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Chapter 10

PREGNANCY AND PARENTING: PREVENTION AND SERVICES

Introduction

IN 1988, roughly one million U.S. adolescents
became pregnant, and nearly half a million gave
birth. In recent decades, sexual activity rates among
U.S. adolescents have been increasing, but birth
rates among U.S. adolescents have generally been
declining .’Since 1960, however, births to unmar-
ried U.S. adolescents have increased dramatically
(195c). About two-thirds of the almost 488,941 U.S.
females under age 20 who gave birth in this country
in 1988 (as compared to about one-fifth in 1960)
were single mothers (195c¢). Some of the immediate
difficulties encountered by unmarried adolescents
who become pregnant and bear children out of
wedlock are illustrated by one mother’s story in box
10-A.

Early out-of-wedlock childbearing increases dra-
matically the chance that a mother and her child (or
children) will live in poverty. Because of their need
for economic and other support, adolescents who
become mothers and their children cost U.S. taxpay-
ers a substantial amount of money. Families started
by adolescents account for the majority of families
receiving benefits under Aid to Families With
Dependent Children (AFDC) program; and in 1985,
AFDC, Medicaid, and Food Stamp Program costs
for families begun by a birth to a teenager were
estimated to be $16,65 billion (149).°In 1988,
Federal, State, and local governments spent an
estimated $20 billion on AFDC, Medicaid, and food
stamps to support families started by women when
they were under age 20 (33).'These estimates do not
include other public costs commonly associated
with family support such as housing subsidies, foster
care, or day care (33).

Adolescent pregnancy and parenthood are not
new phenomena in this country. In recent decades,
however, numerous societal and other transforma-

tions have changed the context in which these
phenomena occur and heightened perceptions that
pregnancy and childbearing among U.S. adolescents
are serious problems (13,148,149,235). Among the
concerns are recent increases in births to adolescents
as a proportion of al births and the rising number of
these that are out of wedlock (51a,89a). Black
adolescents have much higher rates of premarital
pregnancy and out-of-wedlock births than white
adolescents, but in recent decades, a large increase
in out-of-wedlock childbearing rates has taken place
among whites (51a,196).

This chapter examines the problems of adolescent
pregnancy and parenting. The first section of the
chapter presents background information on sexual
activity, pregnancies, births, and abortions among
U.S. adolescents. Subsequent sections review pro-
grams that may help prevent adolescent pregnancy,
programs that may help prevent negative outcomes
associated with adolescent pregnancy and parenting,
and major Federal policies and programs pertaining
to adolescent pregnancy and parenting. The chapter
ends with conclusions and policy implications.

Background on Adolescent Pregnancy
and Parenting

Sources and Limitations of Data on Adolescent
Sexual Activity, Pregnancy, Childbearing,
and Abortion

Dataon U.S. adolescents’ sexual activity, contra-
ceptive use, pregnancy, childbearing, and abortion
are available from a variety of sources described
below. Data on births among adolescents, as noted
below, are considerably more accurate than data on
sexual activity, pregnancies, or abortions,

Data on U.S. adolescents' sexual activity have
been collected in several surveys, although the type

1Although the focus of OTA s adolescent health report is on adolescents ages 10 through 18, much of the data on adolescent pregnancy presented
in thischapter isfor adolescents ages 15 to 19. Those ar e the ages covered in most published data on adolescent pregnancy.

2Birth rates among black U.S. adolescents declined in the 1970s, but increased during the 1980s (202 f). Also an upswing in birth rates occurred among
15- to 17-year-olds and 18- to 19-year-olds in 1988 and bear s watching (202f).

3These and other Federal programs relevant to low-income adolescents are discussed inch. 18, “Issues in the Delivery of Services to Selected Groups
of Adolescents, andinch. 19, *‘The Role of Federal Agenciesin Adolescent Health,’ in Vol. I11.
4According to the Center for Population Options, the components of these estimates were as follows: $10.07 billion for AFDC, $6.53 billion for

Medicaid, and $3.23 billion for food stamps (33).
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Box 10-A—The True Story of Keesha: An Unwed Teenage Mother”

At the age of 11, Keesha moved in with her grandmother because of problems with her mother at home; after
only a year with her grandmother, she moved in with an aunt. Life was hard with her aunt, who beat Keesha, and
told Keesha that she was never wanted by her mother. Finally, after telling her mother about beatings by her aunt,
Keesha was sent to live with another aunt, and later back to her grandmothers.

When Keesha was 16, her mother became very ill. After being turned away from one hospital because she had
forgotten her insurance card, Keesha's mother was admitted to another hospital, where doctors discovered a
cancerous tumor on her kidney. At that time, she had surgery to remove the tumor and one of her kidneys. After
staying in the hospital for a couple of months, she was discharged on Christmas Eve so she could spend the holidays
with her family. Because she was o ill, however, and was having trouble with falling down, she was readmitted
to the hospital in afew days. Her condition continued to decline, and shortly after the New Y ear, she died.

In elementary school, Keesha was a popular and successful student, but after moving so many times, she began
to have problemsin school. Finally, when her mother became ill, Keesha dropped out of school to stay home with
her mother.

Keesha had sexual intercourse for the first time at the age of 15, and shortly before her mother died, Keesha
became pregnant. When Keesha was 3 months pregnant, her grandmother, with whom she had been living, had a
fatal heart attack Keesha then began moving around from place to place, first with a friend, then with a friend of
her mother. Keesha had a difficult pregnancy, and at 7 months, she was hospitalized until the birth of her daughter.

After the hirth, Keesha went to stay with a friend who helped her and the baby out by getting them some clothes
from a charitable agency. After afew months, Keesha and her daughter moved to another friend’s house. Nothing

ITns story is based on a autobiographical NOte; the name has been changed to protect confidentiality.

and level of information are often insufficient for
program and policy purposes (100a).°In 1971, the
frost epidemiological study of U.S. adolescents
sexual activity was conducted by researchers
Zelnick and Kantner at Johns Hopkins University,
and these researchers conducted subsequent studies
in 1976 and 1979 (47a). A more recent survey that
collected data on U.S. adolescents' sexual behavior
and pregnancies is the National Longitudinal Survey
of Labor Market Experience-Y outh Cohort (NLSY)
(47a). Sponsored by the U.S. Department of Labor,
NLSY was begun in 1979 with a youth cohort of
over 12,000 males and females ages 14 to 21. One
positive feature of this survey was oversampling of
black and Hispanic youth and of white youth from
socioeconomically disadvantaged families to pro-
vide sample sizes large enough for statistically
reliable ethnic and socioeconomic comparisons.

Data on U.S. adolescent females' sexual activity
(and other items, including contraception, spontane-

ous fetal losses, and prenatal care) are available from
the National Survey of Family Growth conducted
periodically by the National Center for Health
Statistics in the U.S. Department of Health and
Human Services (DHHS) (47a,213). This survey has
been tracking fertility patterns and contraceptive use
of American women ages 15 through 44 since the
early 1970s. Cycle Il of the survey was conducted
from August 1982 through February 1983 and
interviewed a sample of about 8,000 U.S. females of
childbearing age (ages 15 through 44). Cycle llI
included unmarried adolescents for the frost time and
sampled black women and adolescents ages 15 to 19
at higher rates than other women (202€). Data on
younger adolescents are not available from this
survey. Cycle IV of the National Survey of Family
Growth was conducted in 1988 among about 8,500
U.S. females ages 15 to 44 (59a).

Among the other sources of data on U.S. adoles-
cents' sexual activity are the High School and

51t is important to note that the term ** sexuufly active* isoften used in the literature to denote whether an individual hasever had heter osexual
intercourse. It does not necessarily mean that an individual is currently having sexual intercourse, or indicate the number of partners or number of times.

Asarule, those individuals, including adolescents, who have ever had sexual intercour se do report having had intercoursein the past 3 months, which

is one measure of current sexual activity levels (59a). In the 1988 National Survey of Family Growth, 92.3 percent of the 15-to 19-year-olds who reported
having ever having had intercourse also reported having had intercourse in the 3 months prior to the survey date (59a). The term ‘sexually experienced’

is also used as a synonym for ever having had sexual inter cour se.
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ever really seemed to work out, and Keesha and her daughter kept moving from place to place, staying for alittle
while with someone and then moving on. Some of the neighborhoods they lived in were pretty dangerous. In some
places they stayed, there was alot of drug traffic, and violence and shootings were common.

Keesha tried to find some kind of social services program that could help her and the baby, but she was refused
from all of them for a variety of reasons. some were full, some wouldn’t take children, and some required that she
become award of the county, which Keesha didn’t want to do because she feared it would result in her losing custody
of her baby. She found that regular emergency shelters for the homeless would not take in families with parents
under age 18. There were few places designed to serve adolescent mothers and their infant children.

When she was 18, Keesha became pregnant again. She considered having an abortion, but the people she was
staying with told her that if she terminated the pregnancy, she would no longer be able to stay with them. Late in
her pregnancy, Keesha moved in with another aunt. While living with her aunt, Keesha met a man whom she liked,
and she and the baby moved in with him; they continued to stay with him after her second daughter was born. Keesha
and her boyfriend had some problems, and Keesha left him several times. One of the things they argued about was
whether she would get pregnant again. Keesha said she didn’'t want to have anymore children now, but her boyfriend
argued that she should have his baby, since she already had babies fathered by two other men.

Keesha |eft this man and moved into a one-bedroom basement apartment with another mother of two young
children; this housing lasted only a month, and after that, Keesha and her children continued to move from place
to place. Then Keeshd's children were taken away by the State social services department. She had left both children
with the father of the older child (now 2'/2) when he was arrested on a Federal warrant. She had been testifying in
court on behalf of the father of the younger child (now about 1)-this man had been accused of murder. Keesha
moved back with her aunt and worked for awhile in afast food outlet, but when last heard from she was living in
a shelter for women. She can’t get her children back until she obtains permanent housing and completes a parenting

education course. When last seen, Keesha was pregnant again. While pregnant, she was sexually assaulted.

Beyond Survey conducted from 1980 to 1984 and
the National Survey of Adolescent Males conducted
in 1988. The High School and Beyond Survey
followed about 13,000 individuals who were sopho-
mores in 1980 (47a). The National Survey of
Adolescent Males, fielded by the Institute for Survey
Research at Temple University, interviewed 1,880
U.S. never-married males ages 15 to 19 between
April and November 1988 about their patterns of
sexual activity (187).

There is no independent and valid measure of
pregnancies or pregnancy rates, and these are
typically calculated using live birth and other data
(e.g., by summing the numbers of live births,
induced abortions, and fetal losses (214)). Estimates
of the number of pregnancies and pregnancy rates
among U.S. adolescents are available from the Alan
Guttmacher Institute, a private organization. Esti-
mates of pregnancies and pregnancy rates for the
United States from 1976 through 1985 are also
available from the National Center for Health
Statistics in DHHS (214).

Dataon live births are among the vital statistics
available from the National Center for Health
Statistics in DHHS (81a,202€). The National Center
for Heath Statistics obtains information on births

from the birth registration offices of all States, New
York City, the District of Columbia, Puerto Rico, the
U.S. Virgin Islands and Guam (202¢€). Each year, the
National Center for Health Statistics publishes the
number of births according to age, race, marital
status, and State of residence of the mother. Because
data on births among U.S. adolescents are based on
a 100-percent sample of hirth certificates (which are
fried for more than 99 percent of all births), data on
births are considerably more accurate than data on
sexual activity, pregnancies, or abortions (8). The
major Federal report on health indicators in the
United States—Health United States-tabulates birth
rates by race but not by income or other factors
indicative of socioeconomic level (202e,202f).

Data on aggregate numbers and rates of induced
abortions are available from the Alan Guttmacher
Ingtitute. The Alan Guttmacher Institute obtains
information on the number of abortions in each State
from periodic surveys of abortion providers
(8,81a,81b,202c). A limitation of the Alan Guttma-
cher Institute data on abortion is that they do not
provide information regarding the age, race, and
marital status of the women obtaining abortions
(148). Data on abortions performed by or under the
supervision of a licensed physician are also available
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from the abortion surveillance system of the Centers
for Disease Control within DHHS (202€). This
system currently obtains data on the number of
abortions and characteristics of abortion recipients
reported by central health agencies in reporting areas
that include the 50 States, New York City, and the
District of Columbia (202c). the States. The total
number of abortions reported to the Centers for
Disease Control’'s abortion surveillance system is
considerably smaller than the number estimated
independently by the Alan Guttmacher Institute and
is probably less accurate (202c,202€). By integrating
the Centers for Disease Control data on abortion
with the Alan Guttmacher data, one can estimate the
incidence and rates of abortions among age, race,
and marital subgroups (148). In surveys such as the
National Survey of Family Growth, abortions are
severely underreported (59a).

The reporting estimates of spontaneous fetal
losses (miscarriages and stillbirths) among U.S.
females is not very accurate (148). Estimates of feta
losses among U.S. females ages 15 to 19 can be
tabulated on the basis of 1982 data from Cycle Il of
the National Survey of Family Growth (214), but
these estimates are likely to be undercounts, because
early miscarriages are not always detected by the
women in whom they occur.

The national adoption reporting system was
discontinued in 1975, so there are no systematically
collected national data on the number of adoptions
or trends in adoption (148). Currently, the only
system that collects annual information on adoptions
is the Voluntary Cooperative Information System,
operated by the American Public Welfare System.
This system collects data on the characteristics of
adopted children and adoptive families placed for
adoption by public child welfare agencies. It does
not collect data on private placements.

Trends in the Incidence and Prevalence of
Adolescent Sexual Activity, Pregnancy,
Childbearing, and Abortion

Sexual Activity and Contraceptive Use
Among Adolescents

Available data suggest that U.S. adolescents are
becoming sexually active at increasingly earlier
ages. According to the National Survey of Family
Growth, the proportion of 15- to 19-year-old U.S.
females who reported having had premarital sexual
intercourse has increased steadily since 1970 (202d).

The percentage of 15- to 19-year-old U.S. females
who reported having had premarital sexual inter-
course was 28.6 percent in 1970, 36.4 percent in
1975,42 percent in 1980,44.1 percent in 1985, and
51.5 percent in 1988 (202d). The largest relative
increase in the percentage of 15- to 19-year-old
females who reported having had premarital sexual
intercourse occurred among females age 15 (from
4.6 percent in 1970 to 25.6 percent in 1988).
Comparable time-series data on adolescent males
are not available, but the 1988 National Survey of
Adolescent Males found that 64 percent of 15- to
18-year-old males had had sexual intercourse, 33
percent of them by the time they reached 15
(186b,187). There are no national level data on
adolescents under age 15.

Cycle IV of the 1988 Nationa Survey of Family
Growth, which was conducted in 1988, found that
among U.S. females at risk of pregnancy, females
ages 15 to 19 were more likely than females age 20
and over to be using no contraceptive method (59a).
The 1988 survey found that 78.8 percent of sexually
active adolescent U.S. females ages 15 to 19
reported ‘‘current’ use of some method of contra-
ception, as compared to 90.1 percent of all women
ages 15 to 44 (143). still, the percentage of sexually
active 15- to 19-year-olds who reported using
contraception in 1988 (78.8 percent ) was higher
than in 1982 (71 percent) (59a). The 1988 National
Survey of Adolescent Males had similar findings,
with 76.6 percent of 15- to 19-year-old males
reporting some form of contraceptive use at last
intercourse (186b). Neither survey collected dataon
contraceptive use among younger adol escents.

Pregnancies Among Adolescents

Each year since 1974 in this country, there are
estimated to have been over 1 million pregnancies to
mothers between the ages of 10 and 19. It has been
projected that as many as 43 percent of the 17
million female adolescents in this country may
become pregnant at least once before they reach the
age of 20 (58).

The vast majority of pregnancies among U.S.
adolescents occur among females ages 15 to 19. In
1985, for example, an estimated 1,031,000 U.S.
females under age 20 became pregnant, and all but
31,000 of them were ages 15 to 19(8 la). Figure 10-1
shows the number of U.S. females ages 15 to 19, the
estimated number of sexually experienced U.S.
females ages 15 to 19, and the estimated number of
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Figure 10-1—Number of U.S. Females Ages 15 to 19,
Number of Sexually Experienced U.S. Females Ages
15to 19, and Estimated Number of Pregnancies
Among U.S. Females Ages 15 to 19, 1970-85
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SOURCE: Office of Technology Assessment, 1991, based on National
Academy of Sciences, National Research Council, Commission
on Behavioral and Social Sciences and Education, Committee
on Child Development Research, Panel on Adolescent Preg-
nancy and Childbearing, Risking the Future, AdolescentSexual-
ity, Pregnancy, and Childbearing, Volume /I: Working Papers
and Statistical Appendixes, S.L. Hofferth and C.D. Hayes (eds.)
(Washington, DC: National Academy Press, 1987); and S.K.
Henshaw, Alan Guttmacher Institute, New York, NY, personal
communication, May 23, 1990.

pregnancies to U.S. females ages 15 to 19 from 1970
to 1985.

Pregnancy rates are typically presented as hum-
bers of pregnancies per 1,000 women of a given age
or ages in the population. In 1988, the estimated
pregnancy rate among all U.S. females ages 15 to 19
was 109 pregnancies per 1,000 females (124a). As
shown in figure 10-2, this rate was fairly stable
throughout the 1980s (195a). Not unexpectedly,
pregnancy rates are higher among older U.S. adoles-
cent females (those ages 15 to 19) than among
younger adolescent females (those under age 15). In
1985, for example, the pregnancy rate was 109.8
pregnancies per 1,000 population among U.S. fe-
males ages 15 to 19 and 16.6 pregnancies per 1,000
population among U.S. females under age 15 (81a).

As noted above, National Survey of Family
Growth data indicate that about half of 15- to
19-year-old U.S. femalesin 1988 were not sexually
active and were therefore not at risk of pregnancy

Figure 10-2-Trends in Pregnancy Rates, Birth Rates,
Abortion Rates, Miscarriage Rates/ and
Out-of-Wedlock Birth Rates Among U.S. Females
Ages 15 to 19, 1970-87
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SOURCE: Office of Technology Assessment, 1991, based on K.A. Moore
and T.M. Stief, “Changes in Marriage and Fertility Behavior:
Behavior Versus Attitudes of Young Adults,” paper prepared for
Child Trends, Inc., Washington, DC, July 1989; National Acad-
emy of Science, National Research Council, Commission on
Behavioral and Social Sciences and Education, Committee on
Child Development Research and Public Policy, Panel on
Adolescent Pregnancy and Childbearing, Risking the Future:
Adolescent Sexuality, Pregnancy, and Childbearing, Volume //:
Working Papers and Statistical Appendixes, S.L. Ho fferth and
C.D. Hayes (eds.) (Washington, DC: National Academy Press,
1987). S.K.Henshaw, Alan Guttmacher Institute, New York, NY,
personal communication, May 21, 1990.

(202d). Trends in sexual experience rates among
U.S. females ages 15 to 19 are shown in figure 10-3.
Between 1970 and 1985, sexual experience ratesin
this group rose steadily, but estimated pregnancy
rates among sexually experienced 15- to 19-year-old
U.S. females declined (see figure 10-3). The decline
in pregnancy rates among sexually active 15- to
19-year-old females up to 1985 may reflect an
increase in older sexualy active U.S. adolescents
willingness or ability to use effective contraceptives
(25,125,148,187), Estimated pregnancy rates among
sexually experienced adolescent females increased
between 1985 and 1987, however, and this is a
development that bears watching.

Adolescent pregnancy rates are considerably higher
in the United States than in many other developed
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Figure 10-3-Trends in Sexual Experience Rates Among
US. Females Ages 15 to 19 and Pregnancy Rates
Among Sexually Experienced U.S. Females
Ages 15 to 19, 1970-88
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Aeademyof Sciences, National Research Council, Commission
on Behavioral and Social Sciences and Education, Committee
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Adolescent Sexuality, Pregnancy, and Childbearing, Volume #:
Working Papers and Statistical Appendixes, S.L. Hotferth and
C.D. Hayes (eds.) (Washington, DC: National Academy Press,
1987);J.D. Forrest and S.Singh, “The Sexual and Reproductive
Behavior of American Women, 1982-1988,” Family Planning
Perspectives 22(5):206-214, 1990; and S.K.Henshaw, Alan
Guttmacher Institute, New York, NY, personal communication,
May 21, 1990.

nations (see figure 10-4), despite similar rates of
adolescent sexual activity in these countries (148).
The higher adolescent pregnancy rates in the United
States have been attributed to various factors, among
them attitudes regarding sexuality, the nature of
media programming, and lack of access to contra-
ceptives (182).

Births Among Adolescents

Of the roughly 1 million U.S. females under age
20 who become pregnant each year, about half give
birth. In 1988, there were 488,941 bhirths to U.S.
females under age 20 (207b). Of these, 478,353
births were to females ages 15 to 19, and 10,588

births were to adolescents under age 15 (207h).
According to a 1987 report by the Panel on
Adolescent Pregnancy and Childbearing of the
National Academy of Sciences, U.S. adolescents
under age 15 are more than five times as likely to
give birth as girls in any other Western developed
country of the world (148,149).

In 1988, the birth rate for U.S. females ages 15 to
19 was 53.6 births per 1,000 females (207b). Not
surprisingly, 10- to 14-year-old females have much
lower birth rates (1.3 births per 1,000 females) than
15- to 17-year-olds (33.8 births per 1,000) or 18- to
19-year-olds (81.7 births per 1,000) (see figure
10-5). Birth rates among all U.S. females under age
20 began declining in the 1960s and leveled off after
about 1976.

The largest decline in birth rates since the early
1970s has occurred among U.S. females ages 18 and
19 (203). Their birth rates dropped from 114.7 births
per 1,000 females in 1970 to 81.7 births per 1,000 in
1981 and have remained roughly at that level ever
since (figure 10-5) (202f). Birthrates among females
ages 15 to 17 and ages 10 to 14 have shown
somewhat different trends. Birth rates among U.S.
females ages 10 to 14 have remained relatively
stable since 1970, at about 1.2 births per 1,000
females (202f,203). Birth rates among U.S. females
ages 15 to 17 showed a steady decline from 1955 to
1980, going from 44.5 births per 1,000 females in
1955, to 43.9 hirths per 1,000 in 1960, to 33.8 hirths
per 1,000 in 1970, to 32.5 births per 1,000 in 1980
(202f). From 1980 to 1986, the hirth rate among
15-to 17-year-olds females declined only dlightly,
dropping to 30.6 births per 1,00015- to 17-year-old
femalesin 1986 (202f). In 1987, and 1988, the birth
rate among 15- to 17-year-olds rose slightly to 33.8
births per 1,000 females, the same level asin 1970
(202 ).

As discussed later in this chapter, birth rates for
black and white adolescents have differed substan-
tially for many years.’Historically, black adoles-
cents have had much higher birth rates than U.S.
adolescents as a whole, and white adolescents have
had lower birth rates than U.S. adolescents as a
whole, Racial disparities in birth rates among U.S.
adolescents have narrowed over the years but still

¢To some extent, racial disparitiesin birth rates may reflect factors related to socioecomic status. As discussed later in this chapter, black adolescents

arefar morelikely to be poor or near poor than white adolescents. National data on birth rates among adolescents tabulated by socioeconomic: status

are not available.
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Figure 10-4—Birth Rates, Abortion Rates, Miscarriage Rates, and Pregnancy Rates Among Females
Ages 15t0 19 in11 Countries, 1983
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SOURCE: Alan Guttmacher Institute, Teenage Pregnancy in the United States: The Scope of the Problem and State Responses (New York, NY: 1989),

remain striking. Thus, in 1988, the birth rates among Another point that should be made hereis that birth
U.S. females under age 20 were as follows: rates among black U.S. females under age 20 have
_ . increased rather steadily since 1984, reversing a

' 18088 fl :mélezgo\lﬁfh allhil;ze;: %)2 E:::[[Rz Bg trend of declining birth rates among black adoles-
1’000 and bl ac’ks at 4.8 births per '1 000: cents that occurred in the 1970s and early 1980s

. 15-’t 0 17-year-ol ds: al races, 33’.8 bi;ths per (202f). Blth rates among b.l ack adolescents in 1988
1,000 females, with whites at 25.5 births per were at their highest levels in about a decade (202f).

1,000 and blacks at 76.6 births per 1,000;

. 18- to 19-year-olds.” all races, 81.7 births per Abortions Among Adolescents

1,000 females, with whites at 69.2 hirths per The difference between adolescent preghancy and
1,000 and blacks at 150.5 births per 1,000 birth rates is due primarily to the use of induced
(202 ). abortion.” Although over haf of all adolescent

"tis also due U spontaneous fetal losses (miscarriages). The number of miscarriages has been estimated by the Alan Guttmacher Institute to be 20

percent of the number of births plus 10 percent of the number of abortions, following a model developed by Bongaarts and Tietze of the Population
Council (8).
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Figure 10-5-Trends in Birth Rates Among
U.S. Females Ages 10 to 19, 1970-88
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SOURCE: Office of Technology Assessment, 1991, based the following
sources: 1970-1987 data: U.S. Department of Health and
Human Services, Public Health Service, Centers for Disease
Control, National Center for Health Statistics, Division of Vital
Statistics, Vital Statistics of the United States, Volume 1: Natality
(Washington DC: U.S. Government Printing Office, various
years). 1988 data: U.S. Department of Health and Human
Services, Public Health Service, Centers for Disease Control,
National Center for Health Statistics, Division of Vital Statistics,
“Advance Report of Final Natality Statistics, 1988,” Monthly
Vita/ Statistics Report 39 (no. 4, suppl.), DHHS Pub. No. (PHS)
No. (PHS) 90-1120, Aug. 15, 1990.

pregnancies in this country are carried to term, the
use of abortion among U.S. adolescents, as among
adults, has increased substantially since the U.S.
Supreme Court ruling in the case of Roev. Wade in
1973(7,148).8

According to the Alan Guttmacher Institute, there
were an estimated 416,170 abortions among U.S.
females under age 20 in 1985 (8). Of these, 399,200
were to females ages 15 to 19, and 16,970 were to
females under age 15 (8). Twenty-six percent of all
abortions in 1985 were obtained by teenagers. In
1984, only 6 percent of the teenagers who obtained
abortions were married (8).

Data from the Alan Guttmacher Institute on the
percentage of pregnancies ending in abortions among
U.S. females under age 20 from 1970 through 1985
are shown in figure 10-6. Between 1970 and 1979,
there was a dramatic increase in the percentage of

Figure 10-6—Trends in the Percentage of
Pregnancies Ending in Abortion Among
U.S. Females Under Age 20, 1970-85°

Percentage of pregnancies ending in abortion

100%
80%
I
60%
40% I S
20%
’/ B’_GA%(W—B——G—&—&%—
L] o e . o A B s S S
1970 1974 1978 1981 1985
Year

-8~ Females under
age 15

—— Females ages
15to 19

8Data on abortion rates for adolescents under age 15 are not available
before 1973.

SOURCE: Office of Technology Assessment, 1991, based on Alan Guttma-
cher Institute, Teenage Pregnancy in the United States. The
Scope of the Problem and State Responses (New York, NY:
1989).

pregnancies ending in abortion among U.S. adoles-
cents ages 15 to 19; the percentage of pregnancies
ending in abortions leveled off somewhat between
1979 and 1985 (8). The increase in the percentage of
pregnancies ending in abortions among U.S. females
under age 15 between 1970 and 1985 was far less
dramatic.

According to data from the Alan Guttmacher
Institute, the estimated abortion rate for U.S.
females ages 15 to 19 rose during the 1970s to 43
abortions per 1,000 females in 1980 but then became
relatively stable through 1985 (8). Still, in 1985, the
U.S. abortion rate among teenagers ages 15 to 19
was one of the highest in any country for which data
are available (8). In 1985, the abortion rate for U.S.
females ages 15 to 19 was 44 abortions per 1,000
females; thus, 4.4 percent of all women in that age
group obtained an abortion in 1985 (8). Trends in the
abortion rate for U.S. females ages 15 to 19 from
1973 through 1985 are shown in figure 10-7.

According to data from the Alan Guttmacher
Institute, the abortion rate for U.S. females under age

8See ch. 17, *‘Consent and Confidentiality in Adolescent Health Care Decisionmaking, * in Vol. II for a discussion of U.S. Supreme Court decisions

that may affect U.S. adolescents’ accessto abortion.
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Figure 10-7—Trends in Pregnancy Rates, Birth Rates,
and Abortion Rates Among U.S. Females
Ages 15 to 19, 1973-85
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15 increased during the 1970s through 1985 (8). In
1973, the abortion rate among U.S. females under
age 15 was 5.6 abortions per 1,000 females, in 1982,
it was 8.3 abortions per 1,000 females (8). In 1985,
it was 9.2 abortions per 1,000 females.

As noted earlier, the number of abortions reported
to the Centers for Disease Control is lower than the
number reported to the Alan Guttmacher Ingtitute. In
1985, there were 1,328,570 legal abortions reported
to the Center for Disease Control’s abortion surveil-
lance program, and 26.3 percent of these were to
females under age 20 (202c). Thus, according to the
Centers for Disease Control, there were an estimated
349,414 abortions among U.S. females under age 20
in 1985 (202c). The Centers for Disease Control
noted that between 1972 and 1987, the proportion of
abortions obtained by teenagers decreased steadily
from 33 percent to 26 percent, reflecting in part

upward shifts in the age of women in the population
(202C).

Out-of-Wedlock Childbearing Among Adolescents

While the overall birth rate among U.S. adoles-
cents has actually declined since the early 1970s, the
birth rate among unmarried adolescents in this
country has skyrocketed. As shown in figure 10-8, in
1960, less than one-fifth (15 percent) of all births to

Figure 10-8-Trends in Out-of-Wedlock
Childbearing Among U.S. Females Under Age 20,
"1960-88
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80
70 T

SOURCE: Office of Technology Assessment, 1991, based on U.S. Con-
gress, House of Representatives, Select Committee on Chil-
dren, Youth, and Families, U.S. Children and Their families:
Current Conditions and Recent Trends, 1989 (Washington, DC:
U.S. Government Printing Office, 1989); U.S. Department of
Health and Human Services, Public Health Service, Centers for
Disease Control, National Center for Health Statistics, Division
of Vital Statistics, “Advance Report of Final Natality Statistics,
1988,” Monthly Vital Statistics Report39 (No. 4, suppl.), DHHS
Pub. No. (PHS) 90-1120, Aug 15, 1990.

U.S. females under age 20 were to females who were
not married (195c). In 1988, nearly 65 percent
(322,406 births) of the 488,941 births to U.S.
females under age 20 were to single mothers
(195a,195¢,207b).

The proportion of out-of-wedlock births among
younger adolescents has increased less dramatically
since 1970 than the overall proportion for females
under 20, in par-t because it was so high to begin
with. In 1970, four-fifths (81 percent) of the births to
U.S. females under age 15 were to females who were
not married (195c); in 1985, more than nine-tenths
(92 percent) of the hirths to U.S. females under age
15 were to females who were not married (207b).

What accounts for the increase in out-of-wedlock
birth rates among U.S. adolescents is not exactly
known. Some unmarried adolescents who become
pregnant marry before they give birth, but the
proportion of females conceiving who marry before
giving birth has declined in recent years (148). In
1981, the proportion was 23 percent, down from
about 31 percent in 1970 (148,154). The declinein
the proportion of unmarried adolescents who marry
before they give birth probably reflects changes in
societal attitudes toward marriage. It may also
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reflect the inability of fathers who are high school
dropouts to find jobs that provide sufficient income
to support a family (166,195a).

Adolescent Fatherhood

Much of the talk about adolescent pregnancy
focuses on females. Information on adolescent
fathers is scarce and tends to be less reliable than
similar data on adolescent females. One very limited
source of information on the extent of adolescent
fatherhood is the U.S. vital statistics system main-
tained by the National Center for Health Statistics of
DHHS. The vital statistics system compiles data
from State hirth certificates on the ages of both
mothers and fathers of children born in the United
States. For about 40 percent of births to U.S. mothers
under age 20, however, information about the child’s
father is not reported on the child’s birth certificate
(1,47a,52,203,207b). The percentage of mothers
under age 15 who report information about their
child's father is smaller than the percentage of
mothers ages 15 to 19 who do, probably because
younger mothers are also much less likely to be
married than older adolescent mothers. Black ado-
lescent females are substantially less likely to report
the age of the father than white females.

In 1988, 18 percent of U.S. mothers ages 15 to 19
who did report the age of their child's father on their
child’s birth certificate reported the father’'s age as
15 to 19 (see table 10-1). The percentage of
adolescent mothers under age 15 with adolescent
males as partnersis probably higher.

NLSY, which as mentioned earlier is a longitudi-
nal survey of youth sponsored by the U.S. Depart-
ment of Labor, has included questions about adoles-
cent males’ sexual behavior and parenthood experi-
ence since 1982 (128). Although NLSY is probably
the best available nationally representative data
source on adolescent male fertility and living
arrangements it is unclear whether, and if so, to what
extent, the available survey data accurately reflect
the total population of adolescent males who have
fathered a child. Even when adolescent males are
asked, they do not always know that they have made
a sexual partner pregnant or fathered a child. Even if
they do know that they have fathered a child, they
may be reluctant to acknowledge that fact, evenina
survey where confidentiality is protected (1a).

According to Marsiglio, 6.8 percent (555) of the
nationally representative sample of 5,550 young
males surveyed in the 1984 round of NLSY (when
the males surveyed were ages 20 to 27) reported that
they had fathered a child before the age of 20 (128).°
As shown in table 10-2, more than three-fourths
(446) of these adolescent fathers reported that they
had been single at the time of conception. One-third
of those who were responsible for a nonmarital
conception reported that they had married within 12
months of conception, and half of all the young men
lived with their child shortly after the child's birth
(128). As shown in table 10-2, three-fourths of the
555 males who had fathered a child before the age of
20 reported they were ages 18 or 19 at the time; these
older adolescent fathers were more likely to report
being married at the time of conception than younger
ones (128). Sixty-two percent of adolescent fathers
with a marital conception reported being high school
dropouts, but all adolescent fathers-regardiess of
marital status at first birth-were much more likely
to be high school dropouts than were other male
teenagers.

NLSY data analyzed by Marsiglio indicate that
black adolescent males, economically disadvan-
taged white adolescent males, and Hispanic adoles-
cent males were all substantially more likely to
become adolescent fathers than white adolescent
males from nondisadvantaged backgrounds (128)
(see table 10-3). Black adolescent males were
especialy likely to report having fathered a child
out-of-wedlock. Furthermore, only 15 percent of
black teenagers lived with their first child, as
compared with 48 percent of Hispanics, 58 percent
of disadvantaged whites, and 77 percent of nondis-
advantaged whites (128).

Summary

An overview of U.S. adolescent pregnancy and
parenting is presented in figure 10-9. The United
States leads all other Western developed countries in
its rates of adolescent pregnancy, abortion, and
childbearing, although the age of initiation and rates
of sexual activity in these counties are comparable
(8,149). Although it is encouraging to note that the
pregnancy rate among sexually active U.S. females
ages 15 to 19 declined between 1970 and 1985, an
increase in the pregnancy rate in this group between
1985 and 1987 is cause for concern.

9AIl percentages reported i, the Marsiglio article are weighted statistics, but reported sample sizes reflect actual frequency counts (128).



Table 10-1—U.S. Mothers and the Reported Age of the Fathers of Their Children, by Child’s Race, 1988

Age of father
Under 15 1510 19 20to 24 251029 30to 34 35 years Not
Race of child Total years years years years years and over stated
and age of mother Number Percent Number Percent Number Percent Number Percent Number Percent Number Percent Number Percent Number Percent
Allraces, allages . ................. 3,909,510 100% 376 —'70 110,685 3% 617,124 16% 1,055,417  27% 903,800 23% 636,741 16% 585,367 15%
Under15years................... 10,588 100 110 1 2,241 21 759 7 112 1 23 — 21 — 7,322 69
15tol9years.................... 478,353 100 140 — 87,018 18 153,525 32 34371 7 6,940 1 3,007 193,352 40
White, allages ..................... 3,046,162 100 211 — 79,543 2 494,426 16 894,849 29 766,167 25 518,275 17 292,691 10
Under15years................... 4,073 100 26 — 1,031 25 498 12 69 2 18 — 17 — 2,414 59
15to19years.................... 315,471 100 83 — 61,959 20 119,525 38 27,089 9 5,347 2 2,256 1 99,212 31
Black,allages ..................... 671,976 100 146 — 27,166 4 100,230 15 116,019 17 85,647 13 71,413 11 271,355 40
Under15years................... 6,182 100 80 1 1,137 18 208 3 32 — 3 — 3 — 4,719 75
15to19years.................... 146,326 100 49 — 22,046 15 28,588 20 5,604 4 1,222 1 583 — 88,234 60

NOTE: Percentages may not total 100 because of rounding. Percentages less than 1 percent are indicated by a “-". . . )
a“Aliraces” includes races other than white andblack.Separatedatafor Hispanics are not available (see text).”Hispanics may be either black or white.

SOURCE: U.S. Department of Health and Human Services, Public Health Service, Centers for Disease Control, National Center for Health Statistics, Division of Vital Statistics, “Advance Report

of Final Natality Statistics, 1988,” Monthly Vital Statistics Report 39(No. 4 suppl.), DHHS Pub. No. (PHS) 90-1120, Aug. 15, 1990.
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Table 10-2-Adolescent Fathers: Distribution of Male Participants in the 1984 NLSY
Who Reported Having Fathered a Child Before the Age of 20, by Father’'s Age
at Child’s Birth and Marital Status at Conception®

Males who reported

having fathered a Single at Married at
Father's age child before age 20 conception conception
at child’s birth N = 555 N = 446 N =109
Agelltol16 ...t 66 (10.1%) 66 (127%) 0 (0.0%)
Agel7 ..o 85 (15.8) 76 (18.3) 9 (58)
Agel8. .. 181 (30.6) 158 (32.8) 23 (22.1)
Agel9. .. 223 (43.5) 146 (36.2) 77 (72.0)
Agelltol19.........coiiiiiiiiit, 555 (100.0) 446 (100.0) 109 (100.0)

apataarefrom the 19&I round of National Longitudinal Surveys of Labor Market Experience-Youth Cohort (NLSY),
sponsored by the U.S. Department of Labor. The survey was begun in 1979. In 19“84, male participants were ages

20 to 27.
bThetotal numberof males in the NLSY sample in 1984was 5,550. According to Marsiglio, who used weighted statistics

to report percentages (as noted in table 10-3), 6.8 percent of male participants in the 1984 NLSY reported that they
had fathered a child before the age of 20.
SOURCE: Office of Technology Assessment, 1991, based on W.Marsiglio, “Adolescent Fathers in the United States:
Their Initial Living Arrangements, Marital Experience, and Educational Outcomes,” Family Planning
Perspectives 19(6):240-251, 1987.

Table 10-3—Adolescent Fathers: Distribution of Male Participants in the 1984 NLSY
Who Reported Having Fathered a Child Before the Age of 20, by Race/Ethnicity®

Race/ethnicity

White

Marital status at conception Total Hispanic Black Not poor Poor

and age at child’s birth (N= 5,550) (N= 858) (N= 1,402) (N= 2,475) (N =815)

Percent of male participants 6.8% 10.9% 14.8%4. 4.6% 11.9%

who fathered a child before

age20. ...

Single......... i 5.5% 7.0% 14.2% 3.4% 9.1%
Ages 11to 17................ 17 2.6 5.8 0.7 34
Ages 18t019................ 3.8 44 8.4 2.7 5.7

Married . .......... o oo 1.3% 3.9% 0.6% 1.2% 2.8%

aData are from the 1984 round of the National Longitudinal Surveys of Labor Market Experience-Youth Cohort (NLSY)
sponsored by the U.S. Department of Labor. The survey was begun in 1979. In 1984, male participants were ages

20 to 27.
bThe NLSY is a nationally representative survey that includes 12,686 male and female respondents with an

oversampling of blacks, Hispanics, and economically disadvantaged whites. These subgroups can be weighted to
represent a national cross-section of American youth ages 14 to 21 as of January, 1979. All percentages reported in
this table are weighted statistics, but reported sample sizes reflect actual frequency counts.

SOURCE: W. Marsiglio, “Adolescent Fathers in the United States: Their Initial Living Arrangements, Marital

Experience, and Educational Outcomes,” Family Planning Perspectives 19(6):240-251, 1987. Reprinted by

permission.

Birth rates among U.S. adolescents as a whole
seem to have leveled off since the late 1970s, after
an initial sharp decline due to the legalization and
increased availability of abortion. In 1988, however,
birth rates among 10- to 14-year-old adolescents and
among 15- to 17-year-old U.S. adolescents were at
their highest levels in 10 years (202f). The reasons
are not known. Another cause for concern is the fact
that birth rates among black U.S. adolescents
increased during the 1980s (202f). Again, the
reasons are not entirely clear. There are about half a
million births to adolescent mothers each year. It is
troubling that the proportion of births to unmarried

adolescents has increased dramatically in recent
years, and currently, about two-thirds of births to
adolescent mothers are out-of-wedlock births. Data
from the U.S. vital statistics system, through limited,
suggest that perhaps half of adolescent pregnancies
involve males age 20 or above; the rest of adolescent
pregnancies involve younger males as fathers.

Consequences of Adolescent Sexual Activity,
Pregnancy, Abortion, and Parenthood

It is often assumed that adolescent pregnancy and
childbearing are associated with a constellation of
negative health, social, and economic outcomes for
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Figure 10-9—Overview of U.S. Adolescent Pregnancy and Parenting”

Percent

100
90
80

U.S. adolescent
70 males, ages 15 to 18

64 .0%
60
U.S. adolescent
53.2%  females, ages 15 to 19
50
40
30 33%
20
15&;" 1%
10 olds : |
0 5% |
| 4.6% 27 3.3%
‘j 1 1.5% -1 1
o L- - - -1- -1 - S A a— S I
Ever had Ever had Pregnant Had an Had a Gave Had an
sexual sex u al in t he abor t ion miscar- birth out-of-
intercourse inter- past in the riage inthe wed lock
course year past i n the past birth
year pas t yea r inthe
year past

year
Pregnancy-related event

ap,...t..s of sexualintercourse, pregnancies, and out-of-wedlock births were tabulated from 1988 data. Percentages of abortions, miscarriages, and births
were tabulated from 1984 data. Percentages of adoptions were tabulated from 1982 data.

