from the
media.

Create billboard project to lobby against negative, violent, gender division images.

Provide training for advertising and entertainment industry about negative consequences of
irresponsible and sexual images and messages.

6. Reaffirm the Importance of Values and the Involvement of Religious and Other Organizations

"Walk the Walk" of valuing our children. Make children our first priority in terms of time, funding,
creative programs.

Moral relativism is not working for raising caring, responsible, inner-directed children. A need for
renewed connection with a spiritual center is widely recognized.

Mobilize religious congregations and members to make a recommitment to their own and other
people's children.

Involve churches, temples and other faith organizations in planning activities and implementing
parenting and teen pregnancy prevention programs.

More frank and positive discussion regarding responsibilities as an individual and a member of
society- incorporate character education programs like "Character Counts".

Encourage the development of an interfaith coalition around sexuality issues.
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[11. Reducing Teen Pregnancy

C. Evidence Based Practices

1. Excerpt from Child Trends Research Brief: “Preventing Teenage
Pregnancy, Childbearing, and Sexually Transmitted Diseases: What
the Research Shows

2. Programs with Strong Evidence of Positive Impacts

3.Excerpt from “The Surgeon General’s Call to Action to Promote
Sexual Health and Responsible Sexual Behavior”
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Excerpt from
Child Trends Research Brief:
Preventing Teenage Pregnancy, Childbearing, and Sexually

Transmitted Diseases: What the Research Shows
J. Manlove, E. Terry-Humen, A. R. Papillo, K. Franzetta, S. Williams, & S. Ryan, May 2002
Available at http://www.childtrends.org/files/K1Brief.pdf

Implications for Policy and Programs

Numerous studies have examined programs designed to bring about positive behavior in teens in
general and positive reproductive health behavior in particular. Many of these programs show promising
results, and the first three columns of the What Works table highlight those that were evaluated using
experimental research. Four reproductive health outcomes (initiation of sexual intercourse, use of
condoms for STD and/or pregnancy prevention, use of contraception, and pregnancies/births) are shown
in the table. The full report (available on Child Trends’ Web site) also includes: frequency of sexual
activity, number of sexual partners, and contracting STDs.

Although the vast majority of reproductive health programs naturally focus on adolescents, some
studies show that early investments in children will help improve their reproductive health behaviors
years later. For example, experimental studies have found that high-quality, intensive early childhood
programs are important in promoting long-term positive outcomes. In particular, adolescents who as
children were enrolled in preschool or child care programs that focused on improving education among
disadvantaged children have fewer pregnancies and births than those who were not enrolled in such
programs.

Experimental studies indicate that adolescents involved in community volunteer service learning
programs that feature community volunteering and classroom activities are less likely to be sexually
active and become pregnant than teens not involved in such programs. Programs that combine a focus
on youth development (including involvement in such activities as educational mentoring, employment,
sports, or the performing arts) with sex education can have a strong impact on frequency of sex as well
as pregnancies and births; however, effective programs in this area are intensive and long-term and so
far appear to have greater success with girls than with boys. Vocational education programs have had
minimal impacts on adolescents’ reproductive health behaviors.

Policy makers and practitioners alike have long been interested in whether sex education programs
succeed in influencing teens’ reproductive health behaviors. Many sex education programs combine
abstinence messages for sexually inexperienced teens with messages about contraceptive use for
sexually experienced adolescents. As shown in the What Works table, several of the eight experimentally
evaluated sex education programs showed some positive impact on reproductive health behaviors for
at least some groups of teens. More specifically, two of eight sex education programs delayed the
initiation of sexual intercourse, one of three improved condom use, and three of five had a positive
impact on overall contraceptive use. Only one abstinence-only education program has been evaluated
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with a rigorous experimental design so far, and it did not have a significant impact on reproductive
health activities (sexual initiation, frequency of sex, or number of sex partners). Current large-scale
evaluations of abstinence-only programs should give us a better idea of how effective these programs
are. Similarly, only one experimental program evaluated a project to improve parent-child
communication about sex, and this program did not have an impact on teens’ initiation of sexual
intercourse.

Among the seven HIV education programs that were experimentally evaluated, five were found to
have some positive impact on sexual activity and contraceptive use for at least some groups of teens.
Two of five HIV education programs delayed the onset of sexual intercourse, three of five showed some
positive impact on frequency of sexual activity, one of four reduced the number of sexual partners, and
three of seven showed improvements in condom use.

Those sex education and HIV education programs found to influence teens’ behavior positively have
multiple components, are based on theoretical approaches; deliver clear, accurate messages; engage
participants in curriculum-based activities; practice communication and refusal skills; are appropriate
to the age, culture and experience of participants; and provide appropriate training for teachers or peer
leaders.

Of the five clinic-based programs evaluated with experimental designs, two were found to have some
positive impact on condom use for STD and/or pregnancy prevention, one had a beneficial influence
on contraceptive use, and one reduced STDs. Those programs featured one-on-one counseling and
delivered clear messages about abstinence and contraceptive use.

In various studies, school-based health centers and programs that provide condoms have been found
to have both positive and negative effects on teen reproductive health behaviors. However, it is
impossible to draw concrete conclusions about these programs because the studies have not had rigorous
experimental evaluations. Similarly, as yet, most community-wide initiatives to influence teen
reproductive behavior have been largely unsuccessful. The minimal effects of initiatives may be due to
their extremely challenging goal of attempting to affect community-wide outcomes. Moreover,
experimental studies at the community level are almost impossible to mount, so research is at best
quasi-experimental.

Child Trends also looked at several programs that aim to delay repeat births among teenage mothers.
Although several research studies suggest that welfare benefit levels may influence reproductive health
behaviors in adolescents, experimental studies of welfare demonstration programs have shown a failure
to reduce subsequent births to teen mothers. However, a nurse home visiting approach, in which nurses
visit expectant teens and teenage mothers in their homes for more than two years, has been found to
lower the likelihood of those mothers having more children.
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Target of
Intervent
ion

Pregnanc
ies and
Births

Experimental Research Studies

What Works

- Programs that
include voluntary
community service,
preparation time, and
time for reflection
after service through
activities such as
group discussions,
papers, or journaling
(Teen Outreach
Program)

- Early childhood
programs that
include strong
preschool or child
care for low- income
families reduce the
likelihood of
pregnancies and
births during the teen
years (Abecedarian)
and out of wedlock
births by age 27
(High/Scope Perry
Pre-School).

- Nurse home visiting
programs, in which
trained nurses visit
expectant teen
mothers before and
after the baby is born
and help promote
maternal and child
outcomes reduce
subsequent
pregnancies (Olds).

What Doesn’t
Work

- Welfare demonstra-
tion programs have
shown minimal effects
on subsequent fertility
(New Chance, TPD).

- Neither of the 2
sexuality education
programs that focused
on pregnancy/births
had an impact (Mc-
Master Teen Program
and Project SNAPP).

- The only clinic-based
program to measure
pregnancy outcomes
showed no impact
(Herceg-Baron et al.
1986 in Philadelphia).

Non-Experimental Studies

Mixed Reviews

- One short-term youth
development program
showed no impact on
birth rates, except in the
Philadelphia site
(Quantum
Opportunities).

- Of the 4 vocational
education programs
that measured
pregnancies and births
as an outcome, only
one showed a positive
impact (Conservation
and Youth Service
Corps). This positive
impact was observed
for black women only;
there was no impact on
non- Hispanic white or
Hispanic women. The
other 3 programs
vocational education
programs had no
impact (Job Corps;
JOBSTART; STEP).

- One intensive long-
term program that
combines youth
development and
sexuality education
(CAS-Carrera; for
females but not males).

“Best Bets”

- Focus on delaying age of sexual debut.

- Reduce related risky behaviors such as
substance abuse and delinquency.

- Improve educational performance; dis-
courage dropping out of school.

- Encourage teens to form high educational
aspirations and to develop friend-ships with
peers who have also have them; convey to

parents importance of college expectations

(effective for boys).

- Promote participation in sports (effective
for girls).

- Promote church attendance/religiosity/
religious activity.

- Encourage parent-child communication
about pregnancy.

- Strengthen parent-child relation-ships;
emphasize importance of shared activities
between parents and children.

- Improve family socioeconomic standing;
provide support to maintain intact families.

- Recognize that having an older sibling who
is a teen parent is a risk factor.

- Focus on ways to reduce “intergenerational
transmission” of teenage sexual behaviors
from mothers to children.

- Encourage teens to date partners close to
their own age, rather than older partners.

- Eliminate non-voluntary sexual
experiences.

- Attend school and live in communities with
higher socioeconomic status and lower crime
levels.

- The impact of family planning services or
clinics on pregnancy or birth outcomes has
not been adequately estimated.

- Community-wide pregnancy or HIV
prevention initiatives have not been shown to
be associated with pregnancy or birth
outcomes.
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Excerpt from
The Surgeon General’s Call to Action to Promote Sexual
Health and Responsible Sexual Behavior

June 2001
http://www.surgeongeneral.gov/library/sexualhealth/default.htm

Evidence-based Intervention Models

Substantial work has been done in the areas of sexual health and responsible sexual behavior, through
public-private partnerships at the national as well as community level, by many researchers and
organizations throughout the country. Many of these approaches and programs to improve sexual
health have been evaluated and shown to be effective. They include: community based programs,
school based programs, clinic based programs, and religion based programs.

Community Based Programs

Youth development programs, although they typically do not specifically address sexuality, have been
shown to have a significant impact on sexual health and behavior. Programs that improve education
and life options for adolescents have been demonstrated to reduce their pregnancy and birth rates
(Olsen and Farkas, 1990; Allen et al, 1997; Melchior, 1998; Hawkins et al, 1999). These programs
may increase attachment to school, improve opportunities for careers, increase belief in the future,
increase interaction with adults, and structure young people's time.

School Based Programs

A majority of Americans favor some form of sexuality education in the public schools and also
believe that some sort of birth control information should be available to adolescents (Smith, 2000).
School based sexuality education programs are generally of two types: abstinence-only programs that
emphasize sexual abstinence as the most appropriate choice for young people; and sexuality and
STD/HIV education programs that also cover abstinence but, in addition, include condoms and other
methods of contraception to provide protection against STDs or pregnancy.

To date, there are only a few published evaluations of abstinence-only programs (Christopher and
Roosa, 1990; St Pierre et al, 1995; Kirby et al, 1997; Kirby, 2001). Due to this limited number of
studies it is too early to draw definite conclusions about this approach. Similarly, the value of these
programs for adolescents who have initiated sexual activity is not yet understood. More research is
clearly needed.

Programs that typically emphasize abstinence, but also cover condoms and other methods of
contraception, have a larger body of evaluation evidence that indicates either no effect on initiation
of sexual activity or, in some cases, a delay in the initiation of sexual activity (Kirby, 1999; Kirby,
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2001). This evidence gives strong support to the conclusion that providing information about
contraception does not increase adolescent sexual activity, either by hastening the onset of sexual
intercourse, increasing the frequency of sexual intercourse, or increasing the number of sexual
partners. In addition, some of these evaluated programs increased condom use or contraceptive use
more generally for adolescents who were sexually active (Kirby et al, 1991; Rotheram-Borus et al,
1991; Jemmott et al, 1992; Walter and Vaughn, 1993; Magura et al, 1994; Main et al, 1994; St
Lawrence et al, 1995; Hubbard et al, 1998; Jemmott et al, 1998; Coyle et al, 1999).