SOURCE: Office of Technology Assessment, 1991, based on data from the following sources: Adolescent males ever had sexual intercourse: F.L.
Sonnestein, J.H.Pleck, and L.C. Ku, “Patterns of Sexual Activity Among Adolescent Males,” paper presented at the annual meeting of the
Population Association of America, Toronto, Canada, May 1990. Adolescent females ever had sexual intercourse: J.D. Forrest and S. Singh,
“The Sexual and Reproductive Behavior of American Women, 1982-1 988,” Family Planning Perspectives 22(5):206-214, 1990. Pregnant in the
past year: U.S. Congress, Congressional Budget Office, Sources of Supportfor Adolescent Mothers (Washington, DC: September 1990). Had an
out-of -wedlock birth in the past year: U.S. Department of Health and Human Services, Public Health Service, Centers for Disease Control,
National Center for Health Statistics, Division of Vital Statistics, “Advance Report oFinalNatality Statistics, 1988,” Monthly Vita/Statistics Report
39 (No. 4, suppl.), DHHS Pub. No. (PHS) 90-1120, Aug. 15, 1990. All others: National Academy of Sciences, National Research Council,
Commission of Behavioral and Social Sciences and Education Committee on Child Development Research and Public Policy, Panel on Adolescent
Pregnancy and Childbearing, Risking the Future: Adolescent Sexuality, Pregnancy, and Childbearing, Vol. 1,C.D. Hayes (cd.) (Washington, DC:
National Academy Press, 1987).

adolescents (196). As discussed below, however, not rather than from adolescent pregnancy or childbear-
all adolescents experience these negative outcomes, ing per se (196). A better understanding of risk and
and there is evidence that some of the negative protective factors in adolescent pregnancy and
outcomes may actually result from lack of prenatal childbearing would undoubtedly be useful in devel-

care or other factors related to socioeconomic status oping appropriate interventions.
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Consequences for Adolescents

Health Consequences of Early Sexual Activity—
Adolescents who engage in sexual intercourse are at
very high risk of immediate health consequences.
One consequence for females, of course, is unin-
tended pregnancy due to the failure to use effective
contraception (47a). As noted below, different
subgroups of adolescents are more likely to practice
effective contraception than others. Younger adoles-
cents, for example, are less likely to use effective
contraceptive methods than older ones.”

Engaging in sexual intercourse places both male
and female adolescents at very high risk of getting
sexually transmitted diseases (STDs) and their
related side effects, infection with human immu-
nodeficiency virus (HIV), and the life-threatening
acquired immunodeficiency syndrome (AIDS) (474,
189). The risk of AIDS and some STDs can be
reduced through the use of condoms and other
measures discussed elsewhere in this Report.11

Health Consequences of Pregnancy and Child-
bearing—Pregnant adolescents are at risk for nega-
tive health outcomes including excessive weight
gain during pregnancy, anemia, nutritional deficien-
cies, mild and severe toxemia of pregnancy, pro-
longed or abrupt labors, cephalopelvic dispropor-
tion, and maternal mortality (75a,134,137,189). The
adolescents at highest risk are very young (underage
15), black, have a low gynecological age, are thin,
are of low socioeconomic status, and do not seek
prenatal care (75a). Some adolescents enter preg-
nancy with preexisting conditions that may produce
negative outcomes (e.g., poor nutrition, anemia,
STDs, substance abuse problems®). Thus, the prob-
lems they experience stem from those conditions.
Many of the adverse outcomes that pregnant adoles-
cents experience can be avoided by good nutrition
and appropriate medical care (75a).

Health Consequences of Abortion—Like any
surgical procedure, induced abortion carries some
physical health risks (189). Length of gestation is the

most important determinant of abortion complica-
tions (30,189). Part of the reason is that it determines
the abortion method, and methods used later in
pregnancy have higher risks of complications. Ado-
lescents are twice as likely as older women to obtain
an abortion after 12 weeks, and the youngest
adolescents are most likely to delay seeking an
abortion (30,189).

The most comprehensive analysis of complica-
tions of abortions among adolescents, by Cates and
his colleagues, was based on data for legal abortions
performed in the 1970s (30,189). The Cates analysis
found that the overall rate of major complications
following abortion by suction curettage at 12 weeks
gestation or earlier was similar for teens and older
women (between 1 and 2 per 1,000 in 1975-78)
(30,189). Complication rates associated with abor-
tion by dilatation and evacuation or saline adminis-
tration were lower for teenagers than for any other
age group. The Cates analysis found that between
1972 and 1978, the risk of dying from a lega
induced abortion was lower among adolescents than
among older females. Within lengths of gestation,
adolescents had the lowest death rates.

Cates concluded that the physical health risks of
induced abortion for teenagers were generaly no
greater than the risks for older women (30, 189). The
one exception was the greater risk of cervical trauma
among teenagers. Adolescents who experience cer-
vical trauma following induced abortion may be at
increased risk for adverse outcomes in subsequent
pregnancies. *

A 1989 report by then Surgeon General C. Everett
Koop stated that firm conclusions regarding the
psychological effects of abortion were not possible
(largely because of serious flaws in much of the
existing research), but the Surgeon General’s report
did not specifically address psychological effects of
abortion for adolescents (209). Adler and col-
leagues' review of the most recent methodologically
sound studies of psychological responses of’ U.S.

10The effectiveness of contraceptive methods most commonly used by Us. adolescents is discussed later in this chapter.

1iThe risk of HIV infection, AIDS, and other STDs among U S, and adolescents and measures to prevent these diseases are discussed inch. 9, ' 'AIDS
and Other Sexually Transmitted Diseases: Prevention and Services, ” in thisvolume.

12The special nutritional needs of pregnant adolescents are discussed in ch. 7, “Nutrition and Fitness Problems: Prevention and Services, ” in this
volume. Substance abuse problems among adolescents ar e discussed inch. 12,“ Alcohol, Tobacco, and Drug Abuse: Prevention and Services, ' in this

volume.

13The effect of a prior induced abortion on subsequent pregnancy outcomes has not been specifically evaluated for adolescents, Given the increased

risk of cervical injury as a complication among adolescents and its possible association with subsequent unfavorable pregnancy outcomes, research on
the delayed eftects of Induced abortion among adolescents seems warranted (1 89).
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women after obtaining legal abortions found that
women often experience particular distress before an
abortion but that legal abortion during the first
trimester of their pregnancy does not pose a psycho-
logical hazard for most women (4). Several studies
have found that adolescents experience more nega-
tive emotional reactions immediately following an
abortion than women over age 19 do (3,20,126).
This finding may reflect the older women’s greater
ability to make use of their support networks to
resolve negative emotions following an abortion
(1 1,62). Adler and Dolcini note, however, that
statistically significant differences between adoles-
cents' and adults' psychological reactions to abor-
tion are small, and negative reactions of both groups
are generaly mild (5). Some distress preceding an
abortion is to be expected.

Studies of the long-term psychological impact of
abortion on adolescents are rare. A recent study that
followed 360 black, urban adolescents who received
a pregnancy test in Baltimore found that adolescents
who obtained an abortion were no more likely to
have psychological problems 2 years later than were
adolescents who carried their pregnancies to term or
whose pregnancy test was negative (225).

Social and Economic Consequences of Parent-
hood—According to Dryfoos, adolescent mothers
face “a myriad” of short- and long-term problems,
as do the babies they bear, the fathers, their families,
and, ultimately, their communities (47a). One prob-
lem that researchers have confronted in attempting
to document the consequences of parenthood for
adolescents as compared with the consequences for
older women, however, is determining the effects of
low socioeconomic status and race apart from age
(474).

In the short-term, adolescent mothers frequently
report many stresses in their lives: reliance on their
family of origin, unstable relationships with the
child father and other male partners, unusual rates
of physical health problems for themselves and their
children, economic hardships, school changes, fam-
ily conflict, loneliness, isolation, and depression
(16,55,102).

The relationship between adolescent parenthood
and educational attainment is a complex one,
especially among females (185c). A number of
studies have found that females who have babies
while in junior or senior high school complete on
average fewer years of school than their peers who

delay childbearing until their twenties and are less
likely to receive a high school degree or to attend
college or graduate school; these studies have found
that the younger the adolescent, the greater the effect
(29, 145,66). In studies conducted several years ago,
as many as three-quarters of female dropouts cited
pregnancy and/or marriage as their reason for
leaving school (185c). As discussed below, how-
ever, females who become adolescent mothers tend
to be those who lack basic skills and are low
achievers in school (47d). Thus, poor academic
performance may be a precursor of pregnancy and
motherhood rather than a consequence. Using data
from NLSY, Upchurch and McCarthy found that
female adolescents who had a baby while still
enrolled in school and who remained in school were
just as likely to graduate as adolescents who did not
have babies (195), Female high school dropouts who
had a baby, however, had their chances of eventual
graduation from high school reduced.

Some studies have found that adolescent mothers
tend to have lower status jobs and lower incomes
than other females and that they are more likely to
depend on public assistance (29,70,89); it is sug-
gested that part of the reason may be that females
who give hirth during adolescence tend to have more
subsequent births at closer intervals than their peers
who delay childbearing (90). Economic outcomes
are substantially brighter for adolescent mothers
who marry and maintain stable marital relationships
than they are for other adolescent mothers (67). As
noted earlier, most births to adolescents, especially
blacks, occur outside of marriage. Furthermore,
adolescent marriages are very likely to end in
divorce, and adolescent cohabitational relationships
are even more unstable than adolescent marriages
(14,29,66,67).

Recently, a couple of longitudinal studies have
found that there is great variability in how adoles-
cent parenthood affects adolescent mothers’ educa-
tional and vocational attainment. Furstenberg and
colleagues conducted a longitudinal study that
followed a group of mostly urban black adolescent
mothers in Baltimore and their children for 17 years
(68,68a). They found a great deal of diversity in how
these mothers, who gave birth as adolescents in the
middle to late 1960s, responded in the long run to the
setback in education and labor force participation
associated with adolescent childbearing and parent-
hood. Women who had more economically secure
and better educated parents and women who had



11-338 . Adolescent Health—Volume II: Background and the Effectiveness of Selected Prevention and Treatment Services

been doing well in school and had high educational
aspirations at the time of their child's birth were
much more likely to be successful later on.

At 5-year followup in 1972, Furstenberg and
colleagues found, most of the 331 mothers were in
their early twenties and were struggling to remain in
or return to school, to enter the job market and to
raise their child (68,68a). Close to one-third of the
young women were receiving welfare. Only 50
percent of the women had graduated from high
school. Having more children at a young age was
found to constrain these mothers' ability to pursue
their education or get job experience. The mothers
who had had more children in the 5 years did less
well in school, had lower aspirations, and came from
more socioeconomically disadvantaged families than
those who had no subsequent children.

At 17-year followup in 1984, Furstenberg and
colleagues found that a substantial mgjority of the
Baltimore adolescent mothers had returned to
school, had gotten off welfare, and were employed
in stable jobs (68,684a). Relatively few had ended up
with large families. Nevertheless, barely more than
one-third were married, and in comparison with
samples from severa national surveys, the Balti-
more mothers were not as successful as metropolitan
black women who had delayed childbearing until
their early twenties. Women who had attended a
special school for pregnant women were more likely
to be economically independent at followup.

This study by Furstenberg and colleagues sug-
gests that adolescent parenthood does not inevitably
lead to a life of poverty and disadvantage for
adolescent mothers (68).Furstenberg and col-
leagues caution, however, that the situation con-
fronting the sample of mothersin their study maybe
very different from that of pregnant teenagers today.
During the mid-1960s, for example, abortion was
illegal, and early childbearing was not considered a
problem so long as it was accompanied by marriage;
thus, many women married to avoid the stigma of
unwed parenthood. Special services for adolescent
mothers were less available 20 years ago than they
are today. In drawing conclusions about the implica-
tions of the Furstenberg study’s findings for today’s
adolescent mothers, these changes should be kept in
mind. The effects these changes are likely to have
are not really known.

Horwitz and colleagues investigated the long-
term effects of school-age pregnancy in a 20-year
followup of women who were pregnant adolescents
in the late 1960s (92a). The study population
consisted of 154 black women who had been
enrolled in a program that offered obstetric, social,
and educational series to pregnant teenagers. This
study also found that the life course and long-term
outcomes for adolescent mothers were not homoge-
neous. Long-term success, defined as being cur-
rently employed or supported by a spouse and
having a high school education or its equivalent, had
been achieved by 62 percent of the women in this
study at 20-year followup. Long-term success was
associated with six factors: 1) having completed
more school prior to becoming pregnant, 2) partici-
pating more extensively in life skills training ses-
sions offered to them as pregnant adolescents, 3)
being in school with no subsequent pregnancies at
26 months postpartum, 4) feeling in control of one's
life at 26 months postpartum; 5) experiencing little
social isolation at 26 months postpartum, and 6)
lifetime fertility control defined as one or two
children after thefirst.

The educational attainment of male adolescents
who become fathers during their teenage years has
been found to be negatively affected by parenthood
but to a lesser extent than the educational attainment
of adolescent mothers (29,128). Data from the 1984
round of NLSY suggest that adolescent fathers
whose first child is conceived within marriage have
the poorest high school completion patterns (128). A
number of questions remain about whether adoles-
cent fathers who live with a child they have fathered
are harmed in their educational careers, and if so,
under what conditions (128).

Psychological Consequences of Giving Up a
Baby for Adoption—Adoption is a relatively rare
event, and the process of formalizing adoption
decisions has been highly confidential, so research
data have been difficult to obtain. Some data indicate
that placing a child for adoption results in a grieving
process that may affect many aspects of a young
woman’s life (44) and that mothers who give their
children up for adoption experience a variety of
negative psychological consequences (162). The
studies from which these data are drawn have been
based on small, self-selected samples and have not
concentrated on adolescents, however, so their

14The study’s findings with respect t. outcomes for the children of adolescent mothers were less positive, 3 discussed below.
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applicability to the general population of adoles-
cents who give babies up for adoption is limited.

A 1988 study comparing female adol escents who
chose to give up a baby for adoption with female
adolescents who chose to keep their baby found that
both groups of adolescent mothers experienced a
decline in satisfaction with themselves and their
lives which closely followed their decisions to give
up or to keep their baby (133). But when researchers
followed up the two groups of adolescent mothers at
least 6 months later, they found no differences
between the two groups in overall levels of self- or
life satisfaction (133). Adolescent mothers who
chose to keep their babies were slightly more
satisfied with their decisions than adolescent moth-
ers who chose adoption.

Consequences for Children of Adolescent Parents

Health Consequences—Babies born to adoles
cent mothers (especially adolescent mothers under
age 15) are more likely to be premature or low
birthweight and are more likely to require hospitali-
zation within the first 5 years of life than babies born
to women age 20 and over (71b,84,190,196). The
risks of prematurity and low birthweight can be
reduced with adequate prenatal care. Furthermore,
the fetus of an adolescent is at less than average risk
in some respects (e.g., fetal death), and many
children born to adolescent mothers tend to grow
better in the earlier years of life (71 b).

Some studies suggest that the children of adoles-
cent parents are at increased risk of cognitive
deficits, tend to perform less well in school than
children born when their parents were older, and are
more likely to exhibit behavior problems in school
(14,70, 106,120, 140). Some data suggest higher rates
of abuse and neglect among children of adolescent
mothers (105,176), but such outcomes seem to be
affected by socioeconomic factors; when the effects
of socioeconomic variables are controlled, apparent
differences between the children of adolescents and
older mothers are substantially reduced, although
not completely eliminated (148,196).

Social and other Consequences-Furstenberg
and colleagues’ longitudinal study of mostly poor
black adolescent mothers and their children in
Baltimore found that the offspring of their sample of

mothers who gave bhirth in the mid- 1960s were at
greater risk of developing problems in late adoles-
cence and early adulthood than the children of older
mothers interviewed in the Nationa Survey of
Children who did not give birth as adolescents (70).
The children of the Baltimore mothers were inter-
viewed at 5-year followup (when they were pres-
choolers), at 17-year followup (when they were
adolescents), and at 20-year followup (when they
were ages 18 to 21).

At 17-year followup, the Furstenburg study found
that the frequency of school failure, delinquency,
emotional difficulties, and other problem behaviors
was much greater among the children of the adoles-
cent mothers than among children of older mothers
in the National Survey of Children (70). At 20-year
followup, the children of the Baltimore adolescent
mothers were not doing as well as the children of
older mothers in the National Survey of Children,
but the differences were not as large as some
observers might have been expected. Sixty-three
percent of the children of the Baltimore adolescent
mothers had completed high school or obtained a
high school equivalency degree and another 10
percent seemed likely to do so. Still, a conspicuous
minority had dropped out of school (23 percent) or
had spent time in jails or correctional institutions (17
percent), and a substantial proportion were experi-
encing symptoms of depression (32 percent).

Because of its ability to follow families over
generations, the Furstenberg study was also able to
address the important and controversial issue of the
transmissibility (e.g., through parental socialization
or modeling) of adolescent childbearing between
generations. This study found that early childbearing
was at least indirectly involved in increasing the
chance that one's child would become an adolescent
parent (daughters of women who had given birth at
ages 14 to 17 were more likely than those whose
mothers were 20 or older at their first birth to
themselves give birth as adolescents). On the other
hand, the great majority (two-thirds) of the children
of adolescent mothers did not become parents before
age 19 (68,70).”

Furstenburg and colleagues unfortunately found
that the second-generation adol escent mothers were
not faring as well as their mothers had and predicted

15[t may be important t. note thag because not 11 women in their sample had reached ages 14 to 18, the researchers calculated probabilities based on

the experiences of the sample that was available (70).
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worse outcomes for them than for their mothers in
terms of educational achievement, marriage, and
welfare dependence (68,70). The second-generation
adolescent mothers were almost twice as likely as
their mothers to have failed a grade in school (57
percent v. 33 percent), were less likely to have
married (14 percent v. 60 percent), and were more
likely to be on welfare (60 percent v. 30 percent).
Furstenburg and colleagues concluded that "second-
generation teenage mothers in the 1980s appear
more vulnerable to long-term dependence and prob-
ably less equipped to maneuver their way out of
lifelong disadvantage than were their mothersin the
1960s" (68). They recommended that second-
generation adolescent mothers be targeted for exten-
sive educational and social services (68).

Risk and Protective Factors in Adolescent
Pregnancy and Parenting

In recent years, researchers have documented a
number of potential risk and protective factors
related to adolescent pregnancy and parenting.
Much of the available research was recently re-
viewed in a comprehensive analysis of adolescent
pregnancy and parenting by the National Academy
of Sciences' Panel on Adolescent Pregnancy and
Childbearing (148,149), and that information is
summarized, along with other information, below. It
is important to note that there is still a paucity of
methodologically sound research on the precursors
to adolescent pregnancy and postpregnancy deci-
sions.

In an attempt to capture the many factors that may
be associated with the determinants and outcomes of
pregnancy resolution decisions made by adolescent
females and their male partners after conception,
Marsiglio recently presented the conceptual model
shown in figure 10-10. As shown, the factors
affecting the pregnancy resolution decision alone
have many determinants, including the social struc-
ture; cultural and subcultural values and norms;
policies and programs; the flow of financia re-
sources and social support from family, friends, and
partner; and the adolescents’ own attitudes, aspira-
tions, and resources. The decisions made as a result
of these factors affect the process and outcomes of
a pregnancy-related decision, which in turn affect
the life-style adaptations made by the couple and
their future life options and well-being. What is

perhaps more important to note is that these factors
often interact with each other in causally complex
ways and that each couple’'s decision in turn affects
the cultural values and norms of other contempora-
neous couples and succeeding generations.

Models similar to the one shown in figure 10-10
could be constructed for the decisions that may lead
to apregnancy: whether to initiate sexual activity at
all, whether to initiate sexual activity with a
particular partner, whether to use contraception, and
what method of contraception to use. Each of these
decisions has its own set of determinants. Longitudi-
nal research focusing on the psychological, social,
and economic determinants of pregnancy and preg-
nancy outcomes would be useful in resolving some
of the questions about risk and protective factorsin
adolescent pregnancy and parenting (171 b).

Numerous individual, familial, and social/environ-
mental factors related to pregnancy and pregnancy
outcomes among adolescents are discussed below.
Factors affecting all events that can lead up to a
pregnancy (i.e., sexual intercourse, use or honuse of
contraceptives) are discussed below as ‘‘factors
related to pregnancy, = and factors affecting events
that may occur during or after a pregnancy (abortion,
complications during pregnancy, childbearing, adop-
tion, parenting) are discussed as "factors related to
pregnancy outcomes. ’

Risk and Protective Factors Related to Pregnancy

Individual Factors Related to Pregnancy—
Two strong predictors of adolescent pregnancy are
the initiation of sexual activity at an early age and
engaging in unprotected sexua intercourse (i.e.,
intercourse without the use of effective contracep-
tives). Females who first have intercourse at age 15
or below have been found to be nearly twice as likely
to get pregnant in the first 1 to 6 months of sexual
activity as adolescents who wait to have intercourse
until they are 18 or 19 (2284). One of the reasonsis
that older adolescents who become sexually active
are considerably more likely than younger adoles-
cents to use contraception and to use it effectively
(229). In general, the older an adolescent female is,
the more likely she is to report using some form of
birth control when she is sexually active (229,231),
and the older she is when she begins having sex, the
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Figure 10-10—Conceptual Model for Pregnant/Parenting Teens and Their Male Partners: Pregnancy Resolution
Decisions, Life-Style Adaptations, and Well-Being
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more likely she is to use contraception at first
intercourse (235)."

According to the comprehensive review of ado-
lescent pregnancy and parenting by the National
Academy of Sciences' Panel on Adolescent Preg-
nancy and Childbearing, research suggests that a
number of factors are strongly associated with the
initiation of sexual activity before marriage (148).
Among the most important are individual character-
istics such as physical maturation level, age, race,
socioeconomic status, religiousness, intelligence
and academic achievement, and dating behavior.

There is almost universal agreement that early
pubertal development (e.g., age of menarche for
females, body development and hormonal develop-
ment for males) is strongly associated with early
initiation of sexual activity (148). During the period
of adolescence, young people undergo dramatic
biological changes that give them the capacity to
create children. U.S. females today first menstruate,
on average, at age 12Y2 (with arange between 8 and
16), but in some cases, they cannot get pregnant for
at least a year (47a). Boys are able to father children
at age 14 or so, athough they can and sometimes do
engage in sexual intercourse before that. Studies
provide evidence for the hormonal basis of sexual
motivation and behavior among white males. For
white females, sexual behavior (as opposed to
interest) seems to be influenced more by social
environment than by physical development. There
are no comparable data on black adolescents.”

Apart from pubertal development, age is associ-
ated with the initiation of sexual activity. The older
an adolescent is, the more likely he or sheisto have
had sexual intercourse (148).

Race is also associated with the initiation of
sexua intercourse. Black males and females become
sexually experienced on average 2 years earlier than
white males and females (148,187). As discussed
later in this chapter, there is disagreement over the
cause of racia differences in the proportion of
adolescents who are sexually active and the age of

sexualy initiation (e.g., subcultural values and
attitudes regarding the acceptahility of early sexual
behavior, residence in socioeconomically disadvan-
taged neighborhoods) (148).

Religiousness (the tendency to be devout and
observant of religious custom, regardless of relig-
ious affiliation) appears to be a factor that distin-
guishes early and late initiators of sexual activity
(43,148,231).

A number of studies indicate that there is a strong
association between low intellectual ability, low
academic achievement, a lack of educational goals,
and early sexual experience among both black
adolescents and white adolescents (148). Male and
female adolescents with higher levels of academic
achievement and higher educational and life goals
are less likely than other adolescents to engage in
sexual intercourse during their early adolescent
years, and they are more likely to make consistent
use of contraceptives when they do have intercourse
(43,983,139). Adolescent females who are experi-
encing academic problems, who have low academic
and career expectations, and particularly those who
have dropped out of school are more likely to initiate
sexual activity at an early age than those who are
more academically successful and ambitious (148,149).
The association between ability, educational aspira-
tions, and life goals and the lower likelihood of early
sexual experience is undoubtedly tied to severa
interacting social, economic, psychological, and
situational variables (148).

Research findings suggest that adolescents who
begin dating early are likely to have early sexual
experience (148). Research also suggests that ado-
lescents who become sexually active at an early age
are also often involved in other behaviors that push
toward independence and adulthood (e.g., smoking,

drinki ng, and drug use) (148).
A factor in adolescent sexuality and pregnancy
that may be important but that is rarely analyzed or

discussed is adolescent females’ perceptions about
their roles as women (56a,149,122,1454). Lewin

16Dataon reported contraceptive use among adelescent males are very limited, but what little information there is suggests that age has little effect
on adolescent males' use of birth control methods (142); older adolescent males are no more likely to report using birth control methods than are younger

males.

170ne issue of importance is the extent t. which initiation of sexual intercourse iSvoluntary or forced (i.e., theresult of rape or incest) (86a). Currently,

thereisnoreliableinformation about thisat the national level.
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found, for example, that college-aged women felt
that it was psychologically more cost-beneficial to
accept unwanted sexual intercourse than to refuse it
(122).”The review by the Nationa Academy of
Sciences' Panel on Adolescent Pregnancy and Child-
bearing suggested that adolescents’ increasing expo-
sure to working women and single mothers could be
expected to influence the desirability of early
childbearing in diverse ways (149).

Not surprisingly, sexualy active females who
practice effective contraception are less likely to
experience an unintended pregnancy than those who
do not (235).”As noted earlier, the older an
adolescent female is at the time of initiation of
sexual activity, the more likely she is to use
contraception and to use it effectively (148). The
older a female is, the more likely she is to use a
prescription method of contraception such as the pill
(148,23 1). Among males, age appears to have little
effect on contraceptive use at first intercourse (148).

According to the review by the National Academy
of Sciences' Panel on Adolescent Pregnancy and
Childbearing, studies have found that, in addition to
the age at initiation of sexual intercourse, several
factors are strongly associated with contraceptive
use by unmarried, sexualy active adolescents.
These include having a stable relationship with a
sexual partner, knowledge of reproduction and
contraception, acceptance of one's own sexuality,
academic aspirations, developmental characteris-
tics, and parental support for the use of contraception
(148).

Adolescents who are involved in a committed
relationship (e. g., are “going steady”) are more
likely to use contraceptives than adolescents who do
not have strong ties to one partner (148). One study
found this observation to hold for black adolescents
in particular (143).

Some observers have attributed sexually active
adolescents’ failure to use contraceptives to their
lack of knowledge about reproduction and contra-
ception (23 1). Although most U.S. adolescents
appear to know that a girl can become pregnant if she
has intercourse, significant numbers of U.S. adoles-
cents-especially young adolescent females—
appear not to know what time of the month entails a
higher rate of pregnancy, that they can get pregnant
at first intercourse, that infrequent sex can lead to
pregnancy, and other facts about pregnancy risk and
birth control that are more well known to sexually
active adults (26a,137,248). At least one study has
found that adolescents who have had sex education
are more likely to be knowledgeable about reproduc-
tion and contraception than adolescents who have
not had sex education (107).”

Regular and effective contraceptive use among
adolescent females has been found in some studies
to be associated with adolescents' acceptance of
their own sexual behavior (223,248). Some adoles-
cents, especially younger adolescents, who delay
using contraceptives (often for up to a year) after
they start having sexua intercourse, may do so
because they have difficulty coming to terms with
their own sexuality (148). Positive attitudes toward
contraception and low levels of guilt about sexual
activity are strongly associated with effective con-
traceptive use (148). Fear that contraception will
have negative hedth effects and interfere with
pleasure has also been found to be related to less
frequent contraceptive use (148).” Adolescent fe-
males who believe contraception is the female's
responsibility are likely to be more effective con-
traceptors (148,168,232).

Female adolescents (blacks and whites) who have
clear educational goals and expectations and are
performing well in school appear more likely to use
contraception than those who lack a strong achieve-
ment orientation (148). Some studies have found

lxcommccpm(uscduﬁngunwantedsexual intercourse wasnot measuredin this study of hypothetical situations.

191tis important to note that, for as yetunknown reasons, the percentage of adolescents who use contraception and experience contraceptive failure

in terms of preventing pregnancy is generally higher than the percentage of older women who experience contraceptive failure. Contraceptive failure
rates for adolescents are shown in figure 10-12 later in this chapter.

20The relationship between gains in knowledge about conception and contraceptionthroughsex education courses and adolescents’ sexualactivity
or use of contraceptives is not fully understood, but it seems that information alone is not sufficient to change adolescents sexual behavior. As discussed
later in this chapter, a 1984 study by Kirby found that while sex education programs did increase adolescents' knowledge about conception and
contraception, they had 1ittle impact on whether adol escents became sexually active or used contraception (107). Various studies on the effectiveness
of efforts to prevent adolescent pregnancy through school-based scx education/family life education classes, parent-child communication programs, and
other informational programs are discussed later in this chapter.

21The types of contraceptives available to adolescents and some of their advantages and disadvantages arc discussed later in this chapter. Also
discussed arc various programs that make contraceptives available to adolescents.
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that adolescents who become teenage mothers are
performing below grade level at the time they
become pregnant (68, 148), suggesting a relationship
between school achievement and the likelihood of
pregnancy (148).

Some research has found that adolescent females
who have a high level of self-esteem and believe
they have alarge measure of control over their lives
are more likely to be effective users of contracep-
tives than adolescents who have low self-esteem and
lack a sense of competence (148). Adolescent
females who tend to be passive and to hold
traditional views of male-female relationships tend
to be poor contraceptors (148). Adolescents who are
impulsive and like to take risks are more likely to be
poor users of contraceptives than other adolescents
(148).

Some research indicates that adolescents who use
illicit drugs other than marijuana are at especialy
high risk for experiencing a premarital pregnancy
(223b). Such adolescents are especially likely to
engage in early sexual experimentation and to have
permissive attitudes about sexual behavior (223b).
Elliott and Morse found in a large national sample
that among young men and women ages 15to 21 in
1981, the proportions sexually active in the last year
ranged from 21 percent among those who used no
drugs, to 45 percent among those who used mari-
juana, and to 89 percent among those who experi-
mented with illicit drugs other than marijuana (51 a).

Severa studies indicate that female adolescents
who have good lines of communication with their
mothers and whose mothers discuss contraception
with them in a positive way are more likely to be
effective contraceptors than adolescents who lack
such communication (57a,60,148).22 Furthermore,
female adol escents whose mothers support them in
selecting and using contraception seem to be more
consistent in their own use of contraception (118,148).

Familial Factors Related to Pregnancy—
According to the comprehensive review of adoles-
cent pregnhancy and parenting by the National
Academy of Sciences' Panel on Adolescent Preg-
nancy and Childbearing, research examining the role
of family members on adolescents’ sexual behavior
and contraceptive useis limited (148). Most studies
in this area have examined mother-daughter rela-

tionships, ignoring the role of fathers and the
relationship of parents to sons. Nevertheless, severa
studies have shed some light on family factors
related to adolescent pregnancy and childbearing.

One of the factors that has been found to be most
strongly associated with an adolescent female's
initiation of sexual activity before marriage is the
sexual and fertility experience of her mother (148).
Several studies have found a strong relationship
between a mother’s sexual and fertility experience as
a teenager and that of her daughter (148,152). The
earlier the mother’ sfirst sexual experience and frost
birth, the earlier the daughter’'s experience is likely
to be (148).

Other family factors that “appear to affect the
level and quality of parental support and controls,
and perhaps in turn influence sexual behavior among
teenagers, ‘* include family intactness, family com-
position, and mother’s age at marriage (148). Sev-
eral studies have also shown that females who have
grown up in fatherless families are more likely to
initiate sexual activity at an early age than those who
have grown up in two-parent families (139a,148,152).
One study found that females in families with large
numbers of siblings are aso likely to become
sexually active at an early age (91,148). The
mechanism by which these factors influence the
initiation of sexual activity is not well understood.
Several plausible explanations have been offered
(e.g., girlsin fatherless families may seek affection
in sexual relationships) but have not been substanti-
ated (148).

Some studies have found that adolescents’ sexual
behavior is affected by the nature of their relation-
ships with their mothers (148). Specifically, adoles-
cent girls whose mothers do not combine affection
with firm, mild discipline and set clearly defined
limits on behavior are likely to engage in premarital
sexual intercourse (148). In addition, as suggested in
the previous section, some studies have found that
adolescents in homes where there is good communi-
cation between parents and adolescents about sex
tend to engage in less sexual activity and to make
better use of contraceptives and that parental support
for adolescents in seeking family planning services
results in more consistent contraceptive use (60,1 18,
96). According to Hofferth, writing in the report of

2Gee &. 3, “Parents and Families’ Influence on Adolescent Health,” in this Volume for adiscussion of theimportance of parentsin adolescents

lives.
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the National Academy of Sciences' Panel on Ado-
lescent Pregnancy and Childbearing, however, parent-
child relationships and parent-child communication
seem to have an ambiguous association with the
initiation of sexual activity and use of contraception
by adolescents (86a,148). Thus, “there is no clear
implication for program development’ (148).

Social/Environmental Factors Related to Preg-
nancy—Research on how peers influence adoles-
cents' sexual attitudes and behavior is limited and
exhibits a number of methodological problems (e.g.,
data are gathered at one point in time, so delayed
effects cannot be detected). Several studies indicate
that same-sex peers are a major source of informa-
tion for adolescents about sex (148), and at least one
study has found that the proportion of their same-sex
peers that teenagers believe are sexually active and
how sexually active they perceive them to be are
strong predictors of sexual experience among ado-
lescent males and females (38,148). Some research
has suggested that adolescents' sexual behavior is
influenced more by their perceptions of peers
attitudes and behavior than by what their friends
actually do and think (148,151). The influence of
peer pressure seems to vary by age and gender (148).
Younger adolescents (i.e., those below the age of
15), especially white females, seem to be more
susceptible to peer influences in sexual decision-
making than others (123, 148).

Although the influence of television on adoles-
cents sexual behavior has been little studied, it is
clear that television is a predominant aspect of the
lives of today’ s adolescents. Studies show that both
explicit and implicit sexual behavior in television
programming increased dramatically during the
1970s (148). Contraception is almost never men-
tioned or referred to, and the negative consequences
of an unintended pregnancy are seldom portrayed
(148).

Knowledge of how neighborhood environments
and community institutions such as schools and
churches affect sexual activity is just beginning to
emerge ( 148). Adolescents who live in poor neigh-
borhoods in which early childbearing and single
parenthood are the norm are more likely to become
sexually active and become pregnant than adoles-

centsliving in and going to school in more prosper-
ous environments (9c,149).

An overview of the effectiveness and other
features of contraceptive methods available to U.S.
adolescents is presented later in this chapter. Re-
search suggests that some adolescents find these
methods difficult to use or otherwise unappealing
and are therefore inconsistent or ineffective con-
traceptors (148).

As discussed later in this chapter, support for
public and private nonprofit family planning clinics
that serve adolescents and other, predominantly
low-income, women is provided through Title X of
the Public Health Service Act and other Federal,
State, local government, and private programs.”
Expansion in the availability of contraceptives and
abortion during the 1970s was paralleled by an
increase in adolescent sexual activity. Critics of
family planning programs suggest that the availabil-
ity of contraceptive services has caused higher rates
of sexual activity and unintended pregnancy among
U.S. adolescents (148). As noted later in this chapter,
available research findings on this point are contra-
dictory (e.g., 100,138).*

Risk and Protective Factors Related to
Pregnancy Outcomes

Individual Factors Related to Pregnancy Out-
comes-Adolescents who become pregnant may
decide to have an abortion, or deliver their infants
and keep them, or deliver them and give them up for
adoption, Mothers who bear children out of wedlock
may remain single, cohabit without marrying, or get
married.

According to the National Academy of Sciences
1987 report on adolescent programming and child-
bearing, one of the most important factors affecting
whether a pregnancy is terminated by abortion or
carried to term is whether it was intended (14 S).
Adolescents who report that their pregnancy was
unintended are more likely to have an abortion than
those who report that their pregnancy was intended
(148). As noted below, almost two-thirds of 15- to
19-year-old U.S. females giving birth in 1988 said
that their pregnancies were unintended (59a); com-
bined with the high rate of abortions among pregnant

“Title X of the Public Health Serv ice Act is discussed in the section of this chapter on Federal programs and policies related to adolescent pregnancy

and childbearing.

24This research is summarized in table 10-8 in the section of this chapter on contraceptive provision programs below.

20791 9l- 1vqLa



11-346 . Adolescent Health—Volume II: Background and the Effectiveness of Selected Prevention and Treatment Services

U.S. adolescents, this observation suggests that most
pregnancies among U.S. adolescents are unintended.

Adolescents who are unmarried are more likely to
have an abortion than those who are married
(13,80,232); and pregnant adolescents who are
achieving academically before pregnancy and who
have a strong future orientation are more likely to
choose abortion to resolve an unintended pregnancy
than those who are not doing well in school and lack
high educational and vocational goals (148). An-
other attitudinal factor that has consistently been
found to discriminate between abortion and term
pregnancy groups is attitude toward abortion, with
those choosing to terminate their pregnancy express-
ing greater acceptance of abortion (53,1 14).

As noted earlier, pregnant adolescents are at risk
for avariety of pregnancy and birth complications
(75a,134,137,189). Furthermore, babies born to
adolescent mothers are more likely to be premature
or low birthweight and are more likely to require
hospitalization within the first 5 years of life than
babies born to women overage 19 (71b,84,190,196).
But as noted above, except in the case of the very
youngest adolescents, pregnancy and birth compli-
cations are probably not related to low maternal age
per se (63a). Some adolescents enter pregnancy with
preexisting conditions such as anemia or substance
abuse problems that may cause adverse outcomes.
Adolescents who use illicit drugs are at high risk for
experiencing poor pregnancy outcomes such as low
birthweight (under 2,500 grams) and infant mortal-
ity (223 b), and heavy alcohol use is believed to be a
risk factor for long-term damage to children (188a) .25
Other preexisting conditions that may cause prob-
lems include poor nutrition and anemia.” Teenagers
seem to be at especially high risk of nutritional
deprivation during pregnancy (148).

Many of the physical health risks to adolescent
mothers and their babies can be significantly re-
duced with proper prenatal care and good nutrition
(14).” The standards of the American College of
Obstetricians and Gynecologists, and the American

Academy of Pediatrics recommend that every preg-
nant woman have a comprehensive program of
prenatal care beginning as early in the first trimester
of pregnancy as possible (9a,148). Furthermore, a
1988 OTA study concluded that available evidence
supports the value of both early and frequent
prenatal care and the provision of enhanced services
to adolescents.”

Unfortunately, many pregnant adolescentsin this
country-53 percent of pregnant 15-to 19-year-olds
in 1988 (207b)--do not receive prenatal care ever or
until after the first trimester of their pregnancy
(204,207b). The problem of late or no prenatal care
is caused by numerous factors, ranging from adoles-
cents' failure to recognize the early signs of preg-
nancy to concerns about costs or confidentiality
(148). Unmarried teenagers with less than a high
school education have been found to be among the
least likely to receive first-trimester prenatal care
(96a,148,185a,199). The problems associated with
late or no prenatal care are exacerbated among
pregnant adolescents who have not been educated
about nutrition or who have poor health habits
(6,127).

Adolescents who choose to carry their pregnan-
cies to term also need adequate care for labor and
delivery .29 Maternity care is often expensive, and
some adolescents may experience problems related
to financial access.

Following delivery, the immediate needs of ado-
lescent mothers and their babies (e.g., food, housing,
health care, economic support, social support, child
care) are numerous (148). Individual adolescents
vary in their ability to have these needs met, and
some adolescents (e.g., those who are very young,
those who have poor parenting or life planning
skills, those with substance abuse problems) may
have greater difficulty than others. Many adolescent
parents require extensive social and economic sup-
port. A 1990 review by the Congressional Budget
Office (CBO) found that few adolescent mothers are
able to support themselves and their children during

BSee ch. 12, “ Alcohol, Tobacco, and Drug Abuse: Prevention andServices, " in this volume. As noted in that chapter, alcohol is the most frequently
used drug among adolescents. The extent to which adolescent females drink heavily during pregnancy isunknown, however.
26s_ch. 7, ‘*Nutrition and Fitness Problems: Prevention and Services,” in this volume.

2Prenatal care refers t. medical services delivered from conception to labor (199). Such care encompasses a wide range of preventive, diagnostic,
and therapeutic services delivered throughout the cour se of pregnancy with the goal of a healthy baby and a healthy mother (199).

BSee OTA's 1988 report Healthy Children: Investing in the Future (199).

OMaternity care includes prenatal care and intrapartum care (labor and delivery care) (199).
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the frost few years of parenthood (195).” According
to CBO’s analysis, the amount of support available
to married adolescent mothers varies, depending on
their husbands' age, educational level, and employ-
ment status; however, 40 percent of married adoles-
cent fathers were found to be high school dropouts,
and adolescent fathers were less likely than fathers
age 20 and over to have jobs (195a). Almost no
information is available on support for adolescent
mothers and their children from the absent fathers of
those children.

Familial Factors Related to Pregnancy Outcomes-
According to the 1987 National Academy of Sci-
ences report, several studies of adolescent girls who
choose abortion have found that family background
factors are significant predictors (148). Adolescent
females from white families are more likely than
those from black families to terminate an unintended
pregnancy, and females from families with higher
socioeconomic status are more likely to have abor-
tions than those from families living in poverty.

Some studies have found that parental attitudes,
especially mothers' attitudes toward abortion, pre-
dict adolescent daughters’ pregnancy termination
decisions (50a,148). Particularly among young ado-
lescents, parents seem to play a major role in the
decision to terminate an unintended pregnancy
(173).* There is some evidence of a link between
being raised in a single-parent home and early
childbearing (25a,92). Some studies have found that
adolescents who become pregnant and have an
abortion are more likely to come from two-parent
families with smaller numbers of children than
adolescents who carry their pregnancies to term
(37,63).

Studies that have examined the role of families in
helping adolescent mothers adjust to parenting roles
are scarce, and studies of the families of adolescent
fathers are virtually nonexistent (148).

Initsanalysis of Current Population Survey data,
CBO found that more than half of young unmarried
mothers lived with their parents or other relatives
(195a). CBO noted that by sharing living quarters

with parents and other relatives, young single
mothers were probably able to benefit from the
overall household income and other supports in the
household (195d). A relatively low 34 percent of
unmarried mothers who lived with relativeslived in
poverty (based on the cash income of the extended
family unit); available data also suggested that
adolescent mothers living with relatives were also
more likely to be able to continue their schooling
(195a).

Social/Environmental Factors Related to Preg-
nancy Outcomes-The incidence of abortion has
increased since the U.S. Supreme Court’s Roe V.
Wade decision in 1973 [410 U.S. 113 (1973)]. As
discussed later in this chapter, however, some
adolescents’ access to abortion is limited by factors
such as cost, geographic distance from facilities that
perform abortions, and parental consent and notifi-
cation requirernents_32ACC0rding to the National
Academy of Sciences' report, one study found that
adolescent females' decisions about whether or not
to carry their pregnancies to term were predicted by
the attitudes of both their female friends and their
male partners, and adolescent females who have
friends who are themselves adolescent parents are
more likely to carry their pregnancies to term than
those who do not have friends who are parents
(50a,148).