Clinic Based Programs

Prevention programs based in health clinics that have an impact on sexual health and behavior are of
three types: counseling and education; condom or contraceptive distribution; and STD/HIV screening.
Successful counseling and education programs have several elements in common: they have a clear
scientific basis for their design; they require a commitment of staff time and effort, as well as
additional time from clients; they are tailored to the individual; and they include building clients' skills
through, for example, exercises in negotiation. Even brief risk-reduction messages have been shown,
in some studies, to lead to substantial increases in condom use (Cohen et al, 1991; Cohenetal, 1992;
Mansfield et al, 1993; Kamb et al, 1998;) although other studies have shown little effect (Wenger et
al, 1992; Clark et al, 1998). More extensive counseling, either individual or small group, can produce
additional increases in consistent condom use (Boyer et al, 1997; Shain et al, 1999).

Most school clinic based condom and contraceptive availability programs include some form of
abstinence or risk-reduction counseling to address the concern that increased condom availability
could lead to increased sexual behavior (Kirby and Brown, 1996). The evidence indicates these
programs, while still controversial in some communities, do not increase sexual behavior and that they
are generally accepted by adolescents, parents, and school staff (Guttmacher et al, 1995; Wolk and
Rosenbaum, 1995).

Religion Based Programs

Religion based sexuality education programs have been developed and cover a wide spectrum of
different belief systems. Taken as a whole, they cover all age ranges, from early elementary school
to adults, as well as youth with different sexual orientations and identities. Although it is reasonable
to expect that religion based programs would have an impact on sexual behavior, the absence of
scientific evaluations precludes arriving at a definitive conclusion on the effectiveness of these
programs. More research is needed.
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IV.  Supporting Pregnant Teens

A. Policies
Example of Policies
1. Regarding Pregnant Teens
a. Title IX (Federal)
b. Nashville (District)
c. Hawaii (State)
2. Regarding Teen Parents

a. Excerpt from “Improving Outcomes for Teen Parents and
Their Children by Strengthening School-Based Programs”

b. School/Training Requirement

B. Programs & Guidelines
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IV. Supporting Pregnant Teens
A. Policies
Example of Policies
1. Regarding Pregnant Teens

FNE (TSBVI) - Student Rights and Responsibilities:
Pregnant Students

Federal - Adopted: 11/17/95
TITLE IX

The School shall not discriminate against any student or exclude any student from its
education or activity, including any class or extracurricular activity, on the basis of the
student's pregnancy, childbirth, false pregnancy, termination of pregnancy, or recovery
therefrom.

The School requires such a student to obtain the certification of a physician that the
student is physically and emotionally able to continue participation in the normal education
program or activity so long as such certification is required of all students for other physical
or emotional conditions requiring the attention of a physician.

http://www.tsbvi.edu/policy/fne.htm
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Student Parents, Pregnant and/or Married Students

Nashville, TN (#5138 / 5139)

The Metropolitan Public Schools are committed and dedicated to the task of
providing the best education possible for every student in the system for as long as the student can profit from
attendance and maintains conduct that is compatible with the welfare of the group.

Under this guiding philosophy, the Board of Education believes that married and/or pregnant students have
the same privileges and carry the same responsibilities as all other students and further sets forth the following
provisions:

Any problem arising concerning a married and/or pregnant student shall be handled by the principal,
counselor, and appropriate members of the pupil personnel staff.

A married student may remain in the school in which he/she is presently enrolled.
A pregnant student, her parent or legal guardian may for valid cause request and receive a transfer.

A student who is also the parent or legal guardian of a child or that student's parent or legal guardian
may request and will receive a transfer, provided the transfer is needed (1) to facilitate childcare for
the younger child (if the transfer request is to a school with a childcare program, there must be space
available in the program) or (2) for such other appropriate reason(s) to be evaluated on a case by case
basis.

These transfer requests should be processed pursuant to the procedures outlined in the Transfer Policy
- #51109.

The pregnant student may be assigned to a homebound instructional program, when this seems most
desirable in a given situation, with appropriate documentation by a physician.

A pregnant student who has met the requirements for graduation may participate in graduation
activities.

Overcrowding as to school or classrooms will not be a basis for denial of a transfer under this policy.

The Policy Committee also recommends that the provisions set forth above that deal with transfers also
be reprinted in the current transfer policy or an appropriate reference to this policy be included in the
transfer policy so as to alert readers to these provisions.

Board Approved: 1/27/70 Board Revised: 2/22/72, 7/12/77, 9/12/78, 11/27/79, 4/10/01
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Hawaii Administrative Rules
Board of Education, State of Hawaii, Department of Education

TITLE 8 DEPARTMENT OF EDUCATION
SUBTITLE 2 EDUCATION
CHAPTER 18
PREGNANT STUDENTS

§8-18-1 General rule

88-18-2 Diagnosis and referral
§8-18-3 Educational alternatives
§8-18-4 Excused absence
§8-18-5 Putative father
888-18-6-15 Reserved

Historical Note: This chapter is based substantially upon Department of Education "Rule 23, Relating to
Pregnant Students." [Eff. 3/28/64; am 11/29/73; R MAY 02, 1983]

88-18-1 General Rule. The department strongly encourages pregnant students to continue with their
education. Any pregnant student shall be allowed to stay in school if the student so desires until the
student's doctor indicates otherwise. [Eff. MAY 02, 1983] (Auth: HRS 8302A-1112) (Imp: HRS
§302A-1112)

88-18-2 Diagnosis and referral. In case of suspected pregnancy, diagnosis is the responsibility of a
qualified physician. The school shall make every effort to provide appropriate information to the
student as to available resources for planning and care. The public health nurse is one of these
resources. [Eff. MAY 02, 1983] (Auth: HRS 8302A-1112) (Imp: HRS §302A-1112)

88-18-3 Educational alternatives. The department shall assist the pregnant student in modifying any
class schedule if the student so wishes. If the pregnant student decides not to remain in school, either
during or after pregnancy, the department shall assist the student in transferring to another school of the
student's choice including, but not limited to adult education classes, or Booth Memorial School, or any
other school. [Eff. MAY 02, 1983] (Auth: HRS §302A-1112) (Imp: HRS §302A-1112)

88-18-4 Excused absence. When, in the opinion of the student's physician, the student's physical
condition warrants it, the expectant student may be excused from school. Provision shall be made for
instruction during the period of absence from school. The student shall be permitted to re-enter school
upon the recommendation of the student's physician. [Eff. MAY 02, 1983] (Auth: HRS 8302A-1112)
(Imp: HRS 8302A-1112)

88-18-5 Putative father. The status of a putative father is a legal consideration which may be
determined by court action only. [Eff. MAY 02, 1983] (Auth: HRS §302A-1112) (Imp: HRS
8302A-1112)

888-18-6-15 Reserved.
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IV. Supporting Pregnant Teens
A. Policies
Example of Policies
2. Regarding Teen Parents

Excerpt from
Improving Outcomes for Teen Parents and Their Children
by Strengthening School-Based Programs:

Challenges, Solutions and Policy Implications
S. A. Stephens, W. C. Wolf, & S. T. Batten, Center for Assessment and Policy Development
Available at: http://www.capd.org/pubfiles/pub-1999-04-01.pdf

Summary of Policy Implications

This policy paper addresses how to strengthen school-based efforts for adolescent parents and their children
so that they can be more effective in meeting the needs and improving outcomes of these young families. Based
on the experience and lessons of a six-year effort — the Initiative to Strengthen School-Based Programs for
Adolescent Parents and Their Young Children — funded by several national foundations 1 and administered
by the Center for Assessment and Policy Development (CAPD), this document addresses several specific
challenges faced by school-based programs. These challenges include:

. Making teen parents and their children visible;

. Helping the education system work for teen parents and their children;

. Providing critical services and supports to teen parents and their children;
. Linking schools with TANF services and resources; and

. Providing services to all teen parents, both non-TANF and TANF.

While this paper highlights innovative solutions to these challenges from the field, the major focus is on

identifying policy changes — at the community, state and federal levels and those appropriate to private
funders — that would allow programmatic solutions to be more broadly implemented. Pulling together these
policy implications across each of the challenge areas reveals a rich array of possibilities that would strengthen
school-based programs for adolescent parents and their children. These implications are summarized below.
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Summary of Policy Implications to Strengthen School-Based Programs
for Adolescent Parents and Their Children

Making teen parents and their children visible

TANF, schools, health and social service agencies should regularly calculate rough estimates of teen
parents and their children in planning service delivery sites and approaches, including outreach.

Other funding programs should require estimates of the numbers of teen parents and their children and
the priority that will be given to teen parents and the children of teen parents in applications and program
plans.

Requirements for identifying and ensuring adequate support for minor parents should be enacted into law and
resources provided for carrying out assigned agency responsibilities.

There should be centralized responsibility for teen parents within schools.

The public, school staff and other provider agencies should be made more familiar with the rights of
parenting adolescents to educational opportunities through public schools under Title IX and the availability
of subsidized child care available through TANF and other sources to support school attendance.

Helping the education system work for teen parents and their children

The protections that Title IX affords pregnant and parenting students should be broadly promoted as a matter
of district policy to students, parents, community members, school staff, administrators and school board
members.

School districts should seek to balance resources and priorities between enhanced services for adolescent
parents within comprehensive high schools and stand-alone alternatives.

Districts should commit core school district funds for the development and implementation of alternative
instruction methodologies and other innovative educational approaches for at-risk students within mainstream
schools.

Replication packages and other information on alternative instructional methodologies and other educational
interventions appropriate for at-risk students should be made available so that local school districts have
access to information on new strategies for at-risk students.

Districts should balance the goal of high school graduation for teen parents with realistic assessment of both
student educational needs and status and community options for GED completion.

TANF resources should be used to build the capacity of schools to address the needs of parenting students
as well as support an array of educational options for teen parents in the broader community. Options could
include but not be limited to community colleges and other community-based educational programs.
Centralized responsibility for teen parents within school districts should extend to the young children of teen
parents, and link with the district’s efforts in the area of early childhood development and school readiness.

Providing critical services and supports to teen parents and their children

Community service providers — especially those charged with supporting early child development —need
to consider schools as an important potential site for delivering services to, or at least reaching, parenting
teens and their children.

Public and private funding of community provider agencies, including early childhood service providers,
should include requirements to implement strategies that link with school-based programs for teen parents
and their children.

Flexible funding streams should be developed (similar to those in California and Florida) that can pay for
comprehensive coordinated case management services for all parenting students and their children, regardless
of eligibility for public assistance or other means-tested benefits.
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Funding and technical assistance should be provided to support the development of a community system for
case management, including standards of practice and accountability systems.

Additional support for the dissemination of information and staff training on effective practices in working
with teen parents and their children should be part of public and private funders’ agenda in the areas of family
strengthening, economic self-sufficiency and early child development.

Linking schools with TANF services and resources

Plans for the implementation of TANF should address the special needs and circumstances of parenting teen
recipients. Local TANF agencies and school districts should develop joint procedures for identifying
parenting teen TANF recipients and referring them to appropriate educational programs.

TANF funds should be used to support the development of school capacity to effectively educate teen parents
and to link teen parents and their children with community services.