Pregnant adolescents who receive early and regu-
lar prenatal care that is appropriate to their level of
risk are more likely to have healthy birth outcomes
than those who do not, but gaining access to prenatal
and perinatal services seems to be a problem for
many adolescents. As noted above, about half of
pregnant 15- to 19-year-olds in 1988 did not receive
prenatal care in the first trimester of pregnancy
(207b). One of the factors influencing adolescents’
(and other women’s) use of prenatal and other
maternity care is the availability of a payment
source.“Because of a loophole in the regulations
issued under the Pregnancy Discrimination Act of
1978 (Public Law 95-555), almost one-third of
privately insured adolescents are not covered for
maternity-related services by their parents’ employ-

30Various sources of support, including Aid t. Families With Dependent Children (AFDC), are discussed below.

31For further discussion of the role pareats play in adolescents’ health care decisions, seech. 3, “Parentsand Families Influence on Adolescent
Health,”" in this volume, and ch. 17, “Consent and Confidentiality in Adolescent Health Care Decisionmaking, » jn v/ol, 1.
2Adolescents’ access [ abortion is discussed in the section Of this chapter below entitled **Programs That Offer Alternatives to Parenthood.’

BSeech.16, * ‘Financial Accessto Health Services, ** in Vol. I11. Also see OTA’s 1988 report Healthy Children: Investing in the Future (199).
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ment based health plans.Pregnant adolescents
without private health insurance who rely on Medic-
aid and other Federal and maternal and child health
programs to pay for their maternity care may also
experience access problems.”

As noted earlier, few adolescent mothers are able
to support themselves and their children during the
first few years of parenthood (195a). Other sources
of economic and social support, therefore, can have
a great impact on outcomes for adolescents who bear
and keep their children (128,148). AFDC benefits
are an alternative source of economic support for
unmarried (and some married) adolescent mothers.
CBO’s analysis of NLSY data found that about half
of all adolescent mothers received AFDC benefits
sometime during the 5 years after they first gave
birth, but that most were not covered by AFDC for
at least some time during those 5 years (195a).”

Overall, CBO found high levels of poverty among
adolescent mothers, particularly those who were
unmarried (195a). Almost half of all adolescent
mothers, and 81 percent of unmarried mothers living
with only their children, had family cash incomes
below the poverty line in 1985 and 1986 (195a).
Based on the level of poverty among adolescent
mothers and an analysis of available sources of
support, CBO concluded that many of the economic
problems of adolescent parenthood could be eased if
young mothers had more resources available to
support their families (195a). Improvements dis-
cussed by CBO included programs to improve the
mothers' earning ability, programs to raise the
amount of support provided by young fathers or
other relatives, and programs to expand the benefits
offered by Federal and State governments (195a).

Demographic Differences Related to Adolescent
Pregnancy and Pregnancy Outcomes

As noted elsewhere in this Report, in 1988, more
than 8 million (26.7 percent) of the country’s 31
million adolescents lived in a poor or near-poor
family.” Poor and near-poor are terms defined in

relation to the Federal poverty level, a cash income
level which varies with family size and the age of
family members. Poor families are those with
incomes below the Federal poverty level, and
near-poor families are those with incomes between
100 and 149 percent of the Federal poverty level.

The health and other effects of growing up poor
are complex and not well understood, but because
poverty is often associated with a low educational
level, substandard living conditions, an inadequate
socia support network, poor nutrition, unemploy-
ment, and dimini shed access to health care, children
growing up in poor or near-poor families probably
confront more risk factors and benefit from fewer
protective factors than their more advantaged peers.

Children and adolescents living in single-parent
households headed by a female are disproportion-
ately poor. In 1988, nearly two-thirds of U.S.
adolescents who lived with their mothers only lived
in poor or near-poor families. U.S. adolescents from
racial and ethnic minority groups are also dispropor-
tionately poor. In 1988, about half of black, non-
Hispanic adolescents, half of Hispanic adolescents,
half of American Indian and Alaska Native adoles-
cents lived in poor or near-poor families.” Among
white, non-Hispanic U.S. adolescents, less than
one-fifth lived in poor or near-poor families.

As discussed elsewhere in this Report, data and
research on the health status of poor adolescents and
on the health effects of poverty have mgjor limita-
tions. How adolescents' social class and race/
ethnicity are related to pregnancy-related behaviors
such as the initiation of sexual activity and contracep-
tive use, to pregnancy, or to pregnancy outcomes
such as abortion, childbearing, or parenting is not
entirely clear. Studies showing differences between
adolescents of different socioeconomic statuses or
racial or ethnic backgrounds are discussed below.
Many of these studies differ among themselves,
depending on factors such as the following:

34For further discussion, see the section of this chapter below entitled, * ‘Programs Designed To Prevent Negative Outcomes of Adolescent Pregnancy
and Parenting, ' and ch. 16, ‘*Financial Accessto Health Services,’ in Vol. l1l.
35For further diSCUSSION, see the section of this chapter below entitled * ‘Major Federal Programs and Policies Pertainin 4 to Adolescent Pregnancy and

Parenting,’ and ch. 16, “Financial Accessto Health Services,” in Vol. l11.

36CBO feud that nearly 40 per cent of recipients who wer e 7ot married when their children were born |eft the AFpC program within 1 year and more
than 70 percent left within 4 years, as compared with about 70 percen: and 90 percent, respectively, of their married counterparts (1953).
See ch. 18, *‘Issues in the Delivery Of Health aNd Related Services to Selected Groups of Adolescents, ' in Vol Ill.

38See ch. 18, * ‘Issues in the Delivery of Health and Related Services to Selected Groups of Adolescents, * in Vol III for further discussion.
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+ the behavior or outcome that is investigated
(e.g., sexua activity v. contraceptive use v.
childbearing);

+ the specific races and/or ethnic backgrounds
that are compared;

+ the measure of socioeconomic status that is
used (e.g., various measures of the socioeco-
nomic status of the family of origin, various
measures of socioeconomic status of the im-
pregnating male, the adolescent’s anticipated
social class, education levels, job categories®);
and,

« perhaps most importantly, the number and
types of factors that are simultaneously investi-
gated, and subsequently statistically controlled,
in the study .40 4,

In addition, it should be understood that studies
finding differences by race/ethnicity or socioeco-
nomic status have to be interpreted sensitively.
While such findings can be used to target specific
groups of adolescents for services, they may not be
helpful in determining the precise causes of adoles-
cent pregnancy or variations in pregnancy-related
outcomes in specific groups or in individual adoles-
cents. These determinations typically require further
study, ®

Socioeconomic Differences Related to Preg-
nancy and Pregnancy Outcomes—Available data
discussed below suggest that adolescents from
socioeconomically disadvantaged families are at
greater risk of nonmarital pregnancy and parenting
than adolescents from nondisadvantaged families. In
comparison to their more advantaged peers, these
adolescents tend to initiate sexual activity at an
earlier age, are less likely to use contraceptives when
sexually active, are less likely to have an abortion,
and are more likely to give birth to children out of
wedlock. They also seem to be less likely to give
their babies up for adoption.

Socioeconomic Differences Related to Pregnancy----
Data from the NLSY indicate a relationship between
adolescents’ mothers’ level of schooling, which is

one measure of socioeconomic status, and the age at
which adolescents initiate sexual activity (148). The
1982 NLSY included a sample of 4,657 males and
4,648 females who were age 20 and over at the
survey date. Among male adolescents whose moth-
ers had some education beyond high school, 56
percent engaged in sexual intercourse before age 18,
in comparison with 72 percent of male adolescents
whose mothers did not complete high school.
Among female adolescents whose mothers had some
education beyond high school, 34 percent became
sexually active before age 18, in comparison with 54
percent of female adolescents whose mothers did not
complete high school (148).

Other investigators have found that adolescents
anticipated social class (as measured by their
educational aspirations) has a greater effect on the
initiation of sexual activity than does their current
socioeconomic status. Adolescents who expect to
complete more years of schooling are more likely to
delay the initiation of sexual intercourse than
adolescents who expect to complete fewer years of
school (135a). And, not surprisingly, other investi-
gators have found that the social class of the family
of origin and the adolescent’s anticipated social
class both influence the initiation of sexual activity
(139,144,183,192,234). However, parental expecta-
tions of an adolescent’s sexual behavior have also
been found to have an independent influence (52a).

Studies that have investigated the relationship
between socioeconomic status of the adolescent’s
family of origin and the use of contraceptives have
found results similar to those for initiation of sexual
intercourse: adolescents from socioeconomically
disadvantaged families are less likely to use contra-
ceptives than those from those from nondisadvan-
taged families (152). Adolescents socioeconomic
status has not been found to have as much impact on
adolescents' contraceptive use as adolescents age at
the time of initiation of sexual activity, adolescents
attitudes about contraception, pregnancy, abortion,
education, frequency of intercourse, and some of the
other individual factors discussed earlier (85). How-

39These measures are themselves often highly intercorrelated.

40 F, example, if a study only collects data on the race, but not the socioeconomic status, of adolescents in the sample, it will not be able to distinguish

outcomes by social class from outcomes by race.

4IIn some studies, socioeconomic status and race/ethnicity appear to affect pregnancy-related behaviors and outcomes independently, but closer

inspection sometimes reveals a multiplier effect of economic disadvantage (e.g., 140). Some observers believe that attempts to control for socioeconomic
differences when comparing black and white adolescents have been inadequate, as they do not account for the time spent in poverty and disparity between

blacks and whitesin categories of socioeconomic status (148).
42y further discussion, sec ch.

" “Issuesin the Delivery of Servicesto Selected Groups of Adolescents, ” inVal. I11.
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ever, the influence of an adolescents socioeconomic
status may be felt in terms of access to contracep-
tives and the availability of contraceptives (97a) .43

Socioeconomic differences in rates of sexual
activity and in the use of contraceptives would lead
naturally to findings that adolescents of lower
socioeconomic status are also more likely to become
pregnant. To OTA’s knowledge, there is little
information directly on this point. Information on
pregnancies and pregnancy rates by adolescents
socioeconomic status is not readily available. In an
analysis of 1979 data from the NLSY, however,
Mott and Haurin found that the lower the family
income of female adolescents and the less the
mother’'s education, the more likely an adolescent
was to report afirst pregnancy prior to age 16 (144b).

Socioeconomic Differences Related to Pregnancy
Outcomes—As noted earlier, the major Federa
report on health indicators in the United States—
Health United Sates-does not tabulate data on
birth rates by income or other factors indicative of
socioeconomic status. There is some evidence that
pregnant adolescents of lower socioeconomic status—
as measured by family income (61) and other
factors—are more likely to carry their pregnancies to
term than other adolescents of higher socioeconomic
status, regardless of their race (86a). One hypothesis
to explain apparent social class differences in
childbearing is that having babies is a rational
response to poverty for poor adolescents, in that by
having children poor adolescents may gain access to
family networks and support programs that other-
wise may not be available to them. Several studies
have suggested that childbearing may mobilize
supportive responses from family, peers, and others

(e.g., socia programs, including mentoring or edu-
cational programs) (19,72,122).* Another hypothesis
might be that adolescents from low-income families
have less access to abortions than other adolescents.

A number of researchers have found that poverty
and poor employment opportunities are closely
associated with out-of-wedlock births (148). The
1988 National Survey on Family Growth found that
among U.S. females, females ages 15 to 19 and
females with family incomes below the Federal
poverty level had the highest rates of unintended
births (59a) .45 Reports from this survey did not
combine the factors of age and socioeconomic status
to give an estimate of childbearing by socioeco-
nomic status for adolescents (59a). In the 1988
National Survey of Family Growth, 72.6 percent of
the 15- to 19-year-old females who gave hirth
between 1984 and 1988 and 60 percent of females
with incomes under the poverty level reported that
their pregnancies were unintended (59a).”

Some observers have also expressed concern that
the conditioning of social benefits on the presence of
children in the family may encourage poor people to
have children. The largest cash assistance program
serving poor families with children is the AFDC
program administered by the Family Support Ad-
ministration in DHHS.” For the first 25 years of
AFDC, if afather lost hisjob and his family became
needy, State AFDC programs were forbidden to help
the family so long as the father lived at home (195d).
(In 1961, in an antirecession measure, the law was
changed so that families with jobless fathers at home
could qualify for AFDC at a State's option (195d).)
This arrangement has been believed by some to have
encouraged out-of-wedlock childbearing and single-

43Various programs intended to increase low-income adolescents’ access to contraceptives are discussed later in this chapter.

44 Adolescents from families of higher socioeconomic status may also bear children in order to receive support and attention fr omfamily and friends.
45Unintended pirths are a combination of births resulting from pregnancies that are *‘mistimed’’ and * ‘unwanted’’ (59a).

46 Among females of all ages who gave birthin the period 1984 10 1988, the percentage of births that were unintended decreased with increasing income

level. Almost 60 percent of births to females with incomes under 100 percent of the Federal poverty level were unintended, as compared to 42.7 percent
of births among women with incomes between 100 and 199 percent of the poverty level, and 31.8 percent among women with incomes over 200 percent

of the poverty level.

47T AFDC and various other Federal programs of relevance or potential relevance to poor adolescents are described at greater length in ch. 18, “‘Issues
in the Delivery of Servicesto Selected Groups of Adolescents, “ in Vol. I11. For a further discussion of Medicaid, also see ch. 16, “ Financial Access

to Health Services,” in Vol. KU.

48A recent welfare reform law, the Family Support Act of 1988 (Public Law 100-485), altered this arrangement by requiring that all States that operate
AFDC programs provide AFDC to two-parent families who are needy because of the unemployment of the principal wageearner -the so-called
AFDC-UP (Unemployed Parent) provision(195d). The unemployed parent must meet certain requirementspertaining to previous employment and is
required to search for ajob or participatein the Job Opportunities and Basic Skills (JOBS) program (195d), but, overall, this provision does provide
greater support for the possibility of a father living with an adolescent mother and their children). It istoo early to be able to assess the effects, if any,
of changes in social welfare program eigibility requirements on rates of out-of-wedlock childbearing among adolescents. For further discussion of AFDC
and the JOBS program, see the section on Federal policiesand programsrelated to adolescenpregnancy and parenting below.
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parent households.” Some evidence suggests, how-
ever, that hirth rates are not related to potential
receipt of welfare benefits; real reductions in the
level of welfare benefits since the mid-1970s have
not resulted in decreases in single-parent families,
nor is single-parenthood related to differences in
levels of welfare benefits across States (144).

Data on the number of abortions or abortion rates
by adolescents’ socioeconomic status are not avail-
able. Some observers believe that socioeconomi-
cally disadvantaged adolescents who become preg-
nant are less likely to have an abortion than their
more advantaged peers, as they may have problems
of access (especially financial) to abortions (13,232).
Federal funding for abortion as a method of family
planning has statutorily been prohibited for several
years.”

The few studies that have been conducted on
adoption among adolescents indicate that adoles-
cents who make adoption plans tend to be of higher
socioeconomic status (17 1a). A recent study on the
characteristics of adolescents who choose to give
their child up for adoption indicate differences
between adolescents of different social classes:
adolescents from families of higher socioeconomic
status are more likely to choose to put their child up
for adoption than adolescents from disadvantaged
families. In addition, adolescents who have higher
educational aspirations, which has been linked to
social class, are more likely to put their child up for
adoption (19a).

Racia Differences Related to Pregnancy and
Pregnancy Outcomes--As discussed further below,
there are large racial differences in patterns of sexua
activity, contraceptive use, birth rates, and out-of-
wedlock childbearing rates. According to the Na-
tional Academy of Sciences comprehensive 1987
report on adolescent pregnancy and childbearing,
what accounts for these differences is not at al clear
(148). Some observers attribute the racial differ-
ences wholly or in part to socioeconomic differences
among blacks and whites; others maintain that the
differences are primarily attributable to differences

in the acceptability of early nonmarital sexual
activity, pregnancy, and parenthood. Research has
not yet resolved this controversy (148).

Racial Differences Related to Pregnancy—
Available data indicate that black adolescents in this
country tend to initiate sexual activity at earlier ages
than white adolescents and that the proportion of
black U.S. adolescents who are sexually experienced
is greater than the proportion of white U.S. adoles-
cents who are sexually experienced at every age of
adolescence (16a,59a,86a,151,152,235). National data
from 1984 and 1988 show that among U.S. adoles-
cents who have had sexual intercourse, black males
initiated intercourse 2 years earlier than whites and
black females initiated intercourse 1 year earlier than
whites (129,187). The 1988 National Survey of
Family Growth found that the percentage of 15- to
19-year-old black, non-Hispanic females who had
ever had sexual intercourse was 60.8 percent (59a),
somewhat higher than the percentage of 15- to
19-year-old white non-Hispanic females who had
ever had sexual intercourse (52.4 percent).

The National Survey of Adolescent Males found
that 19.8 percent of black non-Hispanic adolescent
males surveyed reported that they had had their frost
sexual intercourse by age 12 or under, an average of
2 years younger than white non-Hispanic and
Hispanic males (187). Almost half (47.8 percent) of
the black non-Hispanic males in this survey reported
having had their first sexual intercourse by age 14
(187). These data should be viewed with some
caution because the question about age of first
sexua intercourse was asked of maes who were
already ages 15 to 18; however, the results are
consistent with other findings about the early
initiation of sexual intercourse among black children
and adolescents of both sexes. In addition, black
non-Hispanic males reported having had more
sexual partners in their lifetimes than did white
non-Hispanic and Hispanic males (187).%

Researchers disagree on the reasons for racial
differences in the timing of the initiation of sexual
intercourse and proportion of sexually active adoles-

49Federal regulations issued by DHHS in 1988 also prohibit abortion counseling and referrals by family pl arming clinics receiving fundsunder Title
X of the Public Health Service Act. For further discussion of Federal policies related to abortion, see the section below on Federal policies and programs

related to adolescent pregnancy and parenting.

00n average for ages 1510 19 taken together, black non-Hispanic males reported having had an average of 8.3 sexual partners, compared to 4.29

partners for white non-Hispanic males and 5.15 partners for Hispanic males (187). The measure of variability (i.e, the range in the number of partners
across surveyed males) was greatest for black non-Hispanic males (standard deviation of 18.62 for 15- t019-year-olds), second greatest for Hispanic
males (standard deviation of 12.13 for 15- tci9-year-olds), and lowest for white non-Hispanic males (standard deviation of 6.71 for 15- t19-year-olds)

(187).
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cents (148). There is some evidence that black
females mature at earlier ages than white females
(43,75 b), but the physica differences between black
and white females are too small to account for the
greater differences in age of initiation of sexual
activity (139a,148). Furthermore, in the case of
white femal es, the effect of biological factors on the
initiation of sexual activity seems to be strongly
mediated by factors in the individual’s social envi-
ronment (148). Some studies have found that neigh-
borhood environments are very important in influ-
encing adolescents decisions to initiate sexual
behavior (9c,148). Severa studies suggest that when
comparisons are made among adolescents of similar
socioeconomic status, there is no significant differ-
ence between the ages at which blacks and whites
initiate sexual activity (35,68,144a,185). A few
studies have found, however, that even after control-
ling for social class (148) and mother’'s level of
education (86a), racial differences till exist between
blacks and whites in the age of first intercourse.”

Overdl, most of the available research indicates
that black adolescent females are less likely to use
contraception than white adolescents. Given that
black adolescents are more likely to initiate sexual
activity at an early age and that young adolescents
are less likely to use contraception than older ones,
this general finding is not unexpected. It is important
to note, however, that one investigator found that in
the majority of the research on contraceptive use,
blacks are inadequately represented and race is
confounded with socioeconomic status (142).

The 1988 National Survey of Family Growth
found that the percentage of black non-Hispanic
females ages 15 to 19 who used some contraception
at first intercourse (one, but not the only, indicator of
contraceptive use) was 54.1 percent, an increase
from 35.8 percent in 1982 but somewhat lower than
the percentage of white non-Hispanic adolescents
who used some form of contraceptive at first
intercourse (69 percent) (59a). If one controls for

socioeconomic status when comparing contracep-
tive practices at first intercourse, one finds that
blacks more often use a prescription method of
contraception (e.g., the pill, a diaphragm) than their
white counterparts (234). Zelnik and Shah found that
among adolescents who used contraception at first
intercourse, 41 percent of black adolescents used a
prescription method of contraception, as compared
with 15 percent of white adolescents (234). Defini-
tive calculations of prescription contraceptive use
are not available from the National Survey of Family
Growth, but National Survey of Family Growth data
do indicate that 15.7 percent of black, non-Hispanic
females, as compared with 7.1 percent of white,
non-Hispanic females, used the pill at first inter-
course (59a).

Among U.S. adolescents who do not use contra-
ception at first intercourse (if one does not take
socioeconomic status into account), black adoles-
cents have been found to take longer to begin using
contraception than white adolescents (85). In the
recent National Survey of Adolescent Males, how-
ever, black non-Hispanic males generally reported
greater use of contraceptives at their last intercourse
before the survey (one measure of current contracep-
tive use) than did white non-Hispanic or Hispanic
males (186b).”

Several studies indicate that examinations of
differences in contraceptive use must examine
factors other than race. Two studies found that black
adolescents whose parents had high levels of educa
tion used contraception more regularly than black
adolescents whose parents were less educated (38,235).
Another study looked at how black females per-
ceived opportunities in nonreproductive roles; those
with better percelved opportunities were more likely
to be regular contraceptive users (146a).

National data on pregnancy rates among black
adolescents are not available, but the numbers of
births and abortions in the black adolescent popula-
tion” (see below) suggest that pregnancy rates

s1Some observers have argued that efforts to control for social class in some studies are inadequate (e.g., because they do not account fOr the amount

of time spent in poverty and other factors) (148).

52This finding was true overalland for the use of ‘condomsalone or with other methods, << the |atter of which wasreported by 65.5 percent of black
non-Hispanic males ages 15 to 19 combined, compared to 54.4 percent of white non-Hispanic males, and 53.0 percent of Hispanic malesin that age group
(186b). Black male 15- to 19-year-olds, however, reported somewhat less use of an “effective female method [e.g., oral contraceptives, diaphragm,
intrauterine device, sponge) without a condom’ (14.5 percent) than did white non-Hispanic (22.2 percent) or Hispanic (15.6 percent) male 15- to
19-year-olds in this survey(186b). Only 20 percent of black 15- to 19-year-old malesreported the use of ineffective omno contraceptive methods at last

intercourse (186b).

S3As noted carlier, the numbers of births and abortions along with miscarriages and stillbirths, are usedtoestimatethe number of pregnancies and

pregnancy ratesin a given population.
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among black adolescents are substantially higher
than pregnancy rates among white adolescents
(52a,214). In 1987, the estimated pregnancy rate for
white 15- to 19-year-olds was 90 pregnancies per
1,000 population; for “nonwhite’ adolescents (in-
cluding black, Asian, and other adolescents) in the
same age group, the rate was 189 pregnancies per
1,000, more than twice the rate for white adolescents
(8a).

What accounts for the higher rates of pregnancy
among black adolescents is not entirely clear. One
survey of pregnant adolescents found that 70 percent
of the blacks surveyed expected a favorable reaction
about their pregnancy from their peers and 65
percent expected that they would get a favorable
reaction from the father of their child; only 40
percent and 43 percent of whites, respectively, felt
that they would receive favorable reactions (148). A
number of studies reveal that black adolescents
prefer earlier age for first birth than marriage, while
white adolescents prefer earlier age for marriage
than for first birth (148,2244). The degree to which
differencesin values and attitudes affect differences
in sexual activity is questionable, as often such
attitudes are measured after sexual experience, and
thus the attitudes expressed may be a reflection of
this experience (86a). In addition, the impact of
socioeconomic and subcultural differences in atti-
tudes is not clear from this body of research.

One recent study of 1,590 inner city females ages
13 to 18 who used health clinics, most of whom were
black and from single-parent low socioeconomic
status homes, found that sexually active females
came from more psychosocially disadvantaged back-
grounds than their sexualy inactive peers (187a).
The females who became pregnant were from
significantly less stable homes than either the
never-pregnant but sexually active females or the
sexually inactive females.

Racial Differences Related to Pregnancy Outcomes—
Black adolescent females in the United States have
dramatically higher birth rates than adolescent
females of all races or white adolescent females. In
1988, as noted earlier, the birth rates among U.S.
females were under age 20 were as follows:

. 10- to 14-year-olds. al races, 1.3 births per
1,000 females, with whites at 0.6 births per
1,000 and blacks at 4.8 births per 1,000;

. 15- to 17-year-olds. all races, 33.8 hirths per
1,000 females, with whites at 25.5 births per

1,000 and blacks at 76.6 births per 1,000; and

. 18- t0 19-year-olds: all races, 81.7 births per
1,000 females, with whites at 69.2 births per
1,000 and blacks at 150.5 births per 1,000
(202f).

During the 1970s and early 1980s, there was a
substantial decline in birth rates among black U.S.
females under age 20 (202 f). By 1984, birth rates
among black U.S. females had dropped to 4.3 births
per 1,000 10- to 14-year-olds, to 69,7 births per
1,000 15- to 17-year-olds, and to 132 hirths per
1,000 18- to 19-year-olds (202 f). Since 1984,
however, birth rates among black U.S. adolescent
females have been steadily increasing (202f). In fact,
birth rates among black U.S. adolescents in 1988
were at their highest levels in about a decade (202 f).
The reasons are not clear.

Differences in out-of-wedlock childbearing among
black and white U.S. females under age 20 have also
been narrowing in recent years, but they are till
striking (see figure 10-1 1). Very few hirths to black
adolescents are to adolescents who are married. The
reasons are unclear, although various explanations
have been offered. The shortage of black males able
to provide sufficient economic support to a family
(e.g., because of unemployment and economic
disadvantage) may partially account for the high
rates of out-of-wedlock births among poor black
adolescents (148). Furthermore, black adolescents
are significantly more likely than whites to live in
low-income communities in which rates of unem-
ployment are high and poor, mother-headed families
have been prevalent for generations (148). When
asked, blacks in these communities report a greater
tolerance for sexual activity outside a marriage and
a greater tolerance for nonmarital childbearing
(148). Whether these attitudes reflect deepseated
subgroup values or are transient responses to eco-
nomic circumstances is not known (148). Some
observers believe that differences in attitudes are
affected by the differential economic histories of the
races, in that chronic economic disadvantage affects
attitudes toward marriage and family (1,140).

Data on 1985 abortion rates for whites and
““nonwhites (a group that includes blacks, Asians,
and other groups) are available from the Alan
Guttmacher Institute. These data indicate that 1985
abortion rates among females under age 15 were 5.0
abortions per 1,000 population for whites and 27.0
abortions per 1,000 population for nonwhites; for
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Figure 10-1 |—Trends in Out-of-Wedlock Childbearing Among U.S. Females Under Age 20 by Race, 1969-67
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females ages 15 to 19, the rates were 71.1 abortions
per 1,000 population for whites and 127 abortions
per 1,000 population for nonwhites; for females ages
18to 19, the rates were 55.4 abortions per 1,000 for
whites and 97.1 abortions per 1,000 for nonwhites
(81a).

Data from the National Center for Health Statis-
ticsin DHHS suggest that black adolescent females
who become pregnant are dlightly less likely to have
an abortion than their white peers are (148). In 1983,
40.5 percent of pregnancies of white adolescents and
38.1 percent of pregnancies of black adolescents
ended in abortion (148). Because rates of unintended
pregnancies are higher among black adolescents
than among white adolescents, however, black
adolescents have much higher population-based
abortion rates than white adolescents (148).

As noted earlier there is no nationa system for
collecting information about U.S. females who carry
their pregnancies to term and give their babies up for
adoption (148). Thus, nationa information concern-
ing black adolescents who give their babies up for
adoption is not available. A study in 1982 estimated
that 93 percent of unmarried black mothers ages 15
to 19 kept and raised their children (12,148). In some
cases, grandmothers, other relatives, or friends
assumed responsibility for a child’s care (12).

Ethnic Differences Related to Pregnancy and
Pregnancy Outcomes-Data on adolescents of
Hispanic origin typically includes both black and
white Hispanics. According to the report by National
Academy of Sciences' Panel on Adolescent Preg-
nancy and Childbearing, national data describing
ethnicity began to be available only in the 1970s, as
some subgroup__ ; ; e
prominent minoﬁgscliﬂ%iglc &H‘[Ir%/&(f)fg?m © more

Ethnic Differences Related to Pregnancy-Data
on Hispanics are collected in recent surveys of
sexual and fertility behavior, but the samples are
often too small to permit disaggregation of the data
by age (148). Thus, according to the National
Academy of Sciences' Panel on Adolescent Preg-
nancy and Childbearing, information on Hispanic
adolescents’ sexual activity and fertility behavior is
incomplete and not comparable to information for
racial subgroups (148).

Some studies have found that Hispanic adoles-
cents initiate sexual intercourse at roughly the same
ages as non-Hispanic white adolescents (12a,141a,187).
The 1988 National Survey of Family Growth found
that 49 percent of 15- to 19-year-old Hispanic
females said they had ever had sexual intercourse,
dlightly lower than the percentage of 15- to 19-year-
old non-Hispanic white females (52.4 percent) who
said they had had intercourse (59a). The percentage
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of 15- to 19-year-old Hispanic females who reported
they had ever had sexual intercourse in 1988 was
dlightly lower than the percentage in 1982 (59a). The
1988 National Survey of Adolescent Males found
that 19 percent of Hispanic males reported having
had sexual intercourse by age 14 and 81 percent
reported having had sexual intercourse by age 18
(187). These were similar to the percentages for
white non-Hispanic males but far lower than those
for black non-Hispanic males (187).

The 1983 NLSY, which interviewed a sample of
683 Hispanic males and 703 females who were age
20 and over at the survey date, found that 50 percent
of the males and 24 percent of the females reported
that they were sexually active by age 17; 67 percent
of the males and 40 percent of the females reported
that they were sexually active by age 18 (148).
Although Hispanic adolescent females may be
slightly less likely than non-Hispanic whites to be
sexually active, they are considerably less likely to
be using contraception. The 1988 National Survey
of Family Growth found that the percentage of 15-to
19-year-old Hispanic females who used some form
of contraception at first intercourse was 54 percent,
while the percentage of white non-Hispanic adoles-
cents who used some form of contraception at first
intercourse was 69 percent (59a).

National data on pregnancy rates among Hispanic
females are not available. In a 1982 study among
unmarried Hispanic females ages 15 to 19, however,
15 percent reported having experienced a pregnancy
(144). This percentage falls between that reported by
unmarried, white non-Hispanic adolescents (8 per-
cent) and that reported by same-age non-Hispanic
blacks (23 percent).

Ethnic Differences Related to Pregnancy Outcomes—
Data on ethnicity have been included in vital
statistics reports published by the National Center
for Health Statistics in DHHS only since 1978 (148).
National natality statistics are somewhat limited
because States do not always report the Hispanic
origin of the parents on a child's birth certificate.”
Further, many different nationalities and cultures are

often subsumed under a single ethnic category (e.g.,
Hispanic), obscuring diversity within the category .55
Data concerning birth rates among Hispanic adoles-
cents are still somewhat incomplete and have only
been collected during the past decade.

In 1980, the overall birth rate for Hispanic
adolescents was about double the rate for non-
Hispanic whites and about four-fifths the rate for
non-Hispanic blacks (194). DHHS is unable to
calculate population-based birth rates for Hispanic
adolescents for the years 1980 to 1988 because truly
national data on Hispanic births are not currently
available (207 b). However, DHHS estimated that in
1988 about 1 in 6 Hispanic-origin births was to a
teenage mother in 1988, as compared with 1 in 10
white births and 1 in 5 black births (table 10-1)
(207b).*In the States for which data were available
in 1988, there were 73,858 births to Hispanic
females under age 20 (207b). According to DHHS,
the incidence of adolescent childbearing among the
various Hispanic groups varies widely: in 1988, 17
percent of Mexican births and 21 percent of Puerto
Rican births, as compared with 6 to 8 percent of
Cuban and Central and South American births, were
births to adolescent mothers (207b).

Data collected since 1980 suggest that there has
been an increase in the percentage of births that are
out-of-wedlock births among Hispanic adolescents
ages 15 to 19, from 43 percent of births to these
adolescents in 1980 to 52 percent in 1985 (1a). In
1986, 55 percent of births to Hispanic adolescents
were out-of-wedlock as compared with 46 percent of
births to white adolescents and 91 percent of births
to black adolescents (205).

National data on Hispanic adolescent mothers
who have abortions or who carry their pregnancies
to term and give their children up for adoption are
not available (148). In 1985, a tabulation by the Alan
Guttmacher Institute of national survey data of
abortion patients indicated that 50 per 1,000 His-
panic adolescent females ages 15 to 19 had abor-
tions, as compared with 38 per 1,000 non-Hispanic
whites and 53 per 1,000 nonwhites (8).

S4fn 1988, 30 States and the District Of Columbia reported the Hispanic origin of the parents on the birth certificate; this was an increase Of
over the number reporting thisinformation during the years 1983 to 1987(207b). Accor ding to 1980 census data, however, these 30 States contained

95 per cent of the Hispanic-origin population(207b).

55The National Center fOF Health Statistics' 198g report on natality statistics did report national origin (e.g., Mexican, Puerto Rican, Cuban, Central
and South American) of Hispanic mothers, as available from the States that reported information on parents’ Hispanic origin (207b). However, these

data wer e not further disaggregate by mother’s age.

SéHispanic and non-Hispanics are included in these estimates for whites and blacks (207b).

7 States
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According to DHHS, the number of births to
Asian and Pacific Islander adolescentsin 1988 was
8,056 (207b). The lowest numbers of birthsto Asian
and Pecific Islander adolescents were to Chinese and
Japanese adolescents (243 and 295 hirths respec-
tively). DHHS reported that there were 1,181 births
to Hawaiian adolescents, 1,527 to Filipino adoles-
cents, and 4,810 to “other” Asian and Pacific
Islander adolescents. It is not possible to calculate
accurate current pregnancy or birth rates for Asian
adolescents (212).

The number of births (8,455) to American Indian
and Ala&u Native adolescents in 1988 was quite
high in proportion to such adolescents' representa-
tion in the population (207b). Estimates of the
American Indian and Alaska Native population are
difficult to make, but if, as OTA estimates, there are
approximately 100,000 American Indian and Alaska
Native females ages 15 to 19 (199a), the birthrate for
this group would be 83 births per 1,000population—
about 1.5 times that of all U.S. adolescents ages 15
to 19 combined, almost twice (1.9 times) the birth
rate for white adolescents ages 15 to 19, and
three-quarters the birth rate for black adolescents
ages 15to 19.

Prevention of Adolescent Pregnancy and
Associated Negative Outcomes

Preventive programs related to adolescent preg-
nancy and parenting generally focus either on
preventing the occurrence of adolescent pregnancy
or on the provision of services designed to prevent
possible negative outcomes of early pregnancy and
childbearing. Both types of efforts and available data
on their effectiveness are discussed below.

Programs That May Help Prevent
Adolescent Pregnancy

Over the past 20 years, there has been dramatic
growth in the number and variety of interventions
aimed at preventing adolescent pregnancy (147a, 148).
According to Dryfoos, programs aimed at prevent-
ing adolescent pregnancy in this country are of three
general types:

+ those that seek to impart knowledge or influ-
ence adolescents' attitudes about sexual behav-
ior, human relationships, reproduction, and
contraception;

« those that seek to improve sexually active
adolescents’ access to contraceptives; and

+ those that seek to enhance young people’s life
options by providing work opportunities or
other alternatives to early pregnancy and child-
bearing (45,148).

The first two types of programs are the most
common (45). These focus on increasing adoles-
cents' ability to prevent a pregnancy, either by
abstaining from sexual intercourse or by using
effective contraceptive methods. The third type of
program is intended to affect adolescents' motiva-
tion for avoiding early pregnancy and childbearing
(45).” A recent addition to motivational programs
are programs that pay adolescents who have been
pregnant already to avoid repeat pregnancies (e.g.,
101),

Few programs to prevent adolescent pregnancy
have been rigorously evaluated in methodologically
sound studies (28,47a). Producing scientific evi-
dence about what works in preventing adolescent
pregnancy requires measuring changes in adolescent
pregnancy rates and attributing those changes to
some program or curriculum (47a). Because of the
difficulty of measuring pregnancies, surrogate meas-
ures (e.g., self-reports of sexual activity, knowledge
and beliefs about sexual activity, birth rates) are
often used. Questions have been raised about the
reliability of self-report data; about the relationships
between adolescents' knowledge, attitudes, inten-
tions, and behavior; and about the validity of birth
rates as an indicator of the effects of adolescent
pregnancy prevention efforts.”

Even in programs where information on preg-
nancy rates is collected, observed reductions in the
pregnancy rate may be due to factors other than the
preventive intervention. Ruling out this possihility
requires rigorous evaluation research. Rigorous
evaluation research is costly, however, particularly
when a longitudinal research design is required to

57Some Pregnancy prevention efforts combine aspects of thesethree general strategies. Thus, fOr example, programs that aim to Prevent Pregnancy
by enhancing young peopl€'s life options are likely to include discussions of family life and sexuality as part of their efforts. Educational programs that
seek to increase knowledge and influence attitudes may also attempt to affect adolescents' motivationsto avoid sexual activity or pregnancy.

58 Declines in teenage birth rates can be dueto many factor s unrelated to pregnancy prevention efforts. Sweden, for example, experienced a profound

decline in teenage birth rates during the late 1970s and 1980s that was due largely to an increasing tendency of women to marry and have children later
in life to be able to take advantage of wider educational and career options (74a). Decliningbirth rates can also be due to the increased use of abortion.
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determine long-term impacts on fertility behavior
(88,149). Also, although experimental research can
provide the most solid evidence of the impact of
preventive interventions, there are often methodo-
logical or perceived ethical problems associated
with creating control groups. For example, research-
ers may have problems deciding which adolescents
should be given access to contraceptive education or
health services. More frequently, methodological
problems arise because prevention messages are
delivered to groups that are hard to compare, or
recipients of services are self-selected.

The paucity of systematic evaluations of the
effectiveness of strategies for preventing adolescent
pregnancy was noted in the 1987 report by the
National Academy of Sciences' Panel on Adolescent
Pregnancy and Childbearing (148,149). That report
nevertheless concluded that there was adequate
knowledge on which to base some recommendations
(47a). The report stated that “because there is so
little evidence for the effectiveness of the other
strategies for prevention, the panel believes that the
major strategy must be the encouragement of
diligent contraceptive use by all sexually active
teenagers’ (47a,148). OTA’s review suggests ho
reason to disagree with this recommendation, al-
though it notes that the promotion of diligent
contraceptive use by adolescents can be a complex
task. The National Academy of Sciences also
recommended pursuing the strategies of delaying
the initiation of sexual intercourse among adoles-
cents and enhancing ‘‘life options' for disadvan-
taged teenagers (47a,148). These strategies also
seem justified by OTA’s review of available litera-
ture, so long as the strategy of promoting effective
contraceptive use among sexually active adolescents
isnot ignored.

Published information concerning the impact of
programs that emphasize education, programs that
provide contraceptives to adolescents, and programs
to seek to develop adolescents life options on
pregnancy rates, sexual activity, or other outcomes
is presented in the discussion that follows.

Programs That Emphasize Education

Education about human sexuality, once regarded
as the responsibility of parents and guardians, is now
commonly provided in junior and senior high school
classrooms, as well as in some elementary schools
(86). A study using retrospective data from the 1984
NLSY found that about 60 percent of the females

and 52 percent of the males in the sample (al of
whom were between the ages of 19 and 27 at the time
of the survey) had taken a sex education course in
school; the percentages were somewhat lower for
blacks (57 percent for females and 49 percent for
males) and Hispanics (50 percent for females and 46
percent for males) in the sample (129). A study using
data from the 1982 National Survey of Family
Growth found that 64 percent of the sample of
females ages 15 to 19 had received school-based
instruction about contraception (41).

According to Kirby, the content of sex education
courses varies to some extent by grade level
(107,148). High school courses typically cover a
wider range of topics than courses at the junior high
level. In junior high, many courses cover anatomy,
physical and psychological changes of puberty,
reproduction, dating, responsibilities in interper-
sonal relations, and STDs. Some junior high schools
also cover contraceptive methods. High school sex
education courses typically include topics covered
in junior high plus teenage sexuality, pregnancy, and
childbirth. About three-fourths of the high school
courses cover family planning, contraceptive meth-
ods, and abortion.

Instruction in values as a part of sex education
varies and is somewhat controversial (148). Some
programs have emphasized enabling adolescents to
make decisions about sexual matters in terms of their
own values and beliefs. Other programs have used
other approached such as teaching what are regarded
as “basic universal values. " Recently, many
schools have begun teaching about sexuality in the
broader context of family life education, which
includes attention to the role and responsihilities of
families and often emphasizes values (148).

The goals of school-based sex or family life
education are not always clearly specified. Some
courses are designed primarily to improve students
knowledge and understanding about how the body
fictions and about human sexuality (86). Some
courses are also designed to help students under-
stand the social context of sexuality, including
relationships with others and the social, moral, and
ethical restraints on its expression (86). Other goals
may be to promote rational and informed decision-
making about sexuality, to increase knowledge of
reproduction to reduce sexual activity, or to reduce
pregnancy (148). Most schools offer brief (10 hours
or less) sex education programs that focus on the
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basics of anatomy, human reproduction, and physi-
cal and psychological changes during puberty; these
are often integrated with other courses such as health
or physical education, home economics, or biology
(7,148). Very few schools offer comprehensive sex
education programs of more than 40 hours (148), and
Kirby estimates that less than 10 percent of all
students take comprehensive sex education courses
(107).

Information about the effects of school-based sex
education/family life education courses on adoles-
cents' knowledge, attitudes, sexual behavior, and
pregnancy rates is presented below.” Also presented
below is information on the effects of a variety of
other programs that emphasize education:

+ school-based decisionmaking, assertiveness, and
life skills training programs that attempt to help
adolescents make responsible decisions about
sexual activity by teaching them problemsolv-
ing, decisionmaking, or interpersonal commu-
nications skills;”

« programs that emphasize communication be-
tween parents and their adolescent children for
the purpose of encouraging young people to
postpone sexual activity;

« community-based education efforts such as
media campaigns that focus on imparting
information about the negative consequences
of early sexual activity, pregnancy, and parent-
ing; and

« a multimodal pregnancy prevention program in
that combined school- and community-based
educational efforts with the provision of contra-
ceptives through a school nurse.

School-Based Sex Education/Family Life Edu-
cation—In 1988, researchers at the Alan Guttmacher
Institute conducted a national survey of all State

education agencies and 203 of the largest school
districts in the United States (104). Forty-nine State
education agencies plus the District of Columbia and
162 local school districts responded to the survey.
Forty States plus the District of Columbia and the
vast majority of the 162 responding school districts
either required or encouraged some form of sex
education in the schools (104).

Researchers at the Alan Guttmacher Ingtitute
found that the topics covered in sex education
courses varied, as shown in table 10-4. About
two-thirds of the States and four-fifths of the local
school districts said they required or encouraged
schools to teach about prevention of pregnancy
(104). More States and local school districts said
they required or encouraged AIDS education, STD
education, or teaching abstinence from sex than said
they required or encouraged teaching prevention of
pregnancy (104). About four-fifths of the States and
nine-tenths of the local school districts said they
required or encouraged schools to teach abstinence.
Abstinence from sexual intercourse is, of course, one
means of preventing pregnancy. Some sex educators
believe, however, that relying exclusively on absti-
nence as a means of preventing pregnancy and the
transmission of STDs is unredlistic (74a). With
American females now starting to menstruate on
average at age 121/2 and many waiting longer to get
married (74a), the period prior to marriage in which
people are able to have and are interested in having
sex is likely to be prolonged.

Evaluations of Sex Education Based on Data
From National Surveys-As shown in table 10-5,
evaluations of the effectiveness of sex education
based on data from national surveys of young people
have been performed by Zelnik and Kim, by
Dawson, and by Marsiglio and Mott. Zelnik and
Kim's study and Dawson’s study found that expo-

59These programs are known variously as sex education or family life education programs, with family |ife education apparently being the more current
and encompassing term (181a). According to a recent review by the Southern Center on MolesCent Pregnancy Prevention, family lifeeducation is “a
curriculum, program or framework for helping young people make responsible choices and deeisions by providing accurate and age-appropriate
information about human sexuality, and by exploring the attitudes, behaviors, and value systems that shape the development of healthy sexuality” (181a).
According to the Center’s review, “ The demands and expectations of family life education today far exceed those of sex educatioin decades past. . No
longer just human anatomy and reproductive functioning, school-based [family life education] programs became forums for promoting positive health
practices, critical thinkih g, and values clarification. Classrooms [have become] laboratories for building skills in communication, responsible
decision-making, and assertiveness’ (181a). Consistent with the Center’sanalysis, a mid-1980s survey of States and large school districts conducted
by the Alan Guttmacher |nstitute defined sex education as ‘‘instruction in the public schools about human sexual development, the process of
reproduction and related topics’ (104). However, as noted in the text, it is often difficult to determine from the evaluation literature just what takes place
in any set of education programs related to human sexuality (see 104). Not all programs termed sex education programs are restricted to a reproductive
and “factsonly” approach that may have characterized the sex education of the past, however (181a), and not all “family life’ education programs
fulfill all the demands and expectations that many educator s and parents place on them.

0L ife skills and decisionmaking programs by some definitions maybe included under sex education or family life education. They are discussed
separately from sex education programs here in an attempt to distinguish their effects from education-based programs that are strictly didactic.
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Table 10-4—State Education Agencies and Large School Districts’ Position on the
Teaching of Selected Topics in Sex Education, 1988a

Percentage distribution by tepid °
Other STD

Abstaining Prevention of AIDS

Position on teaching from sex pregnancy ‘education education
State education agencies’ position:

Requirelfencourage .. ......... ... ..o .. 82% 66% 94% 88%
Discourage/prohibit. . . ........ ... . o 0 4 0 0

No position . ... 18 30 6 12
Local school districts’ position:

Require/fencourage . .......... ... i 91% 81% 96% 9370
Discourage/prohibit. . ......... ... . o 0 4 1 4

No position stated............... e ] 16 4 6

aThedata presented in this table were obtained in a national survey of State education agencies and the 203largest
school districts in the United States, conducted by researchers at the Alan Guttmacher institute in 1988. Forty-nine
States (all but South Dakota) and the District of Columbia and 162 (80 percent) of the school districts responded to
the survev.
Percentages may total more than 100 because of rounding.

CTopics listed below areas they appeared in the survey questionnaire. The topics were not specifically defined.

dit is interesting to note that someStates do not consider AIDS orSTD education sex education. Thus, more States
support AIDS education (46 States and the District of Columbia) or STDS education (43 States and the District of
Columbia) than require or encourage “sex education” (40 States and the District of Columbia).

SOURCE: Office of Technology Assessment, 1991, based on data from A.M. Kenney, S. Guardado, and L. Brown,
“Sex Education and AIDS Education in the Schools: What States and Large School Districts Are Doing,”
Family Planning Perspectives 21(2):56-64, 1989.

sure to a sex education course had little or no
consistent effect on the likelihood that adolescents
would engage in sexual activity (41,232). Marsiglio
and Mott found that exposure to sex education was
positively (but weakly) associated with initiation of
sexual activity at ages 15 and 16 but not at ages 17
and 18 (129). For 15- and 16-year-olds, exposure to
sex education was a less important determinant of
the initiation of sexual activity than other factors.
Thus, the evaluations of sex education by these
investigators suggest that traditional sex education™
generally neither encourages adolescents to initiate
sexual activity nor encourages them to delay it. One
of the problems these investigators noted, however,
was that sex education programs were frequently
offered to adolescents who had already become
sexually active. Marsiglio and Mott found, for
example, that half of the females and two-thirds of
the males under age 19 had engaged in sexua
intercourse before receiving formal sex education
(129).

In terms of getting adolescents to use contracep-
tives, Zelnik and Kim found that females who had
taken a sex education course were more likely to
report use of birth control at first intercourse than

those who had not (232). The studies by Dawson and
by Marsiglio and Mott also found that young
females exposed to sex education were more likely
to report use of contraceptives when they became
sexually active, especially if they received instruc-
tion in both the mechanisms of pregnancy and
contraceptive use prior to initiating sexual activity
(41,129).

Zelnik and Kim found that sexually active fe-
males who had taken a sex education course were
less likely than who had not received sex education
to report having been pregnant (232); however, no
verification (e.g., hospital records) of these reports
of avoiding pregnancy was available. Dawson found
that exposure to sex education had no consistent
effect on responding females' likelihood of becom-
ing pregnant (41).

The validity of conclusions from the evaluations
of sex education based on national surveys of
students is open to question. These studies use data
relying on students' self-reports and retrospective
recall for information about the timing and content
of sex education and the incidence of sexua activity
and pregnancy. The studies also combine data from

610TA has assumed that the S¢x education programs delivered to individuals participating in the national surveys were ‘“‘traditional” sex education,
that is, they did not include major Me-skillsdecisionmaking or life options components. In fact, as noted below, one problem with studies based on data
from national surveysisthat such studiesare, in effect, averaging a potpourri of programsthat differ in content, intensity, timinggoals, and biases. A
conclusion that such programs did not include r elatively new components such as life-skills decisionmaking or life options components seems justified
in light of the fact thatall studies used data on sex education programs developed either early in or beforethe 1980s (41,129,232).



Table 10-5-Evacuations of School-or Community-Based Sex Education, Life Skills Training, and Other Programs

Program

Study* characteristics

Participant
characteristics

Evaluation
method

Findings

Evaluations of sex
education based on
national surveys:

Zelnik and Kim, 1982  Various-course related

to sex education.”

Various-formal instruc-
tion in schools or
organized commu-
nity programs.

Dawson, 986

Marsiglio and Mott, Various-"course related
1986 to sex education.”

Nationally representative sample of
females ages 15 to 19 in 1976 or
1979, and males ages 17to 21 in
1979, living in Standard Metro-
politan Statistical Areas.

N =2,193.

participants in 1982 National Survey

of Family Growth.
N = 1,888 females ages 15 to 19.

N = 6,015 males and 6,054 females,
ages 19 to 27 at time of interview
in 1984.
Participants in National Longitu-
dinal Surveys of Labor Market
Experience-- Youth Cohort (NLSY)
1999-84.

Telephone survey; included ques-
tions on sexual activity, use of
contraceptives, premarital preg-
nancy, and sex education courses
(including course content).

Analyzed self-report data on whether
respondents had received formal
sex education (included ques-
tions about content of sex educa-
tion courses) and on initiation of
intercourse, knowledge and use
of contraceptives, premarital preg-
nancies.

Longitudinal analysis of retrospec-
tive self-report data.

Exposure to a sex education course was not
significantly associated with engaging in sexual
activity. Among sexually active females, those
who had taken a sex education course were
less likely to have been pregnant than their
peers who had not takena sex education
course; among sexually active females in the
1979 survey, those who had taken a sex

education course were more likely to use birth

control at first intercourse than those who had
not.

Exposure to formal sex education had no consist-
ent effect on responding females’ likelihood of
initiating sexual intercourse or becoming preg-

nant. Sexually active females who had received
sex education reported knowing how to use

more contraceptive methods than sexually ac-

tive females who had received no instruction.
Among females who had ever used birth con-

trol, those who reported receiving education on

how pregnancy occurs and on how to use
contraceptive methods were more likely to
report using birth control at first intercourse than
those who had not received such information in
sex education courses.

Males in the sample were less likely than females to
have had exposure to a sex education course
before engaging insexual intercourse. Among
female respondents, prior exposure to formal
sex education was positively (but relatively
weakly) associated with initiation of sexual
activity at ages 15 and 16 (but not at ages 17
and 18), but other factors (infrequent church
attendance, parental education of less than 12
years, black race) were stronger determinants
of females’ first intercourse at 15 to 16 years.
Among female respondents ages 17 and 18 in
1982, those who had taken a sex education
course were more likely to use effective birth
control methods than those who had never
taken such a course.
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Table 10-5-Evaluations of School- or Community-Based Sex Education, Life Skills Training, and Other Programs-Continued

Study®

Program
characteristics

Participant
characteristics

Evaluation
method

Findings

Evaluation of vari-
ous types of exem-
plary sex education
programs:

Kirby, 1984

Evaluations of
school-based deci-
sionmaking, asser-
tiveness, and life
skills training pro-
grams:

Schinke, Blyth, and
Gilchrist, 1981

Barth, Fetro, Leland
etal., in press

Various-programs in 9

sites: peer educa-
tion, parent-child,
school-based, com-
munity conferences;
5-session to year-
long programs

Life Skills Counseling

(LSC) program: In
14 50-minute group
sessions offered in-
struction in reproduc-
tive biology and in
use of contraceptive
methods; problem-
solving training; and
communication and
assertion skills train-

ing.

Life Skills Counseling

(LSC) program: See
above

Various-primarily high school stu-
dents; matched comparison
groups included in some sites.

N = 36 high school sophomores

(19 females, 17 males).

Pretest N = 1,033 high school stu-

dents, with 586 in the treatment
group and 447 in the control
group (who took their school’s

standard sex education course).

Posttest N = 832 students.
6-month followup = 722 students.

Questionnaires administered to par-

ticipants 3 times: pretest, post-
test, and 3- to 5-month followup;
assessed knowledge, attitudes,
and sexual behavior. Estimates
of pregnancy rates obtained in
some locations.

Students were randomly assigned to

one condition of a Solomon 4-
group design (pretest, training,
and posttest; training and post-
test; pretest and posttest; and
posttest only). Evaluation included
tests of problem-solving; video-
tapes of role-played interactions
involving sexual decisionmaking;
measures of attitudes toward con-
traceptive use, self-reported birth
control use, knowledge of repro-
duction and birth control.

Questionnaires were administered

to participants 3 times: pretest,
posttest, and 6-month followup.
These assessed knowledge, in-
tentions to avoid unprotected sex-
ual intercourse, current and past
use of birth control; observa-
tional ratings of teacher effec-
tiveness in implementing the pro-
gram; parental survey.

Most programs significantly increased participants’

knowledge about conception and cent racep-
tion; greater knowledge gains were found in
classes with younger students; longer, more
comprehensive programs did not produce greater
knowledge increases than short-term programs.
Parent/child programs increased parents’ com-
fort in discussing sex with their children, and
increased the frequency of self-reported parent-
child communication. The programs had no
significant or consistent effects on participants’
initiation of sexual activity or contraceptive use.
In the 4 sites where pregnancy data were
collected, the programs had no impact on
pregnancy rates.

LSC program participants had higher levels of

knowledge about sexual facts and probabilities,
better problem-solving abilities, and better as-
sertion skills at posttest than controls. At 6-
month followup, LSC participants were more
favorably disposed to birth control use and
reported better contraceptive use than controls.

LSC participants’ knowledge about birth control

and reported intentions to avoid unprotected
sexual intercourse improved, and improvement
was maintained at 6-month followup. LSC par-
ticipants reported increased frequency of birth
control use; no change in rates of sexual activity
or pregnancy. Students who started having sex
after the program had lower rates of sexual
activity and were more likely to report using
condoms.

Continued on next page
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Table 10-5-Evaluations of School- or Community-Based Sex Education, Life Skills Training, and Other Programs-Continued

study’

Program
characteristics

Participant
characteristics

Evaluation
method

Findings

Howard, 1985; How-
ard, 1988; Howard
and McCabe, 1990

Christopher and
Roosa, 1990

Postponing Sexual In-

volvement (PSI) Pro-
gram, a public-school-
based program, of-
fered basic factual
information regard-
ing reproduction and
contraceptive use; pro
vialed decisionmak-
ing still training, “so-
cid inoculation” and
assertiveness train-
ing in 10 classroom
periods. It was
taught by trained high
school (11th and12th
graders) S[UdentS and
staff from a hospital-
based teen clinic.

Success Express Pro-

gram, a Title XX Ad-
olescent Family Life
act-funded program
consisting of 6 ses-
sions that focused
on self-esteem, com
munication skills peer
pressure, and teach-
ing the value that
sex should be con-
fined to marriage. Pro
gram conducted in
8 sites, of which were
schools, and 3 of
which were uniden-
tified community  sites
Control groups were
classes in the 5
schools that did not
receive the interven-
tion.

N =536, 99% black, mostly low-

income, drawn from hospital’s
service population. Included 8th
graders from public schools rei
ceiving the PSI intervention (N =
395) and a comparison group of
8th graders (N= 141) from other
school systems in the same met-
ropolitan area.

N =191 participants, 129 controls, all

middle school-aged, average age
12.8 years, 61% female, majority
Hispanic (69%) or black (21%),
most from low-income families.

PSI program participants and corn

parison group participants were
interviewed by telephone at be-
ginning, middle, and end of 8th
grade; followups were conducted
at beginning and end of 9th grade
were questions on sexual behav-
ior included in a larger survey of
health habits.

Questionnaires on self-esteem, qual-

ity of family communication, and
premarital sexual behaviors and
attitudes were administered im-
mediately before the first inter-
vention session and 6 weeks
later at the final session. Experi-
mental participants were more
advanced in grade level than t he
comparison group; this factor was
statistically controlled in the analy-
sis.

Among students who had not been sexually active

before the programs began (N= 365), students
in PSI schools were significantly less likely to
have become sexually active by the end of the
year and continued to be less likely to become
sexually active through the end of the next year
(i.e., the end of the 9th grade) than comparison
group students. Among students who were
already sexualty active when the programs
began, PSI had no effect on their frequency of
sexual activity. Although more sexualty active
students in PSI schools than in comparison
schools reported using contraceptives, it is
unclear if the reported difference was statisti-
cally significant.

Only change was that participants, especially males,

reported more engagement in precoital sexual
activity than controls did (e.g., touching geni-
tals). Interpretation of results was confounded
by the fact that 41% of participants (v. 30% of
controls) failed to complete the post-test ques-
tionnaire; these were considered program drop-
outs. Dropouts were more sexually active and
more likely to believe in sex at younger ages
than were non-dropouts, suggesting that the
abstinence-based program was not appealing
to large segments of the target population.
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Table 10-5--Evaluations of School- or Community-Based Sex Education, Life Skills Training, and Other Programs-Continued

Program Participant Evaluation
Study* characteristics characteristics method Findings
Roosa and Christo- ~ Same as Christopherand N =399, 129 controls, all early Sameas above, but used ageasa  No desired changes in attitudes toward abstinence
pher, 1990 Roosa, 1990 but in adolescents, average age 13, covariate (controls were older). or in sexual behaviors. Incongruously, control

Eisen, Zellman, and
McAlister, 1990

20 sites

Sexuality and contracep-

tive education pro-
gram based on
health belief model
and social learning
theory. Program com-
bined lectures, sim-
ulations, leader-
guided discussions,
and role-playing (in-
cluding gender-role
reversals). Experimen-
tal programs had
more active adoles-
cent participation than
comparison pro
grams. Experimen-
tal and comparison
programs based on
traditional sex edu-
cation model were
delivered in 7 varied
settings, including
schools, county
health departments,
summer work-study
programs.

570/. female, majority Hispanic
(64%) or black (12%), family in-
come not provided. Participant
sites included public and paro-
chial schools, community cen-
ters, Indian reservations, and Po-
lice Athletic League branches.
Control sites were classes in
participant or neighboring
schools.

N = 1,444 at baseline, 1,328 at

immediate followup, 888 at 1-
year followup. 13-to 19-year-
olds included, but 96% were 17
or younger; 52 percent female;
mostly low socioeconomic status;
15% white, 24% black, 53% His-
panic, 8% Asian; 42% did not live
with 2 parents; 62% had had
previous sex education experi-
ence; 36°A had had sexual inter-
course. Differences by experi-
mental and comparison group
not provided.

Using multivariate analysis to control

for background variables, and
excluding Asians from the analy-
sis because of language issues,
analyzed changes over time and
between experimental and corm
parison groups, based on self-
reports of sexuality-related knowl-
edge, beliefs and behavior, in-
cluding knowledge of and use of
effective contraception; statisti-
cally controlled for some base-
line and other (e.g., demographic)
factors.

group significantly increased ageat which they
expected to have sex for the first time by 1 1/2
years, compared to a 1/2 year increase for
participants. Study dropout rate was higher
among participants (34%) than for controls
(24%)).

At immediate followup, there were significant dif-
ferences between experimental and compari-
son adolescents in sexual knowledge but no
significant changes in health beliefs. At 1-year
followup, there were significant differences be-
tween experimental and comparison adoles-
cent males (but not females) in maintenance of
abstinence, and significant differences in con-
sistent use of effective contraceptives for fe-
males (but not males) who initiated intercourse
in the course of the study and for males who had
already been sexually active. Noted cumulative
effect of prior sex education. The analysis was
somewhat flawed in that all comparisons were
made at the individual level of analysis, al-
though some of the randomizations had been
done at the group level of analysis.

Continued on nexf page
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Table 10-5-Evaluations of School- or Community-Based Sex Education, Life Skills Training, and Other Programs--Continued

Participant
characteristics

Evaluation
method

Findings

Program
study” characteristics
Weed and Olsen, Sex Respect Program:
1990 Public-school-based

program; classroom
instruction, student
presentations in the
community; and pub-
lications, videos,and
other materials made
available to school
libraries.

Questionnaires were administered

to N = 4,000 students, 2,900
students who had been in the
Sex Respect Program previously
in junior high schools which im-
plemented the program on a
schoolwide basis and 1,100 stu-
dents who were a matched com-
parison group. Data reported were
from 1988-89 and included stu-
dents who had not received the
program (comparison group), stu-
dents who had just received the
curriculum and were evaluated
pre and post, and students who
were being followed up; students
were evaluated at various sites in
the Midwest.

Questionnaires were administered

to students in the Sex Respect
Program; pre and post curricu-
lum followupand every year after
for 3 years; this evaluation re-
ported the findings for 1988-89,
which included students who did
not receive the curriculum, stu-
dents who had recently received
the curriculum and who were
given pretest and posttest ques-
tionnaires, and students who had
received the curriculum in the
past and were being followed up.

Sex Respect Program participants’ attitudes and

values about the benefits of delaying sexual
activity were strengthened immediately after
receiving the curriculum and maintained to a
lesser extent over a 2-year followup period.
Differences in sexual activity rates were mini-
mal and nonsignificantat 2-year followup; how-
ever, decreases in levels of sexual activity were
larger and more enduring for girls, for younger
students, and for those who started the program
as virgins.

aFy|l citations are listed at the end of this chapter.

SOURCE: Office of Technology Assessment, 1991.
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students involved in many different types of sex
education programs; these aggregate data may
obscure results achieved by a specific program.
Thus, the inability of gross evaluations of school-
based sex education programs to demonstrate a
significant impact on targeted behaviors may be a
result of the content, quality, and intensity of the
specific programs offered rather than the interven-
tion strategy itself. The national surveys on which
the three evaluations described above were based
were not really able to disaggregate the impact of
specific types of sex education programs on adoles-
cent pregnancy because they averaged the findings
of avariety of programs that differ from one another.
It is unclear from these surveys what type of sex
education class the adolescents (or adults) partici-
pated in. Even when questions were asked of survey
respondents about the format and emphasis of sex
education classes, the actual implementation of the
curricula was not observed by the evaluators. These
and other problems associated with the nature of the
data collected (e.g., the use of retrospective data) call
into question the validity of the conclusions drawn
from these studies,

Evaluation of Educational Programs Based on
Observations of Multiple Program Types—Kirby
evaluated several different types of sex education
programs in nine sites (see table 10-5). The pro-
grams, which Kirby selected for evaluation because
they were believed to be exemplary, represented a
range of different program types (e.g., a peer
education program, a parent-child program, as well
as more traditional classroom-based didactic pro-
grams) and lengths (107). Kirby cautions, however,
that it is not prudent to generalize his findings
regarding these programs to all sex education
programs.

Kirby's study was unusual in its attempt to be
relatively methodologically rigorous (e.g., using
pretest and posttests of knowledge, attitudes, and
behavior, and matched comparison groups) and to
measure relatively long-term (3- to 5-month) effects
of the programs (107). Student and parent evalua-
tions of the programs were also collected. In
addition, relatively objective (i.e., non-self-report)
pregnancy and birth data were obtained from clinics
at four of the sex education sites chosen.

Most of the educational programs evaluated by
Kirby significantly increased participants’ knowl-
edge about human sexuality, especially among

younger students (107). (Kirby's study is controver-
sial, however, because it found that longer, more
comprehensive programs did not produce greater
knowledge increases than short-term programs.)
Overall, both student and parent evaluations of the
programs were extremely positive, findings in them-
selves which Kirby cites as reasons to continue
offering sex education programs (107).

None of the educational programs evaluated by
Kirby had any measurable effects on participants
sexual activity, contraceptive use, or pregnancy rates
(107). Thus, Kirby's findings based on a range of
exemplary sex education programs delivered in the
1980s differed somewhat from the studies based on
national survey data, in that the earlier studies found
that exposure to sex education was associated with
greater contraceptive use (41,129) and fewer self-
reported pregnancies (232).

Kirby notes that the demands placed upon sex
education are more formidable than those placed on
other courses (107). As he says, most classes are not
evaluated using measures of behavior outside the
classroom: for example civics classes are not evalu-
ated by measuring students' later voting behavior;
English classes are not evaluated by measuring
students’ improvements in their speech and thinking
outside of class (107,107a). Sex education pro-
grams, on the other hand, are expected not only to
increase students’ knowledge about sexuality and
related topics but also to effect changes in behaviors
that are subject to many influences outside the
classroom.

School-Based Decisionmaking, Assertiveness,
and Life-Skills Training Programs-School-
based decisionmaking, assertiveness, or life-skills
training combine the provision of sex education with
training in problem-solving, decisionmaking, or
interpersonal  communications skills (86). Some
programs of this type have no stated position on the
appropriateness of engaging in or abstaining from
sexual activity and focus instead on helping young
people identify their own values (148). Other
programs explicitly communicate the value of absti-
nence and postponement of sexual activity and
emphasize helping young people develop the skills
to resist pressures to become sexually active.

It may be important to note at this point that some
observers of sex education policy see an inherent
conflict in sex education that provides a ‘‘double
message—that is, that it is necessary and appropri-
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ate to explicitly encourage students not to have sex
but also to encourage them to use contraception if
they do have sex (107a). As Kirby notes, however,
educators are beginning to recognize that adults
commonly tell adolescents that they should not do
certain things (e.g., drink alcohol, take courses
above their level of competence), but that if they do,
they should take certain precautions (e.g., drink very
little, and not drive after drinking or with someone
who has been drinking; seek tutoring). Thus, in-
creasingly, according to Kirby, “this double mes-
sage is viewed as a readlistic approach to a difficult
problem and is losing some of its negative press’
(107a).

One school-based intervention that gives adoles-
cents factual information about conception and
contraception and teaches decisionmaking and as-
sertiveness skills without emphasizing a specific set
of values regarding sexual activity isthe Life Sills
Counseling (LSC) program developed at the Univer-
sity of Washington (see table 10-5). The LSC
program provides adolescent participants with fac-
tual information about human reproduction and
contraception; it also provides training in decision-
making skills related to dating, sexuality, birth-
control, abortion, childbearing, and parenthood to
help adolescents clarify their own values and make
responsible decisions (180,18 1). The LSC program
also teaches participants communication skills and
strategies for resisting peer pressures to engage in
sexual activity, but it presents such resistance as one
of several possible aternatives rather than as the best
dternative.

In 1981, Schinke and colleagues performed an
initial evaluation of the LSC program that showed
promising results in terms of getting students not to
engage in unprotected sexual intercourse (see table
10-5). This evaluation among a group of 36 high
school sophomores (19 females and 17 males) found
that students who participated in the LSC program
had more positive attitudes toward birth control use
and greater knowledge of sexual facts, myths,
probabilities, and sequelae than a comparison group
of students who did not participate (180). LSC
participants also demonstrated significantly better
communication skills and better abilities to resist
pressure from “partners’ to engage in unprotected
sexua intercourse. Six months after the end of the
LSC course, students who had participated in the
LSC program reported greater use of birth control
methods and fewer instances of unprotected sex than

comparison students (73,179,180). Schinke and
colleagues evaluation did not obtain information on
rates of sexual activity or pregnancy among the
students, so the LSC program’'s impact on the
incidence of sexual intercourse or pregnancy is
unknown. Also, because the LSC approach was
tested on students who were asked to participate on
a voluntary basis, there is a high probability of
selection bias influencing the outcomes. Thus,
further information on the LSC's program’s applica-
bility for larger, more diverse groups of adolescents
is needed.

Recently, Barth and colleagues evaluated alarge-
scale program using the LSC model in 13 high
schoolsin California (see table 10-5). For Barth and
colleagues evaluation, a diverse group of more than
1,000 sexually active and inactive adolescents was
recruited, and in most cases, the students were
randomly assigned to either an LSC curriculum or to
their school’s standard sex education curriculum
(15). (In some schools, when there were classes of
unequal size, larger classes were assigned to the LSC

group.)

Barth and colleagues found that students in the
LSC program demonstrated greater knowledge about
contraception than students who received their
school’s standard sex education curriculum did;
students in the LSC program also reported increas-
ing the frequency of their use of birth control
methods and reported having more positive inten-
tions of avoiding unprotected intercourse (15). Barth
and colleagues also found that students who re-
ceived the LSC curriculum and who started having
intercourse after the program began were more
likely than students in the control group to report
using a condom. Overall, however, Barth and
colleagues found that students in the L SC group did
not have lower rates of sexual activity or pregnancy
than students in the control group.

In 1990, Eisen, Unman, and McAlister performed
an evaluation of a sexuality and contraceptive
program based on the health belief model and social
learning theory (see table 10-5). This program
involved lectures, simulations, and leader-guided
discussions (51). The intervention was unusual in
that it was at least in part, an explicit test of a
participatory model of sexuality education. Social
learning theory predicts that successful enactment of
a behavior (e.g., convincing a partner to delay
having sex) will encourage that behavior in the
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future. In contrast, many educational interventions
rely on lectures or at most discussion of sex-related
isses.” The evaluation showed that this more
participatory approach can have some Success, in
that participating adolescent males (but not females)
were more successful than comparison males in
maintaining abstinence, and participating adoles-
cent females (but not males) were more successful
than comparison females in using contraception
effectively (51). Like many other evaluations, this
evaluation was somewhat flawed in that it relied on
self-report data, rather than on observations of
changes in pregnancy rates, to test outcomes.

The Postponing Sexual Involvement (PSl) pro-
gram developed at Emory University in Atlanta,
Georgia, a prominent example of the abstinence-
promoting approach to decisionmaking and asser-
tiveness training, was part of a larger classroom-
based sex education program carried out in the
Atlanta public schools (see table 10-5). The PSl
program sought not only to provide adolescents with
factual information on human sexuality but also to
help them recognize and respond to social pressures
(e.g., from advertising) and peer pressures to engage
in sexual activity through assertiveness training and
peer counseling (93,94,95).

Howard and colleagues performed a large-scale
evaluation of the PSI program in which they
compared sexual knowledge, sexual activity, and
pregnancy rates among students in the Atlanta
public schools who were involved in the PSI
program and students from county schools in a
neighboring area where the PSlI program was not
offered (93,94,95). Their sample included nearly
600 mostly black, low-income eighth graders, 395 of
whom received the PSI intervention and 141 of
whom did not. Howard and colleagues found that the
PSI program seemed to be effective in helping young
adolescents (especially females) delay sexual activ-
ity (95). Although they found that the PSI program
had no effects on rates of pregnancy or frequency of
sexual activity among participants who were sexu-
ally active before the program started, they did find
lower frequencies of sexual intercourse and fewer
pregnancies among PSI participants who became

sexually active after the program had started (93,94,95).
The decreases in pregnancy rates need to be inter-
preted with caution, though, because small sample
sizes were used to make comparisons and the
statistical significance for these differences in rates
was not reported.

In another set of evaluations of an abstinence-only
pregnancy prevention program involving the teach-
ing of communication skills, Christopher and Roosa
found disappointing results (see table 10-5). A
six-session program for middle-school adolescents
that focused on self-esteem, communication skills,
peer pressure, and teaching the value that sex should
be confined to marriage resulted in an increase in
precoital sexual activity (i.e.,, not in sexual inter-
course) in program participants, but not in the
control group (36a). Another evaluation of this
abstinence-only pregnancy prevention program found
that none of the desired changes in attitudes or
behavior occurred for the sample as a whole or for
the subgroup who had never had sexual intercourse
(1724).

An example of a school-based program that
combines assertiveness skills with values clarifica-
tion is the Sex Respect Program for young adoles-
centsin the Midwest (see table 10-5). The goal of the
Sex Respect Program was to reduce participants
sexual activity and pregnancy rates by improving
their awareness and recognition of the potentialy
harmful consequences of early sexual activity, by
improving skills to help them resist pressure to be
sexually involved, and by preventing early sexual
activity (220). The Sex Respect Program planned to
infuse regular education programs for young adoles-
cents with a greater emphasis on saying ‘‘no” and
also aimed to foster peer pressure on behalf of
self-restraint from sexual activity. There was some
emphasis on disseminating information more gener-
ally in the community.

Entire schools administered the Sex Respect
curriculum in mandatory junior high school classes.
For an evaluation by Weed and Olsen, students
participating in the Sex Respect Program were asked
to complete questionnaires before and after their

62The difference petween this PArticipatory program and other participatory life-skills interventions is not immediately clear. Life-skills training
typically has a participatory component so that adolescents can learn strategies and skills for various aspects of surviving, living with others, and
succeeding in a complex society. Social learning theory-based interventions are typically based on self-efficacy theory, which focusesintensively on
one behavior at atime. The evaluator s of the sociallearning theory-based program were not able to tell how well the theoretical aspects of the program
were actually implemented (5 1). I naddition, the inter vention was partially based on the health belief model of changing health-related behaviors. The

evaluation found that health beliefs did not change, however (5 1).
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participation (220). Weed and Olsen found that
students’ attitudes and values about the benefits of
delaying sexual activity appear to have been strength-
ened by the Sex Respect Program, because more
students responded positively to questions like ‘‘Do
you think there are benefits to waiting until marriage
to have sex?’ after receiving the Sex Respect
curriculum. Weed and Olsen found that differences
in sexual activity rates among program participants
were minimal and nonsignificant at 2-year followup;
however, decreases in levels of sexua activity were
larger and more enduring for girls, for younger
students, and for those who started the program
without ever having had sexual intercourse.

Parent-Child Communication Programs—
Some programs supported by the Office of Adoles-
cent Pregnancy Programs in the Office of Population
Affairs in DHHS and other organizations®seek to
prevent or delay early sexual activity among young
adolescents by improving parent-child communica-
tion (148). Such programs are based on the belief
that parents prefer and will promote sexual absti-
nence and responsible sexual decisionmaking among
their children (86). Many family communication
programs focus on basic interpersonal communica-
tion techniques (e.g., taking time to establish rela-
tionships, recognizing natural communication barri-
ers focusing on the adolescent’ s concerns) to enable
parents to communicate more effectively with their
adolescent children (148).

Evaluations by Kirby and others of parent-child
communication programs indicate that such pro-
grams do increase the frequency of communications
between parents and adolescent children about sex,
as reported by parents and children, and increase the
comfort of both with such discussions (60,107,107a,
186a). So far, however, there have been no assess-
ments of the long-term impact of on parent-child
communication patterns, and there are few data on
the effect of parent-child communication programs
on adolescents sexua behavior or unintended
pregnancy (148). Kirby, for example, did not find
that parent-child communication programs reduced
adolescents' sexua behavior or unintended pregnan-
cies (107).

Community-Based Education Progras--Com-
munity-based education programs for pregnancy

prevention can take a number of forms. In recent
years, for example, community organizations (e.g.,
churches, youth organizations such as Boys and
Girls' Clubs) have developed teen theater projects to
offer pregnancy and contraceptive information to
diverse groups of adolescents or to reinforce mes-
sages about the values of abstinence from sexual
intercourse and responsible sexual decisionmaking
(148). Such programs usually involve adolescents in
developing scripts and producing either live per-
formances or radio and television pieces targeted to
other adolescents. No evaluation data to indicate the
effectiveness of such projects in increasing adoles-
cents’ knowledge or affecting their sexual behavior
are available (148).

Some communities have experimented with media
campaigns to raise consciousness about the issues of
adolescent pregnancy and provide outreach to ado-
lescents in need of support or services (148). Some
have used public service announcements, mostly on
the radio, to encourage sexual responsibility or
provide information about local resources (e.g., hot
line or family planning clinic telephone numbers).
These efforts have not been evaluated in terms of
their impact on adolescents' sexual behavior.

In Los Angeles, the Center for Population Options
has initiated a media project intended to serve as a
factual resource for television programmers and to
encourage commercial television to depict more
responsible male-female relationships (148). Project
staff report that television programmers have been
slow to change their approach to sexuality issues.
Network executives consistently avoid subjects such
as contraception and abortion which are not consid-
ered entertaining and are likely to offend a segment
of their viewers.

A Multimodal Pregnancy Prevention Program
That Included School- and Community-Based
Education—The School/Community Program for
Sexual Risk Reduction Among Teens, a community-
wide pregnancy prevention effort in South Carolina,
took, in retrospect, avery broad and comprehensive
approach (see table 10-6). Its most ‘ programmatic’
aspect was its attempt to coordinate the messages
adolescents receive from their schools, churches,
homes, community agencies, and the public media.

63A member of OTA’s Adolescent Health Youth Advisory Panel, for example, participated in a parent-child communication program on sexuality

issues that was sponsored by her local Catholicchurch (200).



Table 10-6—Evaluation of a Multimodal

Pregnancy Prevention Program That Included School- and Community-Based Education

Study’

Program
characteristics

Participant
characteristics

Evaluation
method

Findings

Vincent, Clearie, and

Schluchter,

Koo and Dunteman,

1990

1987

School/Community Program for

Sexual Risk Reduction Among
Teens: Implemented in one
rural South Carolina commu-
nity; school teachers K-1 2
were trained to Incorporate
sex education units into ex-
isting curricula (e. g., biology,
science, social studies);
church leaders and parents
were trained in sex educa-
tion: local media were in-
volved In disseminating pro-
gram messages regarding
postponing the onset of sex-
ual intercourse, consistent use
of effective contraception
among sexually active ado-
lescents.

Reanalysis of Vincent et al., 1987

above, plus consideration of
effect of distribution of con-
traception by school nurse
and school-linked health
center.

Females ages 14 to 17 In the
target community and a com-
parison group from demographi-
cally similar portion of the
country in which the target
community was located, as
well as from 3 other socio-
demographically  similar
counties In the same State.

Same as Vincent et al. in the
target community, and acorn
pans-on group of 7 counties
with initial similar estimated
rates of adolescent pregnancy.

Compared estimated pregnancy rates

(calculated from local vital statistics
data regarding live births, fetal
deaths, and Induced abortions) within
target group (i.e, 14- to 17-year-old
females) for years pre-intervention
and post-intervention, and compared
changes In pregnancy rates from pre
to post In target community and
comparison areas.

For number of 14-to 17-year-olds, used

published target group denominator
as in Vincent et al., and State projec-
tions for comparison group denomi-
nators. In calculating estimated preg-
nancies, added certain proportions
of live births and abortions occurring
to 18-year-olds that could be esti-
mated to have been conceived when
they were still 17, for a “pregnancy
conception rate.” Learned about preg-
nancy prevention activites and pro-
grams in comparison counties, but
could not quantify. Attempted to quan-
tify, but could not: level of “family
planning coverage” (i.e., contracep-
tive distribution) in target and com-
parison communities; content and
extent of community-and school-
based educational interventions.
Quantified number of teachers re-
maining to teach pregnancy preven-
tion education. Compared estimated
pregnancy conception rates quanti-
tatively for pre-program period 1981-
82, program periods 1983-86 and
1984-86, and “later intervention” years
1987-88; Independent variables
varied.

In the first year following the Inter-

vention, pregnancy rates among the
target group fell from 61.7 pregnan-
cies per 1,000 population to 25.1 per
1,000, while pregnancy rates de-
clined only slightly (from 63.1 preg-
nancies per 1,000 population to 58.8
per 1,000) in the comparison portion
of the target county, and increased In
the 3 comparison counties. in the
second year postintervention, preg-
nancy rates in the target area re-
mained at the same low level, while
rates continued to decline slightly in
the comparison portion of the county,
and continued to increase in all 3
comparison counties.

Pregnancy conception rates in the tar-

get area decreased between the
preprogram period and the early
program period and subsequently
rose during the “later intervention”
period to a level equal to the prepro-
gram period. Although all of the
comparison counties experienced
some decreases in their adolescent
pregnancy rates during the study
period, pregnancy conception rates
of the target area were significantly
lower than those of the noncontigu-
ous comparison areas in 1984, 1985,
and 1986, and of the contiguous
comparison area in 1984 and 1986.
The research team could not deter-
mine quantitatively how various fac-
tors (e.g., broad-based educational
intervention, distribution of contra-
ception) contributed to reduction and
subsequent in pregnancy concep-
tion rates, but suggested that distribu-
tion of contraceptives may have been
a substantial contributing factor.

afyll citations are listed at the end ct this chapter.

SOURCE: Office of Technology Assessment, 1991
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The School/Community Program for Sexual Risk
Reduction was implemented in a rural community in
South Carolina beginning in 1982 (117,215). The
goal was to reduce the number of teen pregnancies,
primarily by postponing the onset of initial sexual
activity and secondarily by promoting consistent use
of birth control among adol escents who had chosen
to become sexually active. Teachers and administra-
tive staff in schools and professionals in community
agencies within the target community were given
training in sexuality education, and sex education
was then taught at all grades in the schools. Church
leaders and parents were provided with sex educa-
tion ‘“‘minicourses, ° and additional educational
programs for community adolescents were devel-
oped in some churches and community agencies.
Peer counselors were trained. The local newspaper
and radio station were used to heighten community
awareness of the program through public media
campaigns. In addition, a school nurse in the target
school provided male students with condoms, took
female students to a nearby family planning clinic to
obtain contraceptives, and provided both male and
female adolescents with information and counseling
(1 17). During the course of the School/Community
Program efforts, an onsite school-linked health
center (SLHC) known as the “Teen Life Center”
opened, and the school nurse and other family
planning staff worked in the clinic, but these efforts
were not formally part of the School/Community
Program (1 17).

Because of the nature of the School/Community
Program for Sexual Risk Reduction Among Teens
intervention, it was not possible to design a rigorous
experimental evaluation. In 1987, Vincent and his
colleagues published an analysis that compared the
pregnancy rates for the rural county where the
School/Community Program for Sexual Risk Re-
duction was implemented with pregnancy rates of
three other South Carolina counties with similar
socioeconomic and demographic characteristics (215).
Their assessment of results was based on locally and
nationally recorded statistics about birth, fetal
deaths, and abortion. Vincent and colleagues found
that in the first year following implementation of the
School/Community Program, the pregnancy rate
among adolescents ages 14 to 17 in the target
community declined substantially (from 61.7 preg-
nancies per 1,000 population to 25 per 1,000);
meanwhile, pregnancy rates among adolescents ages
14 to 17 in the three comparison areas increased (an

average increase of 8.5 per 1,000) (215). In the
second year after the program was started, the
pregnancy rate remained the same in the target
community while continuing to climb, by an average
of 4.5 pregnancies per 1,000, in all three comparison
counties (215).

A 1990 reevaluation of Vincent and colleagues
analysis by ateam from Research Triangle Institute
(RTI), using a more refined data analysis, different
comparison counties, and additional years of analy-
sis, also found that pregnancy rates declined more in
the study area than in the comparison to other
counties (117). However, the 1990 analysis by Koo
and Dunteman found that the declines in pregnancy
rates persisted for only 3 years following the
School/Community program’s full implementation
in 1983: the 1984-85, 1985-86, and 1986-87 school
years (1 17). By the 1987-1988 school year, the
pregnancy rate for the target community was where
it had been in 1981-82.

The reason for the 1990 reevaluation by RTI was
that the original findings had become a source of
controversy. A major question was whether factors
other than the educational portion of the School/
Community Program might have influenced the
changes in pregnancy rates in the target community.
Unfortunately, because of limitations on available
data, the RTI evaluators were not able to demon-
strate conclusively which specific aspects of the
program may have been responsible for the reduc-
tion in pregnancy rates. Some investigators attrib-
uted the School/Community Program for Sexual
Risk Reduction Among Teens apparent success in
reducing pregnancy rates to having adequate fund-
ing and time for training, implementation, and
followup; a receptive target population; and inclu-
sion of an entire small and cohesive target commu-
nity in the intervention process (1 17,215).

In their 1990 reevaluation of the School/
Community Program for Sexual Risk Reduction
Among Teens, Koo and Dunteman concluded that
the provision of contraceptives by the school nurse
was probably a key factor in the program’s success
(117). The nurse appeared to develop trusting
relationships with adolescents and provided sexual-
ity counseling and contraceptive services in a school
system that supported her effort. The evaluators also
noted, however, that the work of the specially trained
teachers ‘‘undoubtedly’ supported that of the
school nurse, and vice versa.
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In their 1990 reevaluation, Koo and Dunteman
tried to determine why the pregnancy rate in the
target community rose to its preintervention level by
the 1987-88 school year (1 17). A number of factors
seem to have contributed to the increase. From
interviews with community members and teachers,
Koo and Dunteman noted that the overall educa-
tional program lost much of the momentum it had
had when the School/Community Program began
and pregnancy rates began to drop (1 17). Teachers
who had been specially trained in the program
curriculum left the school system. Other teachers
reported that the requirements of a new minimum
competency test for students made them fedl that
they did not have sufficient classroom time to devote
to the pregnancy prevention Curriculum.®

Perhaps most important, Koo and Dunteman
found, in 1987, the State of South Carolina banned
the distribution of contraceptives in school-based
clinics such as the Teen Life Center (117)."As a
result of this ban and the fact that a nearby family
planning clinic was closed when the Teen Life
Center was opened on school grounds, the only
family planning services that adol escents had avail-
able to them were 9 miles away from the school.
There was no public transportation in this rural
community (215). Finaly, the school nurse who had
reached out to the students, counseled them on
contraceptive use, and actually provided condoms to
the male students or driven female students to the
family planning clinic to obtain contraceptives,
resigned in 1988 (1 17).