Providing services to all teen parents, both non-TANF and TANF

State TANF policies and regulations should allow and in fact encourage support to non-TANF as well as
TANF teen parents as a welfare prevention strategy.

In allocating other public funds for support services such as child care subsidies, case management and
parenting education, community agencies or boards should place high priority on teen parents and the
children of teen parents.

States should enact and fund legislation to provide additional resources to school districts based on the
number of teen parents and children of teen parents served through schools.

State funding should also support the provision of technical assistance to local districts on how to build
effective school-based programs, including development of a range of educational options.
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Excerpt from

States React to the High Costs of Teen Pregnancies

Volume 28, Issue 485
February 19, 2007

Shocking estimates of the costs of teen pregnancy are
catching the eye of some state legislators. Even though
the rate of teen pregnancy in the United States has
declined by one- third since the early 1990s, teen
childbearing still costs the public sector at least $9.1
billion annually, according to a report released late last
year by the non-partisan National Campaign to Prevent
Teen Pregnancy.

Not surprisingly, the most populous states had the
highest rates of teen births. Among those states, Texas
paid the most: $1.2 billion in 2004. Texas Senator
Leticia Van de Putte said she was not surprised that
Texas has the highest public cost for teen pregnancy.
"We have cut family planning money at the local level
and cut services to 17,000 women,” she commented.
“The research tracks what is going on in the state."

States have been working to prevent teen pregnancies in
part because doing so is one of the most effective ways
to improve child well-being and reduce persistent child
poverty. Despite hitting the lowest level in 30 years, teen
pregnancy rates are still high: one in three girls get
pregnant at least once before they reach age 20, resulting
in almost 750,000 teen pregnancies a year, according to
the Campaign.

In Texas, Senator VVan de Putte and Senator Florence
Shapiro have introduced SB156, the "Nurse Family
Partnership Grant Program."” The bill would establish a
competitive grant program that would put nurses into 11
communities with the goal of preventing subsequent
pregnancies to teen mothers and improving the health
and development of the children of teen mothers. The
bill requires that the program be based on the model
developed by the Nurse-Family Partnership Service
Office, an evidence-based nurse home visitation program
developed by a nonprofit based in Denver, Colorado.

Over the past several years, Colorado, Florida

and Illinois have all passed legislation related to teen
pregnancy prevention. In 2006, the Colorado Legislature
made permanent a pilot project by passing HB 1351.
This community-based program was established in 1995
to provide support to Medicaid-eligible at-risk teens and
teen parents, including intensive individual or group
counseling, and vocational and educational guidance and
health services.

Bill sponsor Colorado Representative Ray Rose said
that the program has reduced the rate of subsequent
pregnancies for teen moms and cut Medicaid costs.
"The rate of subsequent pregnancies for moms in the
program is 1 percent compared to over 20 percent for
the rest of the state,” she noted. “This program is a
tremendous community partnership that works with the
local charter school and the hospital.”

In 2005, Florida enacted SB 1650, which authorized
inclusion of teen pregnancy prevention in a plan to
reduce the need for public assistance. This plan includes
implementing the model program Project ENABL
(Education Now and Babies Later), as well as providing
assistance to teen parents for educational or
employment programs or both.

In 2003, the Illinois Legislature passed HB 1630,
which called for creation of a program to conduct
research, education and prevention activities for at-risk
Hispanic/Latino teenagers.

The Campaign’s report measures the costs that could
be averted if today’s teen mothers delayed their first
birth to their early 20s. Researchers took into account
such factors as the number of teen births in each state;
the lower taxes the mother, her partner and their
children pay due to lower incomes; the costs of public
assistance and the increased likelihood that sons born to
teen moms will be incarcerated.

The Campaign suggests that legislators set a specific
goal for reducing teen pregnancy, share information
related to costs with other policymakers, help parents
by sharing information with them, and support proven
teen pregnancy interventions and youth programs.
For more policy suggestions, see
http://www.teenpregnancy.org/policy/.
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IV. Supporting Pregnant Teens

B. Programs & Guidelines

1. Compendium of School-Based and School-Linked Programs for
Pregnant and Parenting Adolescents

2. AACAP - “When Children Have Children”

3. Excerpt from “Second Chance Homes: Providing Services for
Teenage Parents and Their Children” and Table
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IV. Supporting Pregnant Teens
B. Programs & Guidelines

Programs in Public Schools

Children and Adolescent Parents Support Self-Sufficiency

Cleveland Public Schools Healthy Family/Healthy Start
Outreach Program

George Washington Carver School-Based Health Center

Graduation, Reality, and Dual-Role Status

Living for the Young Family Through Education

Parent and Child Enrichment Center

Project Reach

Pregnant Minor and Infant/Toddler Programs

Teen Net

Teen Self Help Demonstration Program

Tender Loving Care Teen Parenting Program

Trisha Obear Teen Learning Center and Maurice Kirby
Child Care Center

Wilde Lake High School Teen Parenting and Child Care
Program

Alternative Schools for Pregnant & Parenting Teens

Alternative Education Enhancement Project

Florence Crittenton School/Human Services Inc.

Margaret Hudson Program, Inc.

New Futures School

Paquin Middle/Secondary School for Expectant and
Parenting Adolescents

Prep Middle School

Silver Springs High School

St. Mary's Alternative School

Teen Parent Program

Compendium of School-Based and School-Linked Programs
for Pregnant and Parenting_Adolescents

February 1999

Available at http://www.ed.gov/pubs/Compendium/

School- and Community-Based Programs

Mercy Children's Medical Center

PARTNERS of Child and Family, Inc.

Teen Pregnancy and Parenting Project

Torrance County Maternal and Child Health Program

Community-Based, School-Linked Programs
A Step Up

Chicago Healthy Start

Crisis Pregnancy Center of Columbia, Inc.

Hannah House, Inc.

Horizon Youth Service Center
Inwood House

Lula Belle Stewart Center, Inc.

Mama and Me Child Saving Institute
Raising Hopes Infant and Teen Support Center
Teens Entering College Now

Young Family Independence Program
Y's Parent Center

Youth Health Services, Inc.

Programs Based in Medical Facilities

Gunderson Lutheran Teen Health Service
Options for Pregnant and Parenting Teens
Young Parents Program/The Parenting Project
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IV. Supporting Pregnant Teens

B. Programs & Guidelines

When Children Have Children
American Academy of Child & Adolescent Psychiatry

Facts for Families # 31, January 2000
Available at http://www.aacap.org/publications/factsfam/pregnant.htm

Babies born in the U.S. to teenage mothers are at risk for long-term problems in many major areas of life,
including school failure, poverty, and physical or mental illness. The teenage mothers themselves are also at
risk for these problems.

Teenage pregnancy is usually a crisis for the pregnant girl and her family. Common reactions include
anger, guilt, and denial. If the father is young and involved, similar reactions can occur in his family.

Adolescents who become pregnant may not seek proper medical care during their pregnancy, leading to an
increased risk for medical complications. Pregnant teenagers require special understanding, medical care, and
education--particularly about nutrition, infections, substance abuse, and complications of pregnancy. They
also need to learn that using tobacco, alcohol, and other drugs, can damage the developing fetus. All pregnant
teenagers should have medical care beginning early in their pregnancy.

Pregnant teens can have many different emotional reactions:
* some may not want their babies
* some may want them for idealized and unrealistic ways
o others may view the creation of a child as an achievement and not recognize the serious
responsibilities

» some may keep a child to please another family member

* some may want a baby to have someone to love, but not recognize the amount of care the baby needs

» depression is also common among pregnant teens

* many do not anticipate that their adorable baby can also be demanding and sometimes irritating

» some become overwhelmed by guilt, anxiety, and fears about the future

* depression is also common among pregnant teens

There may be times when the pregnant teenager's emotional reactions and mental state will require referral
to a qualified mental health professional.

Babies born to teenagers are at risk for neglect and abuse because their young mothers are uncertain about
their roles and may be frustrated by the constant demands of caretaking. Adult parents can help prevent
teenage pregnancy through open communication and by providing guidance to their children about sexuality,
contraception, and the risks and responsibilities of intimate relationships and pregnancy. Some teenage girls
drop out of school to have their babies and don't return. In this way, pregnant teens lose the opportunity to
learn skills necessary for employment and self survival as adults. School classes in family life and sexual
education, as well as clinics providing reproductive information and birth control to young people, can also
help to prevent an unwanted pregnancy.

If pregnancy occurs, teenagers and their families deserve honest and sensitive counseling about options
available to them, from abortion to adoption. Special support systems, including consultation with a child and
adolescent psychiatrist when needed, should be available to help the teenager throughout the pregnancy, the
birth, and the decision about whether to keep the infant or give it up for adoption.

Copyright ©° 1997 by the American Academy of Child and Adolescent Psychiatry
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‘ IV. Supporting Pregnant Teens
| B. Programs & Guidelines

Excerpt from
Second Chance Homes:

Providing Services for Teenage Parents and Their Children
U.S. Department of Health and Human Services, October 2000

\ Office of the Assistant Secretary for Planning and Evaluation

Available at http://aspe.hhs.gov/hsp/2ndchancehomes00/

The difficult life circumstances of most teenage mothers and their children have intensified interest in finding
ways to support young mothers in their efforts to become self-sufficient, delay subsequent childbearing, and
promote awareness of child development early in their children's lives in order to break the cycle of poverty and
reliance on welfare. One innovative service delivery option available is the establishment of "Second Chance
Homes" for teenage mothers and their children. Second Chance Homes offer stable housing and other
supportive services to teenage mothers, with the intent of providing teens with the skills and knowledge
necessary to become more effective parents and lead productive, independent lives.

The Difficult Life Circumstances Facing Teen Parents and Their Children
Trends in Teen Births

In recent years there have been significant declines in both teenage pregnancy and birth rates, with teen
pregnancy rates reaching their lowest level since statistics have been collected. While this is good news, there
are still far too many teens having children before they are ready. In fact, nearly 500,000 teenage girls become
parents each year. Roughly 40 percent of these teenage parents are under age 18; more than three-fourths are
unmarried; and the majority of parenting teens do not have the economic or social resources in place to provide
for themselves or their children. Moreover, teenage mothers are more likely to have additional children in quick
succession, limiting their life options even further than having only one child. Although the number of repeat
births to teenage girls also has declined since 1991, there are still over 100,000 second or higher order births to
teenagers annually.

A large number of teenage mothers are poor. Studies estimate that as many as 60 percent of teenage mothers are
living below the poverty line, and as many as 80 percent rely on welfare for support for at least some portion of
time following a teen birth. Earlier research indicates that women who gave birth as teens relied on public
assistance for support for substantially longer periods of time than other families. The impoverished
circumstances of teenage mothers are exacerbated by the fact that many have limited academic skills, have
dropped out of high school, and come from backgrounds with few role models or opportunities for improving
their livelihoods.

Many teenage mothers have a difficult time juggling the dual roles of parent and teen. These responsibilities are
often undertaken in the context of stressful environments, many of which are characterized by poverty, poor
housing, domestic violence, abuse, and unsafe neighborhoods. Research has shown that a large percentage of
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teenage mothers have experienced sexual and/or physical abuse, often by a household member. These teenage
mothers face an even greater risk of repeat pregnancy and other health problems.

Negative Outcomes for the Children of Teen Mothers

The long-term, negative consequences of teenage childbearing affect both parent and child. Both are likely to
face poverty, low levels of educational attainment, and long-term dependence on public assistance. Concerns
about the negative effects of teenage childbearing on both the mother and her child(ren) have become more
salient. Research indicates that children of teenage mothers are more likely to be born prematurely and to be of
low birth weight than children born to women who are older. Compared to children born to older women,
children of adolescent mothers, in general, do not do as well in school, have higher reported incidences of abuse
and neglect, have higher rates of foster care placement, and are more apt to run away from home. As these
children get older, the boys are 2.7 times more likely to be involved in criminal behavior, and the girls are 33
percent more likely to become teenage mothers themselves, increasing the likelihood that they will rely on
public assistance.

Second Chance Homes: A Promising Strategy to Break the Cycle of Dependency

Need for a Supportive, Adult-Supervised Living Arrangement

While there are many teenage mothers who never enter any social welfare system, others do not have the
supports that they need to make it on their own. Many teenage mothers are not necessarily able to remain at
home with their parents, either for reasons of overcrowding in the home, abuse and neglect, or financial
difficulty. They may not have family, friends, or other resources available that enable them to meet the basic
needs for themselves or their children. Teenage mothers who are unable to live at home with their families are
vulnerable on many fronts. They encounter all of the demands of parenting and being a teen, and are often faced
with the additional need for stable housing. Without other supports, these teenage mothers are likely to
experience periods of homelessness, spend time in foster care, or rely on welfare for assistance.

Younger teenage mothers may face additional challenges as a result of their age. These young mothers may
experience difficulty finding a place in which to live with their children. For instance, homeless shelters,
battered women's shelters and transitional living programs may not always accept teenagers who are under the
age of 17, nor do these programs generally accept young children. Further, placement in foster care does not
always ensure that the mother and child will remain together — the placement of both the teenage mother and
her child together is contingent on the availability of a trained foster care provider or group home that is willing
to take both the teen and her child. Young mothers who are homeless come up against many of the same hurdles
as young mothers in foster care, including poverty, barriers to education and other supports. Their primary need
is housing. One study indicates that 80 percent of minor mothers who are homeless are unable to find long-term
stable living arrangements, and could be in need of a Second Chance Home or similar arrangement.

What is a Second Chance Home?

There is not a single definition of a Second Chance Home, but the common elements include support,
supervision, and a safe place to live. The term "Second Chance Home" can refer to a group home, a cluster of
apartments, or a network of homes that integrate housing and services for teen mothers and their children who
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cannot live at home because of abuse, neglect or other extenuating circumstances. Senator Daniel Patrick
Moynihan (D-NY) introduced legislation in 1999 (S.208) that defines Second Chance Homes as entities that
"provide custodial parents under the age of 19 and their children with a supportive and supervised living
arrangement in which such parents would be required to learn parenting skills, including child development,
family budgeting, health and nutrition, and other skills to promote their long-term economic independence and
the well-being of their children."”

Second Chance Homes can be discrete programs or they may be run by agencies with broader missions and
services. Second Chance Homes can be more transitional in nature, with shorter-term stays, or the services and
programs can be provided over a longer time period. Some maternity homes, a type of Second Chance Home,
are funded to address needs during pregnancy and to prepare for transition after delivery, and therefore allow
residential stays often only during pregnancy and a very short time after delivery. Those that offer longer stays
for the mother and child are designed to help minor/teen mothers plan for and develop a transition plan for
another place to live. In some instances, Second Chance Homes also involve the fathers of the children to
provide assistance with parenting and provide fathers with access to services they may need to become good
parents, acquire skills or gain employment. Second Chance Homes may also help reconnect young mothers with
their families.

Major Federal Funding Resources Available

The two largest sources of federal funds within the Department of Health and Human Services come from the
Temporary Assistance for Needy Families (TANF) block grant to states (Title I\V-A of the Social Security Act)
and the Social Services Block Grant (Title XX of the Social Security Act). These two programs provide funds
to states that may be important sources of support for young parents and can be used to fund Second Chance
Homes. In addition, there are other federal funding sources, such as Child Welfare and Foster Care funds
provided to the states, the Independent Living Program, and the Transitional Living Grant Program.

Because Second Chance Homes include housing along with programs and services, there are also several
potential sources of funds within the Department of Housing and Urban Development. In addition to the
Community Development Block Grant, there are the Supportive Housing Program funds and the Emergency
Shelter Grants Programs — both for homeless individuals. Additionally, properties for Second Chance Homes
can be acquired through HUD programs such as the Dollar Homes Program, the Non-Profit Sales Program and
under the McKinney Act Title V Program.

Existing estimates of operating costs for Second Chance Homes vary greatly, depending on the structure of the
home, the nature of the services provided, and the length of stay for both the mother and her child(ren).
Estimates of the cost for a mother and her child range from anywhere between $20,000 to $63,000 per year.(17)
Many of the funding sources that are available for the establishment and operation of Second Chance Homes
offer some flexibility on how the funds can be used — but some restrictions remain, particularly in relation to
costs associated with the construction of facilities to house Second Chance Homes — and who is served by
them.

Under the TANF block grant and other available sources of funding, states have increased flexibility in
designing programs to serve teenage parents, and more generally families in need. However, the block grant
system has also decentralized programs and information, making it at times more challenging for states to
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gather information or evaluate their options. The appendix provides more details on the major funding resources
that are available through the Departments of Health and Human Services and Housing and Urban
Development.

Evidence of Effectiveness

There have been several process analyses of Second Chance Homes describing the service delivery approaches
specific to individual programs as well as the number and characteristics of teens served by the programs.
Several of these evaluations have provided considerable insight into the needs of young mothers and their
children, and have offered good suggestions on what the next direction should be in terms of defining or
refining programs serving young mothers and their children. In addition to documenting how programs operate
and offering descriptive information about teens and their children, in some cases the studies also include
documentation of outcomes (e.g. employment, education or pregnancy) that were measured by the programs.

To date, there is very limited rigorous evaluative information on the effectiveness of Second Chance Homes.
Several states or programs have reported successful results in terms of reduced repeat pregnancies (compared
with the state average), higher rates of school completion, lower child abuse and neglect, improved maternal
and child health, higher participation in employment, and reduced welfare dependency. However, use of these
results to make informed policy or program design decisions is limited because: 1) the results have typically
been based on self-reported information from participants (not independently verified); 2) the information is
based on a very small number of young mothers; and 3) the information reflects only the outcomes of those who
stayed with the programs or were able to be tracked after leaving. Further, in almost all cases, there has been no
comparable group with which to compare outcomes in order to determine whether the participation in a Second
Chance Home made a real difference compared to what would have otherwise happened.
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What Major Resources Are Available?

Name of Resource

What Aspects of
SCH Can These
Funds Pay For?

Restrictions on
Funding

Who Receives
Funds?

Where can | get
more
information?

HHS Sources of Assistance

Temporary
Assistance for Needy
Families (TANF)
Block Grant

and

State Maintenance of
Effort Dollars (MOE)

Child Care
Development Fund
(CCDF)

Social Services Block
Grant (SSBG)

Planning & operat-ing
costs; cash assistance to
teens; parenting & life
skills classes; child
care; job training &
placement; coun-seling;
case man-agement;
follow-up services.
Also, any-thing that
reason-ably meets the
four broad purposes of
TANF. For MOE all of
the above.

Child care assistance
for low-income
families who are
working or attending
training/education;
quality improvement
efforts such as grants or
training for child care
providers.

Planning & operating
costs; parenting & life
skills classes; child
care; job training &
placement; counseling;
case management;
follow-up services.

Cannot be used for
facility construction or
medical care except
family planning;
"assistance" such as
housing an cash aid can
only go to needy teens.
For MOE, all funds
must be spent on needy
families. States define
who is needy.

CCDF cannot be used
for construc-tion or
major reno-vation
(except for Indian
Tribes). Families
receiving subsidies
must meet income
eligibility requirements
and have children
under age 13 (or age 19
if not capable of self
care).

Cannot be used for
facility purchase,
construction, reno-
vation; medical care
except family plan-
ning; cash aid; un-
licensed child care;
drug rehab; public
education; room and
board; services in
hospitals, nursing
homes, or prisons.

States, in the form of
block grants; states
decide how funds are
spent within context of
TANF; plan that must
be reviewed and
certified by HHS. For
MOE, state decides
how funds are spent.

States, Territories, and
Indian Tribes in the
form of formula block
grants.

States, in the form of
formula block grants;
states must report to
HHS on how funds are
spent and who is
served.

State contacts for this
funding stream are
provided through this
site:

www.acf.dhhs.gov/pro
grams/ofa/

State contacts for_this
funding stream are
provided through this
site:
www.acf.dhhs.gov/pro
grams/ccb/

State contacts for this
funding stream are
provided through this
site:
www.acf.dhhs.gov/pro
grams/ocs/sshg
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Child Welfare
Services Title IV-B
Subpart 1 and 2
Funds

Independent Living
Program

Transitional Living
Program for
Homeless Youth

Child welfare services,
family preservation and
reunification, family
support, adoption
promotion and support.

Room and board (for
youth aged 18-21
only); education; life
skills training;
counseling; case
management.

Housing, life skills
training, interpersonal
skills building,
education, job training,
health care.

All children receiving
State or Federal foster
care funds must also
receive certain
protections under Title
IV-B.

Funds must be spent on
youth ages 18-21to
assist them in making
the transition from
foster care to
independent living.

Funds can only be used
to serve youth aged
16-21 for up to 18
months who are:
homeless, including
those for whom it is not
possible to live safely
w/ a relative; and who
do not have an
alternative safe living
arrangement.

States and Indian
Tribes receive Title
IV-B subpart 1 and 2
funds on a formula
basis.

States, on a formula
basis.

HHS awards 3-year
competitive grants to
multi-purpose youth
service organizations.

www.acf.dhhs.gov/pro
grams/cb/programs/

www.acf.dhhs.gov/pro
grams/ch/programs/

www.acf.dhhs.gov/pro
grams/
fysb/programs/pgm_tlp
.htm

HUD Sources of Assistance

Community
Development Block
Grant (CDBG)

HUD Supportive
Housing Program

Facility purchase,
construction, renova-
tion; planning operat-
ing costs; parenting &
life skills classes; child
care; job train-ing &
placement; counseling;
case management;
follow-up services.

Facility purchase,
construction,
renovation; new or
increased services to
the homeless; operating
expenses; some admin
costs.

At least 70 percent of
funds must benefit low
and moderate income
families; states and
communities must
prepare action plan
with community input.

Funds must be spent on
homeless persons only;
25% set aside for
families with children;
25% for disabled; 10 %
for supportive services
not provided w/
housing. Homeless
minors may be eligible
unless they are
considered wards of the
state.

States, major cities,
urban counties, in the
form of formula block
grants.

HUD awards 3-year,
renewable competitive
grants to states, tribes,
cities, counties, other
governmental entities,
private non-profits,
community mental
health associations.

Contact your local
HUD office. A list-ing
is available at:
www.hud.gov/local.ht
ml

Contact your local
HUD office. A list-ing
is available at:
www.hud.gov/local.ht
ml
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HUD Emergency
Shelter Grants

Facility renovation;
operating costs;
homelessness
prevention;
employment, health,
drug abuse, education
services.