The lesson of the School/Community Program for
Sexual Risk Reduction Among Teens and its spe-
cific implementation in the target community in
South Carolina appears to be that a comprehensive,
well-thought-out program combining the major
elements theoretically desirable for such a venture,
supported by the provision of sexuality counseling
and contraceptive services by atrusted school nurse
working within and supported by the school system,
will, based on the best available evidence, work to
reduce adolescent pregnancy (1 17). What imple-
menters of similar programs in other communities
should learn, according to the RTI team, isto avoid
eventual complacency and to provide sufficient and
timely resources so that an appropriate and believa-

ble evaluation can be made (1 17). OTA suggests that
it is possible, but not certain, that a valid evaluation
showing that the availability of contraceptives was
a necessary (if perhaps not sufficient) part of the
adolescent pregnancy reduction effort, would have
helped to ward off the State legislative change that
inhibited adolescents’ access to contraception.

Summary of the Effectiveness of Educational
Programs--Evaluations based on national surveys
suggest that school-based sex education does in-
crease young people’s knowledge about conception
and contraception (see table 10-10). There is little
evidence that sex education courses affect partici-
pants’ sexual activity or use of contraceptives and no
evidence that they affect participants pregnancy
rates. Those who favor sex education in the schools
nevertheless say that such courses are worthwhile
because they provide students with basic knowledge
they will use throughout their lives (74a).

Kirby's evaluation of various types of sex educa-
tion programs (e.g., peer education, parent-child
communication) in nine sites similarly found that
most programs significantly increased participants
knowledge about conception and contraception (es-
pecially younger participants' knowledge), but had
no significant or consistent effects on their initiation
of sexual activity, contraceptive use, or pregnancy
rates.

A school- and community-based, theory-based
sexuality and contraceptive education program that
combined lectures, simulations, |eader-guided dis-
cussions, and role-playing increased participants
sexual knowledge but not their health beliefs (see
table 10-5). This program seemed to affect some
participants sexual behavior and contraceptive use.

School-based decisionmaking, assertiveness, and
life-skills training programs such as the Life Skills
Counseling (LSC) program, the Sex Respect Pro-
gram, and the Postponing Sexua Involvement (PSI)
program combine the provision of sex education
with training in assertiveness and decisionmaking
(see table 10-5). The LSC program, which does not
emphasize any particular set of values regarding
sexual activity, looks promising in terms of improv-
ing knowledge of sexual facts and getting sexually
active adolescents to use contraceptives but not in

$4Minimum competency tests a0d their effecton School environments and adolescent well-being are discussed more generally in ch. 4, *Schools and

Discretionary Time,” in thisvolume.

65According U the RTI team, the South Carolina legislature was reacting to publicity about the School/Community Program (1 17).
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terms of reducing such adolescents’ sexual activity
or pregnancy rates. But LSC students who were not
sexually active at the time of their participation
reported lower rates of sexual activity and greater
use of condoms than control group students who
took standard sex education. The PSI program,
which explicitly encourages abstinence, looks prom-
ising in terms of helping young adolescents (espe-
cialy females) delay sexual activity. Other abstinence-
promoting efforts evaluated by Roosa and Christo-
pher experienced large dropout rates and no apparent
success in favorably changing attitudes or behaviors
related to sex; in fact the level of reported noncoital
sexual activity among males increased. The Sex
Respect Program, which combined assertiveness
skills with values clarification, strengthened partici-
pants belief in the benefits of delaying sexual
activity but had minimal effects on their sexual
activity rates. Decreases in sexual activity were
larger and more enduring for girls and younger
students.

Parent-child communication programs seem to
increase the frequency of and level of comfort with
communications about sex between parents and
their children, but data on the impact of such
programs on adolescents' sexual behavior or unin-
tended pregnancy are generally not available. Com-
munity-based education approaches range from teen
theater to public service announcements. Public
service announcements seem to be relatively under-
developed and potentially effective information and
outreach tools (148). The evaluation of these efforts
(and contraceptive advertising on radio and televi-
sion) in terms of their impact on adolescents’ sexual
behavior is difficult, however, because of the
difficulty of determining what segment of the target
population is reached (148).

The success of the School/Community Program
for Sexual Risk Reduction Among Teens, a preg-
nancy prevention effort in South Carolina, was
initially attributed to intensive school-and community-
based education, but a subsequent evaluation con-
cluded that the provision of contraceptives and
one-on-one contraceptive counseling by a school

nurse were probably important factors in reducing
the rate of adolescent pregnancies (see table 10-6).
The evaluators concluded that a comprehensive,
well-planned program combining community-wide
educational efforts and the provision of sexuality
counseling and contraceptive services by a trusted
school nurse working within and supported by the
school system could help to reduce adolescent
pregnancies.

Programs That Provide Contraceptives
to Adolescents

The distribution of contraceptives is one of the
primary approaches to pregnancy prevention taken
by traditional family planning programs, special
adolescent clinics, comprehensive school-linked
health centers (SLHCs), and condom distribution
programs. 66 Evidence on the effectiveness of such
programs in preventing pregnancy is presented
below.67

In reviewing interventions that attempt to increase
sexually active adolescents contraceptive use, it is
important to keep in mind the limitations for
adolescents of currently available contraceptive
methods. An overview of contraceptives available to
U.S. adolescents is provided below. Oral contracep-
tives (the “pill’ and the use of condoms appear to
be effective means of birth control for adolescents
when they are used properly, but research suggests
that many adolescents are inconsistent or ineffective
contraceptors (148). Part of the reason may be that
adol escents find existing methods difficult to use or
unappealing for other reasons. Some observers have
found that adolescents' failure to use contraceptives
or their discontinuation of contraceptives is some-
times associated with a fear of side effects or belief
that contraceptives interfere with sexual spontaneity
or enjoyment (98a). Further research to identify
factors that may enhance adolescents’ motivation to
use contraceptives and the development and testing
of contraceptives that are more acceptable and
appropriate to the needs of sexually active adoles-
cents could ameliorate this problem.”

%The distribution ofcontraceptives bya school nurse was one feature of the South Car olinecommunity’s successful multimodal pregnancy prevention

effort discussed in the preceding section.

67Adolescent health care clinics and SLHCs ar e discussed at length in ch. 15, “Major | ssues Pertainin ¢ to the Delivery of Primary and Comprehensive

Health Servicesto Adolescents,” in Vol. Il1.

%8Some of the barriers to adolescents’ use of condoms are discussed inch. 9, “A|DSand Other Sexually Transmitted Diseases: Prevention and

Services, ‘* in this volume.
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Overview Of Contraceptive Methods Available
to U.S. Adolescents—As shown in table 10-7, the
contraceptive methods most commonly used by U.S.
adolescents include oral contraceptives ('‘the pill’ *),
condoms, diaphragms, vaginal spermicides, rhythm,
and withdrawal (coitus interrupts). Intrauterine
devices (IUDs) are generally not recommended for
adolescents. Oral contraceptives, diaphragms, and
IUDs must be obtained through a physician in
private practice or in family planning or other clinics
(148). Condoms, vaginal sponges, and various
spermicides can be obtained at drug stores without
a prescription (148). No contraceptive method other
than abstinence is 100 percent effective in prevent-
ing pregnancy, but some methods (e.g., oral contra-
ceptives, condoms) are considerably more effective
in preventing pregnancy among U.S. adolescents
than others. Theoretical and actual failure rates of
various reversible contraceptive methods in terms of
preventing pregnancy among U.S. females under
age 20 are shown in table 10-7. Many contraceptive
methods are less effective in preventing pregnancy
for adolescents than they are for adults (see figure
10-12).

A large majority of sexually active adolescents
who use contraceptive methods make use of pre-
scription methods, especially oral contraceptives
(85). Oral contraceptives are among the most
effective means of preventing pregnancy in adoles-
cents, but one of their drawbacks is that they do not
offer protection against acquired immunodeficiency
syndrome (AIDS) or most other sexually transmitted
diseases (STDs). Condoms are a nonprescription
contraceptive method that seems to afford adoles-
cents a level of effectiveness in preventing preg-
nancy that is almost as great as the level offered by
prescription methods and, at least in adults, also
provides substantial protection against AIDS and
other STDs (76).” One encouraging trend found by
the 1988 National Survey of Family Growth was that
the use of contraceptives at first intercourse among
U.S. females ages 15 to 19 had increased substan-
tially since 1982, rising from 48 percent in 1982 to
65 percent in 1988 (59a). Most of the improvement

Figure 10-12—Percentage of U.S. Female
Contraceptive Users Experiencing Contraceptive
Failure During the First 12 Months of Use,
by Age and Method of Contraception

.0 Percentage of users experiencing contraceptive failure®

Oral con- Dia-
traceptives phragm
(“the pill”)

Contraceptive method

B remales under (] Females ages
age 20 25 to 34

223 Females ages ™ Females ages
20 to 24 35 to 44

aStandardized by race and marital status.

SOURCE: Office of Technology Assessment, 1991, based on E.F. Jones
and J.D. Forrest,“ Contraceptive Failure in the United States:
Revised Estimates From the 1982 National Survey of Family
Growth,” Family Planning Perspectives 21(3):103-109, 1989,

was due to the increased use of condoms at first
intercourse (59a).

A recent study by the National Research Council
and the Institute of Medicine on issues affecting the
development of new contraceptives identified a
number of emerging contraceptive methods (130).
Because of the difficulties in estimating the length of
the development process for new contraceptives, it
is impossible to say when emerging methods will
become available.” Examples of new and emerging
contraceptive technologies that may offer adoles-
cents more effective protection against pregnancy
than existing methods are described in box 10-B.
Some of these methods are likely to have fewer side
effects than existing methods, and others will offer
the advantage of greater convenience of use or
greater protection against AIDS and other STDs.
Thus, some new and emerging contraceptive tech-
nologies may be used more consistently and cor-
rectly by sexually active adolescents, possibly
resulting in fewer pregnancies.

69The effectiveness of condoms in Preventing the transmission of AIDS and STDs in adolescents is not known because most studies in adolescents
have investigated condom use as a method of contraception only. Seech. 9, **AIDS and Other Sexually Transmitted Diseases: Prevention and Services, '
in this volume for further discussion of studies of the effectiveness of latex condoms lubricated with nonoxynol-9 in preventing the transmission of AIDS

and STDs in adults.

700f the nine contraceptive Methods determined by OTA in 1982 t0 pe “‘hi@ly likely’: to pe available before 1990 ( 198), only three were being

marketed in the United States by mid-1989 (130).



Table 10-7-Overview of Contraceptive Methods Most Commonly Used by U.S. Adolescents

Theoretical rate of Actual rate of failure
Contraceptive failure in terms of in U.S. females under 20° Selected advantages Selected disadvantages
method® preventing pregnancy’ White Nonwhite for adolescents for adolescents
Oral contraceptives 0.1% 9.3% 18.1% - Relatively effective in preventing pregnancy - Requires gynecological examination and pre-
(“the pill”) - Not linked to sexual activity, requires less planning scription
- May improve acne, dysmenorrhea, anemia - Can be expensive
- May protect against ectopic pregnancy, ovarian - Requires daily use by females
and endometrial cancer, pelvic inflammatory dis- - Minor side effects (e.g., headaches, nausea,
ease (PID) breast tenderness, spotting)
- Small risk of serious side effects (e.g., stroke,
pulmonary embolism)
- Does not protect against AIDS or most other
sexually transmitted diseases (STDs)
Condom 133 22.3 - Inexpensive - Linked to sexual activity, requires planning
- Relatively effective in preventing pregnancy - Requires cooperation of male partner
- Readily available without prescription
- Protects against AIDS and most other STDs
. Few side effects
- Involves male in contraception
Diaphragm 124 355 - Few side effects - Requires gynecological examination, fitting, and
- Protects against some STDs (with use of a prescription
spermicide) * Linked to sexual activity, requires planning
* Sometimes perceived as messy, hard to use
- Possibly increases risk of toxic shock syndrome
Spermicides’ 35.0 34.0 « Inexpensive - Linked to sexual activity, requires planning

- Readily available without prescription - Allergic reactions for some (women or partners)
- Few side effects

- May increase lubrication during sex

. Protect against some STDs
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Table 10-7—Overview of Contraceptive Methods Most Commonly Used by U.S. Adolescents-Continued

* Theoretical rate of Actual rate of failure
Contraceptive failure in terms of in U.S. females under 20 Selected advantages Selected disadvantages
method preventing pregnancy White Nonwhite for adolescents for adolescents
Rhythm (calendar) 10 22.8 34.1 + No side effects « Decreased effectiveness in women with irregular
« Virtually no cost menstrual periods (e.g., younger adolescents)
« May help young women learn about their bodies . Requires periods of abstinence
and menstrual cycles + Does not protect against AIDS or other STDs
Withdrawal'(coitus 4 34.0° 61.5° « Virtually no cost + Requires cooperation and self-control by male
interruptus) + No side effects partner
« Involves male in contraception + Likely to diminish sexual pleasure

* Does not protect against AIDS or other STDs
aSeveral contraceptive methods are notincluded in this table. The intrauterine device ({UD) is not included because it has beenimplicated as a possible causative agent in pelvic inflammatory disease
and is generally not recommended for use in adolescents (189). Sterilization is not included because it is generally not considered appropriate for adolescents. Also not included are NORPLANT®
(a 5-year contraceptive implant approved by the Food and Drug Administration for use in the United States in December 1990) or cervical caps. As of early 1991, the effectiveness and safety of

these methods in adolescents had not been specifically evaluated, and other questions concerning their use in adolescents remain,
bThis column shows, among those who initiate use of a method and who use it perfectly(i.e.,consistentlyandcorrectly duringeachact of intercourse), the lowest expected perCentage Of women

who will experience an accidental pregnancy during the first year of use if they do not stop using the method for any other reason. The figures were derived fronR.A. Hatcher, et al., 1988 (76).

CThis column shows, among females under 20 who participated in the 1982 National Survey of Fam ily Growth, the percentage of females who became pregnant accidentally during the first year

of use of a given contraceptive, corrected for underreporting of abortions. The figures were derived fromE.F. Jones and J.D. Forrest, 1989 (97).
dTh,information i,this column was derived largely from R.A.Hatcher, et al., 1988 {76), and A. Rosenfield, 1989 {174).

Vaginal S,. icicles come i, avariety Of forms: contraceptive foam, sperm icidal suppositories, creams and gels with sperm icidal effects (sometimes usedwith a diaphragm oroervicaICaP)-Vagina|
contracentive sponges and condoms that contain sperm icicles are also available.

tWithdrawal (coitus interruptus) is not a method suggested by family planning providers.

9These figures may not accurately reflect failure rates for withdrawal, since contraceptive failures resulting from use of both withdrawal and douche, as well as other miscella-
neous methods mentioned by adolescent respondents, were combined. Separate data on failure rates for withdrawal alone in this population are not available.

SOURCE: Office of Technology Assessment, 1991, based on E.F. Jones and J.D. Forrest, “Contraceptive Failure in the United States: Revised Estimates From the National Survey of Family Growth,”
Family PlanningPerspectives 21 (3):103-109,1989; R.A. Hatcher, F. Guest, F. Stewart, et al., Contraceptive Technology 1988-1989 14th rev. ed. (Atlanta, GA: Printed Matter, Inc., 1988);
and A. Rosen feld, “Modern Contraception: A 1989 Update,” Annual Review ofPublic Health 10:385-401, 1989.
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Box 10-B—Examples of New and Emerging Contraceptive Technologies

Efforts to develop contraceptives that are easier to administer and use, are more effective and have fewer side
effects, and are less costly than existing contraceptives could be of great importance to adolescents. In recent years,
however, severa major U.S. pharmaceutical companies have abandoned their contraceptive research and
development programs (143a). Thus, public sector funding and the increased activity of nonprofit groups and small
entrepreneuria firms has become increasingly important to the development of new contraceptive methods.

Several examples of new and emerging contraceptive technologies of possible importance to adolescents,
including modifications of existing technologies, are discussed below.

Contraceptive Methods for Females-In Western Europe, Canada, and some developing nations, several
new methods for delivering contraceptive hormones to women to control their ovulation have been available for
as long as a decade; other new methods for delivering hormones to women are still being developed. Most of these
delivery systems release contraceptive steroids into the bloodstream at a constant, slow rate and in smaller doses
than existing oral contraceptives. Contraceptive steroids do not protect against acquired immunodeficiency
syndrome (AIDS) or most sexually transmitted diseases (STDs). Examples of new methods of delivering
contraceptive hormones to females to prevent pregnancy include the following:

. Contraceptive implants—In December 1990, the U.S. Food and Drug Administration approved use in the
United States of NORPLANT®, a set of nonbiodegradable progestin-releasing capsules that are surgically
inserted under the skin of awoman’s arm. A version of NORPLANT® currently available in over 12
countries provides up to 5 years of highly effective (less than 1 percent failure rate) protection against
pregnancy (83a). The capsules are somewhat visible after insertion, but if a woman wants to become
pregnant, the capsules can be removed by a trained health professional. The incidence of serious health
problems associated with NORPLANT® is low, but data on long-term health effects have not been
systematically collected (83a). Furthermore, the field trials of NORPLANT®, like those for most drugs,
excluded women under age 18. Data about NORPLANT's effectiveness and side effects in adolescents,
therefore, are not currently available. Other contraceptive implants being tested include biodegradable
pellets. The contraceptive effects of biodegradable pellets (unlike those of NORPLANT®) could be reversed
only in the first few months following the pellets’ insertion (before they began to degrade).

. Contraceptive injections---Contraceptive injections of long-acting progestins with high rates of effective-
ness in preventing pregnancy are currently available in many countries of the world. The most commonly
used progestins are medroxyprogesterone (Depo Provera®) and norethindrone enanthate (76). Depo-
Provera®, a progestin injection administered to a woman once every 3 months, is highly effective in
preventing pregnancy (failure rate of less than 1 percent) and is used by approximately 4 million women
worldwide. Because of concerns about its safety, the U.S. Food and Drug Administration has not approved

Subsidized Family Planning Clinics—Family
planning services-which typically include birth
control information and counseling, provision of
contraceptives, pregnancy testing and counseling,
gynecological exarninations, and referrals for re-
lated services such as primary care-are available to
adol escents through private physicians and through
a variety of public and private nonprofit health
providers (e.g., public health departments, and
private nonprofit clinics supported by organizations
such as Planned Parenthood) .71

As the National Academy of Sciences’ Panel on
Adolescent Pregnancy and Childbearing has pointed

out, most family planning clinics have been almost
exclusively female-oriented in both their approach
and the services they offer (148), However, new
strategies are being used in programs designed
specifically for adolescent males (see section below
on programs for adolescent males).

Adolescents, especially black females, tend to use
family planning clinics more often for obtaining
contraceptives than they use private physicians
(207a,234). In the 1988 National Survey of Family
Growth, 30.4 percent of 15- to 19-year-old females
reported one family planning visit in the 12 months
preceding the survey (207a). For their most recent

71As discussed later in this chapter, about 4,000 public and private nonprofit family plarming providers receive Federal grants under Title X of the

Public Health Service Act.
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it for use in the United States (76). Several other types of injectable contraceptives with high rates of

effectiveness are currently available in different parts of the world. In addition, new formulations of
injectable contraceptives that use microcapsules for gradual release of hormones over a longer period of time
are undergoing clinical testing.

. Transdermal patches containing contraceptive hormones--Transdermal patches, currently being used to
provide estrogen replacement therapy to postmenopausal women, are being tested as contraceptive devices.
Worn on the body and replaced at regular intervals by the user, these patches could provide a continuous
low-level dose of contraceptive hormones. In one system, a new patch is worn each week for 3 weeks of
the month; then the patch is removed for a week to allow menstrual bleeding to occur (1433).

. Vaginal rings containing contraceptive hormones—Vaginal rings (of about the same circumference as a
diaphragm) that continuously release contraceptive hormones are undergoing clinical trials. The rings can
be removed for a few hours without compromising their effectiveness in preventing pregnancy (a failure rate
of 3.5 percent in one trial). They would have the advantage of being readily reversible, but their use would
require alevel of familiarity and comfort with their genitals that some adolescents may not have.

Research on contraceptive vaccines for females, which would immunize women against either pregnancy-
related hormones or against male sperm, is still in the early stages (1434). In theory, such methods would require
initial immunizations, possibly in a series of shots, after which periodic booster shots would be necessary to continue
to control a women's fertility. A contraceptive vaccine would have the disadvantage for some users of not being
readily reversible. For sexually active adolescents, most of whom do not wish to become pregnant while still in
school, however, a contraceptive vaccine might be very appealing. On the other hand the use of a contraceptive
vaccine would probably not protect against AIDS or most STDs.

Two modifications of barrier methods of contraception for females that are currently being tested in the
United States are disposable diaphragms that contain spermicides, and condoms that line the vagina, are larger than
condoms for males, and may provide greater protection against STDs. Like the vaginal rings, as well as the currently
available diaphragms and the contraceptive sponge, such methods require a level of comfort and familiarity with
one's genitals that some adolescents may not have. More effective spermicides, including spermicides that not only
protect against pregnancy but also provide greater protection against STDs, are currently being developed (143a).

Contraceptive Methods for Males-Contraceptive methods that inhibit the production of a man’s sperm or
affect the sperm’s ability to fertilize the human egg still require substantial basic research. Hormonal or vaccine
contraceptives for males are not likely to be available for general use in the United States for at least a decade.
Gossypoal, a cotton seed derivative has been used as an oral contraceptive for males in China, however, and this or
other nonhormonal, nonendocrine contraceptive methods may hold promise (143a).

SOURCE: Office of Technology Assessment, 1991.

source of family planning services in 1988, two-
thirds of 15-to 19-year-olds used a family planning
clinic (2074) .72

Various factors may affect adolescents’ decision
to use family planning clinics rather than private
physicians' services.” One reason that some adoles-
cents seeking contraceptive services prefer public or
private nonprofit family planning clinics to private
physicians is undoubtedly cost. Adolescents typi-
cally have limited personal incomes, and physician
fees for birth control services are almost four times

higher on average than clinic fees for comparable
services (34).

Another reason some adolescents prefer clinics to
private physicians is concern about confidentiality
in visiting private physicians (34,112). This concern
may be well-justiified. Data from a national sample
of private physicians indicate that only 59 percent of
general and family practice physicians are willing to
provide contraception to minors without parental
consent, although 80 percent of obstetricians and

TInterestingly, the use Of family pl arming clinics by white adolescent females increased between 1982 and 198¢(from 44.0 per cent to 60,6 per cent),
but use by black adolescent females decreased (from 73.7 per cent to 65.4 percent) (207a).

T3For further discussion of factors that may affect adolescents’ access to services, see ch. 15, “‘Major Issues Pertainin g to the Delivery of Primary and
Comprehensive Health Services to Adolescents’ and ch. 16, “ Financial Accessto Health Services,” and ch. 17, **Consent and Confidentiality in

Adolescent Health Care Decisionmaking,” in vol. III.
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gynecologists are willing to do so (161).”A recent
survey of primary care physicians (general and
family practitioners and internists) found that only
57 percent thought that it was acceptable to make
contraceptives available to minors without parental
consent (222). In contrast, a 1982 study found that
only 14 percent of clinic providers required parental
consent or notification for contraceptive services to
minors (69).

Some critics of family planning programs have
expressed concerns that such programs increase
adolescent sexual activity, pregnancy, abortion, and
birth rates. As shown in table 10-8, the findings of
studies using arather global approach to examining
the effects of the availability of family planning
services are contradictory. Some studies have found
a positive association between the availability of
family planning services and higher adolescent
pregnancy rates, and some studies have found
negative associations.

A 1977 study by Moore and Caldwell found that
the availability of subsidized family planning serv-
ices in States was associated with a lower occurrence
of pregnancy among black adolescents ages 16 to 18
(138). This finding did not hold for whites, perhaps
because black adolescents rely more on public
family planning services and are therefore more
affected by their availability than are white adoles-
cents. Moore and Caldwell also found that the
availahility of subsidized family planning services
was associated with lower out-of-wedlock preg-
nancy rates among 15- to 19-year-old blacks.

A 1981 study by Forrest and colleagues found that
areas with greater increases between 1970 and 1975
in the proportion of adolescents enrolled in subsi-
dized family planning clinics had larger declinesin
adolescent birth rates (59). The authors estimated
that for every 10 adolescents ages 15 to 19 involved
in a public family planning clinic program in 1975,
almost 3 pregnancies and 1 birth were averted in
1976. The authors also estimated that during the
1970s, over 2.6 million pregnancies to adolescents
were prevented through use of federally funded
family planning clinics (59).

But a 1982 study of family planning servicesin
Cdlifornia by Kasun found a positive association
between levels of spending for family planning

services and adolescent pregnancy rates and con-
cluded that increased availability of contraceptive
services led to higher levels of sexua activity among
adolescents (100).

A 1986 study by Olsen and Weed found that
higher levels of utilization of family planning clinic
programs by adolescents nationwide were associ-
ated with higher pregnancy rates among adolescents
(156). Family planning enrollment by females ages
15 to 19 seemed to result in an average increase of
about 120 pregnancies per 1,000 adolescent family
planning patients. This study found a decline in birth
rates associated with family planning program
involvement by adolescents but attributed it to
family planning programs effects on pregnancy
continuation rather than occurrence.

A 1990 study by Lundberg and Plotnik found a
positive association between restrictive State laws
governing the availability of contraceptives and high
rates of premarital adolescent pregnancies; this
study also found a negative association between the
availability of family planning services for Medicaid-
eligible women and high rates of premarital adoles-
cent pregnancies (124b).

There are several possible reasons for the conflict-
ing findings of studies using a global approach to
examine the effects of the availability of family
plamming services on adolescent pregnancy. The
studies use different levels of aggregation (counties,
States), different time periods (e.g., late 1960
through 1971 [138] v. 1979 to 1986 [124b]), and
different units of analysis (e.g., States [59] v.
individuals [124b,138]). The studies also differ in
statistical methods, measurement of policy and
program variables, and indicators of pregnancy (e.g.,
birth rates [59], nonmarital childbearing [124b],
pregnancy rates [156]).

Family Planning Clinics With a Specia Em-
phasis on Adolescent--Some family planning and
general health clinics operate teen clinics, where
adolescents are served separately from other clinic
patients and services are tailored to adolescents
needs for confidentiality, sexuality and birth control
information, after-school hours of operation, and
low costs (83). Others have special outreach and
followup programs for young people (e.g., work to
maintain contact with adolescent patients following

TFor a discussion of State laws and U.S. Supreme Court decisions related to consent and confidentiality in the provision of family planning services
to minors, see ch. 17, “ Consent and Confidentiality in Adolescent Health Car e Decisionmaking,”’ in Vol. I 1.



Table 10-8--Evaluations of Contraceptive Provision Policies and Programs

Program Participant Evaluation
Study” characteristics characteristics method Findings

Subsidized family planning clinics:
Moore and * 1. Percent of need for subsi-  1.1,479 black and 3,132“othet’ (mostly 1. Used regression analysis to determine 1. Availability of subsidized family planning

Caldwell, 1977 dized family planning white) females ages 15to 19 in a estimated effects of meeting need for services in States was negatively associ-
services met in State, national probability sample; surveyed subsidized family planning services in ated with the occurrence of pregnancy
1969. in 1971. respondent females’ State of residence. among older (ages 16 to 18) black fe-

males. No association for other age group-
ings, or between availability of subsidized
family planning services and transition to
first intercourse.

Il. A. Existence of State Il. Out-of-wedlock birth rates among 15-  Il. Compared policy and program char-  Il. A. Existence of laws limiting contracep-
laws limiting family to 19-year-olds, by States, 1971. acteristics to out-of-wedlock birth tive services was associated with higher
planning services to rates, aggregated at State level. out-of-wedlock pregnancies.
females 18 and older. B. Availability of subsidized fami ly plan-

B. Availability of ning services was associated with
subsidized family lower rate of out-of-wedlock preg-
planning. nancies among blacks only. No rela-

tionship for whites for either variable’
Forrest, Hermalin,  Family planning clinic pro- ~ Adolescents ages 15 to 19 in 1970 and Used multivariate analysis, with coun- For both white and nonwhite adolescents,

and Henshaw, grams that receive 1975 who participated in federally ties as the unit of analysis, to assess areas with greater increases between
1981 Federal funds under funded family planning clinic pro- the impact of family planning clinic 1970 and 1975 in the proportion of
Title X of the Public grams. use on birth rates among adoles- adolescents enrolled in family planning
Health Service Act cents. Used aggregates of the pro- clinics had larger declines in birth rates
(the Family Planning portion of adolescents enrolled in among 15- to 19-year-olds from 1970 to
Services and Popu- federally funded family planning clin- 1976. For every 10 patients ages 15 to
lation Research Act of ics, the rate of births in 1976 to 19 who were enrolled in family planning
1970) in 1975to0 1976. adolescents ages 15 to 19 in 1975 clinics in 1975, the authors estimated
as the outcome measure, and com- that 2.82 pregnancies to adolescents
pared birth rates in 1970 and 1976. (for a total of 331,000 pregnancies) were
Used national data on the relation- prevented in 1976. For every 10 patients
ship between birth rates and preg- ages 15 to 19 who were enrolled in
nancy rates to estimate the effect of family planning clinics in 1975, the au-
family planning programs on preg- thors estimated that 1.01 births to ado-
nancy and abortion rates among lescents (or a total of 119,000 births)
adolescents ages 15 to 19. were averted in 1976.
Kasun, 1982 Family planning services  Unknown. Compared levels of spending for family ~ Positive association (i.e., the higher the
in California. planning services with adolescent level of family planning spending, the
pregnancy rates. higher the adolescent pregnancy rate).
Olsen and Weed, Organized family planning ~ Females ages 15 to 19 in 1975 who Used regression analyses, with States ~ The level of enrollment of adolescents ages
1986; W and clinic programs in all were clients of organized family plan- as the unit ofanalysis, to assess the 15 to 19 in organized family planning
Olsen, 1986 50 States and the Dis- ning clinic programs. effect of levels of enroliment of ado- programs was associated with increased
trict of Columbia, as lescents ages 15 to 19 in family and decreased birth ratesamong 15- to
surveyed by the Alan planning programs on birth rates and 19-year-olds. Although not as significant
Guttmacher Institute in pregnancy rates among adolescents. a predictor of teen pregnancy rates as
1975. Used available State-level estimates several demographic variables (i.e., the
of abortion rates and birth rates ratio of married to unmarried 15- to
among adolescents to develop esti- 19-year-olds in each State and the per-
mates of overall pregnancy rates. cent of the State population that was

white), family planning program enroll-
ment by adolescents seemed to result in
an average increase of about 120 preg-
nancies per 1,000 adolescent family
planning program patients.

Continued on next page
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Table 10-8-Evacuations of Contraceptive Provision Policies and Programs-Continued

study’

Evaluation
method

Program
characteristics

Participant
characteristics

Findings

Lundberg and
Plotnick, 1990

Family planning
clinics with a spe-
cial emphasis on
adolescents:
Chamie, Eisman,
Forrest et al., 1982

4 policy or program varia-

Various family planning

11,181 white females who were ages 14 Nested logit analysis
to 16 in the first (1979) round of
NLSY and provided data on premar-

bles at State level; 1)
restriction on contra-

ceptive licensing, ad- ital pregnancies and other pregnancy-
vertising, or selling; 2) related events for the period 1979 to
proportion of counties 1986 .°

in which family plan-
ning clinics serve <50
percent of low-income
women at risk of unin-
tended pregnancy; 3)
proportion of teenage
women at risk who ob-

tain family planning

services; and 4) propor-

tion of Medicaid-eligi-

ble women at risk of

unintended pregnancy

served by family plan-

ning clinics.’

Included 124 clinic directors, over 3,500 Using data from survey questionnaires
“teenage” clinic patients and over of all participants, compared charac-
6,000 adult patients (ages not speci- teristics of clinics in counties identi-

States, all with at least fied), plus approximately 1,000 phar- fied as having a high proportion

200 adolescents a macists and 1,000 physicians in the (average 75 percent) of their sexu-

year. counties where the clinics were lo- ally active adolescent population

cated. served by family planning clinics
(“high-met-need” counties) with clin-
ics in communties that had a lower
proportion (average 28 percent) of
sexually active adolescents who were
family planning clinic patients
(“low-met-need” counties).

clinics in 37 counties
throughout the United

largest (and significant) effects on premari-

tal pregnancy were found for variables 1
and 4.

Clinics in “high-met-need’areas were more

likely to have special outreach and fol-
lowup programs for adolescents, to pro-
vide services to minors without requiring
parental consent, to combine family plain
ning with other health services, to pro-
vide free services to adolescents, and to
see adolescents on a walk-in basis.
Although the rates of adolescent preg-
nancy in both types of counties were
similar (about 32 percent), adolescents
in “low-met-need” counties were more
likely to have terminated their last preg-
nancy, while those in “high-met-need”
counties were more likely to have given
birth.
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Table 10-8-Evaluations of Contraceptive Provision Policies and Programs—Continued

Program
study® characteristics

Participant
characteristics

Evaluation
method

Findings

Kisker, 1984 Same as Chamie, Eis-
man, Forrest, et al.,

1982 (see above)

Same participants as Chamie, Eisman,

Forrest, et al., 1982 (see above)

Using data from survey questionn~res
of all participants, factors predicting
three indicators of clinic effective-
ness in serving adolescents (mean
delay between teenage patients’ self-
reported first intercourse and first
visit to a family planning clinic; clinic
retention of teenage patients, as
reported by clinic directors; and level
of satisfaction with clinic services
reported by teenage patients) were
studied using regression analyses.

Clinics with community education programs

geared to adolescents seem to reduce
delay in clinic visits following first inter-
course by 4 to 5 months; the support of
local churches for teens’ use of family
planning services appeared to decrease
delay by about 3 months, and having
active relationships with local youth
groups also decreased delay by about 2
months. The longer teenage patients
had to travel to get to the clinic, the
longer the mean delay: every 5 extra
minutes of travel time increased the
delay in seeking clinic services by al-
most a month. Clinics that served more
adolescent patients on a walk-in basis
also decreased delay. Working with local
youth groups increased the ability of
clinics to retain teenage patients, as did
having at least 3 hours of clinic time in
the evening and on weekends and offer-
ing @ larger range of services to adoles-
cents (e.g., special youth programs,
abortion services, prenatal care). inter-
estingly, clinics that reported greater
amounts of counseling and education
time with patients slightly raised the
mean delay in seeking clinic services
and slightly lowered retention of teen-
age patients, although it also increased
teenage patients’ satisfaction with clinic
services. The authors speculated that
teens might perceive the educational
services as “preachy,” although infor-
mation about their satisfaction with the
educational and counseling services of-
fered was not collected.

Continued on next page

18€-1] - S83INI8S puB UONUBASLY :Bujusled pue Aoueubaid—o | Jaidey)




Table 10-8-Evaluations of Contraceptive Provision Policies and Programs-Continued

Study®

Program
characteristics

Participant
characteristics

Evaluation
method

Findings

Herceg-Baron,
Fursterberg, Shea,
etal., 1986

Winter and Brecken-
maker, 1991

Two special service compo-

nents for adolescents
implemented in exist-
ing family planning pro-
grams in 9 sites: fam-
ity support services pro-
vided short-term (6
week) counseling for
adolescents and
family members, to sup
port adolescents’ con-
traceptive use and sex-
ual decisionmaking,
and periodic support
in the form of weekly
telephone calls from
project staff for 6 weeks
to monitor adolescents’
adjustment to their
chosen contraceptive
methods.

“A total service delivery

system for adolescents,
from initial contract to
follovuup,” including the
following critical ele-
ments: one-to-one ed-
ucational, concrete in-
formation, more fre-
quent visits, longer tele
phone and on-site con
tacts with staff, spe-
cial staff training in
adolescent develop-
ment, encouragement
of male participation,
greater attention to ad-
olescen tcomfort, con-
fidentiality.

N = 469, female clinic patients ages 12
to 17, making first visit to clinics.
Approximately one-half black and
one-half white, one-third under the
age of 16; only 13.5% were not yet
sexually active.

Experimental groups: 518 adolescent
females under age 18 in 3 sites.
Control groups: 738 adolescent fe-
males in 3 control sites, 98 percent
whites.

Personal interviews were conducted at
the time of the first clinic visit, and 2
followups were conducted by tele-
phone approximatety 6 months and
15 months later. Patients were ran-
domly assigned to 1 of the 2 special
services groups, or to 1 of 2 control
groups (the first control group took
part in all three interviews, and the
second was contacted only for the
third interview. Patients in control
groups received only those services
routinely offered in each clinic site.

Baseline and post-treatment evaluations
at both experimental and control
sites.

Study design was compromised, since only

36% of the patients who agreed to
participate in the family support services
actually attended any counseling ses-
sions, and only 5% of those who at-
tended came with a parent. A total of
84% of those who agreed to periodic
support were contacted at least once;
they averaged 2.6 calls. No significant
differences in regularity of contraceptive
use or pregnancy rates were found
between special services or control
groups.

Clients in experimental site had higher gains

in knowledge, more persistent use of
contraceptives, greater ease in using
contraception, and, for continuing pa-
tients, significantly lower pregnancy rates
(4.0 v. 7.8%). Differences in pregnancy
rates were marginally significant when
all patients (including program dropouts)
were considered.
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Table 10-8-Evaluations of Contraceptive Provision Policies and Programs--Continued

Study”

Program
characteristics

Participant
characteristics

Evaluation
method

Findings

School-linked health

centers (SLHCs)
Edwards, Stein-
man, Arnold, et al.,
1980

Zabin, Hirsch,
Street et al., 1988;
Zabin, Hirsch,
Smith, et al.,
1986a&b

Kirby, Waszak, and

Ziegler, 1989

St. Paul Maternity & Infant

Care (MIC) Project: Hos-
pitak-inked health clinic
located in two high
schools; provided preg-
nancy tests, gynecologi-
calexams, contracep-
tive counseling, refer-
ralto hospital clinic for
contraceptives, aswell
as other health serv-
ices.

The Self Center: Hospital-

linked health clinic lo-
cated near 1 junior
and 1 senior high
school ininner-city Bal-
timore; ateam of clinic
staff was assigned to
each school; provided
class-room-basedsex
education, group and

individiual cay adiuca-
HiJividual 9oA cuuLar

tion in school health
suites andinthe clinic,
medical services re-
lated to reproductive
health (e.g., pregnancy
tests, gynecological
exams, STD testing,
provisionof contracep-
tives).

Various—®6 school-based

clinics in high schools
serving low-income
populations; all pro-
vided pregnancy test-
ing and contraceptive
counseling; only 3dis-
pensed contraceptives
on site.

Female student population of schools
served by clinic program; female
users of family planning services in
MIC school clinics (N= 403)

Students in schools linked to the clinic;
all students in both clinic schools
were black. Comparison group of
black students in socioeconomically
similar junior and senior high
schools in the same school system.

N = 667 males and 1,033 females in
intervention group, and 944 males
and 1,002 females in comparison
group, at baseline; 506 males and
695 females in intervention group,
and 860 males and 889females in
comparison group, at end of project.

Various-included from 24% to 90% of
student population in clinic schools;
4 sites had comparison groups from
sociodemographically similar high
schools; predominantly black in 5
sites, substantial Hispanic represen-
tation in 2 sites, less than one-fifth
white in all sites.

Assessed changes over time in birth
rates among the female student pop-
ulation; assessed rates of continued
use of birth control in female clinic
users. (No “pm-post” statistical test-
ing of changes over time was con-
ducted; no comparison group.)

Self-administered questionnaire collected
data from all students regarding knew+
edge of and attitudes toward preg-
nancy risk and contraceptive use,
sexual behavior, and pregnancy ex-
perience. Changes over time in these
variables were assessed, by length
of exposure to the clinic program.
School system data on pregnancies
among female students in all public
schools were used to compare preg-
nancy rates among females in the 2
program schools with other junior
and senior high schools.

Student health survey (self-report question-
naire) used in all sites; assessed
clinic use, use of other medical serv-
ices, risk-taking behaviors (e.g., drug
use, speeding), sexual activity, birth
control use, pregnancy experience.
Four sites had comparable data from
students in comparison schools; 2
sites collected baseline data before
clinics opened and posttest data 2
years later.

By the end of the 3rd year, the birth rate

among females in the clinic schools had
dropped from 79 births per 1,000 fe-
males to 35 births per 1,000; 86.4°/0 of
females who received contraceptives
from the MIC project continued to use
them for at least 12 months.

Significant increases in knowledge of preg-

nancy risk and use of contraceptives
among students in clinic schools; greater
knowledge gains were seen among those
with longer exposure to the program.
Females age 15 and older who had not
been sexually active at the beginning of
the program delayed first intercourse for
an average of 7months, when com-
pared with their peers in nonclinic
schools. Program increased the per-
centage of females who attended at
clinic for birth control services both be
fore their first intercourse and within a
month of initiating sex. By the end of t he
3rd year, of the project, pregnancies
among females in clinic schools had
declined by 30%, while rising 58% in
comparison schools.

None of the clinic schools had significantly

higher percentages of sexually active
students than comparison schools; at 2
sites, students in the clinic schools re-
ported significantly later ages at first
intercourse than students in comparison
schools. At 2 sites, more students in
clinic school samples reported using
birth control at last intercourse than in
nonclinic or preclinic samples. No differ-
ences in self-reported pregnancy (or
impregnation, for males) rates were found
between clinic school students and non-
clinic or preclinic samples.

Continued on next page
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Table 10-&Evaluations of Contraceptive Provision Policies and Programs-Continued

Program Participant Evaluation
Study*® characteristics characteristics method Findings
Condom distribu-
tion programs:
Arnold, 1973 Outreach workers distrib- Adolescent males. Compared fertility rates in target and Fertility rate of black adolescent females
uted condoms. nontarget areas. ages 10 to 19 declined 19 percent
compared with no decrease in non-
targeted areas.
Kirby,Harvey, Claus ~ Educational pamphletand  Adolescent males. Phone survey asking about condom Educational materials appeared to have no
senius, et al., 1983 order form mailed. Tar- use. impact on changing attitudes related to
geted males could oeder sexual behavior. The offer of free con-
free condoms. doms did not appear to increase levels

of sexual intercourse or increase the
possibility of using condoms at last
intercourse.

apy| citations arelisted at the end of this chapter.
bit is important t- note that although Moore and Caldwell reported that theyusedmultipieregressionand explored effects of independent variables, they did not report how mUCh each

variable contributed to the outcome of interest. They did note, however, that much of the variance remained unexplained after their analysis (1 38).
CSources and years of data are explained in Lundberg andPlotnick, 1990 (124b).
dOnly thr_‘po,ﬁ,,n of theanalysis related t. the availability of contraception and family planning services is presented here. Theimpacts of various policies on marriage v. premarital birth and on

abortion were also explored (124b).
SOURCE: Office of Technology Assessment,1991.
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clinic visits, to encourage continued use of contra-
ceptives, or to provide outreach through community
education and contact with local youth groups)
(11 1). Teen-oriented family planning clinics are
more likely to provide free services to adolescents
and to see adolescent patients on a walk-in basis than
are clinicsthat are less effective in reaching adoles-
cents (34).

Prior to a recent study by Winter and Brecken-
maker (223ad), studies of family planning services
with a specia emphasis on adolescents had found
that such services demonstrate only a minimal
impact on adolescent pregnancy rates or birth
control use (82,1 11). In 1982, Chamie and col-
leagues used survey data from family planning
clinics and county-level adolescent population data
in 37 counties across the United States to devise an
index of counties with “high met need” (a high
proportion of the sexually active adolescent popula
tion being served by family planning clinics) versus
“low met need” (a low proportion of the sexually
active adolescent population being served by family
planning clinics) (34) (see table 10-8). They then
compared the counties’ level of met need to the
counties’ adolescent pregnancy, abortion, and birth
rates. Clinics in “high-met-need” counties were
more likely to have special outreach and followup
programs for adolescents, to provide services to
minors without requiring parental consent, to com-
bine family planning with other health services, to
provide free services to adolescents, and to see
adolescents on a walk-in basis. Chamie and col-
leagues found that adolescent pregnancy rates in
low-met-need counties were similar to those in
high-met-need counties; however, abortions were
more likely in “low-met-need” counties and births
more likely in “high-met-need’ counties. The
authors hypothesized that more of the pregnancies in
the “high-met-need” counties might have been
intentional, but they did not collect data on preg-
nancy intentions.

Kisker's 1984 analysis of the same survey data
was limited to those adolescents who had actually
used the family planning clinics (1 11) (see table
10-8). Kisker found that several factors character-
ized family planning clinics that appeared to be more
effective either in increasing the delay between
initiation of sexual intercourse and the receipt of
contraceptive services or in retaining adolescent
clients:

« location in communities with community edu-
cation programs,

+ the support of local churches for adolescents
use of contraceptive services,

« active relationships between the clinics and
local youth groups,

+ lesstravel timeto theclinic,

+ service available to adolescents on a walk-in
basis, and

« weekend and evening hours (1 11).

Interestingly, although adolescents reported greater
satisfaction with family planning clinics that pro-
vided counseling and education (although not spe-
cificaly with these elements of the clinics' services),
the availability of such services was associated with
agreater average delay between initiation of inter-
course and seeking of services.

Chami€'s analysis and Kisker's analysis were
both based on retrospective reporting by existing
family planning clinic programs. In 1986, Herceg-
Baron and colleagues attempted to implement and
evaluate the effects of special service components
(family support and periodic support) for adoles-
cents in family planning clinics (82) (see table 10-8).
Unfortunately, the study design was compromised,
because only 36 percent of the group of adolescents
scheduled to receive family support services at-
tended any counseling sessions, and only 5 percent
of those who attended came with a parent. The group
of adolescents that was supposed to get periodic
support had been scheduled to receive six weekly
phone calls from staff to monitor the adolescents’
adjustment to their chosen contraceptive methods,
but an average of only 2.6 contacts were actually
completed. Perhaps as a result, there were no
significant differences in regularity of contraceptive
use or pregnancy rates between the special services
and the control groups.

Winter and Breckenmaker’s study in 1991 found,
however, that sites that used experimental protocols
developed by a committee of family planning clinic
personnel and staff of the Family Health Council of
Central Pennsylvania had lower adolescent preg-
nancy rates than control sites had (223a) (see table
10-8). It seems likely that the Pennsylvania proto-
cols led to more favorable results than did the
intervention in the Herceg-Baron study because the
Pennsylvania protocols actually made changes in the
everyday delivery of family planning services rather
than adding on new components.
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Comprehensive School-Linked Health Centers
(SLHCs)--One model for delivering family plan-
ning services to adolescents has been the SLHC, in
which family planning and other health services are
offered to students in a clinic located on or near
school grounds.”Data describing the services
provided by SLHCs are available from a 1990
survey of 153 SLHCs operating during the 1988-89
school year, conducted by the Center for Population
Options (95a). Almost all of the 95 responding
SLHCs, which operated on-site at schools, provided
counseling on hirth control methods. About 90
percent of the 95 SLHCs conducted pregnancy tests
and performed gynecological examinations, 54 per-
cent provided written prescriptions for birth control
methods, but only 21 percent actually dispensed
contraceptives. At some schools, clinic staff also
conduct sex education sessions in classrooms. In
comparison to office-based physicians, SLHCs may
have the advantage of making health services for
adolescents more readily accessible, approachable,
and tailored to the specific needs of adolescents.”

One of the earliest and most comprehensive
SLHCs was established in two public high schools
by the Maternity and Infant Care Project of St.
Paul-Ramsey Hospital in St. Paul, Minnesota. The
St. Paul SLHC program exemplifies a model for the
provision of family planning services and other
health services at a clinic located on the school site
(50). The St. Paul SLHC was begun as a means of
providing pregnancy prevention and care services
(e.g., prenatal and postpartum care, STDs, preg-
nancy testing, contraceptive information, and coun-
seling) to the students at these schools, but it was
rapidly expanded to include a more comprehensive
range of health services (e.g., immunizations, gen-
eral physical examinations) (50).”

In 1980, Edwards and colleagues evaluated the
school-based program established by the Maternity
and Infant Care Project in St. Paul (see table 10-8).
They found that the birth rate among female students
served by the clinic program dropped from 79 to 35

births per 1,000 students in the first 3 years of the
program (50); the birth rate declined even further
over time, dropping to 26 births per 1,000 students
during the 1983-84 school year (86). The program
also demonstrated a very high rate (93 percent) of
reported contraceptive continuation among clinic
patients in the year following the patients’ frost clinic
visit (50). No data were collected on pregnancy or
abortion rates, so it is unclear what proportion of the
decline in birth rates was due to a decrease in
pregnancies and what portion was due to an increase
in the use of abortion. Also, because birthrates were
declining nationwide during the time of the study,
the lack of an appropriate comparison group limits
inferences about the validity of this study’s findings.

A variation on the St. Paul model of servicesis the
Slf Center, a clinic located near both ajunior and a
senior high school in a low-income neighborhood in
Baltimore, Maryland (224). The Self Center was
established as a pregnancy prevention demonstra-
tion project by the School of Medicine at the Johns
Hopkins University. This SLHC made a range of
reproductive health care services (e.g., contraceptive
counseling, pregnancy testing, provision of contra-
ceptives, educational programs) available after
school hours to al students at the two schools. A
team of clinic staff was assigned to each of the two
schools to participate in the schools' sex education
programs, provide individual and group counseling
at the schools, and follow up on students who had
been seen at the clinic. The Self Center program was
able to successfully gain participation among the
male adolescents in the school. Males were most
likely to participate in informal group discussions
and to meet individually with social workers who
provided information on and distributed contracep-
tive devices (225).

In the late 1980s, Zabin and colleagues conducted
a relatively well-designed evaluation of the Self
Center that compared Self Center students with a
carefully matched sample of students from similar
urban Baltimore schools (227) (see table 10-8). Over

75&2  gescribed in ch.15,'“Major Issues Pertaining to the Delivery of Primary and Compr ehensive Health Services to Adolescents, " in Vol. 11, there

are substantial variations among SLHC programs. Although all SLHCs aim to provide a wide range of health care services, what particular SLHCs offer
varies and depends largely on clinic resources, the particular needs of the community’s adolescents, and local attitudes towards providing reproductive

health servicesin a school-linked setting.

76For further discussion, seech. 15, “Major |ssues Pertaining to the Delivery of Primary and Comprehensive Health Servicesto Adolescents,” in

Vol. 1.

T'This expansion of services away from a strictfocus on family pl arming and other reproductive health services has occurred inmost SLHCs. Family
plarming and reproductive health care are il typically considered part of comprehensive health service delivery for adolescents, however. For further
discussion, seech. 15, “Major |ssues Pertaining to the Delivery of Primary and Comprehensive Servicesto Adolescents,’ in Vol. I11.
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3 years of the Self Center’'s operation, they found,
there were significant gains in sexual and contracep-
tive knowledge among both boys and girls at the
schools that received classroom-based sex education
and that were linked to the clinic. Adolescent
females enrolled in the Self Center program schools
for 2 years or more were found to be significantly
more likely to delay sexual activity (for an average
of 7 months) than adolescent females in the compar-
ison schools.

Zabin and colleagues also found that Self Center
students increased their use of contraceptives and
were more likely than comparison students to visit
the clinic for contraceptive counseling before initiat-
ing intercourse or in the first few months after
initiating sexual activity (227). These results were
strongest for those students who were exposed to the
Self Center program for 2 years or more. Finally,
Zabin and colleagues found a substantial (30 per-
cent) drop in the pregnancy rate at the end of 3 years
for sexually active adolescent females in the Self
Center program schools, while conceptions among
adolescent females in the comparison schools in-
creased significantly (57 percent) during the same
time period.

In drawing conclusions about the overall effec-
tiveness of the Self Center program, it is important
to recognize some methodological shortcomings of
Zabin and colleagues evaluation. First, the actual
numbers of adolescents used for statistical compari-
sons were small because of attrition rates from the
program schools. Second, the high school students
involved in the Self Center program were of
somewhat higher academic standing than those who
were not involved.

In 1989, Kirby, Waszak, and Ziegler performed an
in-depth assessment of six SLHCs for the Center for
Population Options (110) (see table 10-8). They
compared schools in which SLHCs were located
with sociodemographically similar schools in the
same communities, and found that students in the
SLHC schools were no more likely to be sexually
active than their peers in the comparison schools
(1 10). Intwo of the sites, students in the schools with
SLHCs initiated sex at older ages (an average of 8
months later). Also, students in two of the SLHC
schools (those in which the health center staff
provided aggressive outreach for contraceptive edu-
cation within the school) had higher rates of
contraceptive use than the comparison groups did. In

three SLHC sites in which contraceptives were
dispensed, however, students did not report higher
rates of contraceptive use. According to Kirby and
his colleagues, these findings suggest that the mere
accessibility of contraception may not be sufficient
to increase adolescents’ contraceptive use (1 10).

The 1989 study by Kirby, Waszak, and Ziegler
found that none of the six SLHC programs had a
significant impact on students' sexual activity or
self-reported pregnancy rates, not even SLHCs that
dispensed contraceptives onsite (1 10). It may be
important to note, however, that the researchers
collected pregnancy data from all students at the
school and did not just compare clinic users to
nonusers. In the three SLHC schoolsin which clinic
users were compared with nonusers, contraceptive
use was found to be higher among the clinic users,
and, overall, from 44 to 90 percent of the pregnan-
cies that occurred in the student body occurred to
students who had never attended the clinic (1 10). In
any event, the researchers concluded after careful
examination of the programs that the programs were
not as strong and integrated within the school as they
needed to be to lower pregnancy rates,

In considering the effects of SLHCs on adolescent
pregnancy, it is important to keep in mind that the
greatest amount of research to date has been
conducted on the SLHC programs in St. Paul and
Baltimore, both of which were established with the
explicit goals of reducing adolescent pregnancy and
parenting. Other SLHCs-especially those that do
not emphasize reproductive health services-may
not be able to achieve the same kinds of pregnancy-
related outcomes. Furthermore, many SLHCs oper-
ate only during the academic year, are not open after
school hours, and do not serve students who have
dropped out of school. Because of its off-campus
location and its after-school hours of operation, the
Self Center in Baltimore was able to avoid some of
these limitations; the avoidance of those limitations
and the Self Center program’s explicit and intensive
focus on pregnancy prevention may have contrib-
uted to the apparent success of this program in
reducing adolescent pregnancies.

SLHCs have been opposed on severa grounds.
There are concerns among some opponents of
abortion, for example, that the real agenda of clinic
supporters is to promote abortions (74); in many
SLHCs, though, abortion counseling and referrals
are prohibited (148). Another objection is that the
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provision of contraceptive services by a formative
public institution such as a school will legitimate
early sexual activity. Another objection to SLHCs is
that most existing data do not support the claim that
SLHCs reduce adolescent pregnancy rates (65,1 10).
Given the limitations of current evidence, however,
it is not possible to conclude that SLHCs do not
reduce pregnancy rates. Evaluation designs have
been mostly pretest-posttest research designs with
no comparison groups, and there have been limita-
tions in the types of data collected.”

It has been argued by some that because of the
great need for health care in the low-income and
minority communities targeted for SLHC locations,
families have been reluctant to protest their estab-
lishment (74). Unfortunately, information about the
level of community support for SLHC programs is
limited, although polls conducted in several States
have found that over three-fourths of adults surveyed
favored the establishment of SLHCs (32,42,135).

Condom Distribution and Other Programs
Targeted to Adolescent Male--Contrary to popu-
lar opinion, a majority of adolescent males are likely
to acknowledge that they bear some responsibility
for preventing pregnancy in their sexual relation-
ships and say that they are willing to make use of
contraception (166). Whitley and Schofield’ s recent
meta-analysis of 134 studies of adolescent contra-
ceptive use found that the major variables affecting
young males’ contraceptive use pertain to encour-
agement by their partner and favorable attitudes
towards contraception (221). Despite adolescent
males’ willingness to be involved in pregnancy
prevention, family planning and other pregnancy
prevention programs have traditionally focused on
young women and have even excluded adolescent
males (47,148).

Condom Distribution Programs-Condom distri-
bution programs targeted to males are a notable
exception to the genera pattern of male exclusion
noted above, and such programs have been increas-
ing in number in recent years. The increase in
condom distribution programs is partly in response
to concerns about AIDS and other STDs”and partly
due to the recognition by service providers and
program planners that use of condoms (the birth

control method most frequently used by adolescents
at first intercourse) may help in the ‘‘vulnerable
period” for many young women between initiating
intercourse and seeking other contraceptive services
(148).

Condom distribution programs targeted to adoles-
cent males have largely been carried out by family
planning service providers; distribution locations
have included clinics, pharmacies, community and
recreation centers, neighborhood shops and restau-
rants, and other places where young men gather.
Some programs have used male outreach workers to
distribute educational materials along with the
condoms, and to encourage their use (148).

In 1988, Kirby and colleagues evaluated a pro-
gram that attempted to get adolescent males to use
condoms by mailing order forms (109) (see table
10-8). In 1973, Arnold's evaluation of a condom
distribution program using outreach workers had
found that adolescent males’ use of condoms in-
creased in the area targeted by the program both
during its implementation and at followup (10) (see
table 10-8). In the condom distribution effort that
was evaluated by Kirby and colleagues, a sasmple of
adolescent males was sent an educational pamphlet
and an order form for free condomsin the mail; in a
followup interview, the males who received these
items were no more likely to report using condoms
than a control group who did not receive them (109).
It seems clear from these two examples that direct
distribution of condoms would lead to greater
condom use than just a mailing of order forms. But
these studies provide no conclusive evidence of
condom distribution programs impact on adoles-
cent pregnancy.

Other Efforts To Offer Contraceptives to Adoles-
cent Males-some efforts to involve young adoles-
cent males in family planning services have recog-
nized that adolescent and young adult males are not
likely to make use of services that they perceive to
be geared toward young women and that the
environment of programs that offer contraceptive
services could be changed to make young men more
comfortable. Strategies such as hiring young male
staff members, offering special male clinics, and
changing the physical environment (e.g., by show-

78Some studies, fo, example, have collected data on births to adolescents but have not collected data on all adolescent pregnancies, leading to the
assertion that lower birth rates have resulted exclusively from higher abortion rates.
9For further discussion, see ch. 9, **AlDS and Sexually Transmitted Diseases; Prevention and Services, ” in thisvolume.
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ing sports videos in the waiting room) may help to
reach this goal (166). Active outreach by clinic
providers to contact adolescent males through exist-
ing recreational, educational, employment, or health
care programs may be another means of increasing
adolescent males' utilization of contraceptives (24,
171). Offering non-sexuality-specific services (e.g.,
sports physicals, recreational activities) may also
attract young men to family planning clinics (166).

In general, there are few data available document-
ing the strategies on either clinic utilization or
impact of contraceptive use among young males.
One effort in a health maintenance organization used
half of al-hour clinic visit to show a highly explicit
slide and tape program, and the other half to provide
an educational personal health consultation (38a).
Participants and controls were randomly assigned to
conditions in this rare experiment. Sexually active
males who received the intervention were more
likely to use a more effective method of contracep-
tion, and all participants had greater knowledge of
fertility and STDs (38a). The program’s effects were
generally stronger among those who had not been
sexually active before the experiment, a finding that
suggests the wisdom of early intervention.

Summary of the Effectiveness of Contraceptive
Provision Programs-programs that provide con-
traceptives to adolescents show mixed results in
terms of preventing adolescent pregnancies (see
table 10-8). Studies of the impact of subsidized
family planning clinics on adolescent pregnancy
have shown contradictory results, so it is difficult to
come to conclusions about the effect that these
programs have had. Some studies have found a
positive association between the availability of
subsidized family planning services and reduced
adolescent pregnancy rates, and some studies have
found a negative association. Family planning
clinics with a specia emphasis on adol escents have
been found in most studies to demonstrate only a
minimal impact on adolescent contraceptive use or
pregnancy rates; one recent study in Pennsylvania
found, however, that protocols that made changes in
the everyday delivery of services for adolescents
increased adolescents' use of contraceptives and
reduced their pregnancy rates (223a). Studies of
SLHCs that were established with the explicit goal
of reducing adolescent pregnancy and parenting
have found that such SLHCS seem to increase
adolescents' use of contraceptives but do not aways
reduce pregnancy rates. Evaluations of condom

distribution programs suggest that an active effort to
distribute condoms is more likely to get male
adolescents to use condoms than is a more passive
effort such as offering condoms through the mail.

Programs That Seek To Enhance Adolescents’
Life Options

Enhancing adolescents' “life options” is an
approach to preventing adolescent pregnancy that
has been proposed ‘‘in light of the seeming intracta-
bility of adolescent pregnancy rates, despite pro-
longed efforts to expand sexual education and
contraceptive services’ (47a). This approach is
based on the assumption that young people will not
be motivated to avoid early pregnancy and parent-
hood unless they see alternative pathways to achiev-
ing adult status. It is supported by evidence that
low-income adolescents at risk for dropping out of
school are also at increased risk of early pregnancy
and parenthood.

Available information about the effectiveness of

three types of life options approaches is presented
below:

1) life planning and decisionmaking programs,
2) role modeling and mentoring programs, and
3) youth employment programs.

Life planning and decisionmaking programs rely
on a curriculum to improve adolescents’ life plan-
ning and decisionmaking skills so asto enable them
to plan for alternatives to early parenthood. The Life
Planning Project developed by the Center for
Population Options and a pregnancy prevention
program developed by the Girls' Clubs of Santa
Barbara, California, are two examples discussed
below (47a).

Role model and mentoring programs such as Big
Brothers and Big Sisters have typicaly been de-
signed to provide disadvantaged young people
(males and females) with positive role models and
social support for desirable social behaviors (148).
Such programs offer concrete assistance in the form
of academic tutoring or job interviewing skills. Most
of these programs have not focused explicitly on
sexual behavior or pregnancy prevention, but a few
programs discussed below explicitly emphasize
responsible sexual behavior.

The third kind of life options programs, youth
employment programs, offer their participants ac-
tual work experience along with social support or
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interventions to improve their life planning. One
example is the Job Corps program for economically
disadvantaged youth. This program, which is admin-
istered by the Employment and Training Adminis-
tration in the U.S. Department of Labor, provides
employment and training in primarily residential
centers for socioeconomically disadvantaged people
ages 16 to 21 (148).” Other examples of youth
employment programs discussed below are the
federally funded Y outh Incentive Entitlement Pro-
jects, the Teen Outreach Program (TOP), and the
Summer Training and Education Program (STEP)
(148).

As noted earlier, adolescent pregnancy prevention
efforts have traditionally focused on adolescent
femaes, and some have even tended to exclude
adolescent males. In contrast, some life options
programs have included adolescent and young adult
males, recognizing that limited work and educa
tional opportunities may defeat young males —
especially low-income and minority males—
motivation to be involved in parental responsibili-
ties (1a).

Life Planning and Decisionmaking Program--
The Life Planning Project isacurricular program
developed by the Center for Population Options and
implemented in three communities (47a). The major
objective of the Life Planning Project is to help
adolescent participants avoid pregnancy, largely as
part of planning for their futures (148). The curricu-
lar materials emphasize job and career planning,
family planning, and methods of pregnancy preven-
tion through various written exercises and group
activities. The Life Planning Program involves the
participation of a range of youth-serving agencies in
each community, whose staff have implemented the
curriculum among their adolescent clients (148).
Like many pregnancy prevention efforts, the Life
Planning curriculum has not been rigorously evalu-
ated. The evaluation that has been done suggests that
although the intervention may have improved partic-
ipating adolescents' knowledge, it did not signifi-
cantly affect their behavior (148). Because the
evaluation had no comparison or control group, itis
unclear if even the knowledge gains were a direct
result of the intervention itself.

Eight Girls' Clubs have implemented a pregnancy
prevention program that includes a curriculum based
on a workbook entitled Choices: A Teen Woman's
Journal for Self-Awareness and Personal Planning
(18), which was developed for adolescent females by
the Girls Clubs of Santa Barbara, Cdlifornia. The
““*Choices’ workbook provides adolescents with
written exercises and other activities designed to
encourage them to think about their future work and
family life and to enhance their goal-setting and
decisionmaking skills (18).” The pregnancy preven-
tion program includes two components for younger
adolescent females (mother-daughter workshops
designed to enhance communication about sex and
a variation on the Postponing Sexual Involvement
program discussed earlier) and two components for
older adolescent females (the “Choices’ workbook
and clinic services) (148). The Girls' Clubs program
that includes the “Choices’ curriculum has been
systematically evaluated (86). The results of that
evaluation are expected in the fall of 1991.

Role Model and Mentoring Programs-Little
information is available on the effectiveness of
traditional role model and mentoring programs such
as Big Brothers and Big Sisters in reaching their
goals of encouraging positive social behavior, and
none of these programs have been evaluated for their
potential effect on adolescent pregnancy.

Innovative mentoring programs that have explic-
itly incorporated pregnancy prevention strategies
include the Athletes Coaching Teens project devel-
oped in the Psychology Department at Virginia
Commonwealth University. This program trains
high school and college athletes to conduct sessions
for younger students on goal setting, life planning,
and responsible decisionmaking (39).

Another innovative mentoring program that ex-
plicity encourages responsible sexual behavior is a
program begun by the Urban League as part of its
Adolescent Male Responsibility Program (148).
College students in Kappa Alpha Psi, the national
black fraternity, serve as mentors to young adoles-
cent males, meeting with them three evenings each
week and providing them with remedial education,
recreational activities, and community service opportuni-
ties. The mentors specifically emphasize responsible

80Additional information on the Job Corpsis presented in ch.19, “The Role of Federal Agenciesin Adolescent Health,” in Val. I11.
81 A companionbook entitled* ‘Challenges'"hasbeen developed for adolescent males; this book has not been used as extensively, however, and there

seem to be no plansto evaluate itsimpact (47).
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sexual behavior. A similar project involving adoles-
cent females with a national black sorority (Delta
Sigma Theta) has also been developed (148).

Although evaluations of al three of the innovative
mentoring projects identified above are underway,
data on the impact of these innovative efforts on
adolescent sexual activity, contraceptive use, or
pregnancy were not available as of mid-1991.

Youth Employment Programs--As noted above,
youth employment programs include large-scale
federally funded programs such as Job Corps pro-
grams, which are intended to address employment
problems among socioeconomically disadvantaged
young people ages 16 to 21 by teaching job skills,
providing incentives to employees, and placing
individualsin jobs (148). They also include demon-
stration projects such as the Summer Training and
Education Program (STEP), which served adoles-
cents in five cities, and the Teen Outreach Program
(TOP) in St. Louis (see table 10-9).

Job Corps and Youth Incentive Entitlement Pilot
Projects-Federal and other programs designed to
increase the employability of young people from
low socioeconomic and minority backgrounds have
been in existence for a number of years. Only
recently has their potential for adolescent pregnancy
prevention been explored. This development fol-
lows increasing awareness that a lack of economic
opportunities may influence the likelihood that an
adolescent will become (or will make someone)
pregnant. Most employment and job training pro-
grams have not included any explicit instruction in
sex education or family planning,

Presumably because many youth employment
programs have focused on young males and on
employment, information has not been collected on
the impact of traditional youth employment pro-
grams on adolescents' fertility behavior. One nota-
ble exception is a 1978 evaluation of the federally
supported Job Corps program (148). That evaluation
found that participation in the Job Corps seemed to
delay family formation and reduce the incidence of
out-of-wedlock childbearing among participants (210).
To OTA'’s knowledge, more recent evidence con-
cerning the impact of participation in the Job Corps
on adolescents’ childbearing is not available.

One more recent investigation considered the
impact on adolescent fertility of the federally funded
Youth Incentive Entitlement Pilot Projects. These
pilot projects provided jobs to economically disad-
vantaged high school students who remained in
school and maintained adequate levels of school
performance (158). The results of the investigation,
while not conclusive, seemed to indicate that adoles-
cent females were more likely to delay childbearing
(at least until the age of 18) in the communities
where the projects were located than were adoles-
cent females in the comparison sites.

Ssummer Training and Education Program (STEP)--
STEP is a 15-month program developed to keep
disadvantaged 14- and 15-year-olds from dropping
out of school and becoming adolescent parents
(185c). With summer income as an incentive,
14- and 15-year-olds who are €eligible for the Federal
Summer Y outh Employment and Training Program
(SYETP)*enroll in STEP for two consecutive
summers of remedial instruction in reading and
math, life skills instruction (stressing responsible
social and sexual attitudes and behavior), and work
experience combined with supportive services dur-
ing the academic year (see table 10-9). Supportive
services offered during the academic year include
individual counseling, group activities, workshops,
and meetings with parents (21,22).

Developed and managed by Public/Private Ven-
tures, a private nonprofit corporation in Philadel-
phia, STEP was first implemented in a three-city
pilot program in the summer of 1984 (185c).
Following that successful pilot, Public/Private Ven-
tures began a national demonstration of STEP in five
cities (Boston, Fresno, San Diego, Seattle, and
Portland, Oregon). Half the digible youth interested
in participating were randomly assigned to STEP or
to a control group who participated in SYETP. In
each of the five sites, three cohorts of about 320
youth each are participating in the program and
research, so there are about 4,800 youth in the
demonstration (185 b). Cohort | entered the program
in 1985, Cohort |1 in 1986, and Cohort 111 in 1987.
The operational phase of the program ended in
August 1988 with Cohort I11's second summer of
services, but the long-term research phase of the
demonstration (which includes the collection of

82The Federal Summer Youth Employment and Training Program(SYETP) isa U.S. Department of Labor program authorizedunder Title I1-B of
the Job Training Partnership Act. It offers 7 to 8 weeks of summer employment and remedia assistance to low-income teenagers. For further discussion
see the section on Federal policies and programs pertaining to adolescent pregnancy and parenting below.



Table 10-9—Evaluations of Youth Employment Demonstration Programs®

Program Program Evaluation
study’ characteristics participants characteristics Findings
Branch, Milliner, Bloom,  Summer Training and Education Pro-  14- to 15-year-olds from low-income Eligible youth were randomly as- Inthe short term, STEP stemmed
etal., 1985; gram (STEP): Over a 15-month families in five cities who are at signed to STEP or to a control participants’ academic losses and

Branch, Milliner, and
Bumbaugh, 1986;
Sipe, Grossman,

and Milliner, 1988

Philliber, 1985; Phil-
liber and Allen,
1990; Philliber and
Allen, no date

period, offers 2 consecutive sum-
mers of remedial education, life
skills instruction, and work expe-
rience plus various support serv-
ices (e.g., counseling) during the
school year.*

Teen Outreach Program (TOP): An

after-school program offered dur-
ing the academic year with two
major components: 1) a twice-
weekly discussion group led by
trained facilitators, covering top-
ics such as family relationships,
peer pressure, sexuality, and fo-
cusing on teaching group mem-
bers to set life goals and develop
plans for reaching those goals;
and 2) volunteer service place-
ment with community agencies
to provide participants with work
experience and opportunities to
practice job-related skills learned
in discussion groups. Students
may earn credit toward gradua-
tion for participation in TOP.

risk of dropping out of school and
becoming adolescent parents. In
each of 5 sites, three cohorts
(1985, 1986, and 1987) of about
320 youths each are patrticipat-
ing, for a total of 4,800 youth in
the demonstration.

National sample of junior and senior

high school students who en-
rolled voluntarily in response to
announcements or who were iden-
tified as being at risk or poten-
tially at risk for school dropout or
pregnancy and enrolled by coun-
selors or others. In 1984-85, there
were 148 students at 7 sites, in
1985-86444 students at 16 sites;
in 1986-87, 632 students at 35
sites; in 1987-88,782 students at
44 sites; and in 1988-89, 1,028
students at 60 sites. In 1988-89,
over 75 percent of TOP partici-
pants were female; average age
15 (range was 11 to 21). In
1988-89, about 40 percent of
TOP participants were black, 40
percent were white; and 13 per-
cent were Hispanic; the rest were
mostly Asians or Native Ameri-
cans. About 41 percent came
from nonintact families; socioec-
onomic status varied.

group (remedial education and
summer work experience only):
Findings are based on metropoli-
tan achievement test scores, STEP
questionnaire responses, school
records, and past program inter-
views.

Years 1-4: TOP participants were
compared with students in vari-
ously matched comparison
groups. The evaluationsmoni-
tored four outcome variables for

TOP students and their compari-
sons: school suspension, failure

of courses in school, dropping
out of school, and pregnancies.
Year 5 (1980-90): Same as in
years 1-4, but additional out-

come variables were measured.

At 5 TOP replication sites, stu-
dents were randomly assigned to

either TOP (79 students) or to a

control group (89 students).

increased their knowledge of con-
traception. Conclusive statements
regarding STEP’s long-term im-
pacts on dropout rates and fertility-
related behavior must await com-
pletion of the study.*

Years 1-devaluations found positive
results among TOP participants.
Year 5 evaluation found similar
results in the national Sample’
At the 5 random assignment sites,
TOP participants had significantly
lower school suspension arrest,
and were more likely to get an
award. Other differences were
not statistically significant. Find-
ings from year 6 of the evaluation
will not be available until after
1992.

aThis table shows evaluations of youth @mployment demonstration programs and therefore does not include the Job Corps program or other large-scale youth employment programs sponsored
by the U.S. Department of Labor. Those other programs are discussed in the text.

bEyIl citations are listed at the end of this chapter.

CDuring the summer, STEP Participantsspend half their time in remediation and life skills classes and half their time in work experience. Allyouth are paid minimum wage fOr their
participation with funds from the Federal Summer Youth Employment and Training Proaram (SYETP), which is funded by the U.S. Department of Labor. .

dControi group subjects were offered remedial education and a summer through SYETP. They did not receive life skills instruction or supportive services during the school year.

©The Operational phase Of research ended in August 1988, but researchers will follow the youth through 1992.

fEach TOP site recruited a local comparison group at the beginning of the school year, preferably using true random assignment procedures (163a). In some sites where
random assignment was not possible, studentparticipants identified comparison students for themselves, naming young peopfe who might have filled out intake forms “about like
you did.” In 1988-89,TOP participants in the national sample were significantly more likely to be female than comparison students (76 percent v. 67.5percent) and were significantly
less likely to have been pregnant (4.5 percent v. 7.8 percent). ] ] ] . ] )

gThe 1988-89 evaluation gathered data not only on the four variables considered in the previous 4 years but also on arresskipping school, use 0f alcohol or marijuana, having sexual intercourse,
using contraceptive when sexually active, joining after-school activities, getting an award, getting on the honor role, and educational aspirations. . .

hAter background characteristics and baseline levels of outcomes were controlled for, participation in TOP was found tobe relatively related to getting pregnant or causing pregnancy, Suspension,
getting arrested, family courses, and skipping school. It was positively related to using contraception when sexually active, getting awards, getting on the honor role, raising college aspirations, and
stayingin school.

SOURCE: Ottice of Technology Assessment, 1991.
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school records data and data from personal records)
will not be completed until 1993.

preliminary findings issued in thesummer of
1988 were based on four groups of data for each
cohort: pre- and post-summer metropolitan achieve-
ment test scores, STEP questionnaire responses,
school records and postprogram interviews (185c).
These preliminary findings indicate that STEP was
most effective in stemming participants' academic
losses over the summer and in sharply increasing
their knowledge of contraception. The preliminary
results are consistent with the hypothesis that STEP
reduces dropout behavior but are based on small
numbers and are not statistically significant. Con-
sistent effects on STEP participants' fertility-related
behavior were not found in preliminary results.
Nevertheless, final conclusions about STEP' s long-
term effects on dropout and fertility behavior must
await the completion of the research.

Teen Outreach Program (TOP)—TOP is an
after-school program designed to prevent early
pregnancy, to encourage regular attendance in
school, and generally to promote life options among
junior and senior high school students at risk of
school dropout or pregnancy (163a). The program
was begun in 1978 as a collaborative effort between
the Danforth Foundation and the St. Louis public
school system. In 1983, funding was provided by the
Charles Stewart Mott Foundation to begin a 3-year
national replication of TOP. In 1987, a second 3-year
national replication began under the direction of the
Association of Junior Leagues International and the
American Association of School Administrators.

TOP consists of two major components: 1) small
group discussions about life planning, relationships,
peer pressure, sexuality, and parenting and 2)
volunteer service experience (163a). A twice-
weekly discussion group isled by atrained facilita-
tor,”who uses a variety of strategies (e.g., group
exercises, role-playing, and homework) to teach
group members how to set redlistic life goals and
develop plans for reaching those goals. Weekly
volunteer service placement for the last three-
guarters of the academic year provides TOP partici-
pants with real work experience and an opportunity
to practice job-related skills learned in the discus-
sion groups. Volunteer placements for participants

are identified by the trained facilitators, who also
supervise the placement process.

The number of TOP sites increased from 7 in the
1984-85 school year to 24 in 1985-86 to 35 in
1986-87 to 44 in 1987-88 to 60 in 1988-89, to an
estimated 87 in 1989-90 (1634). TOP evaluationsin
the first 4 years monitored four outcomes: school
suspension, failure of courses in school, dropping
out of school, and pregnancies. The evaluation data
were fairly consistently positive (164a), The range in
the types of students enrolled at the different TOP
replication sites and the variability in the compari-
son groups at the different sites make interpreting
the results of these evaluations difficult. Students at
some sites volunteered entirely on their own to
participate in TOP; at other sites, students were
enrolled in the program by counselors or others.
Some evaluators asked student participants to iden-
tify their own matched comparisons by naming
someone who would be likely to fill out intake forms
“about like you did. " Other evaluators recruited
comparison students as a group from other classes
(164).

The 1989-90 evaluation of TOP monitored the
four outcomes noted above plus several others,
including having sexual intercourse and using con-
traception when sexually active. In this evaluation,
five of the TOP replication sites existing at that time
were able to conduct a true experiment by randomly
assigning at-risk students to either TOP or a control
group (163a,164). The results of the 1989-90 evalua-
tion appear somewhat less promising than results
suggested by aggregate data from the previous 4
years. In al randomized and nonrandomized sites
combined, evaluators found significant differences
between TOP participants and comparison students
in four indicators: school suspension rates, school
failure rates, school dropout rates, and pregnancy
rates. At the five sites with randomization, evaluat-
ors found that TOP participants had lower school
suspension and failure rates than control group
students but did not have lower dropout or preg-
nancy rates. It is important to note, however, that the
five sites with randomization included only 79 TOP
participants and 89 controls. This small number of
students across five different sites makes it difficult
to detect differences in such low frequency events as

pregnancy.

83 A]] the facilitator for TOP are specially trained secondary school teachers.
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Summary of the Effectiveness of Programs
That Seek To Develop Adolescents' Life Options--
Definitive conclusions about the effectiveness of life
options programs are difficult to draw in part
because such programs are more difficult to evaluate
than programs with a narrower focus and in part
because some evaluations are still underway. None-
theless, some of these programs do seem to show
promise. Life planning and decisionmaking inter-
ventions that do not provide work experience are
probably less successful than those that do provide
such experience. One youth employment program,
the Job Corps, seemed to delay family formation and
reduce out-of-wedlock childbearing among partici-
pants, but the evaluation of that program was
performed in 1978. An evaluation of the federally
funded Y outh Incentive Entitlement Projects found
that adolescent females in the communities where
the projects were located were more likely to delay
childbearing than females in comparison sites.
Preliminary findings from an evauation of the
Summer Training and Education Program (STEP)
indicate that the program reduces 14- to 15-year-old
participants academic losses over thesummer and
increases their knowledge of contraception, but the
evaluation of that program has not been completed,
and it is too early to draw conclusions about STEP's
long-term impact on dropout or fertility behavior.
An evaluation of the Teen Outreach Program (TOP)
suggests that this program is somewhat promising in
terms of reducing pregnancies and school problems,
but methodological problems in the evaluation make
it difficult to draw definitive conclusions about its
effectiveness in reducing pregnancies. Role model
and mentoring projects that emphasize responsible
sexual behavior are a recent innovation, and data on
their effects on adolescents’ sexual behavior are only
beginning to be collected.

Economic Incentive Programs

A controversial and experimental approach to
preventing second pregnancies among |low-income
adolescents who have already been pregnant before
the age of 16 was developed by the Rocky Mountain
Planned Parenthood program (101). This program,
called Dollar-a-Day, uses money to attract adoles-
cent females to attend a voluntary weekly meeting
led by professional counselors. Dr. Jeff Dolgan, then
director for the Denver Children’s Home, proposed

this program after working with adolescents who got
pregnant and showed little motivation to prevent
future pregnancies. He asked the adolescents what it
would take to get them to come to a voluntary
program, and their response was that it would take
money. Every week, adolescents who attend Dollar-
a-Day weekly meetings are given 7$1 hills for not
becoming pregnant. The assumption being made is
that adolescents who attend these meetings will
receive support and peer pressure not to become
pregnant from other adolescents. By helping delay
further pregnancies, the program claims to “buy
time” for high-risk adolescents, allowing them to
mature emotionally and to finish or return to school.
It is hoped that participants will discover that
parenthood is not the solution to their problems.

Although no formal evaluation was done, records
on pregnancy rates for program participants have
been kept. Of the 56 adolescents who completed the
program, 9 girls (17 percent) have become pregnant.
Program designers compare these percentages with
national statistics on repeat pregnancies, which the
Alan Guttmacher Institute estimates to be between
37 and 50 percent (148). The program proponents
claim that the program is successful and that the
weekly groups and not the money are responsible for
averted births. Their evaluation lacks an experimen-
tal control group, however, and it appears that they
include pregnancy statistics only on those adoles-
cents who graduate from the program and do not
account for the pregnancy rates of those adolescents
who drop out of the program. A similar program, the
Cash Awards for Teens Who Stay Program, is being
administered in Florida (185).

Conclusions About the Effectiveness of Programs
To Prevent Adolescent Pregnancy

The prevention of adolescent pregnancy would
result in fewer births to U.S. adolescents and would
also result in fewer abortions (148). Unfortunately,
however, a political consensusin this country about
how to prevent adolescent pregnancy has not been—
and may never be--reached.” As Dryfoos notes in
her recent comparative review of prevention pro-
grams for delinquency, substance abuse, and preg-
nancy, “Clearly, when sex enters the scene, the
situation becomes complicated” (473).

84To some extent, this lack of consensus iS reflected in Federal programs such as Title X and Title XX of the Public Health Service Act. These programs

are discussed later in this chapter.
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Dryfoos notes a schism between political “liber-
als and‘ ‘conservatives on the issue of adolescent
pregnancy prevention (47a). Many conservatives
take the position that government support for sex
education and contraception weakens family ties
and encourages promiscuity and that government
initiatives should encourage adolescents to abstain
from sexual intercourse. Many liberals agree that
encouraging adolescents to delay sexual intercourse
until full adulthood would be preferable, but are
alarmed by the consequences of unprotected adoles-
cent sexuality (i.e., pregnancy, AIDS, STDs) and
believe that society’s approach should go beyond
relying on the abstinence message alone. Scholars
are generaly frightened away from the topic of
adolescent sexuality, and as one result, thereislittle
scientifically valid evaluation of pregnancy preven-
tion programs; the paucity of methodologically
sound research makes drawing definitive conclu-
sions about what works difficult (47a,107a,148).

The National Academy of Sciences’ Panel on
Adolescent Pregnancy and Childbearing concluded
in 1987 that ‘‘prevention of adolescent pregnancy
should have the highest priority’ (see box 10-C for
the panel’s six general conclusions). While noting
the lack of rigorous evaluative efforts, the panel felt
there was an adequate basis at that time for making
recommendations about strategies to prevent adoles-
cent pregnancy (148). The three general strategies
that the panel felt could lead to areduction in the rate
of adolescent pregnancies were as follows:

1) enhance the life options of disadvantaged
adolescents,

2) delay the initiation of sexual activity, and

3) encourage contraceptive use by sexually ac-
tive teenagers (148).

“Diligent contraceptive use” by adolescents was
considered to be the most effective of these preg-
nancy prevention interventions, but no program
element alone was considered to be sufficient, and
specific approaches for implementing the three
strategies were provided (148). Central to all the
strategies embraced by the National Academy of
Sciences panel was “the need for teenagers them-

selves to embrace values that lead to responsible,
healthy, and productive lives, including the avoid-
ance of unplanned and untimely parenting, and to be
steadfast in their belief that they can achieve their
goals’ (148). Parents, other family members, and
community and societal norms were seen as playing
a key role in helping young people acquire and
maintain those values.”

Following her more recent review of pregnancy
prevention interventions, Dryfoos drew conclusions
similar to those of the National Academy of Sci-
ences Panel on Adolescent Pregnancy and Child-
bearing, with emphases on early intervention (no
later than the middle school years), the use of
multiple approaches, and confidential access to
contraceptives (47a). As Dryfoos notes:

No one program component will be sufficient. In
every community, young people should have access
to a package of services that include both capacity-
building®and life-option” components (47a).

Similarly, in a review of the effectiveness of
sexuality education programs, Kirby concluded that
such programs must do more than increase knowl-
edge:

Programs must help adolescents personalize that
information, improve their decisionmaking and com-
munication skills, increase their motivation either to
avoid sex or to use hirth control, change their
perception of peer group norms regarding having sex
and using condoms, and therefore reduce their
risk-taking behavior (107a).

Further, Kirby noted that sex education programs
will probably be more effective if they involve
adolescents in both shaping the programs and
promoting the programs goals, and incorporate
community-wide strategies that are both multifac-
eted and mutually reinforcing (e.g., 215) (107a).
Kirby’'sreview did not examine the effectiveness of
actually providing contraceptives to adolescents,
although his conclusion that their use should be
encouraged suggests support for providing contra-
ceptives to sexually active adolescents (1073).