Rental Assistance
Vouchers

In general, the voucher
pays the landlord the
difference between
30% of a renting
family's gross income
and the price of the
rental unit, up to a local
maximum.

HUD's Dollar Homes
Program

Property acquisition.

Funds must be spent on
the homeless or those
at risk of being
homeless; only 5% of
funds can be used for
admin costs, & 30 %
for prevention &
services. Homeless
minors may be eligible
to receive services
unless they are
considered wards of the
state under applicable
state law.

Teenage mothers may
be eligible for
vouchers. However, the
voucher program
requires that a lease be
signed by the renter,
and in some states
minors may not sign a
lease. Individual PHAS
determine whether a
shared housing facility
is an acceptable use for
the voucher. The PHA
must approve the renter
and the unit according
to various eligibility
criteria.

States, major cities,
urban counties, in the
form of formula grants.

In order to receive a
voucher, a renter must
apply to his/her local
Public Housing
Authority.

Local governments
(cities and counties)
can purchase HUD
owned homes for $1
each, plus closing
costs, to create housing
for families and
communities in need.
Local govern-ments
can purchase these
homes and then convey
them to non-profit
organ-izations for use.

Contact your local
HUD office. A list-ing
is available at:
www.hud.gov/local.ht
ml

Contact your local
Public Housing
Authority.

www.hud.gov/dollarho
mes

Also, the full text of
Housing Notice 00-7
("Implementation of $1
Home Sales to Local
Governments
Program™) can be
downloaded at
www.hudclips.org
(Click on "Housing
Notices")
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HUD's Non-Profit
Sales Program

McKinney Act Title V
Program

Military Base
Closures

Property acquisition.

Property acquisition.

Property acquisition.

Direct sales of pro-
perties foreclosed by
the Federal Housing
Authority. Discounts of
30% off the list price
are offered if the
property is not eligible
for FHA insurance and
is located in a HUD-
designated "revitali-
zation" area. Other
properties are offered
at 10% discounts off
list price. These dis-
counts apply to sales in
both restricted and
general property
listings.

Properties are leased
without charge for a
period of 1 to 20 years,
but the entity providing
homeless services must
pay for operating and
repair costs.

Non-profit
organizations can
purchase properties at a
discount through this
program.

Surplus properties can
be made avail-able to
States, local
governments and
non-profit
organizations for use to
assist the homeless.
Available proper-ties
are listed in the HUD
Federal Register notice
listing property
availability. HHS
handles the application
portion of the program.

When a military base is
closed, a Local
Redevelopment
Authority is desig-
nated to redeploy the
assets of the base.

www.hud.gov/goodnei
ghbor/nonprofitsales/

Within HUD: at the
Office of Special
Needs Assistance
Programs (202)
708-1234

From HHS: (301)
443-2265

Contact your Local
Redevelopment
Authority
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A. References

1. A Broad Perspective

A. Publications Available on the Internet

Characteristics of Effective Curriculum-Based Programs
http://www.thenationalcampaign.org/EA2007/default.aspx

Copy That: Guidelines for Replicating Programs to Prevent Teen Pregnancy
G. Summerville, The National Campaign to Prevent Teen Pregnancy, January 2006
http://www.teenpregnancy.org/resources/reading/pdf/copy_that.pdf

Evaluating the Role of ""Nothing to Lose" Attitudes on Risky Behavior in Adolescence
K. M. Harris, G.J. Duncan, & J. Boisjoly, Social Forces, March 2002, 1005-1039.
http://muse.jhu.edu/journals/social_forces/v080/80.3harris.html

Freeze Frame: A Snapshot of America’s Teens
The National Campaign to Prevent Teen Pregnancy, September 2005
http://www.teenpregnancy.org/works/pdf/freezeframe.pdf

HHS Report Shows Teen Birth Rate Falls to New Record Low in 2001 (Press Release)
U.S. Department of Health and Human Services (2002).
http://www.cdc.gov/od/oc/media/pressrel/r020606.htm

The Long Term Impact of Adolescent Risky Behaviors and Family Environment
M. R. Pergamit, L. Huang, J. Lane (2001).
http://aspe.os.dhhs.gov/hsp/riskybehav01l/index.htm

Mother's influence on teen sex: Connections that promote postponing sexual intercourse.
Blum RW. (2002) Minneapois, MN: Center for Adolecent Health and Development.
http://allaboutkids.umn.edu/presskit/MonographMS.pdf

Discusses the significant role of parental involvement on teen sexual behavior.

Not Just Another Single Issue: Teen Pregnancy Prevention's Link to Other Critical Social Issues,
http://www.teenpregnancy.org/resources/data/pdf/notjust.pdf
Released in 2002, this report places teen pregnancy in the broader context of contemporary social issues.

Positive Youth Development in the United States: Research Findings on Evaluations of Positive Youth
Development Programs

R. F. Catalano, M. L. Berglund, J. A. M. Ryan, H. S. Lonczak, J. D. Hawkins (1998).
http://aspe.os.dhhs.gov/hsp/positiveyouthdev99/index.htm

This study concluded that a wide range of positive youth development approaches can result in positive youth
behavior outcomes, including prevention of risky sexual behavior.
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http://muse.jhu.edu/journals/social_forces/v080/80.3harris.html
http://www.teenpregnancy.org/works/pdf/freezeframe.pdf
http://www.cdc.gov/od/oc/media/pressrel/r020606.htm
http://aspe.os.dhhs.gov/hsp/riskybehav01/index.htm
http://allaboutkids.umn.edu/presskit/MonographMS.pdf
http://www.teenpregnancy.org/resources/data/pdf/notjust.pdf
http://aspe.os.dhhs.gov/hsp/positiveyouthdev99/index.htm

The Public Costs of Adolescent Childbearing
Hoffman, S.D., The National Campaign to Prevent Teen Pregnancy (2006).

Research highlights: Understanding the sexual behavior of adolescents.

Santa Monica, CA: RAND. 2002

http://www.rand.org/publications/RB/RB4543/

Summarizes the findings of a RAND study on sexually active adolescents who had not yet engaged in vaginal
intercourse.

The Surgeon General’s Call to Action to Promote Sexual Health and Responsible Sexual Behavior

D. Satcher, Surgeon General, U.S. Department of Health and Human Services (2001).
http://www.surgeongeneral.gov/library/sexualhealth/

A framework for dealing with the challenges of high levels of STDs, unintended pregnancies, abortion, sexual
dysfunction, and sexual violence in the United States.

Three Policy Strategies Central to Preventing Teen Pregnancy
http://www.centerforhealthimprovement.org/pdf/TEEN_BRF1.pdf

Provides overview of comprehensive sexuality education, access to contraceptives and reproductive health care,
and youth development.

B. Books, Articles, and Journals

Adolescent girls’ attitudes toward pregnancy: The importance of asking what the boyfriend wants. C.
Cowley & T. Farley (2001). Journal of Family Practice, 50 (7), 603-607.

Adolescent parenting: Relationship to school attendance and achievement.
K. R. Casserly, A. S. Carpenter, & L. Halcon (2001). The Journal of School Nursing, 17 (6), 329-335.

Adolescent risk taking.
N. J. Bell & R. W. Bell, Eds. (1993). Thousand Oaks, CA: Sage Publications, Inc.

Adolescent sex, contraception, and childbearing: A review of recent research.

K.A. Moore, B.C. Miller, D. Glei, DR. Morrison (1995). Washington, D.C.: Child Trends, Inc.

Adolescent sexuality and parent-adolescent processes: Promoting health teen choices.

L. L. Meschke, S. Bartholomae; S. R. Zentall (2000). Family Relations: Interdisciplinary Journal of Applied
Family Studies, 49 (2), 143-154.

America's youth in crisis: Challenges and options for programs and policies.
R.M. Lerner. Thousand Oaks, CA: Sage Publications, Inc., 1995.

A statistical portrait of adolescent sex, contraception, and childbearing.
K.A. Moore, A.K. Driscoll, L.D. Lindberg. Washington, D.C.: Child Trends, Inc., 1998.
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http://guttmacher.org/
http://www.amchp.org/
http://www.arhp.org/
http://www.bapps.org/
http://www.at-risk.com



http://www.childtrends.org/
http://www.cwla.org/programs/pregprev/flocrittmember.htm
http://www.healthyteennetwork.org/
http://www.itsyoursexlife.com/



http://www.moappp.org
http://www.nfprha.org/
http://www.nichcy.org/resources/sexualityeducation.asp



http://www.plannedparenthood.org
http://www.sexetc.org/
http://www.siecus.org
http://www.preventionresearch.org/



http://www.socio.com
http://vpp.com/teenhelp/
http://www.thursdayschild.org/
http://www.mchlibrary.info/databases/Bibmenu.html#adolmen
http://www.teenpregnancy.org/works/pdf/goodtime.pdf



http://www.teenpregnancy.org/resources/data/pdf/BreakingGround.pdf
Http://aspe.os.dhhs.gov/hsp/teenp/teenpreg/teenpreg.htm
http://www.teenpregnancy.org/works/pdf/sciencesaysEffectiveCurricula.pdf
http://www.jointcenter.org/publications1/PublicationsDetail.php?recordID=17
Http://aspe.dhhs.gov/hsp/abstinence02
Http://aspe.os.dhhs.gov/hsp/get-organized99/index.htm
http://www.urban.org/publications/307327.html
http://www.teenpregnancy.org/works/pdf/MakingTheList.pdf



http://aspe.dhhs.gov/hsp/teenp/ann-rpt00/
http://www.teenpregnancy.org/works/pdf/NotimetoWaste.pdf
http://www.teenpregnancy.org/resources/reading/pdf/partnersprogress.pdf
http://www.childtrends.org/PDF/KnightReports/K1Brief.pdf
http://www.dhhs.gov/news/press/2002pres/teenpreg.html
http://www.amchp.org/aboutamchp/publications/rsm%20report.pdf
http://allaboutkids.umn.edu/cfahad/adol_preg_prev.pdf
http://www.centerforhealthimprovement.org/pdf/TEEN_BRF1.pdf
http://www.teenpregnancy.org/about/pdf/wrkeypoints.pdf
http://www.teenpregnancy.org/resources/reading/pdf/what_works.pdf

B. Books, Articles, and Journals

Abstinence education for urban youth.
L. Carter-Jessop, L. N. Franklin, J. W. Health, G. Jimenez-Irizarry, M. D. Peace (2000). Journal of Community
Health: The Publication for Health Promotion & Disease Prevention, 25 (4), 293-304.

Adolescents with negative pregnancy results: An at-risk group.
L.S. Zabin, M.R. Emerson, P.A. Ringers, & V. Sedivy. (1996). JAMA, The Journal of the American Medical
Association, 275, (3), 113-117.

Baby Think It Over (R): Using role-play to prevent teen pregnancy.

J. W. Out & K. D. Lafreniere (2001). Adolescence, 36 (143), 571-582.

A concept map of male partners in teenage pregnancy: Implications for school counselors.
R. K. Goodyear (2002). Professional School Counseling, 5 (3), 186-193.

Evaluation of teenage pregnancy prevention and other social programs: Tens stages of program
assessment.

J.L. Peterson, Josefina J. Card, M.B. Eisen, B. Sherman-Williams. (1994) Family Planning Perspectives, 26, 3.
116-111.

Health education programs to prevent teen pregnancy.
L. Greening, L. Stoppelbein, & M . Jackson (2001). Journal of Adolescent Health, 28 (4), 257-258.

Preventing adolescent pregnancy: Counseling teens and their parents.
J.B. Hardy. (1987) Medical Aspects of Human Sexuality, July 32-38.

Preventing adolescent pregnancy: Model programs and evaluations.
B.C. Miller, J.C. Card, R.L. Paikoff, J.L. Peterson, (Eds.). Newbury Park, CA: Sage Publications, Inc., 1992.

Preventing teen pregnancy and academic failure: Experimental evaluation of a developmentally based
approach.
J. P. Allen, S. Philliber, S. Herrling, & G. P. Kuperminc (1997). Child Development, 68 (4), 729-742.

Prevention of sexual intercourse for teen women aged 12 to 14.
L.T. Postrado, F.L. Weiss, & H.J. Nicholson. (1997). The Prevention Researcher, 4 (1)

Programmatic prevention of adolescent problem behaviors: The role of autonomy, relatedness, and
volunteer service in the Teen Outreach Program.

J.P. Allen, G. Kuperminc, S. Philliber, & K. Herre. (1994). American Journal of Community Psychology, 22,
617-638.

Roles for school nurses in adolescent pregnancy prevention, intervention, and support.
J. K. Klahn & C. J. Iverson (1995). School & Adolescent Health Program: Nebraska Department of Health.
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Targeting the at-risk male: A Strategy for adolescent pregnancy prevention
F.I. Watson & M.J. Kelly (1990). Journal of the National Medical Association, 81, 453-456.

Teen pregnancy prevention: A rural model using school and community collaboration.
N.D. Barnes, & S.E. Harrod. (1993). School Counselor, 41, 137-140.

C. Websites and Organizations

Adolescent Pregnancy Prevention Project - Howard University Medical Arts Building
The Adolescent Pregnancy Prevention Project seeks to reduce infant mortality in the District of Columbia by
postponing sexual involvement, facilitating access to health services, and reducing unintended pregnancy
among a cohort a adolescents in three District junior high schools (Eliot, Terrell, and Francis). Beginning in
March 1996, seventh grade classes in these schools received the following program components: 1) three basic
reproductive health education classes taught by full-time public health professional ("Facilitator") employed by
the project, 2) the five-session Postponing Sexual Involvement (PSI) Curriculum, taught to trained peer leaders,
and 3) individual counseling and support services provided by the Facilitator, Sigrid J. Aarons

2139 Georgia Avenue, Suite 2113, Washington, DC 20050

Phone: (202) 865-1165

Advocates for Youth

http://www.advocatesforyouth.org/

Advocates for Youth’s mission is to meet the increasing demand for information on promising approaches to
pregnancy prevention. It features the National Pregnancy Prevention Clearinghouse. The Clearinghouse
researches, documents, and shares information on successful pregnancy prevention strategies, programs, and
initiatives. This website contains an order form for the Advocate Kit and the National Teen Pregnancy
Prevention Month Planning Guidebook, resources designed to help local advocates organize at the state and
local levels to promote comprehensive teen pregnancy prevention initiatives. The website also contains
descriptions of model programs, statistics, and culturally specific information related to pregnancy prevention.

2000 M Street NW, Suite 750, Washington, D.C. 20005
Phone: (202) 419-3420
E-mail: info@advocatesforyouth.org

“It’s Up to Me” Teen Pregnancy Prevention Website

http://www.itsuptome.org

This website contains pregnancy prevention information for teens, young men, and adults. Information can be
viewed in English or Spanish.

Phone (English): 1-888-50-UP TO ME
Phone (Spanish): 1-888-UNA VIDA
E-mail: bgallego@dhs.ca.gov

National Campaign to Prevent Teen Pregnancy
http://www.teenpregnancy.org/
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http://www.teenpregnancy.org/

The mission of the National Campaign is to prevent teen pregnancy by supporting values and stimulating
actions that are consistent with a pregnancy-free adolescence. This website provides listings of their available
publications and statistics on teen pregnancy.

1776 Massachusetts Ave., NW, Suite 200, Washington, D.C. 20036

Phone: (202) 478-8500

E-mail: campaign@teenpregnancy.org

National Teen Pregnancy Prevention Research Center
http://allaboutkids.umn.edu/cfahad/index_prc.htm
National Teen Pregnancy Prevention Research Center (PRC) collaborates with state and local organizations and
communities to provide training, conduct research, and disseminate findings related to best practices in teen
pregnancy prevention and healthy youth development.

Division of General Pediatrics and Adolescent Health, McNamara Alumni Center

University Gateway Building, 200 Oak Street SE, Suite 260, Minneapolis, MN 55455-2002

Phone: (612) 625-1674 / Fax: (612) 626-2134

Email: prc@umn.edu

Resource Center for Adolescent Pregnancy Prevention (ReCAPP)
http://www.etr.org/recapp/
ReCAPP provides practical tools and information to effectively reduce sexual risk-taking behaviors. Teachers
and Health Educators will find up-to-date, evaluated programming materials to help with their work with teens.
ReCAPP serve as a bridge between front line educators and the researchers who are analyzing how educational
and youth development programs can best make an impact on the rate of teen pregnancy. ReCAPP is part of
ETR Associates:

P O Box 1830, Santa Cruz, CA 95061-1830

Phone: (831) 438- 4060

Email: recappfeedback@etr.org

3. Associated Factors

A. Publications Available on the Internet

14 and Younger: The Sexual Behavior of Young Adolescents
http://www.teenpregnancy.org/resources/reading/pdf/14summary.PDF

This comprehensive 2003 report addresses questions related to the sexual activity of this younger group of
adolescents.

Manifestations of Poverty and Birthrates Among Young Teenagers in California Zip Code Areas

D. Kirby, K. Coyle, & J. B. Gould (2001). Family Planning Perspectives, 33 (2), pp. 63-69.
http://www.agi-usa.org/pubs/journals/3306301.pdf

Research study on how manifestations of poverty, such as low education and employment, affect teenage birth
rates among different ethnic groups.

Socioeconomic Disadvantage and Adolescent Women's Sexual and Reproductive Behavior: The Case of
Five Developed Countries
S. Singh, J. E. Darroch, J. J. Frost and the Study Team (2001). Family Planning Perspectives, 33 (6), 251-258
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Study concludes that comparatively widespread disadvantage in the United States helps explain why U.S.
teenagers have higher birthrates and pregnancy rates than those in other developed countries.

Parental Influence and Teen Pregnancy (2004)
http://www.teenpregnancy.org/works/pdf/Parental _Influence.pdf

A short brief that reviews the significance of parent-child relationships, parental values and attitudes, and
supervision on the sexual behavior of their children.

B. Books, Articles, and Journals

Adolescent pregnancy and sexual abuse.
M. J. Elders & A. E. Albert (1998). JAMA: Journal of the American Medical Association, 280 (7), 648-649.

Adolescent pregnancy and sexual risk-taking among sexually abused girls.
J.L. Stock, M.A. Bell, D.K. Boyer, F.A. Connel (1997). Family Planning Perspectives, 29, 200-203, 227.

Cognitive, psychosocial, and reported sexual behavior differences between pregnant and nonpregnant
adolescents.
G.W. Holden, P.B. Nelson, J. Velasquez, K.L. Ritchie (1993). Adolescence, 28, 557-571.

Exploring associations in developmental trends of adoelscent substance use and risky sexual behavior in
a high-risk population.
S. C. Duncan, L. A. Strycker, T. E. Duncan (1999). Journal of Behavioral Medicine, 22 (1), 21-34.

Poverty, rape, adult/teen sex: Why ‘pregnancy prevention’ programs don’t work.
M. Males (1994). Phi Delta Kappan (75) 5 407-410.

Relationship of alcohol use and risky sexual behavior: A review and analysis of findings.
B.L. Halpern-Felsher, S.G. Millstein, J.M. Ellen (1996). Journal of Adolescent Health, 19, 331-336.

Sexual abuse, adolescent pregnancy and child abuse. A developmental approach to an intergenerational
cycle.
C. Stevens-Simon & S. Reichert (1994). Archives of Pediatrics and Adolescent Medicine, 148, 23-27.

Socio-economic outcomes of teen pregnancy and parenthood: A review of the literature.
M. Bissell (2000). Canadian Journal of Human Sexuality, 9 (3), 191-204.

C. Websites and Organizations

CSAP: Center for the Prevention of Prenatal Abuse of Alcohol and Other Drugs
CSAP National Resource Center for the Prevention of Prenatal Abuse of Alcohol and Other Drugs serves as a
focal point for preventing prenatal substance abuse and addressing its consequences, working with physicians,

nurses, social workers, and others. This is a program of the Center for Substance Abuse Prevention (CSAP),
109


http://www.guttmacher.org/pubs/journals/3325101.html
http://www.teenpregnancy.org/works/pdf/Parental_Influence.pdf

Substance Abuse and Mental Health Services Administration (SAMHSA), Public Health Service, U.S.
Department of Health and Human Services.

Dr. Barbara Bazron

930 Lee Highway

Fair, VA 22031

(800) 354-8824

4. Cross-Cultural Considerations

A. Publications Available on the Internet

Family Influence on Sexual Behavior: What We Know About African American Teens
http://www.jointcenter.org/whatsnew/a_report/Family.pdf

Issue Brief on Latino Youth: Reproductive Health
http://reprohealth.ucsf.edu/publications/files/Latino.1B.pdf

Peer Influence on Sexual Behavior: What We Know About African American Teens
http://www.jointcenter.org/whatsnew/a_report/Peer.pdf

Sources of Support for Young Latina Mothers

J. R. Kahn & R. E. Berkowitz, The Urban Institute (1995).

Study finds that Latino teenagers raising children on their own (without support of family or spouse) are of increased
vulnerability to poverty, compared to other Latino mothers.

Teen Sexual Activity, Pregnancy, and Childbearing among Asians and Pacific Islanders in the United States
http://www.teenpregnancy.org/resources/reading/pdf/apifactsheet.pdf

Teen Sexual Activity, Pregnancy, and Childbearing among Black Teens in the United States
http://www.teenpregnancy.org/resources/reading/pdf/african_american_fact_sheet_6-06.pdf

Teen Sexual Activity, Pregnancy, and Childbearing among Latinos in the United States (English)
http://www.teenpregnancy.org/resources/reading/pdf/latino_fact_sheet 6-06.pdf

Teen Sexual Activity, Pregnancy, and Childbearing among Latinos in the United States (Spanish)
http://www.teenpregnancy.org/resources/reading/pdf/latino_fact_sheet_espanol_6_06.pdf

Teen Sexual Activity, Pregnancy, and Childbearing among Native Americans in the United States
http://www.teenpregnancy.org/resources/reading/pdf/NativeAmericanFactSheet.pdf

Teen Sexual Activity, Pregnancy, and Childbearing among Non-Hispanic Whites in the United States
http://www.teenpregnancy.org/resources/reading/pdf/non-hispanic_white_fact_sheet_6-06.pdf
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B. Books, Articles, and Journals

Adolescent Latino reproductive health: A review of the literature.
A. K. Driscoll, M. A. Biggs, C. D. Brindis, & E. Yankah (2001). Hispanic Journal of Behavioral Sciences, 23 (3), 255-
326.