85]1 may Seem to some that the use of contraceptives would be contrary to adolescents’ adoption of ‘values,” hut if the goal is pregnancy prevention
(and avoidance of other negative consequences of unprotected sexual intercourse), the use of contraception by those adolescents who are sexually active

can be seen as responsible and health-promoting.

86Capacity-building includes jmparting knowledge about human sexuality and contraceptive use and developing decisionmaking skills.

87Life Option components include developing adolescents' morivation not to cut short their developmental trajectory by prematurely becoming
pregnant and/or parents and helping adolescents to develop the skillsto fulfill their (sometimes new-found) life ambitions.
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Box 10-C—The Six General Conclusions of the National Academy of Sciences' Panel
on Adolescent Pregnancy and Childbearing

On the basis of 2 years of review, analysis, and debate, the National Academy of Sciences Panel on Adolescent
Pregnancy and Childbearing reached six general conclusions that underlie all of its specific conclusions and
recommendations for policies and programs:

1. Prevention of adolescent pregnancy should have the highest priority. In both human and monetary
terms, it is less costly to prevent pregnancy than to cope with its consequences; and it is less expensive to prevent
arepeat pregnancy than to treat the compounded problems.

2. Sexually active teenagers, both boys and girls, need the ability to avoid pregnancy and the motivation
to do so. Early, regular, and effective contraceptive use results in fewer unintended pregnancies. Delaying the
initiation of sexual activity will also reduce the incidence of pregnancy, but we currently know very little about how
to effectively discourage unmarried teenagers from initiating intercourse. Most young people do become sexually
active during their teenage years. Therefore, making contraceptive methods available and accessible to those who
are sexually active and encouraging them to diligently use these methods is the surest strategy for pregnancy
prevention.

3. Society must avoid treating adolescent pregnancy as a problem peculiar to teenage girls. Our concept
of the high-risk population must include boys. Their attitudes, motivations, and behavior are as central to the
problems as those of their female partners, and they must also be central to the solutions.

4. Thereis no single approach or quick fix to solving all the problems of early unintended pregnancy
and childbearing. We will continue to need a comprehensive array of policies and programs targeted to the special
characteristics of communities and to the circumstances of teenagers from different social, cultural, and economic
backgrounds and of different ages. Because adolescents are not a monolithic group, they do not all experience sexua
activity, pregnancy, and childbearing in the same way. Our broad goal is the same for all young people: that they
develop the necessary capabilities to make and carry out responsible decisions about their sexual and fertility
behavior. The strategies for achieving these goals and the specific interventions to carry them out, however, should
be sensitive to differences in values, attitudes, and experiences among individuals and groups.

5. If tradeoffs are to be made in addressing the special needs of one group over ancther, priority should
be given to those for whom the consequences of an early unintended pregnancy and birth are likely to be most
severe: young adolescents and those from the most socially and economically disadvantaged backgrounds.
In many ways, those at highest risk are hardest to serve, yet they are also the groups that have been shown to benefit
most.

6. Responsibility for addressing the problems of adolescent pregnancy and childbearing should be
shared among individuals families, voluntary organizations, communities, and governments. In the United
States, we place a high priority on ensuring the rights of individuals to hold different values and the rights of families
to raise their children according to their own beliefs. Therefore, public policies should affirm the role and
responsibility of families to teach human values. Federal and State governments and community institutions should
supplement rather than detract from that role.

SOURCE: National Academy of Sciences, Nationd Research Council, Commission on Behavioral and Social Sciences and Education,

Committee on Child Development Research and Public Policy, Panel on Adolescent Pregnan%/ and Childbearing, Risking the Future:
Adolescent Sexuality, Pregnancy, and Childoearing, Volume I, C1). Hayes (cd.) (Washington, DC: National Academy Press, 1987).

Thus, a consensus is growing among scholars
who have examined the pregnancy prevention litera-
ture that there is no “magic bullet’ for preventing
adolescent pregnancy, Rather, a realistic approach
that acknowledges that adolescents should be pro-
tected from the risks of unprotected sexual inter-
course and at the same time strongly encouraged to
delay the initiation of sexual intercourse seems
essential. Short-term with a limited focus "programs’—
e.g., didactic sexuality education interventions that

seek to improve knowledge and foster health-
promoting, responsible attitudes; life-skills deci-
sionmaking interventions that teach adolescents
how to deal with pressure to have sex or unprotected
sex; and parent-child communication programs--do
not appear to be able on their own to do very much
about reducing the high incidence of adolescent
pregnancy, although each of these program types
shows some positive effects. One promising preg-
nancy prevention intervention was the South Caro-
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lina program that involved the provision of informa-
tion and contraceptives, and involved parents, teach-
ers, as well as adolescents as participants. This
model did not include job and life skills training;
other studies suggest that job and life skillstraining
may be able to increase adolescents' motivation to
avoid early pregnancy and childbearing.

The evidence on risk factors discussed above
suggests that, as noted by the National Academy of
Sciences panel, different adolescents will have
different needs, depending on their age, gender,
socioeconomic status, cultural background, and
community of residence. Although more scientifi-
cally valid research is sorely needed, enough evi-
dence exists to guide communities and national
policymakersin their search for approaches that can
lower adolescent pregnancy rates. Clearly, the fig-
ures presented earlier in this chapter (on increasing
sexual experience rates among adolescents; apparent
inconsistent use of contraceptives; persistently high
adolescent pregnancy and hirth rates; and clearly
increasing levels of out-of-wedlock births) make an
excellent case for ending the largely timid approach
of the present. Finally, it may be important to go
beyond ‘‘programs.’ Rather than simply being
replicated in isolation, each of the successful inter-
ventions can be used to inform a general approach to
working with adolescents.

Programs Designed To Prevent Negative
Outcomes of Adolescent Pregnancy
and Parenthood

Approximately one million U.S. adolescents be-
come pregnant each year. Interventions to reduce the
likelihood of negative outcomes of adolescent preg-
nancy and childbearing for the young female, her
offspring, or her partner take four genera ap-
proaches:

. providing pregnant adolescents with alterna-
tives to parenthood by offering abortion or
adoption services,

« ensuring that pregnant adolescents have ade-
guate prenatal and other maternity care serv-
ices™;

« offering pregnant and parenting adolescents
specific types of services that might help them
(e.g., educational services or job training and
employment services or social support services
or housing, child care, or transportation)®; and

« providing pregnant or parenting adolescents
with health and a wide range of other services
in a comprehensive service program.

These approaches are discussed further below.

Programs That Offer Alternatives to Parenthood

Programs That Offer Abortions---For females
who become pregnant and do not wish to become
parents voluntary pregnancy termination by induced
abortion became a nationally legal option following
the U.S. Supreme Court’s 1973 decision in Roe V.
Wade [410 U.S. 113 (1973)].” Although this
alternative is charged with controversy, especialy
for adolescents who are legal minors, in recent years
it has been widely used by substantial numbers of
adolescents who become pregnant, as was discussed
earlier.

Legal abortions in the United States are performed
in hospitals (as inpatient and outpatient procedures),
in abortion and other clinics, and in private physi-
cians' offices (79). The long-term trend as been
away from the use of hospitals toward the use of
abortion clinics and other nonhospital abortion
providers (79). According to Henshaw and his
colleagues at the Alan Guttmacher Institute, 86
percent of abortions in the United States in 1988
were performed in nonhospital facilities, including
freestanding abortion clinics (64 percent of all
abortions), other clinics such as surgicenters and
family planning clinics (18 percent), and private
doctors’ offices (4 percent) (81 b). The remainder (10
percent) were performed on either an inpatient or an

88Prenatal care and health services intended t© benefit jnfants and young children were discussed at length in OTA's 1988 report Healthy Children:
Investing in rhe Future ( 199), so the primary focus in the discussion that follows will be on services intended primarily to benefit pregnant and parenting

adolescents.

89Programs designed to enhance the social, emotional, and cognitive development of children born to adolescent mothers (e.g., parenting education
programs) may have some benefits for the adolescents themselves. Because they are designed to benefit the children, however, such programs will not

be discussed in detail here.

%OFor a discussion of U.S. Supreme Court decisions dealing with abortion, see ch.17, “Consent and Confidentiality in Adolescent Health Care

Decisionmakiy” in Vol. Ill.
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outpatient basis in hospitals (8lb).” Most facilities
that perform abortions also provide proabortion
sessions to provide information about the procedure
and answer patients' questions, as well as contracep-
tive services and a postabortion checkup (78).

Several factors may limit adolescents access to
abortion, among them lack of abortion providers (or
knowledge about abortion providers) in the commu-
nity, parental consent and notification requirements,
and cost. Abortion services are currently unavailable
in many areas of the United States (79). Abortion
services are most available in States on the East and
West coasts (88). Abortion services are concentrated
in metropolitan areas and are often not found in rural
communities and small towns; in 1985, only 32,000
(2 percent) of the total number of abortions nation-
wide were performed outside of metropolitan areas
(79). Another point is that fewer than half of all U.S.
abortion providers perform abortions past the 12th
week of pregnancy (79). A disproportionate number
of women seeking second-trimester abortions are
adolescents, and these adolescents may have partic-
ular difficulty obtaining abortions (79).

Several empirical studies concerning the impact
of parental consent and notification requirements
indicate that such requirements do create barriers to
adolescents’ access to and utilization of abortion
services (e.g., 18a,18b,193c).” A number of States
have passed laws requiring abortion facilities to
obtain consent from one or both parents for legal
minors who wish to obtain an abortion.” Further-
more, as discussed elsewhere in this Report, the
Supreme Court’ s ruling in the 1989 case Webster v.
Reproductive Health Services [109 S. Ct. 3040
(1989)] appears to give States greater leeway in
restricting access to abortions and at the same time
cast doubt on the future of Roe v. Wade and other
Supreme Court decisions dealing with abortion. To
the extent that Webster and future rulings increase
States' ability to restrict abortion generally, they
may reduce minors’ access to abortion--even

though the decisions do not directly address the
guestion of parental consent. Also it should be noted
that even if the laws do not require parental consent
or notification, health care providers may as a matter
of policy or practice refuse to provide services to
minors without parental consent or notification. One
reason for such a policy might be to ensure payment.
According to the Alan Guttmacher Institute, 22
percent of all abortion clinics in 1981 required
parental consent for most minors under most circum-
stances, especially for those under the age of 15 (78).

As of mid-1986, charges for a first-trimester
nonhospital abortion ranged from $75 to $900 (79).
For adolescents from low-income families, ado-
|escents who lack health insurance, and adol escents
whose health insurance does not cover abortions
except in the narrowest of circumstances, the cost of
an abortion maybe a barrier to access. At least eight
States (Idaho, Kentucky, Minnesota, Missouri, Ne-
braska, North Dakota, Pennsylvania, and Rhode
Island) have mandated some restrictions on private
health insurance for abortions (76a) .94 Federal fund-
ing of abortions through Medicaid has been prohib-
ited since 1977 (8 1a), and only a minority of State
have used their own moneys to fund abortions for
low-income women (79).

In 1988, DHHS issued new regulations under
Title X of the Public Health Service Act prohibiting
Title X family planning clinics from providing
abortion counseling or abortion referrals to pregnant
women. To the extent that the regulation is enforced,
itislikely to have an adverse effect on adol escents’
access to abortions.”

Programs That Offer Adoption Services—
Some adolescent females carry their pregnancies to
term because they do not have access to abortion
services, do not consider abortion an acceptable
alternative, or become aware of their pregnancy
beyond the point at which they can have an abortion,
and feel they are not prepared for parenthood. For

91Prior t.1983, hospitals were MOIE likely than facilities to provide later stage abortions, but a 1983 U.S. Supreme Court ruling determined that States
may not reguire hospitals to perform early second-trimester abortions [(City of Akron v. Akron Center for Reproductive Health, 462 U.S. 416 (1973)].
This ruling, combined with the fact that clinic-based abortions are substantially less expensive than those performed in hospitals, has led to growth in
the number of clinics providing abortions and a simultaneous decline in the number of hospitals performing this service (79,81 b).

920¢ther studies are noted in ch. 17, “Consent and confidentiality in Adolescent Health Care Decisionmaking,” in Vol. IlI.

93For further discussion of State statutes dealing with abortion and the impact of parental consent and notification requirements or access to services,
seech. 17, ** Consent and Confidentiality in Adolescent Health Care Decisionmaking,” in vol. Il1.

94For further discussion, see ch. 16, “Financial Access to Health Services, ” in Vol. IIL.

95Current limitations R the use of Federal Medicaid, Title X, and Title XX funds to pay for abortions, abortion referrals, and abortion counseling
are discussed below in the section of this chapter entitled ‘* Federal Programs and Policies Pertaining to Adolescent Pregnancy and Parenting. ”
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these adol escents, servicesto help plan for adoption
or assist in the process of having the child adopted
may be important.

Although several studies of adoption decisions
and the decisionmaking process have been con-
ducted in recent years (12,133), relatively little
information is available on the extent and nature of
services provided for adol escents considering adop-
tion (88). Adoption services may include education
and counseling for the adolescent, identification and
selection of adoptive families, and legal services
related to carrying out the adoption decision (148).
When such services are provided in a residential
program, they are usually part of a comprehensive
package (146). Typically, however, multiple agen-
cies, including public and private adoption agencies,
are involved in providing the range of services
needed by adolescents considering giving a baby up
for adoption.

According to the National Academy of Sciences,
less than 10 percent of all U.S. adolescents who
become pregnant choose adoption (148). In a 1986
survey of services to pregnant and parenting adoles-
cents offered by member agencies of the Child
Welfare League of America (CWLA), 63 percent of
the 121 agencies surveyed indicated that they made
adoptive placement available to their female adoles-
cent clients (21 1). In contrast, ailmost all (97 percent)
of the CWLA agencies who responded to a similar
survey in 1969 offered adoptive placement services
(186). Fairly few of the agencies surveyed in the
1986 survey indicated that adoption services were in
demand among their clients; only 26 percent of the
agencies named adoption in listing the five services
they provided which were most often used by young
women (there were no similar data from the 1969
study).

One Federa program that supports adoption as an
alternative to abortion among adolescents is the
Adolescent Family Life (AFL) program authorized
under Title XX of the Public Health Service Act.
Federal assistance for adoption is also provided
under Title IV-E of the Social Security Act.”

Programs That Offer Maternity Care or
Family Planning Services

Programs That Offer Maternity Care-As
noted earlier, the standards of maternity care devel-
oped by the American College of Obstetricians and
Gynecologists recommended that every pregnant
woman have a comprehensive program of prenatal
care beginning as early in the first trimester of
pregnancy as possible (9a,148). A recognition that
pregnant adolescents, especially low-income and
minority adolescents, may be at high risk of receiv-
ing inadequate prenatal care, and therefore at risk of
poor pregnancy outcomes, has led to various efforts
intended to increase the quality and amount of
prenatal care that pregnant adolescents receive.

Programs to help high-risk adolescents obtain
adequate prenatal care have been initiated by public
health departments, university hospitals, freestand-
ing clinics, youth service agencies, school-linked
health centers (SLHCs),” and by private physicians
(148). These providers offer services that include
pregnancy testing and counseling; testing for STDs;
regular medical examinations to monitor the course
of the pregnancy; health and nutrition education and
referral for nutrition services (e.g. those provided
through the U.S. Department of Agriculture's Spe-
cial Supplemental Food Program for Women, In-
fants, and Children); and delivery and postpartum
care services. Many programs have included inten-
sive outreach components and provide transporta-
tion to clinic sites in areas where public transporta-
tion isinadequate or unavailable (147). Others have
offered counseling, referral, and educational serv-
ices through home visits by professional health care
providers or trained paraprofessionals, combined
with clinic visits for medical care. The services may
be provided in a separate program or may be
included as part of a comprehensive package of
services to pregnant and parenting adolescents
(150a).

One of the factors influencing adolescents’ use of
prenatal and other maternity care is the availability
of health insurance coverage. Private health insur-
ance provides maternity care coverage for women at
all income levels. Since the enactment by Congress
of the Pregnancy Discrimination Act of 1978 (Public

96The Tille XX AFL program is discussed later jp this chapter along with other Federal programs related to adolescent pregnancy and parenting.
97For discussion of services offered by SLHCS, see ch.15, **Major Issues Pertaining to the Delivery of Health and Related Services to Adolescents, ’

invol. 1.
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Law 95-555), almost al employment-based health
plans covering 15 or more employees provide
maternity care benefits (76b). Because of a loophole
in the regulations issued under that act, however,
about one-third of privately insured adolescents are
not covered for maternity benefits by their parents
employment based health plan.”

Medicaid is the major public financing program
for pregnant women who are poor. The Omnibus
Budget Reconciliation Act of 1989 (Public Law
101-239) required that, as of April 1, 1990, States
provide Medicaid coverage to all pregnant women
and children up to age 6 with family incomes up to
133 percent of the poverty level. Even women who
are eligible for Medicaid, however, may encounter
barriers (e.g., low Medicaid participation rates
among physicians due to low reimbursement rates or
onerous administrative procedures) to the timely
receipt of care.”

Two major financing alternatives to health insur-
ance coverage for maternity care are the Maternal
and Child Health Block Grant Program authorized
by Title V of the Social Security Act and community
and migrant health centers (199). As discussed later
in this chapter, little is known about who receives
what services under the Title V maternal and child
health block grant. Community health centers pro-
vide “primary health services” to residents of
medically underserved areas, about half of whom
lack hedlth insurance.”

Programs That Offer Family Planning Serv-
ices To Prevent Repeat Pregnancies-Females
who have a first pregnancy during their adolescent
years are at high risk of having repeat pregnancies.
As noted earlier, Furstenberg and colleagues found
that adolescent mothers who gave hirth to additional
children in the years immediately after the birth of
their first child did not achieve as well vocationally
as the mothers who had controlled their fertility
(68a). Making family planning services available to
young mothers following the birth of their frost child
may help to delay a second pregnancy for up to a
year; few long-term effects on pregnancy rates have
been demonstrated (86).

Programs That Offer Specific Types of Services to
Pregnant Adolescents and Adolescent Mothers

School-Based Programs-Because of the strong
relationship between the educational attainment of
young mothers and their economic self-sufficiency,
many programs serving pregnant adolescents or
adolescent mothers have focused on the adolescents
educational needs. Title X of the Education Amend-
ments of 1972 prohibits discrimination in education
against teens because of their pregnancy/childbearing/
marital status (88). In the late 1970s and early 1980s,
teens who gave birth were less likely to leave school
than in the late 1960s and early 1970s (88).

Regular school routines, regulations, and facili-
ties are seldom able to accommodate all of the
special needs of pregnant adolescents or adolescent
mothers (e.g., their need for flexible schedules, child
care, and specialized health education, and in some
cases, parent training). In order to help meet these
needs, at least some school systems have established
alternative schools for pregnant adolescents and
adolescent mothers (148). Some of these alternative
schools are located within existing secondary
schools, facilities, and others are in facilities of their
own. Most of the aternative schools are self-
contained. Alternative school programs typically
offer pregnant and parenting adolescents individu-
ally paced academic instruction. In addition, many
programs provide special instruction in sex educa-
tion, health and hygiene, nutrition education, parent-
ing skills training, life planning, life skills training,
and job training (148). Most of them also provide
onsite child care. Alternative schools for pregnant
and parenting adolescent mothers frequently help
link their students to other programs both within the
school system and in the larger community (e.g.,
family planning, income supports, housing).

School-based interventions for pregnant adoles-
cents and adolescent mothers vary widely in inten-
sity, duration, and scope. Intensive, comprehensive
educational programs offered both during and after
pregnancy may be able to increase the likelihood
that pregnant adolescents will stay in school and that
adolescent mothers will complete high school (230).

98For further discussion, see ch. 16, “Financial Access to Health Services, ' in Vol. IIL

99The problem of low Medicaid participation by obstetricians is discussed in ch. 16, “Financial Access to Health Services,’” in Vol. HI. This and other
barriers to the timely receipt of maternity care by poor women eligible for Medicaid were discussed at greater length in OTA’s 1988 report Healthy

Children: Investing in the Future (199).

100Fqy discussion of the Title v Maternal and Child Health Block Grant Program and community health centers, see the section on Federal programs

related to adolescent pregnancy and parenting below.
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Unfortunately, well-controlled studies of the impact
of alternative school programs on adolescent moth-
ers’ educational attainment do not exist (1 15,172).
There is some evidence, however, that aternative
school programs are able to increase participants
educational aspirations, enhance their knowledge of
positive health practices and parenting skills, and
improve health-related outcomes for both mothers
and their infants (121).

It is important to note that school-based programs
for pregnant and parenting adolescents serve only
adolescents who remain in school after they become
pregnant; few programs conduct active outreach to
identify adolescents who are no longer in school
when they become pregnant, and some do not follow
up on adolescents who drop out during the course of
their pregnancies (172). Thus, school-based pro-
grams for pregnant and parenting adolescents may
be serving only the best informed, most highly
motivated adolescents. There is also some concern
that in areas where school officials lack commitment
to or actively resist alternative programs, such
programs may serve to exclude pregnant and parent-
ing adolescents from regular school settings and
may not provide them with an education that is
comparable with that of their nonparenting peers
(2,230).

Employment and Job Training Programs---As
noted earlier, early parenthood may adversely affect
adolescents' job opportunities and ability to achieve
economic self-sufficiency. For that reason, increas-
ing attention has been paid to the needs of pregnant
and parenting adolescents for job training and job
placement services, especially for older adolescents.
In some comprehensive care programs for pregnant
and parenting adolescents, however, including em-
ployment as a goal has been controversial because of
the concerns that an emphasis on employment as a
goal may lower the educational attainment of
younger adolescents who have not yet completed
high school (148).

As discussed elsewhere in this Report, the U.S.
Department of Labor supports training and employ-
ment programs for economically disadvantaged
youth ages 16 and over under the 1982 Job Training
Partnership Act. This act authorizes the Job Corps
and various other programs affecting adolescents.”

Few of the large federally supported youth employ-
ment programs have been sensitive to the special
needs of pregnant and parenting adolescents (e.g.,
their need for child care) (148). Such programs have
not had much effect on young mothers' employment
status or earning levels. Even programs that have
targeted adolescent parents seem to have shown
little impact on participants employment rates (26),
although some programs have been able to increase
participants work preparedness and actual work
experience (148).

A program called Teenage Parent Demonstra-
tion, sponsored by the Office of Family Assistance
in the Family Support Administration of DHHS, is
currently operating in lllinois and New Jersey in
three different sites (131). This program serves
urban, low-income, largely minority adolescent
parents who are receiving AFDC benefits, with the
goal of reducing long-term welfare dependency
among them. Case managers assist program partici-
pants in identifying and fulfilling educational or
employment-related experiences, and they provide
referral services to community resources. The pro-
gram aso offers assistance with child care and
transportation to help adolescents adhere to their
plans. In an attempt to enhance the long-term ability
of fathers to make support payments, efforts are
being made to establish paternity soon after the birth
of the baby, and the fathers of the participant’s
children are eligible to receive employment-related
training. The Teenage Parent Demonstration is
being evaluated for the effects of program participa-
tion on the adolescent parents' prospects for self-
sufficiency by Mathematical Policy Research Inc.,
which will obtain State and county agency records,
program records data, and followup interviews and
basic skills tests with experimental and control
groups. The program is still being implemented, so
data are not yet available.

Programs That Provide Social and Emotional
Support—In the 1986 survey of services to preg-
nant and parenting adolescents offered by member
agencies of the CWLA, individual counseling was
mentioned by almost four-fifths (79 percent) of the
responding agencies as a ‘‘most often used’ service
by pregnant and parenting adolescents (both males
and females) (21 1). To some extent, this finding may

101 A 1978 evaluation of the Job Corps Programreviewed earlierin this chapter found that participation in the program seemed to delay family formation

and reduce the incidence of out-of-wedlock childbearing among participants (2 10). For further discussion of the Job Corps and other youth training and
employment programs administered by the U.S. Department of Labor, see ch. 19, “The Role of Federal Agencies in Adolescent Health,” in Vol. 1.
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reflect the nature of the agencies surveyed (which
were mostly child welfare and family service
agencies, both public and private), but it also
suggests that the provision of social support services
may be an important component of interventions for
pregnant and parenting adolescents.'”

In addition to providing counseling, several pro-
grams link pregnant adolescents and adolescent
mothers with adult or peer mentors or role models.
These programs frequently target young women
who are no longer living with their families of origin.
Many have made use of community women volun-
teers or older adolescent mothers who provide
advocacy for needed services, practical assistance,
and reinforcement of positive messages related to
prenatal and postnatal care, continuing in school,
and effective contraceptive use. Such services may
be offered as part of alarger program (170) or may
exist as a separate intervention (155).

Unfortunately, interventions that focus on provid-
ing social and emotional support to pregnant and
parenting adolescents have not been evaluated
separately for their impact on such outcomes as
educational attainment, job status, subsequent child-
bearing, or health status of mothers or infants (148).
It is reasonable to expect, however, that the quality
of the training and supervision that role models and
mentors themselves receive will affect the ability of
mentoring efforts to influence desired program
outcomes, as will the quality of the mentoring
relationship (148). In one comprehensive interven-
tion for pregnant and parenting adol escents (Project
Redirection, described below), the mentoring com-
ponent affected program attrition, with those who
were dissatisfied with their community mentors
citing this as a reason for their dissatisfaction with
the program (170). Thus, while it maybe important
to offer social support to pregnant adolescents and
adolescent parents, particularly those who are alien-
ated from their own families, further information is
needed about the potential for role modeling and
mentoring approaches to provide this service.

Programs That Provide Housing, Child Care,
or Transportation Services-Although many preg-
nant and parenting adolescents are able to live with
their families of origin or with their partners
families, and others have the resources to establish

independent living, finding adequate housing is a
problem for a significant minority of pregnant and
parenting adolescents, especially those who are
tiers (24). Residential programs for both pregnant
adolescents and adolescent mothers, after experienc-
ing a decline during the past 3 decades, have
apparently been increasing in number in recent
years, but the number is still small. According to
William Pierce, president of the National Committee
for Adoption, in 1980 there were only 99 homes for
pregnant adolescents, but in 1989 there were about
140 homes serving about 2,600 adolescents (75).
Some of these homes have been sponsored by
antiabortion groups in response to criticisms that
young women were being admonished to continue
their pregnancies and choose adoption without being
given resources to enable them to carry healthy
pregnancies to term (75). Others, such as the
Florence Crittenton agencies, have had a long-
standing emphasis on preparing young mothers and
their children for independent living and have
tended not to support adoption (132).

Some residential programs for unwed pregnant
adolescents exist primarily to offer housing and
auxiliary services until ayoung woman gives birth;
33 percent of the CWLA agencies surveyed in 1986
offered prebirth residential or group home care in
1986 (21 1). Other programs continue to provide
housing and other services after the birth of the child,
although such services are less common; only 18
percent of CWLA agencies offered posthirth resi-
dential carein 1986 (21 1).

Adequate child care, especially infant care, is
another service that is crucia for adolescent mothers
who are enrolled in school, involved in job training,
or working to support themselves (23,36). The
inability to obtain child care is the single most
commonly cited reason young mothers give for not
returning to school following the birth of their child
(49,2 16). However, some school-based programs for
adolescent mothers do provide child care on-site,
and some adolescents are able to make private child
care arrangements, usually with family members.
Less than half (47 percent) of the CWLA agencies
surveyed in 1986 stated that they provided child care
(212).

102This idea is Supported by the results of the Teen Father Collaboration (discussed later), which indicated that counseling was the single most utilized

service by the adolescent fathersinvolved in the project (177).
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Transportation, especially to school or child care
facilities, and especially in communities with lim-
ited (or no) public transportation, is also essential for
many parenting adolescents. In most communities,
school buses are not able to carry infants and
toddlers for safety reasons (35), Thus, specialy
equipped vans or buses may be needed to transport
adolescent mothers enrolled in school or employ-
ment programs. However, transportation services
are not commonly offered to pregnant and parenting
adolescents; a study published in 1984 found that
only 29 percent of the pregnant teens and 14 percent
of the teen mothers involved in programs funded by
the Office of Adolescent Pregnancy Prevention in
the Office of Population Affairs of DHHS benefited
from transportation assistance (26). Although ap-
proximately three-fifths of the CWLA agencies
surveyed in 1986 stated that they offered transporta-
tion services, less than one-fifth saw this assistance
as necessary; perhaps as a result, transportation was
a frequently used service by clients in less than 10
percent of the CWLA agencies (21 1).

Although support services such as housing, child
care, and transportation are frequently cited as
essential adjuncts to the success of many interven-
tions for pregnant and parenting adolescents (24,35),
little information is available on their impact on
program goals and outcomes. Nevertheless, there are
some data that do support assertions regarding the
importance of including support components in
comprehensive service programs. A study of Office
of Adolescent Pregnancy Prevention programs, for
example, found that receipt of child care reduced the
likelihood of a repeat pregnancy by 1 full year
among adolescents who were pregnant at entry into
the programs; adol escents receiving child care who
were already mothers at entry were more likely than
those who did not receive child care to have
completed more schooling or to be employed 1 year
later (26). The same study found that pregnant
adolescents who received transportation assistance
through Office of Adolescent Pregnancy Prevention
projects were more likely to be still enrolled in
school at the time they delivered than were other
participants who did not receive transportation
services (26). A 1987 study of programs for pregnant
and parenting adolescents supported by the Califor-
nia Department of Education found that when
transportation services were cut, program atten-
dance declined (27). Thus, although the data are
limited, they strongly suggest that such support

services may be integral to the ultimate success of
interventions for pregnant and parenting adoles-
cents.

Programs That Offer Comprehensive Services to
Pregnant Adolescents and Adolescent Mothers

Over the past decade, there has been growing
awareness that most pregnant and parenting adoles-
cents are not well-served by a fragmented service
delivery system designed to deal separately with
needs for heath care, educational services, eco-
nomic assistance, and psychosocial support serv-
ices. Consequently, efforts have been made to
establish comprehensive programs able to provide
pregnant and parenting adolescents with multiple
services either during pregnancy or through the first
year or two of parenthood.

Comprehensive programs for pregnant or parent-
ing adolescent females typically provide education,
health care, employment, and social services. The
services may either be provided by one agency or
provided through several different agencies with
formal or informal agreements, often using a case
management approach (24).

The Teenage Pregnancy and Parenting Program
(TAPP) in San Francisco is one example of the
comprehensive services model. This program, which
is coordinated by the Family Service Agency of San
Francisco and the San Francisco Unified School
Didtrict, involves over 30 agencies in providing
health, education, and social services to pregnant
adolescents. Staff from a number of different agen-
cies are located at TAPP sites, and TAPP staff serve
as liaisons in other agencies that see large numbers
of pregnant and parenting adolescents (e.g., a
hospital-based clinic, a maternity home, an SLHC).
Each pregnant adolescent client is assigned a “con-
tinuous counselor’ who provides case management;
an alternative school, child care, and health care
services are provided on-site at TAPP, and transpor-
tation assistance for the public transit system is
available to clients (191). An evaluation of TAPP
found successful outcomes in terms of school
attendance and avoidance of repeat pregnancies
(23a,47a).

Another example of the comprehensive services
model is Project Redirection, which was established
to help low-income young mothers and pregnant
adolescents who had not completed school (217).
Project Redirection was initially implemented in
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The report One-stop Shopping: The Road to Healthy Mothers and Children, by the bipartisan National Commission To Prevent
Infant Mortality, noted the current level of fragmentation among services for pregnant and parenting women, including adolescents.
It found that the current consensus is that a comprehensive range of services should be provided, optimally in a single setting.

four sites nationwide with funding from the Ford
Foundation and the U.S. Department of Labor.
These four sites provided low-income young moth-
ers and pregnant adolescents with educational and
employment counseling, parenting education and
life skills training, transportation, child care, and
referral to health services. Because of its initia
success in terms of welfare reductions, employment,
and improved parenting skills, Project Redirection
was expanded to an additional seven sites (169).
Each program participant was assigned to a female
community volunteer, who provided social support,
practical assistance, and linkage between the pro-
gram and the participant (170).

Project Redirection, which emphasized education
and the development of job skills, had little effect on
participants pregnancy rates, contraceptive use, or
repeat pregnancy rates, but it decreased the number
of abortions among program participants *and
increased participants' rates of school retention and
completion, levels of employment, and parenting
ability; it also improved the cognitive skills of

participants' children (169) and reduced the number
of behavioral problems among children (67,170).
Further, these advantages were maintained 5 years
after enrollment in the Project Redirection pro-& am
(67,169,170).

However, the final report on Project Redirection
notes that, despite impressive gains for many
individuals, the program should not be considered a
panacea (169). At the close of the project, the
majority of participating adolescent mothers had
still not received their diplomas or passed the tests
of general educational development (GED); were not
working despite their desire to do so; had received
AFDC at some point during the previous 12 months;
and were living in poverty (169). One observation
made by the researchers was that the participants
serious educational needs were probably not ade-
guately met by the program, because educational
services were not tailored to the participants’ needs
and because they were delivered off-site (169).
Clearly, educational deficits can have a great deal to
do with employability and poverty levels.

103The final report on Project Redirection notes the possible interaction between the program'’s success with parenting education and relative ‘failure’’

with pregnancy and birth rates (169). According to Polit and her colleagues, “An environment that encouraged nurturing and vigilant maternal behavior,
in which babies were given alot of love and attention, could well have dampened interest in terminating [or otherwise reducing] unintended pregnancies
(169). The lesson to be drawn, according to the researchers, is not that the parenting education component of the program should be discarded or
minimized (it apparently was responsible for the beneficia effects on the children of participating mothers), but that the family planning aspects (which
were actually delivered off-site and implemented in a “fairly low-key” fashion) should be strengthened (169).
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Drawing on the lessons of Project Redirection,
Manpower Demonstration Research Corporation
designed New Chance, a program for adolescent
mothers begun in 1989 (126a). New Chance empha-
sizes integration of services, onsite provision of
services, longer duration of services, greater inten-
sity of services, greater obligations on the part of
enrollees to participate regularly, comprehensive-
ness (educational development, employability de-
velopment, personal and social development, health
services, and services for participants’ children), and
an experimental evaluation design (126a), New
Chance will not target adolescents younger than 17
(1264).

According to the National Academy of Sciences
Panel on Adolescent Pregnancy and Childbearing,
the available evidence suggests that it may be
important for comprehensive service programs for
pregnant and parenting adolescents to take into
account the age of the adolescents they serve, since
the needs of younger adolescents and adolescents
who remain in their families of origin may differ
from the needs of older adolescents who are no
longer in school or who are living independently
(148). Also, as noted by Polit and her colleagues,
because many comprehensive programs rely on
other agencies to provide some of the services
needed by their adolescent clients, the impact of
these programs is likely to depend heavily on the
availability and quality of brokered services. Indeed,
one study of comprehensive care programs for
pregnant and parenting adolescents concluded that
most organizations offering these programs were not
able to meet their goals because of a lack of
resources, community support, problems in intera-
gency collaboration, or a lack of adequate mecha-
nisms for coordinating services to pregnant and
parenting adolescents (218). Hofferth concluded
that the comprehensive services model holds prom-
ise for improving outcomes for pregnant and parent-
ing adolescents, but it appears that services must be
truly comprehensive, client-focused, and intensive
to be effective (86).

Programs for Adolescent Fathers

Along with the increasing recognition of the
importance of involving young men in pregnancy
prevention efforts has come greater interest in
including adolescent and young adult fathersin the
provision of services. Some concerns about the
adolescent and young adult fathers of children born

Make a baby-make a lifetime commitment.

Photo credit: The North Carolina Coalition on Adolescent Pregnancy

Adolescent females have traditionally been the target
group for special services for adolescent parents and their
children. Over the last decade, however, several
comprehensive service programs for adolescent fathers
have been established. The programs for fathers are
generally intended to improve adolescent fathers’ ability to
support their children and to improve their ability
to be good parents.

to adolescent mothers have centered less on the
welfare of the fathers, however, than on the fathers
limited ability to behave “responsibly” toward the
family they have helped to create (i.e., by providing
financial support) and have tended to focus on issues
of establishing paternity and child support (I).
Adolescent and young adult fathers have been
included in many youth employment and job train-
ing programs, but such programs typically have paid
little attention to their status as parents and make
little effort to adapt program services to their
parental roles (148).

Over the last decade, however, several compre-
hensive service programs for adolescent fathers have
been established. These comprehensive service pro-
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grams for adolescent fathers operate through a
variety of organizations (e.g., existing adolescent
pregnancy programs for young women, schools,
community service agencies). The programs are
generally intended to improve adolescent fathers
ability to support their children and to improve their
parenting skills, and provide a variety of services,
including education (dropout prevention, remedial
education, or GED classes), employment and em-
ployability services (e.g., job training, job coun-
seling, and vocational education), individual coun-
seling, parenting skills training, and legal represen-
tation and advocacy for paternity establishment and
child support issues (1a,99).

The Teen Father Collaboration, a national dem-
onstration project initiated and supported by the
Ford Foundation, has been a model for comprehen-
sive service programs designed for adolescent fa-
thers (and the only adolescent fathers' project with
systematic evaluation data) (116). Eight sites were
selected to extend existing service programs for
adolescent mothers to include adolescent fathers.
Outreach strategies, types of services offered, and
locations of service provision varied from site to
site; local agencies were not expected to implement
and test any particular model of service delivery, nor
were any adolescent fathers placed in a comparison
group receiving no or different services (178).
Instead, each agency had to struggle to understand
and meet the needs of its own local population of
adolescent fathers. Evaluation of the results of the
project were also limited by the facts that the
adolescent fathers who took part were entirely
self-selected, and that there was a high attrition rate
(178); thus, any findings should be viewed cau-
tiously. An evaluation component found that, over-
all, nearly half of the adolescent fathers not enrolled
in school at the beginning of the project (and for
whom outcome data were available) returned to
school or began a GED program subsequent to their
participation; over 60 percent of the adolescent
fathers who had been unemployed at the start of the
project were able to get a job and provide financia
support (as well as in-kind contributions and emo-
tional support) to their partners and children, and
over 80 percent of participating fathers had daily
contact with their children (178).

Public/Private Ventures has begun a program
similar in some respects to the Teen Father Collabo-
ration called the Young Unwed Fathers Project
(169b). The purpose of the project is to help local

agencies respond to the mandate of the Family
Support Act of 1988 (Public Law 100-485) that,
effective October 1990, welfare agencies require
adolescent fathers to contribute to the support of
their children (169b). As Public/Private Ventures
notes, the Family Support Act’s mandate is only one
part of the story: ‘‘Enabling the young men to fulfil
their obligations is the job of other agencies in the
community" (169b).

The Young Unwed Fathers Project is designed to
demonstrate how the needed agency connections can
be made, and how the enabling services can be
delivered effectively (169b). Six communities were
selected to test a variety of paths toward providing
unwed adolescent fathers with training and jobs at a
wage level equal to meeting family responsihilities,
and education for and support in the fathering role.
The young men in each program will be enrolled for
up to 1 year, with followup counseling and support
for an additional 6 months. The demonstration
project’s research questions include: “Which pro-
gram strategies, involving which agencies, best
attract, retain, and produce positive effects on the
young men? What are the effects? And is cost a
factor in the program components that produce
outcome variations?’ (169b).

Conclusions About the Effectiveness of Programs
To Prevent Negative Outcomes of Adolescent
Pregnancy and Parenthood

Although national statistics on adolescent births
do not readily provide information on the socioeco-
nomic status of the adolescents (e.g., 207b), other
information clearly indicates that becoming a mother
places an adolescent and her child in a precarious
situation in terms of immediate socioeconomic
status and both the mother's and child’s future
(70,148,1954). One of the most definitive lessons to
be learned from interventions that have attempted to
improve the lives of adolescent mothers and their
children is that such mothers and children typically
have need for an extraordinary range of support and
services. These services can include income support,
health services, further education, employability
training, job skills, transportation, housing, parent-
ing education, social support, and child care (e.g.,
169). It is for just this reason that many have
suggested that, when thinking of interventions
dealing with adolescent pregnancy and childbearing,
pregnancy prevention be made the highest priority
(148).
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Adolescent fathers are a less visible part of the
picture and have received less programmatic atten-
tion than adolescent mothers. Available data suggest
that they too often have serious needs for a range of
remedial services (e.g., 195a).

That there are now several model programs for the
provision of a comprehensive range of services to
pregnant and parenting adolescents and their chil-
dren (e.g., 47a,150a,169a) should not disguise the
fact that it is more than likely that many pregnant and
parenting adolescents will face serious barriers to
getting the services they need (150a). Typicaly,
model and demonstration programs are only that:
models for what could be, rather than illustrations of
strategies that serve all or most of those in need.

Inits review of services for pregnant and parent-
ing women and their children, the bipartisan Na-
tional Commission To Prevent Infant Mortality
found that many needy pregnant women and their
children face numerous “roadblocks’ to receiving
care (see box 10-D). As an example of what can
befall a particular woman, the commission provided
the following case study (150a):

In January 1988, Jolene wasn't feeling well and
wanted a pregnancy test, However, because the local
public health clinic only offered tests on certain days
of the week which were inconvenient for her, she
went to a local Planned Parenthood. After learning
she was pregnant, Jolene began seeking out services.
Her first stop was at the Food Stamp office. While
there, she learned about AFDC benefits and was
referred to another service center to apply for them
and for Medicaid.

She next went to the community Women's Center
for prenatal care, only to be told to return in two
weeks for an eligibility determination appointment.
When she did, she was referred to the Central Clinic
downtown to apply for WIC services and to Univer-
sity Hospital to establish hospitalization €ligihility.
She was finally given an appointment for three
weeks later at the Women's Center, and was told to
go back to the downtown Central Clinic for an HIV
test.

After giving birth, Jolene returned for family
planning services, but found that they were only
provided 2 days per week. All told, Jolene made nine
trips in 6 weeks to begin care and recelve Medicaid
eligibility.

This case study does not address multiple other
needs that a ‘*Jolene’ may have had: for housing,
child care, education, parent skills training, job
training, employment, and transportation (see box

Box 10-D—Roadblocks to the Provision
and Coordination of Care for Pregnant
and Parenting Women and Children:
Findings of the National Commission
To Prevent I nfant Mortality

According to the National Commission To Pre-
vent Infant Mortality, there are numerous road-
blocks to the provision of care for pregnant and
parenting women and their children.
Roadblocks to the provision of care:

« Lack of Medicaid coverage;

. Insufficient physicians, certified nurse-
midwives, or nurse practitioners in the clinic or
the community-especialy true of rural and
inner-city areas,

. Physicians who refuse to accept Medicaid, or
who have dropped their obstetrical practice
because of the high cost of malpractice insur-
ance;

. Lack of treatment programs for substance-
abusing pregnant women and mothers;

. Lack of transportation;

. Lack of child care;

. Inconvenient service hours;

. Language and cultural barriers;

« Fragmentation of programs and services such
as Medicaid, the Special Supplemental Food
Program for Women, Infants, and Children
(WIC), housing assistance, and other programs.