Adolescent pregnancy prevention of Hispanic youth.
C. Brindis (1997). The Prevention Researcher, 4(1).

Adolescent pregnancy in the United States: Not a minority issue.
A. M. Desmond (1994). Health Care for Women International, 15 (4), 325-331.

Attitudinal predictors of sexual activity in Hispanic adolescent females.
J.W. Gibson & J. Kempf (1990). Journalof Adolescent Research, 5, 414-430.

The correlates of the initiation of sexual intercourse among young urban black females.
A. Handler (1990). Journal of Youth and Adolescence, 19, 159-170.

A critique of adolescent pregnancy prevention research: The invisible white male.

V.F. Meyer (1991). Adolescence, 26, 217-222.

Immigration’s impact on teen pregnancy and juvenile crime.

L. H. Thom (1997). Population & Environment: A Journal of Interdisciplinary Studies, 18 (5), 473-481.

It won’t happen to me: The role of optimistic bias in African American teens’ risky sexual practices.
J. Chapin (2001). Howard Journal of Communications, 12 (1), 49-59.

Multi-ethnic comparison of risk and protective factors for adolescent pregnancy.
E. H. Berry, A. M. Shillington, T. Peak, & M M. Hohman (2000). Child & Adolescent Social Work Journal, 17 (2), 79-
96.

Onset of fertility-related events during adolescence: A prospective comparison of Mexican American and non-
Hispanic white females.
C.S. Aneschensel, R.M. Becerra, E.P. Fielder, R.H. Shuler (1990). American Journal of Public Health, 80, 959-963.

Predictors of Latino men’s paternity in teen pregnancy: Test of a mediational model of childhood experiences,
gender role attitudes, and behaviors.
R. K. Goodyer, M. D. Newcomb, R. D. Allison (2000). Journal of Counseling Psychology, 47 (1), 116-128.

Race differences in the timing of adolescent intercourse
F.F. Furtstenberg, S.P. Morgan, K.A. Moore, J.L. Peterson (1987). American Socioilogical Revieww, 52, 511-518.

Sexually transmitted diseases, human immunodeficiency virus, and pregnancy prevention. Combined
contraceptives practices among urban African-American early adolescents.

B.F. Stanton, X Li, J. Galbraith, S. Feigleman, L. Kaljee (1996). Archives of Pediatric and Adolescent Medicine, 150, 17-
24.

Substance use and sexual risk-taking among black adolescents and white adolescents.
M.L. Cooper, R.S. Peirce, R.F. Huselid (1994). Health Psychology, 13, 251-262.
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“i’ C. Websites and Organizations
"

= \ National Association of Black Social Workers (NABSW)

v A http://ssw.unc.edu/professional/NABSW.html
This organization and website was formed in response to issues related to providing human services
in the Black community, educating social workers for effective service in the Black community, and
providing opportunities for participation of Black social workers in the social welfare arena. Membership in NABSW is
open to Black people working in human services and is not predicated upon degree or experience. There are chapters
throughout the country.
1220 11st St. NW, Suite 2
Washington, DC 20001
Phone: (202) 589-1850
Fax: (202) 589-1853
E-mail: ssw@unc.edu

5. Teen Pregnancy Support

A. Publications Available on the Internet

Adolescent Prenatal Care: Bibliography of Materials from MCHL.ine
http://www.mchlibrary.info/databases/Bibmenu.html#adolmen

This document provides abstracts for recent publications on adolescent prenatal care. Includes publications for both teens
and health professionals.

Compendium of School-Based and School-Linked Programs for Pregnant and Parenting Adolescents.

U.S. Department of Education (1999)

http://www.ed.gov/pubs/Compendium/

Describes a variety of programs for pregnant and parenting teens, including those in public schools, alternative schools,
communities, and medical facilities.

Second Chance Homes: Providing Services for Teenage Parents and Their Children

U. S. Department of Health and Human Services (2000)

http://aspe.dhhs.gov/hsp/2ndchancehomes00/

Describes how Second Chance Homes offer stable housing and other supportive services to teenage mothers, with the
intent of providing teens with the skills and knowledge necessary to become more effective parents and to break the cycle
of poverty and reliance on welfare.

B. Books, Articles, and Journals

An advising program in a large urban high school: The magic match.
N. Rappaport (1999). In A. H. Esman & L. T. Flaherty (Eds.), Adolescent psychiatry: Development and clinical studies,
\ol. 24, pp. 109-117.

Involving families in programs for pregnant teens: Consequences for teens and their families.
S. L. Hanson (1992). Family Relations: Interdisciplinary Journal of Applied Family Studies, 41 (3), 303-311.
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Listen Up! A Survival Guide for Teen Parents
Children Now (1994). Children Now, 2001 S. Barrington Ave., Suite 100, Los Angeles, CA 90025.

A review of teen-tot programs: Comprehensive clinical care for young parents and their children.
L. J. Akinbami, T. L. Cheng, & D. Kornfeld (2001). Adolescence, 36 (142), 381-392.

Sources of support for teenage parents.
Washington, DC: U.S. Government Printing Office, 1990.

Teen mothers and fathers: School counselor perceptions of service needs.
M. S. Kiselica, J. Gorcynski, & S. Capps (1998). Professional School Counseling, 2 (2), 146-152.

C. Websites and Organizations

BabyCenter Teen Parents

http://bbs.babycenter.com/board/baby/babyfamily/2564

A forum for young adults to share the joys of parenthood with other young parents, and discuss issues that affect daily
life.

Teen Pregnancy and Teenage Parents

http://messageboards.ivillage.com/iv-ppteenparent

This bulletin board is open to all young parents as a forum to share feelings about being pregnant or being the boyfriend
or husband of a pregnant teen. The site includes topics related to issues unique to very young parents such as living
arrangements, work situations, returning/staying in school. This may also be a place where parents of teen parents can
listen to the stories of others who are in the same situation as their child.
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Teen Pregnancy Prevention and Support
Consultation Cadre List

Professionals across the country volunteer to network with others to share what they know. Some cadre members run programs, many work directly
with youngsters in a variety of settings and focus on a wide range of psychosocial problems. Others are ready to share their expertise on policy,
funding, and major system concerns. The group encompasses professionals working in schools, agencies, community organizations, resource centers,

clinics and health centers, teaching hospitals, universities, and so forth.

People ask how we screen cadre members. We don’t! It’s not our role to endorse anyone. We think it’s wonderful that so many professionals want to
help their colleagues, and our role is to facilitate the networking. If you are willing to offer informal consultation at no charge to colleagues trying to
improve systems, programs, and services for addressing barriers to learning, let us know. Our list is growing each day; the following are those
currently on file related to this topic. Note: the list is alphabetized by Region and State as an aid in finding a nearby resource.

Central States

lowa
Pam Bleam, Elementary Counselor
Manson Northwest Webster School
1227 16th Street
Manson, |A 50563
Phone: 712/469/2682
Email: bleam@manson-nw.k12.ia.us

Kaye Grossnickle, Program Director
School Based Youth Services Program
Fort Dodge Senior High School

819 N. 25th St.

Fort Dodge, IA 50501

Phone: 515/574-5444

Fax: 515/574-5446

Email: kgrossnickle@aea5.k12.ia.us

Acrlene Prather-O'Kane

Program Manager- Child/Adolescent Division

Black Hawk County Health Department - Success St.
1407 Independence Ave. Room 441

Waterloo, 1A 50703

Phone: 319/291-2661

Fax: 319/291-2659

Email: pratheal060@uni.edu

Pamela Tekippe, Clinical Social Worker
Mental Health Clinic of Tama Co.

1309 S. Broadway

Toledo, 1A 52342

Phone: 515/484-5234

Fax: 515/484-5632

Indiana
Susan Johnson, Clinic Social Worker
Tech. Teen Clinic of Health Net Inc.
1500 E. Michigan Street Room 120
Indianapolis, IN 46201
Phone: 317/693-5420
Fax: 317/226-3504
Email: susan.johnson@clarian.org

Michigan
Floyd Robinson, Program Director
Childrens Center of Detroit
2852 Page Ave
Ann Arbor, MI 48104
Phone: 313/961-7503
Email: frobinson@earthlink.net

Karen Williams

Supervisor- School-Based Health Centers
Mott Children's Health Center

806 Tuuri Place

Flint, Ml 48503

Phone: 810/767-5750

Fax: 810/768-7511

Minnesota
Jose Gonzalez, Interpreter / Supervisor
Minneapolis Dept. of Health & Family Support
250 4th St. So., Rm 401
Minneapolis, MN 55415
Phone: 612/673-3815
Fax: 612/673-2891
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Connecticut
Thomas Guilotta, CEO
Child & Family Agency
255 Hempstead Street
New London, CT 06320
Phone: 860/443-2896
Fax: 860/442-5909
Email: tpgullotta@aol.com

District of Columbia
Meredith Branson, Psychologist
Dept. of Pediatrics, Georgetown University Hospital

2 PHC Georgetown U. Hosp. 3800 Reservoir Rd. NW.

Washington, DC 20007

Phone: 202/687-5437

Fax: 202/687-7161

Email: walkerl@medlib.georgetown.edu

LuAnn Dickie, Program Associate

First Things First

Planned Parenthood Federation of America
1780 Massachusetts Ave. NW
Washington, DC 20036

Phone: 202/785-3351

Fax: 202/293-4349

Email: luann_Dickie@PPFA.org

Leslie Walker

Georgetown Univesity Medical Center
3800 Reservoir Rd. NW 2PHC
Washington, DC 20007

Phone: 202/687-8839

Delaware
Gregory Durrette, Project Cood.
Christiana Care Health Services, The Wellness Center
DelCastle Technical High School
1417 Newport Road, Rm. B101-C
Wilmington, DE 19804
Phone: 302/892-4460
Fax: 302/892-4463
Email: gdurrette@state.de.us

R. Blaine Morris, Counselor
Middletown Adolescent Health Project
Middletown High School

122 Silver Lake Road

Middletown, DE 19709

Phone: 302/378-5776

Fax: 302/378-5760

East

Jacquelyn Wade, Social Worker
MCD-William Penn H.S. Wellness Center
713 E. Basin Road Room 123

New Castle, DE 19720

Phone: 302/324-5740

Fax: 302/324-5745

New Jersey
Charles Floyd, Director-Teen Services Center
Atlantic Mental Health
Atlantic City High School
1400 Albany Blvd.
Atlantic City, NJ 08401
Phone: 609/343-7300
Fax: 609/343-7345

Susan Proietti, Director

School Based Youth Services
Mental Health Clinic of Passaic NJ
185 Paulison Ave.