Roadblocks to the coordination of care:

« Thefact that Federal, State, and local govern-
ments typically respond to one health or social
crisis at atime;

« Increases in the numbers of programs and the
size of government, resulting in “vertical
fragmentation”;

. Fragmentation between administrating agen-
cies and service providers (so-called “hori-
zontal fragmentation”);

. Multiple funding, streams,

. Different definitions, terminology, and factors
for determiningg eligibility and benefits.

SOURCE: National CommissiON To Prevent | nfant Mortality,

One-Stop Shopping: The Road to _HealthX Mothers
and Children (Washington DC: April 1991)

10-A earlier in this chapter). Neither does it address
the needs of the father of “Jolene's’ baby.

A major point made by the National Commission
To Prevent Infant Mortality and other observers is
that programs should be designed around the needs
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and characteristics of the clients, rather than around
the habits and traditional orientations of the provid-
ers (150a).

OTA suggests that, in addition to the barriers
listed in box 10-D, a reason that comprehensive,
integrated services may not have been implemented
is that they appear to be expensive. It is encouraging
that organizations such as Public/Private Ventures
are beginning to include examination of program
costs in some of their demonstration projects (169b).
In order to advance the case for comprehensive,
integrated services for pregnant and parenting ado-
lescents, it maybe necessary to demonstrate (if such
is the case) that such programs are cost-effective in
comparison to most currently available alternatives.

Major Federal Programs and Policies
Pertaining to Adolescent Pregnancy
and Parenting

A number of Federal health, educational, and
human services programs offer services that may
either help prevent adolescent pregnancy or may
affect the outcome of adolescent pregnancy. These
include the Title X Family Planning Program and the
Title XX Adolescent Family Life (AFL) Program
under the Public Health Service Act (see table
10-10). Title X and Title XX are discussed further
below.

Also discussed briefly below are various other
health benefit, income support, education, training,
and food and nutrition programs that are relevant to
adolescents who are at risk of pregnancy or are
pregnant or parenting (160).” In many cases, there
are few data on the use of these other programs by
adolescents. 105 A recent review concluded that there
are essentially no Federal programs specifically
designed to ameliorate the long-term consequences
of adolescent pregnancy and childbearing (196).

The Title X Family Planning Services
and Research Program

Title X of the Public Health Service Act was
established by the Family Planning Services and

Population Research Act of 1970 (Public Law
91-572). At the Federal level, it is administered by
the Office of Population Affairs in DHHS. As shown
in table 10-10, Title X provides Federal grants to
public and nonprofit entities that operate family
planning clinics for predominantly low-income women
(including adolescents) in need of subsidized family
planning services; it also supports family planning
research, trainining and information and educational
activities. The Title X program is the major source
of Federal funding ($130 million appropriation in
fiscal year 1990) for public and private nonprofit
family planning clinics that offer contraceptive and
other services (e.g., screening for STDs, pregnancy
testing and counseling, and sometimes prenatal care)
to predominantly low-income clients.” Further-
more, it is the only Federal program designed
specifically to provide family planning services.

During the 1970s, the appropriation for the Title
X program increased steadily, peaking in 1981 at at
$161 million. Since 1982, the appropriation has not
exceeded $140 million. Furthermore, the Title X
family planning program has not been formally
reauthorized by Congress since the end of fiscal year
1985. Instead, it has been reauthorized through the
appropriations process via continuing resolutions
(196,197). In 1988, Congress appropriated $138.3
million for Title X, and in 1990, it appropriated $130
million. For fiscal year 1991, the administration
requested $139 million for the family planning
program (197). As in previous years, the budget
request assumed enactment of the administration’s
proposal to recast the Title X into an authority for
block grants for State family planning programs
(197).

Title X Family Planning Clinics-Title X grant-
ees (including public and private nonprofit entities
such as county health departments, Planned Parent-
hood affiliates, and hospital outpatient departments)
operate some 4,000 family planning clinics across
the country. In fiscal year 1989, clinics that received
Title X funds served more than 4.3 million clients
(predominantly low-income females), including 1.4

104For further discussion of these programs, see J.G. Dryfoos, Adolescents at Risk (47a).
105 See ch. 19, *“The Role of Federal Agencies in Adolescent Health, “ in Vol. Il for ageneral discussion of Federal programs related to adolescent

health.

106Federal funding for family planning Services also comes primarily from three other sources: the social services block grant (Title XX of the Social
Security Act), Medicaid (Title X1X of the Socia Security Act), and the maternal and child health block grant (Title V of the Social Security Act) (74¢).

These programs are discussed below.
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Table 10-1 O-Overview of Title X and Title XX of the Public Health Service Act®

Total adolescents

Program served in a year

Purpose Priorities Funding level

Title X of the Public To provide grants for entities that Clinics that receive Title X money are  $130 million appropriation in fiscal Of the estimated 4.3 million predomi-

Health Service Act
(Family Planning
Services and Re-
search Act of 1970)

Title XX of the Public
Health Service Act
(Adolescent Fam-
ily Life Program)

To

operate approximately 4,000 pub-
lic or private nonprofit family plan-
ning clinics across the country.
Also to fund training for per-
sonnel to improve the delivery of
family planning services; to pro-
mote service delivery improve-
ment through research on family
planning and population issues;
and to develop and distribute
information on family planning.

provide grants for: 1) demonstra-
tion projects that seek to prevent
adolescent pregnancy by encourag-
ing adolescents to abstain from
premarital sexual activity,"and 2)
demonstration projects that pro-
vide care services for pregnant
or parenting adolescents.’Also
to support research on the socie-
tal causes and consequences of
adolescent pregnancy, and child-
rearing to support evaluative
research to identify effective serv-
ices; and to disseminate results
of research projects.

supposed to offer a broad range
of family planning methods and
services. " Priority for clinic serv-
ices is given to low-income cli-
ents. In fiscal year 1987, national
priority areas for service grants
were family involvement of Title
X adolescent clients, infertility
services, natural family planning
services, male involvement, sex-
ually transmitted diseases, AIDS,
adolescent abstinence from sex-
ual intercourse, and regionally
identified areas of concern.

One-third of Title XX funds goes to

demonstration projects for adoles-
cent pregnancy prevention that
primarily encourage sexual ab-
stinence; two-thirds goes to dem-
onstration

projects that provide innovative
approaches to the delivery of
care services for pregnant and
parenting adolescents. Priority is
given to grant applicants who
serve areas with a high inci-
dence of adolescent pregnancy,
serve areas with a high pro-
portion of low-income families.

year 1990. Since about one-third
of the Title X clients are adoles-
cents, about one-third of this
($43 million) funding is used for
adolescents.

$9.5 million annual appropriations

for 1990 through 1992. All Title
XX funding is for adolescents
under age 19.

nantly female clients served an-
nually by Title X clinics, about
one-third (1.4 million) of whom
are adolescents ages 15 through
19.

Pregnancy prevention projects in 1 982:

54,000 females and 48,000 males.
Projects that provide care serv-
ices to pregnant or parenting

adolescents in 1986: 10,728 fe-
males and 3,387 male partners.

aTitle X and Title xX of the Public Health Service Act are both administered by the Office of population Affairs within the U.S. Department of Health and Human Services (DHHS).

bFamily planning services provided by Title X clinics include a broad range of contraceptive methods, screening for sexually transmitted diseases (STDs), infertility services, and natural family
planning. The use of Title X funds for abortion as a method of family planning has been prohibited by statute and regulations since the enactment of the Title X program. For its first 17 years, Title
X program was administered under regulations that required employees of clinics receiving Title X money to provide nondirective counseling (about abortion as well as childbirth) to women who
requested information about managing an unintended pregnancy. In 1988, however, DHHS issued regulations that prohibited employees of Title X clinics from providing counseling and referrals
for abortion services. That regulation was challenged, but a May 1991 ruling by the U.S. Supreme Court upheld it (Rustv. Sullivan, 111 S. Ct. 1759 (1991)).

CTitle XX projects are prohibited by the Title XX law from providing family planning services other than counseling and referral unless such services are not otherwise available in the community.
Title XX projects are statutorily prohibited f rom providing abortions, abortion counseling, and abortion referrals.
Under Title XX, care services for pregnant or parenting adelescents include pregnancy testing and maternity counseling, adoption counseling and referrals, primary and preventive health services
including prenatal @Nd postnatal care, nutrition information and counseling, referral for screening and treatment of STDs, referral to pediatric care, family life education, educational and
vocational services, referrals to maternity services, mental health services and referrals, child care to enable the parent to go to school or work, consumer education and homemaking, and
family planning services.

SOURCE: Office of Technology Assessment, 1991.

Burjualeq pue Aoueubaid—| Jeidey?

60p-1] ® S89IAIBS pUE UOIIUBASIH



11-410. Adolescent Health—Volume II: Background and the Effectiveness of Selected Prevention and Treatment Services

107

million adolescent females ages 15 to 19 (47a,196).
Title X clinics are rarely visited by young males
unless they are accompanying a female partner
(148).

Title X clinics offer a broad range of family
planning methods (including contraceptives that
have to be delivered by a clinic or a private
physician) and services. In 1983, for example, 99
percent of family planning agencies offered preg-
nancy testing, 92 percent offered pregnancy counsel-
ing, 95 percent offered testing for STDs, 70 percent
offered community education; 71 percent offered
treatment for STDs; 60 percent offered infertility
counsdling; 50 percent had programs for parents; 47
percent had special staff for helping teenagers; 46
percent offered prenatal care; 44 percent had teen
outreach; 39 percent had programs for adolescent
mothers; 31 percent offered genetic counseling; and
20 percent had programs for young men (148,193a).

The services that are most commonly provided to
adolescents at an initial visit to a family planning
clinic include information concerning various meth-
ods of contraception (e.g., their use, effectiveness,
and potential risks), counseling in the choice of an
appropriate method; a medical evaluation involving
a pelvic examination, breast examination, blood
pressure check, blood test, and a Pap smear (148,193b).
About two-thirds of first visits involve a pregnancy
test and urinalysis to test for possible contraindica-

tions to the use of some contraceptive method. In
addition, about two-thirds of all first visits include
testing for STDs (193b).*

Family planning clinics are generally more will-
ing than private physicians are to provide contracep-
tive services to unmarried adolescents under age 18
without parental consent or notification (148)."”
The provision of contraceptives to adolescents by
Title X clinics has been controversia,”but the
courts have thus far held that adolescents may obtain
Title X family planning services without parental
consent or notification ( 196).™ Thus, although Title
X grantees are statutorily required to encourage
family involvement for adolescent patients, Title X
clinics can provide contraceptive services to adoles-
cents without parental consent or notification,™

Because the Title X program is supposed to serve
low-income women in need of subsidized family
planning services, the services provided by Title X
clinics are generally offered at lower fees than are
charged by private physicians (148,161). Clinics
that receive Title X funds must provide family
planning services free of charge to individuals
whose incomes do not exceed 100 percent of the
Federal poverty guidelines. For individuals whose
income is between 100 percent to 250 percent of the
poverty level, fees are determined on a sliding
payment schedule. Adolescents seeking family plan-

107The number of adolescents usin, family planning clinics increased dramatically between 1969 and 1983, from 214,000 to 1.6 million (148). The
proportion of adolescent clinic patients also increased rapidly in the early years of the Title X program, but since 1979, the percentage has been stable
at about 33 percent (148).

198[nformation on the prevalence of HIV infection and STDs among U.S. adolescents is presented inch. 9, «AIDS and Sexually Transmitted Diseases:
Prevention and Services, ” in this volume.

109Physicians in States that do not have explicit consent laws for minors have been feud significantly less likely to serve | \nmarried teenagers on their
own authority (148, 161 ). In States without explicit consent laws for minors, adolescents may have better access to contraceptive services through family
planning clinics than through private physicians (148). As noted inch. 17, **Consent and Confidentiality in Adolescent Health Care Decisionmaking,”’
inVoal. Il1, alittle under half of the States and the District of Columbia have statutes that specifically authorize minors to give their own consent for what
are variously described as contraceptives, birth control services, or services for the prevention of pregnancy. In the other States, there are no laws
specifically authorizing minors to give consent or the laws are ambiguous.

1101n 1983, DHHS attempted unsuccessfully to implement regulations requiring tit family plannin g clinics receiving Title X funds notify parents when
contraceptives were prescribed for their unemancipated adolescent children. The regulations were challenged, however, and ultimately, two Federal
courts enjoined DHHS from implementing them. For further discussion, see ch. 17, “Consent and Confidentiality in Adolescent Health Care
Decisionmaking,” in vol. 1.

1] seech.17," ‘Consent and Confidentiality in Adolescent Health Care Decisionmaking, ** in Vol. Il for a review of Federal and State law pertaining
to parental consent and notification in situations involving family planning services and other health services related to sexual activities (e.g., STD
treatment, pregnancy-related health services).

1124 study published jn 1980 found that nearly two-thirds of adolescents seeking contraceptive services from organized family Pl yming providers
thought their parents knew they were doing so, but a significant minority said their parents were not aware they were using the services (148,193c).
Among the adolescents whose parents did not know, a large proportion said they would not come to a family plarming clinic if parentat notification were
required.
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ning services without parental consent are generally
assumed to be medically indigent (47a).

The use of Title X funds for abortion ‘as a method
of family planning’ has been prohibited by statute
(sec. 1008) and by regulations since the enactment
of the Title X program (55a,197). Prior to 1988,
DHHS had interpreted this directive as having no
bearing on speech and information between a
pregnant woman and her physician or counselor at a
clinic receiving Title XX funds. Thus, Title X clinics
were able to provide abortion counseling and
referrals for many years.

In 1988, however, DHHS issued new Title X
regulations prohibiting clinics that receive Title X
funds from providing abortion counseling or refer-
rals to pregnant women (53 FR 2921). Section 59.8
of the 1988 regulations specifies that ‘* once a client
served by a Title X project is diagnosed as pregnant,
she must be referred for appropriate prenatal and/or
social services by furnishing a list of available
providers that promote the welfare of the mother and
unborn child. If a pregnant client asks for informa-
tion about abortion or its availability, the Title X
clinic counselor is to reply that ‘‘the project does not
consider abortion an appropriate method of family
planning. ” Section 59.9 of the 1988 regulations
requiresaTitle X project to be ‘*organized so that it
is physically and financially separate’ from ‘‘pro-
hibited activities. ” Finally, Section 59.10 of the
regulations prohibits Title X clinics from engaging
in activities that ‘‘ encourage, promote, or advocate
abortion. ” The prohibition reaches all activities or
information that ‘‘assis’ a woman in obtaining
abortion or that make the abortion option more
‘‘accessible.

A number of State governments and private
organizations initiated court action to prevent imple-
mentation of these Title X regulations (9b,197), but
the regul ations were upheld on statutory and consti-
tutional grounds by the U.S. Supreme Court in a
May 1991 ruling [Rust v. Sullivan, 111 S. Ct. 1759
(1991)]. If in response some large-scale providers of
family planning services no longer accept Title X
funds, adolescents' access to contraception and
abortion could be seriously limited. As this volume
of this Report was being prepared for publication,
the U.S. Congress was considering various amend-

ments to Public Law 91-572. If passed and signed by
the President, some of these amendments would
codify that Congress did not mean to exclude
abortion counseling as part of its 1970 prohibition on
providing abortions in Title X clinics. Passage of
such an amendment would help ensure that adoles-
cents (as well as other individuals) could continue to
get access to abortions as needed and as legally
available to them."™

Research and Other Activities Supported by
Title X Funds--In addition to providing grants for
family planning clinics, Title X funds training for
personnel to improve the delivery of family planning
services; promotes service delivery improvement
through research; and develops and disseminates
information on family planning (197). Title X grants
for research related to family planning, training of
personnel for family planning clinics, and the
development and dissemination of information on
family planning are handled directly by the Office of
Population Affairs. Topics of research include
problems of human fertility and infertility, develop-
ment of effective methods for fertility regulation,
evaluation of contraceptive methods, and research in
the changes in population structure (202).

Some observers have suggested that these efforts
may not be adequate to meet current needs. In 1990,
the National Academy of Sciences Committee on
Contraceptive Development criticized the United
States for arecent lack of |eadership in the develop-
ment of contraceptive technologies (130). The
National Academy of Sciences' committee also said
that additional attention to the factors that would
“promote contraceptive use among individuals not
seeking to become pregnant is also important
(130).

The Title XX Adolescent Family Life Program

The Adolescent Family Life (AFL) program
under Title XX of the Public Health Service Act was
enacted as part of the Omnibus Budget Reconcilia-
tion Act of 1981 and is administered by the Office of
Population Affairs within DHHS. As shown in table
10-10, the Title XX AFL program awards Federal
grants for two types of demonstration projects: 1)
projects that seek to prevent adolescent pregnancy
(primarily by encouraging abstinence from sexual

13As noted above, and in ch. 17, “Consent and Confidentiality in Adolescent Health Care Decisionmaking, ” in Vol. 1, legal restrictions on
adolescents' independent access to abortion include certain State requirements for parental consent and notification. Federal constitutiona law
concerning the permissible scope of State regulation of abortion as interpreted by the U.S. Supreme Court appears to be in flux.
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activity), and 2) projects that provide health and
social services (including adoption) for pregnant or
parenting adolescents. In addition, the Title XX AFL
program supports research on the causes and conse-
guences of adolescent pregnancy and parenting
(196,202).

From the time of its inception, the Title XX AFL
program has been funded with appropriations that
have not exceeded $15 million per year (e.g., $14.9
million in fiscal year 1984, $14.7 million in 1985,
$14.5 million in 1986, $14.0 million in 1987, $9.5
million in 1988, and $9.5 million in 1989) (202). The
AFL program’'s formal authorization expired in
1985. Since then, the program has been reauthorized
through the appropriations process via continuing
resolutions. In fiscal year 1990, Congress appropri-
ated $9.5 million for the AFL program.

About one-third of Title= AFL funding goes to
demonstration projects for adolescent pregnancy
prevention. AFL adolescent pregnancy prevention
projects seek to find the means, within the context of
the family, to reach male and female adolescents
before they become sexually active in order to
promote abstinence from premarital sexual relations
(196). These projects emphasize the importance of
abstaining from sexual intercourse except in the
context of marriage, parent-child communication,
and the development of skills to resist peer pressure.

Most of the other two-thirds of Title XX AFL
funding goes to demonstration projects that provide
care for adolescents who are pregnant or parenting.
AFL adolescent care projects provide, directly or by
referral, health and social services that include
pregnancy testing and maternity counseling; adop-
tion counseling; primary and preventive health care;
nutritional information; screening for venereal dis-
eases; education and vocationa services, and mental
health services (196). Title XX projects are not
permitted to offer adolescents contraceptive services
unless they are not otherwise available in the
community and cannot provide abortions, abortion
counseling, or abortion referrals. Adolescents must
be under age 19 to participate in AFL demonstration
projects, and they are generaly required to have
parental consent (196).

As of 1989, the AFL program was administering
88 demonstration projects around the country (196).
In 1982, AFL pregnancy prevention projects served
102,000 adolescents under age 19 (48,000 males and
over 54,000 females). In 1986, AFL care projects

served approximately 15,000 pregnant and parent-
ing adolescents (10,728 females, 3,387 males); these
projects also served 6,274 family members and
5,689 infants of adolescent mothers.

These data say nothing about the impact of AFL
projects on either the prevention of adolescent
pregnancies or the amelioration of the negative
effects of adolescent pregnancies. All the AFL
projects are required to include an evaluation
component. However, few AFL projects to date have
included experimental or even adequate quasi-
experimental designs which would enable firm
conclusions to be drawn about the impact of these
programs (220a).

In a 1991 review of evaluations of AFL-funded
pregnancy prevention curriculum programs, White
and White concluded that there is a need for
comprehensive examination of such programs to be
made available in academic publications (220a). The
evaluations they were able to locate came from a
variety of sources, including testimonials by project
directors. White and White noted that many of the
evaluations lacked important details about methodo-
logical procedures, many may not have been objec-
tive (2204). White and White noted that *the lack of
available information inhibits researchers in their
attempts to design further program evaluations,
causes speculation about the efficacy of the pro-
grams, and prohibits informed policy recommenda-
tions’ (220a). They suggested that Federal funding
for evaluation research on the programs be increased
(220a). Increasing the funding for evaluation re-
search would be no small feat within the existing
Title XX budget of less than $10 million. But if
rigorous evaluations are not increased and improved
methodologically, important questions about the
effectiveness of federaly funded pregnancy preven-
tion programs will not be able to be answered.

Other Federal Programs Pertaining to
Adolescent Pregnancy and Parenting

Although it has been noted that there are no
Federal programs specifically designed to amelio-
rate the long-term consequences of adolescent preg-
nancy and childbearing (196), there are severa
policies and programs that may be helpful to
pregnant and parenting adolescents. The fact that
these and other Federal programs were not well
coordinated provided some of the impetus for the
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recently announced reorganization of severa DHHS
programs for children and families (202b). As
discussed below, it is not yet clear how effective this
Federal reorganization will be in terms of service
delivery at thelocal level or in terms of the needs of
adolescents specifically. Further, the reorganization
affects only selected programs in DHHS and does
not specifically include housing, education, or labor
programs; nor does it include Medicaid.

Various Federal programs apart from Title X and
Title XX of the Public Health Service Act offer
services that are relevant to the problems confronted
by adolescents who are at risk of pregnancy or who
are already pregnant or parenting (196).'14

. Medicaid—Medicaid (Title XIX of the Social
Security Act) is a federally aided, State-
administered program that was established in
1965 to provide medical assistance for very
low-income people meeting specific income
and family structure requirements. ** Some—
though not all-poor adolescents are covered
by Medicaid. At the Federal level, Medicaid is
administered by the Health Care Financing
Administration in DHHS.

In order to receive Federal Medicaid funds,
States are required to offer a specific minimum
benefit package that includes, among other
things, hospital inpatient and outpatient serv-
ices, physician services, nurse midwife serv-
ices, and family planning services. Thus, Medic-
aid is a source of Federal financing of family
planning services and supplies for low-income
adolescents, who meet the program’s dligibility

requirements. ~ Many adolescents living in
poverty are not eligible for Medicaid, so not all
poor adolescents can get family planning serv-
ices through Medicaid. As noted elsewhere in
this Report, in fiscal year 1988, Medicaid spent
an estimated $16 million on family planning
services for the 4.583 million adolescents ages
10 through 18 who were enrolled in the
program ($3 million or $1 per capita for the
2.657 million adolescents ages 10 to 14 and $10
million or $7 per capita for the 1.928 million
adolescents ages 15 to 18."17 Medicaid reim-
bursement for contraceptive services provided
to adolescents is accepted by the vast majority
of family planning clinics (90 percent in 1983),
but a significant percentage (53 percent in
1983) of the private physicians who could give
adolescent patients contraceptives will not
accept Medicaid reimbursement (148).'18

In addition to being a source of funding for
contraceptive services, Medicaid is a source of
Federal financing for pregnancy-related care
for low-income women and pediatric care for
children. The Omnibus Budget Reconciliation
Act of 1989 (Public Law 101-239) required
States to extend Medicaid eligibility to all
pregnant women and children up to age 6 with
family incomes up to 133 percent of the Federa
poverty level."” An important policy issue
which the recent extension of Medicaid €ligi-
bility did not address, however, is the effect of
declining Medicaid participation rates among
specidlists in obstetrics/gynecology and pediat-
rics on Medicaid enrollees access to care.”

1141t also should be noted that Title IX of the Education Amendments (1972) prohibits dis elimination in education because of pregnancy, childbearing,
or marital status (148). Consequently, all school systems receiving Federal funds must allow pregnant adolescents to remain in school throughout
pregnancy and to return after the birth of their child (148).

115 gjigibility for Medicaid has generally been linked to participation in the AFDC cash welfare program. AFDC eligibility hinges not only on whether
family income and resources fall within the State’s AFDC limits but also, with few exceptions, on whether the family has a“deprivation factor” (i.e.,
at least one parent is dead, disabled, continually absent from the home, or as of October 1990, in two-parent families where the principal bread winner
is unemployed). For a discussion of Medicaid eligibility requirements, coverage, payment policies, etc., asthey pertain to adolescents, see ch. 16,
“Financial Accessto Health Services,’ inVol. l11.

16In fiscal year 1985, Federal funds constituted 84 percent of public expenditures on contraceptive services and supplies. Folly plannin g services
grants under Title X of the Public Health Service Act accounted for 34 percent; Medicaid reimbursements accounted for 34 percent; social services block
grant funds accounted for 10 percent; and maternal and child health block grant funds accounted for 6 percent (74c).

117Seetable16-8 inch. 16, “Financial Access to Health Services, **in Vol. Il For a breakdown of Medicaid expenditures on adolescents ages 10 through
18 by type of service.

ngyy fiscal year 1983, $108 million of Medicaid funds were used to reimburse organizations and private physicians for contraceptive services fOr all
ages (148).

119pgor adolescents’ a¢cess to Medicaid was changed by the Omnibus Budget Reconciliation Act of 1990 (Public Law 101-508), which required that
beginning July 1, 1991, children born after Sept. 30, 1983, with family incomes up to 100 percent of the Federal poverty level, arc to be phased in to
the Medicaid program. This change will not, therefore, affect the current generation of adolescents. )

120Medicaid participation rates and the effect of Medicaid payment policies on access to care and the availability of qualified providers are discussed

further inch. 16, ‘‘ Financial Accessto Health Services,” inVal. Ill.
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The use of Federal Medicaid funds to subsi-
dize poor women’ s abortions has been statuto-
rily prohibited since the implementation of the
Hyde Amendment in 1977 (74c). Hyde Amend-
ments have been attached to the annual appro-
priations bills for DHHS and the U.S. Depart-
ment of Labor every year since 1977. Federal
Medicaid funds can be used for abortions only
in the tiny number of cases in which awoman's
life is threatened if a pregnancy is carried to
term.”

Maternal and Child Health Block Grant Pro-
gram, under Title V of the Social Security
Act—As discussed elsewhere in this Report,
the Title V Maternal and Child Health Services
Block Grant Program, is administered at the
Federal level by the Bureau of Maternal and
Child Hedth of the Health Resources and
Services Administration within the Public
Health Service of DHHS.”Federal maternal
and child health block grants are awarded to the
States, which in turn provide grants directly to
public and private providers of maternal and
child health care services. The goal is to
“assure access to quality maternal and child
health services, especially for those with low
incomes and living in areas with limited
availability of health services. ' TitleV isalso
used to provide funds for specia projects of
regional and national significance (SPRANS)
that contribute to maternal, infant, and child
health. In fiscal year 1988, the appropriation for
the Title V program was $52.6 million. Eighty-
five percent ($444.3 million) was allocated to
State health agencies to help them promote,
improve, and deliver maternal and child health
services, and 15 percent ($82.3 million) was set
aside for SPRANS. Title V funds may, but do
not have to be, used for family planning services.

States have wide latitude in establishing the
types of maternal and child health services—
e.g., family planning services, prenatal, deliv-
ery, and postpartum care for low-income moth-
ers, well-child care-that are provided and the

distribution of funds to support those services
(74c). Expenditures for specific services under
the maternal and child health block grant
program are nearly impossible to identify,
largely because the Federal Government does
not require the collection or reporting of
pertinent data (199). The problem is exacer-
bated by the fact that there are no requirements
regarding minimum services or €eligibility (199).
As a consequence, very little is known about
who receives what types of services under the
maternal and child health block grant. It is
virtually impossible to determine the amount of
Title V funding for services to adolescents or
their children or the adequacy of services they
receive.

Community and migrant health centers—The
community health center program is one of the
largest categorical grant programs, providing
maternal and child health care, as well as other
services, to residents of medically undersexed
areas (199). In fiscal year 1985, community
health centers received $383 million in Federal
funding (199). Nearly half of community health
center users are without health insurance (199).
As discussed elsewhere in this Report, funds
are provided to community and migrant health
centers by the Health Resources and Services
Administration’s Bureau of Health Care Deliv-
ery and Assistance. In 1989, 814,000 adoles-
cents received care in community and migrant
health centers, including 117,000 females ages
10 to 14 who received family planning serv-
ices.”In 1988, community and migrant%ealth
centers rated teen pregnancy, infant mortality,
and comprehensive perinatal care programs as
their top priorities (135 b). In fiscal year 1988,
the Bureau of Health Care Delivery and Assist-
ance awarded $20 million in grants to fund
comprehensive perinatal care programs to pro-
vide primary health care services to low-
income pregnant women and infants at 206
community and migrant health centers. These
comprehensive perinatal care programs pro-

121 A number Of States use their own monies to provide publicly funded abortions for poor women (74c).

122More information on the Title y maternal and child health block grant program is provided in ch.18, “‘Issues in the Delivery of Services to Selected
Groups of Adolescents, ' and inch. 19, “The Role of Federal Agencies in Adolescent Health,”’ in Vol. I1l. Under the proposed reorganization of certain
programsin DHHS, administration of the maternal and child health block grant would be moved to the new Administration on Children and Families
(202b,222a).

123Comparable data on adolescents ages 15 and over who received family Plarming services are not available. As noted in ch. 19, “The Role of Federal
Agencies in Adolescent Health+' in Vol 111, the collection of data on the use of community and migrant health centers by adolescents ages 15 and above
was discontinued about 8 years age.
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vialed case-managed, coordinated perinatal serv-
ices to 6 percent of all U.S. pregnant adoles-
cents under the age of 20 and 29 percent of
pregnant adolescents 15 years of age and under
(207d).

« Social Services Block Grant Program, under
Title XX of the Social Security Act—As dis-
cussed elsewhere in this Report, the Title XX
Social Services Block Grant Program, whichis
administered by the Office of Human Develop-
ment Servicesin DHHS, provides block grants
to States for social services, “States are given
wide discretion in determining what services
will be provided, who will be €ligible for
services, and how the funds will be distributed
in the State. Some States use socia services
block grants for family planning services and
for foster care and adoption services and
health-related services, but thereis little infor-
mation on how many adolescents or children
born to adolescents are affected.

. Aid to Families With Dependent Children
(AFDC) program—As discussed elsewhere in
this Report, the AFDC program is a cash
assistance program for needy families with
children that is administered by the States
within broad Federal guidelines. 125 At the
Federal level, it is administered by the Family
Support Administration of DHHS. Families
started by women under age 20 account for the
majority of families on welfare, but adolescent
parents constitute a small portion of the AFDC
population at any given point. In fiscal year
1987, 121,000 adolescents (85 percent of whom
were females) received AFDC benefits as
heads of household (201 b). Congress enacted
major welfare reform in the Family Support Act
of 1988 (Public Law 100-485). To give families
receiving AFDC an opportunity to become
sdlf-sufficient, the Family Support Act required
all States to implement a comprehensive educa-
tion, job training, and work experience program

known as the Job Opportunity and Basic Skills
(JOBS) program by October 1, 1990 (150b).
With few exceptions, al AFDC mothers ages
16 through 19 years of age must participatein
the JOBS program or face the prospect of a cut
in their AFDC benefit.” States must provide
adolescent JOB participants with child care,
transportation, and any other support services
(e.g., parent education, counseling, peer sup-
port groups) that they deem necessary for an
adolescent parent to participate in the JOBS
program. If States lack the resources to provide
the necessary support services or if there is no
JOBS program in the area, AFDC mothers ages
16 to 19 cannot be required to participate in
JOBS.™

If well implemented, the JOBS program
could have a substantial positive impact on
adolescent parents. According to the National
Health Policy Forum, the Family Support Act
effect on adolescent parents and their children
to date is not yet known, in part because DHHS
reporting rules initially did not require the
collection of very detailed program information
(150b).”In April 1991, the Center for Law
and Social Policy conducted a survey of the
States to fill the information gap and learn
about adolescent parent participation in JOBS.
That survey found that there were about 25,000
adolescent parents participating in JOBS in the
24 States that reported adolescent parent data
(150b). About two-thirds of these 25,000 ado-
lescents were in five States (Ohio, Florida,
[llinois, Connecticut, and Oklahoma). The 24
States varied widely in the extent to which they
were serving all of their AFDC adolescent
parents (e.g., Oregon was estimated to be
serving 69 percent of its adolescent mothers,
Ohio serving 60 percent, and 10 other States
were serving between 30 and 54 percent, while
Massachusetts was serving about 13 percent
and California was serving about 2 percent)

124More information on the Title XX Social Services Block Grant Programis provided inch.18,‘“Issues in the Delivery of Services to Selected Groups
of Adolescents, and in ch. 19, “The Role of Federal Agenciesin Adolescent Health,” in Vol. I1I.

125For further discussion of the AFDC program see ch.18, “|ssues in the Delivery of Services to Selected Groups of Adolescents, and ch. 19, “The
Role of Federal Agencies in Adolescent Health, ” in Val. IlI.

126 Adolescents ages 16 and over are €XeIpl if they are either jj| Or incapacitated, are needed at home because their child isill or incapacitated, are in
school full time, or are in their second or third trimester of pregnancy (150 b).

127According b th.National Heajeh Policy Fe-, this is a sizable loophole jn the Family Support Act's requirements for adolescent participation in
the JOBS program (150b).

128 New pHHS reporting rules Will become effective in October 1991 and will require detailed program information but will not require information
on the types of supportive services that States are providing ( 150b).
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(150b). The Center for Law and Social Policy’s
survey also found that educational placements
of JOBS adolescent mothers were generally far
more common than job training or work
placements, although some States (e.g., lowa,
Missouri, Ohio, and Oklahoma) had substantial
numbers in job training. Only eight States
could report how many JOBS parents were
receiving child care subsidized under JOBS,
and these data showed substantial variation
among the States (150b).

Child Support Enforcement Program—As dis-
cussed elsewhere in this Report, the Child
Support Enforcement Program was established
in 1975 under Title IV-D of the Social Security
Act. This program is aimed at helping States
locate absent fathers, establish their paternity,
and enforce their child support obligations. At
the Federal level, the Family Support Adminis-
tration provides assistance to States to help
them operate programs that offer services to
individuals and families to help them collect
child support from absent parents.” The
number of single adolescent mothers rearing
children affected by this program and the nature
of the program’s effects on adolescent parents
or their children are unknown.

Food and nutritional assistance programs such
as the Special Supplemental Food Program for
Women, Infants, and Children (MC) and the
Food Stamp Program—As discussed else-
where in this Report, the U.S. Department of
Agriculture’'s Food and Nutrition Service ad-
ministers several programs that provide food
assistance to low-income individuals and fami-
lies, including the Food Stamp program, WIC,
and various child nutrition programs.” Under
the WIC program, participants receive vouch-
ers for food such as milk, cheese, fruit juices,
eggs, dry beans, iron-fortified cereal, and infant
formula (88). Pregnant, breastfeeding, or post-
partum adolescents make up an estimated 2.8
percent of WIC participants (200a). An evalua-
tion of the prenatal part of WIC in Massachu-

setts found that the program improved preg-
nancy outcomes among all participants, but
especially among teens and unmarried women
(88,117a). To OTA’s knowledge, there is no
comparable information on the percentage of
Food Stamp program participants who are
breastfeeding, or postpartum adolescents or
their children. There is also no information on
the extent to which existing food and nutri-
tional assistance programs meet the needs of
adolescents who are pregnant or parenting and
their children.

Employment programs for economically disad-
vantaged youth—As discussed elsewhere in
this Report, the U.S. Department of Labor,
through its Employment and Training Admin-
istration, supports training and employment
programs for economically disadvantaged youth
under the 1982 Job Training Partnership Act.
Titles I11-A and I1-B authorize block grants to
the States. In 1989, $715.1 million in Title I1-A
funds was earmarked to support training serv-
ices for economically disadvantaged adoles-
cents, and $709.4 million in Title 11-B funds
was designated for support of the Summer
Y outh Employment and Training Program for
adolescents. *31 Title IV authorizes federally
administered programs such as the Job Corps,
ajoint venture between the U.S. Department of
Labor, private corporations, and nonprofit or-
ganizations that provides employment and
training in primarily residential centers for
disadvantaged adolescents and young adults
ages 16 to 21.132 In program year 1989, there
were 100,000 participants in the Job Corps.
Other programs-A variety of Federa pro-
grams discussed elsewhere in this Report may
assist pregnant or parenting adolescents by, for
example, providing child care assistance (e.g.,
the Head Start Program, Child Care Food
program, comprehensive child development
centers); housing assistance (e.g., low-income
public housing, leased housing assistance);
funding for projects for substance-abusing

129The Child Support Enforcement Program is discussed in ch. 18, ‘“Issues in the Delivery of Services to Selected Groups of Adolescents, " and ch.
19, “The Role of Federal Agenciesin Adolescent Health, ” in Vol. IIl.

130These programs are discussed in ch.19, “The Role of Federal Agenciesin Adolescent Health,”* in Vol. I1I.

13 1The Federal Summer youth Employment and Training Program provides more than 650,000 low-income teenagers throughout the country with
7 to 8 weeks of employment during the summer. Funding from this program was used to support the Summer Training and Education (STEP) Program
discussed earlier in this chapter.

132For additional information about these and oth, programs administered by the U.S. Department of Labor, seech.19, * ‘The Role of Federal Agencies

in Adolescent Hea @' in Vol. HI.
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pregnant and postpartum women (e.g., alcohol,
drug abuse, and mental health block grants to
States); finding for community and migrant
health centers that provide primary health care
and other services to medically underserved
populations; and other services,

As noted elsewhere in this Report, there are few
data on the utilization of many of these Federa
programs by adolescents, on expenditures for ado-
lescents, or on the adequacy of available servicesin
terms of meeting adolescents' needs. Furthermore, a
U.S. General Accounting Office report issued in July
1986 said little is known about the effectiveness of
services provided for adolescents under these pro-
grams (195b,196). Numerous other health, educa-
tion, labor, employment and social service agencies
may have contact with adolescents at risk of
pregnancy, or already parenting, or have the poten-
tial to serve them. Although the array of programs
may present a vast set of potential means of
assistance for sexually active, pregnant, or parenting
adolescents, there are substantial barriers to the
effective use of such programs and services by
adolescents (see, e.g., 150a).”*In addition, some
services needed by adolescents may not be available
either generally or in a specific adolescent commu-
nity (169).

The lack of coordination among programs rele-
vant or potentially relevant to adolescents at the
Federal level is discussed in Volume Ill of this
report, Strategies to improve coordination at the
Federal and local levels have been described by the
National Commission To Prevent Infant Mortality
( 150a). Furthermore, in April 1991, DHHS an-
nounced a reorganization of some programs in a new
Administration for Children and Families (202b).
The reorganization would combine all programs of
the Family Support Administration and the Office of
Human Development Services, and the Title V
maternal and child health block grant program
administered by the Health Resources and Services
Administration (202 b). One purpose of the new
administration would be to bring together Federal
initiatives affecting pregnant and parenting adoles-
cents. Because specific features of the reorganiza-
tion were still being debated as this volume was
being prepared, OTA could not evaluate the poten-
tial effectiveness of this reorganization in delivering
coordinated, comprehensive services to pregnant

and parenting adolescents. Congress may want to
investigate the effects of the reorganization specifi-
cally on programs for pregnant and parenting
adolescents in the future.

Conclusions and Policy Implications

The United States has higher adolescent preg-
nancy rates, birth rates, and abortion rates than a
number of other industrialized countries. Of the
roughly one million U.S. adolescents who become
pregnant each year, about half a million give birth.
In 1988, there were 488,941 births to U.S. females
under age 20 (478,353 to females ages 15 to 19 and
10,588 to females under age 15). The overall birth
rate among U.S. adolescents has leveled off since the
mid- 1970s, but birth rates among black adolescents
have been increasing rather steadily since 1984.
Furthermore, the birth rate among unmarried U.S.
adolescents has been skyrocketing. Whereas one-
fifth of births to U.S. females under age 20 in 1970
were hirths to single mothers, about two-thirds of
births to U.S. females under age 20 in 1988 were
births to single mothers (312,499 births to single
females ages 15 to 19 and 9,907 births to single
females under age 15).

These trends related to adolescent pregnancy and
childbearing are disturbing in light of meager
Federa involvement in workable pregnancy preven-
tion efforts and efforts to assist pregnant and
parenting adolescents. For a decade, U.S. executive
branch policy has emphasized the teaching of
abstinence over any other approach to the prevention
of pregnancy. While seeking to delay sexual in-
volvement may be appropriate and effective for
some adolescents who are not yet sexually active,
there is no evidence that the promotion of abstinence
alone is an appropriate or effective approach to
pregnancy prevention for the large group of adoles-
cents who are already sexually active. On average,
65 percent of U.S. males ages 15 to 19 and 53 percent
of U.S. females ages 15 to 19 report that they have
had sexua intercourse.

Policy and program changes are needed to prevent
adolescent pregnancy and to improve the lives of
adolescent parents and their children. In making
these changes, efforts should be made to involve
adolescent males as well as females. OTA’s review
of the literature on adolescent pregnancy prevention

133Als0 see Vol. 11T of this Report, Adolescent Health: Crosscutting Issues in the Delivery of Health and Related Services.
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suggests conclusions similar to those of the National
Academy of Sciences' Panel on Adolescent Preg-
nancy and Childbearing and other analyses (47a,107a).
There is no “magic bullet” for the prevention of
adolescent pregnancy. Rather, young adolescents
who are not already sexually active should be
encouraged to delay sexual activity, and sexually
active adolescents should be provided with both the
capacity (e.g., contraceptives, information) and mo-
tivation (e.g., life skills training, the hope of
obtaining jobs) to avoid too-early pregnancy and
childbearing. Promising models for the provision of
contraceptives (e.g., SLHCs) and enhancing motiva-
tion exist; both additional support and more rigorous
evaluation of these models are needed. Also needed
is support for research on contraceptive technology
development, as well as investigation into the
reasons for the high contraceptive failure rates
among adolescents.

Although preventing too-early childbearing among
U.S. adolescents is clearly preferable, careful evalu-
ations of efforts such as Project Redirection suggest
that investing in improving the lives of adolescent
mothers and their children has clear benefits. Such
programs ought to be extended to additional num-
bers of adolescent parents.

Abortion is a legal alternative to parenthood for
pregnant adolescents, but not an option that a
pregnant adolescent makes lightly. For adolescents
who may choose abortion, there are geographic and
financial limitations on access to abortions, as well
as legal ones. Many hirths to adolescents are
unwanted.”™ If the Federal Government is not going
to act more decisively to prevent pregnancies among
U.S. adolescents or to make life for adolescent
parents and their children less onerous, it could act
to make abortion more available.

Finaly, males-both adolescent and older males—
seem to have been largely forgotten in discussions of
adolescent pregnancy and parenting. New efforts to
increase child support enforcement among unwed
and otherwise absent fathers may eventualy be
effective in inculcating a sense of responsibility and
obligation in sexually active males, but greater
access to contraception and increased motivation to
avoid unprotected sexual intercourse are probably
also necessary.

i
¥

Photo reedit: March of Dimes Birth Defects Foundation

Specific options for congressional consideration
pertaining to adolescent pregnancy and parenting are
listed in Volume I.
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