Passaic, NJ 07631

Phone: 973/473-2408

Fax: 973/473-6883

New York
Mary G Jalloh, Director
Upstate Center for School Safety
175 Route 32 North
New Paltz, NY 12561
Phone: 914/255-8989
Fax: 914/255-3836
Email: mjalloh@mhric.org

Laura Perry, Public Education Assistant

NY State Office of Alcoholism and Substance Abuse
1450 Western Avenue

Albany, NY 12203-3526

Phone: 518/485-1768

Email: lauraperry@oasas.state.ny.us

Pennsylvania
Ann O'Sullivan
University of Pennsylvania School of Nursing
420 Guardian Drive
Philadelphia, PA 19104-6096
Phone: 215/898-4272
Fax: 215/573-7381

Email: osull@nursing.upenn.edu
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Utah
Margaret Rose, Health Education Specialist
Utah State Office of Education
250 East 500 Street
PO Box 144200
Salt Lake City, UT 84111
Phone: 801/538-7864
Fax: 801/538-7769
Email: mrose@usoe.k12.ut.us

Alabama

Joan Shoults, Social Worker
Brookville Elementary School
Safe Harbor

4275 Brookville School Rd.
Graysville, AL 35073

Phone: 205/674-4703

Fax: 205/674-4701

Louisiana

Kim Bare

NHS Health Center Supervisor / Program Director
Northside High School Health Center

301 Dunand Drive

Lafayette, LA 70501

Phone: 337/261-6995

Fax: 337/231-0022

Email: baree@lourdesrmc.com

Dean Frost, Director

Bureau of Student Services

Louisiana State Department of Education
P.O. Box 94064

Baton Rouge, LA 70804

Phone: 504/342-3480

Fax: 504/342-6887

Susan Magee, Director

Bogalusa High School Health Center
100 MJ Israel Drive

Bogalusa, LA 70427

Phone: 504/735-8695

Fax: 504/735-8879

Email: health@bsb.k12.1a.us

Northwest

Washington
Eric Trupin, Director
Child & Adolescent Psychiatry
Children's Hospital & Regional Medical Center
4800 Sand Point Way NE; CH-13
Seattle, WA 98105
Phone: 206/526-2162
Fax: 206/527-3858

Southeast

Louisiana contd.

Theresa Nash, Admin. Supervisor of School Nurses
New Orleans Public Schools

Medical and Health Services Department

820 Girod St.

New Orleans, LA 70113

Phone: 504/592-8377

Fax: 504/592-8378

Sandra Simien, BCSW, Clinic Director
Eden Park School Based Health Clinic
2550 Bogan Walk

Baton Rouge, LA 70802

Phone: 504/336-1885

Fax: 504/343-1656

North Carolina

Barbara McWilliams, School Social Worker
Pinecrest High School

100 Pinecrest School Road

Southern Pines, NC 28387

Phone: 910/692-6554

Fax: 910/692-0606

Regina C. Parker, Community Relations Coordinator
Roanoke-Chowan Human Service Center

144 Community College Rd.

Ahoskie, NC 27910-8047

Phone: 252/332-4137

Fax: 252/332-8457
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Southwest

California

Marcia London Albert, Director
Learning Resource Center/LMU
One LMU Drive

Los Angeles, CA 90045-2659
Phone: 310/338-7702

Fax: 310/338-7657

Email: malbert@Imu.edu

Martin Anderson, Director

Adolescent Medicine

UCLA Department of Pediatrics

10833 Le Conte Avenue, 12-476 MDCC
Los Angeles, CA 90095-1752

Phone: 310/825-5744

Fax: 310/206-8430

Email: manderso@ucla.edu

Irving Berkovitz

School Psychiatric Consultant
UCLA Dept of Psychology
Graduate Center for Psychotherapy
11980 San Vicente Blvd

Los Angeles, CA 90049

Phone: 310/820-1611

Fax: 310/474-6998

Email: irvinghb@aol.com

Claire Brindis, Director

Ctr for Reproductive Health Research and Policy, Univ. of Ca.
Institute for Health Policy Studies/ Professor,

Dept. of Pediatrics, Division of Adolescent Med

Box 0936, Laurel Heights Campus

San Francisco, CA 94143-0936

Phone: 415/476-5255

Fax: 415/476-0705

Email: brindis@itsa.ucsf.edu

Todd Franke

Assistant Professor

School of Public Policy and Social Research
University of California, Los Angeles

3250 Public Policy Building, Box 951656
Los Angeles, CA 90095-1452

Phone: 310/206-6102

Email: tfranke@ucla.edu

Ellen Hannan

School Nurse

Los Angeles Unified School District
1218 9th Street #6

Santa Monica, CA 90401

Phone: 310/395-4356

Fax: 310/395-4356

Janice Jetton, Pediatric/Adol. Nurse Practitioner

Kaiser Permanente, Orange County Coordinator/Huntington
Beach Union High SD

1982 Port Locksleigh Place

Newport Beach, CA 92660

Phone: 949/640-1977

Fax: 949/640-0848

Email: JanJetton@aol.com

Andrea Ramos, Staff Atty. Children's Rights Project
Public Counsel Law Center

601 South Ardmore Ave.

Los Angeles, CA 90005

Phone: 213/385-2977

Fax: 213/385-9089

Email: aramos@publiccounsel.org

Sara Sherer

Children's Hospital LA,

Division of Adolescent Medicine
PO Box 54700-MS#2

Los Angeles, CA 90054-0700
Phone: 323/669-2153

Fax: 213/936-1152

Email: sshere@chla.usc.edu

Marcel Soriano

Professor

Division of Administration & Counseling
California State University, Los Angeles
5151 State University Drive

Los Angeles, CA 90032

Phone: 323/343-4377

Fax: 323/343-4252

Email: msorian@calstatela.edu

Hawaii

Candice Calhoun

Planner/ Community Adolescent Program
Hawaii State Dept. of Health

Family Health Services Division

741-A Sunset Ave. Rmi# 107

Honolulu, HI 96816

Phone: 808/733-8339

Fax: 808/733-9078

Email: candice.calhoun@fhsd.health.state.hi.us

New Mexico
Peggy Gutjahr, Health Services Coordinator

116



Belen Consolidated Schools
520 North Main St.

Belen, NM 87002

Phone: 505/864-4466

Fax: 505-864-2231

Email: peggy@belen.k12.nm.us

Nevada

Rita McGary, Social Worker

Miguel Rivera Family Resource Center
1539 Foster Rd.

Reno, NV 89509

Phone: 702/689-2573

Fax: 702/689-2574

Email: sunwindy@aol.com
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Quick Find On-line Clearinghouse
http://smhp.psych.ucla.edu/qf/p3005_02.htm

TOPIC: Teen Pregnancy and Prevention

The following reflects our most recent response for technical assistance related to thistopic. This list represents a sample of
information to get you started and is not meant to be exhaustive.
(Note: Clicking on the following links causes a new window to be opened. To return to this window, close the newly opened one).

Center Developed Documents, Resour ces and Tools

e Teen Pregnancy and Prevention (Introductory Packet)

Other Relevant Documents, Resour ces, and Tools on the | nter net

Adolescent Pregnancy Prevention- Knowledge Path (Maternal & Child Health Library)
Age-appropriate Sexual Knowledge and Behaviorsin Children

By the Numbers: The Public Costs of Teen Childbearing

Child Welfare L eague of America

Comprehensivev. Abstinence-Only Sex Ed (National Dissemination Center for Children with Disabilities)
Copy that: Guidelinesfor Replicating Programsto Prevent Teen Pregnancy

"Emerging Answers. Resear ch Findings on Programsto Reduce Teen Pregnancy”

The Impact of Adolescent Pregnancy and Parenthood on Educational Achievement

National Campaign to Prevent Teen Pregnancy Homepage

A National Strategy to Prevent Teen Pregnancy

Not Just Another Single |ssue: Teen Pregnancy Prevention

Not Just Another Single lssue: Teen Pregnancy Prevention

Pregnancy and Childbearing Among US Teens (Planned Parenthood Fact Sheet)

Preventing Teenage Pregnancy (US Dept of Health and Human Services

Quickstats: Birth Rates Among Females Aged 15-19 years, by State

Sex Education in America (An NPR/K aiser/K ennedy School Poll reported on National Public Radio
Sexual Development and Sexual Behavior Problemsin Children Ages 2-12

Sexual Risk and Protective Factors

State Rolein Preventing Teen Pregnancy

The National Cost of Teen Pregnancy

The Responsible Education About Life, Act, formerly the Family L ife Education Act

Teen Pregnancy Prevention Provisions and Welfare Reform L egislation

ThreePoliciy Strategies Central to Preventing Teen Pregnancy

The Truth About Adolescent Sexuality (Sexuality I nformation and Education Council of the United States
What works:curriculum-based programsthat prevent teen pregnancy

What Works: Preventing Teen Pregnancy in Your Community

With One Voice 2002: America's Adults and Teens Sound Off About Teen Pregnancy

Clearinghouse Archived Material

Adolescent Pregnancy and Parenting in California

Children, Youth, and their Families at Risk: Basic Informatioin, | ssues, Statistics, and Trends

Michigan Abstinence Partnership Material

New Jersey School Based Y outh Services Program

Overview of Trendsin Adolescent Pregnancy

Per ceptions of Pregnant/Par enting Teens. Reframing I ssues for an Integrated Approach to Pregnancy Problems
Programmatic Prevention of Adolescent Problem Behaviors: Therole of Autonomy, Relatedness, and Volunteer
Servicein the Teen Outreach Program

o Reframingthelssue: New Approachesto Teen Pregnancy Prevention

Related Agencies and Websites

e Advocatesfor Youth
e Alan Guttmacher Institute

118


http://smhp.psych.ucla.edu/qf/p3005_02.htm

Bureau for At-Risk Youth

Child Trends, Inc.

Child Welfare L eague of America

Compendium of School-Based and School-L inked Programsfor Pregnant and Parenting Adolescents
TheKaiser Family Foundation

Minnesota Organization on Adolescent Pregnancy, Prevention and Parenting

National Organization on Adolescent Pregnancy, Prevention, and Parenting (NOAPPP)
National Campaign to Prevent Teen Pregnancy

Planned Parenthood Feder ation of America

Sex Etc. newsletter

Sexuality I nfor mation and Education Council of the United States (SIECUS)

Society for Prevention Research

Sociometrics Cor por ation

Teen Pregnancy Resour ces

Relevant Publications That Can Be Obtained through Libraries

o Adolescence Pregnancy Prevention: A Review of I nterventions and Programs. Clinical Psychology Review, 1999 June
v19 (n4): 457-471.

e Adolescent Sexuality: Disentangling the Effects of Family Structure and Family Content. Davis, E.C. and L.V. Frid,
(2001). Journal of Marriage and Family, 63(3):669-81.

¢ Can government policies help adolescents avoid risky behavior ? Bishai, D.M.,D. Mercer, and A. Tapales. (2005). Prev
Med, 40(2):197-202.

¢ Community effects on youth sexual activity. Baumer, E.P. & S.J. South. (2001) Journal of Marriage & the Family 63(2):
p.540-554.

o Effectivenessin Delaying the Initiation of Sexual Intercourse of Girls Aged 12-14, Two Components of the Girls
Incorporated Preventing Adolescent Pregnancy Program (1992). Youth and Society, 1992 Mar ch, v23 (n3): 356-379.
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We hope these resources met your needs. If not, feel free to contact usfor further assistance.For additional resourcesrelated to
thistopic, use our search page to find people, organizations, websites and documents. You may also go to our technical assistance
page for more specific technical assistance reguests.

If you haven't done so, you may want to contact our sister center, the Center for School Mental Health at the University of
Maryland at Baltimore.

If our website has been helpful, we are pleased and encourage you to use our site or contact our Center in the future. At the same
time, you can do your own technical assistance with " The fine Art of Fishing" which we have developed as an aid for do-it-
yourself technical assistance.
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