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ii Purpose, Presenters, and Publications

Purpose, Presenters, and Publications
amily Impact Seminars have been well received in Washington, D.C., by
federal policymakers, and Wisconsin is one of the first states to sponsor
the seminars for state policymakers. Family Impact Seminars provide

state-of-the-art research on current family issues for state legislators and their
aides, Governor’s Office staff, state agency representatives, educators, and ser-
vice providers. Based on a growing realization that one of the best ways to help
individuals is by strengthening their families, Family Impact Seminars analyze the
consequences an issue, policy, or program may have for families.

The seminars provide objective nonpartisan information on current issues and do
not lobby for particular policies. Seminar participants discuss policy options and
identify common ground where it exists.

Teenage Pregnancy Prevention: Programs That Work is the 7th seminar in a se-
ries designed to bring a family focus to policymaking. This seminar featured the
following speakers:

Marion Howard, Ph.D.
Clinical Director, Teen Services Program
Grady Memorial Hospital
P.O. Box 26158
80 Butler Street, SE
Atlanta, GA 30335-3801
(404) 616-3513
(404) 223-3071 (fax)

David Pate, Senior Consultant
Center on Fathers, Families and Public Policy
Family Resource Coalition
200 South Michigan Avenue, 16th Floor
Chicago, IL 60601
Madison contact number: (608) 829-3691

Murray Vincent, Ph.D.
School of Public Health
Department of Health Promotion and Education
University of South Carolina
Columbia, SC 29208
(803) 777-5152
(803) 777-6290 (fax)

Robert L. Young, Ph.D.
Family Demographics Specialist
University of Wisconsin Extension
610 Langdon Hall, Room 428
Madison, WI 53703
(608) 262-7886
e-mail: rlyoung@facstaff.wisc.edu
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For further information on the seminar series, contact coordinator, Karen Bogen-
schneider, Associate Professor, UW-Madison/Extension, or Research Assistant
Jonathan Olson at 120 Human Ecology, 1300 Linden Drive, Madison, WI 53706;
telephone (608) 262-4070 or 262-8121; email kpbogens@facstaff.wisc.edu or
jrolson6@students.wisc.edu.

Each seminar is accompanied by an in-depth briefing report that summarizes the
latest research on a topic and identifies policy options from across the political
spectrum. Copies are available at Extension Publications, 630 W. Mifflin St.,
Room 170, Madison, WI 53703, (608) 262-3346 (voice & TDD), (608) 265-8052
(fax).

Building Policies That Put Families First: A Wisconsin
Perspective Mar. 1993

Single Parenthood and Children’s Well-Being Oct. 1993
Can Government Promote Competent Parenting? Jan. 1994
Promising Approaches for Addressing Juvenile Crime May 1994
Welfare Reform: Can Government Promote Parental Self-

Sufficiency While Ensuring the Well-Being of Children? Jan. 1995
Child Support: The Effects of the Current System on Families Nov. 1995
Teenage Pregnancy Prevention: Programs That Work Mar. 1996
Programs and Policies to Prevent Youth Crime, Smoking,

and Substance Use: What Works? Feb. 1997
Moving Families Out of Poverty: Employment, Tax, and

Investment Strategies Apr. 1997
Building Resiliency and Reducing Risk: What Youth Need

from Families and Communities to Succeed Jan. 1998
Enhancing Educational Performance: Three Policy

Alternatives Mar. 1998
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I
Executive Summary

n 1994, 6,869 births occurred to Wisconsin women aged 15 to 19. Yet
births represent only about three fifths of total estimated pregnancies
(11,106) to women in this age group. Teen pregnancy is one of today’s

more prominent social issues, but it is not a well-documented one. Neither our
state nor federal government gathers and publishes data on this issue in a consis-
tent fashion. In this report, UW-Extension demographer Robert Young shares na-
tional data developed by a private institute. Using a well-recognized method for
estimating pregnancies and state data on births and abortions, pregnancy trends
were calculated for Wisconsin.

The national data show that the long-term trend has been significant increases in
teen pregnancies, but with a recent downturn. Wisconsin rates are much lower
than the national trend, but tend to follow the directions of the national trend.
More current data are available at the state than the national level. Wisconsin
rates showed a recent decrease similar to that of the nation, a downward trend
that has continued from 1991 to 1994 (the latest year data are available). Despite
the decline, the 1994 Wisconsin pregnancy rate of 62.7 pregnancies per 1,000
women aged 15 to 19 is disturbingly high.

Why do we have high rates of sexual activity among teens? Since delaying the
onset of teen sexual activity is one of the surest ways to prevent unintended teen
pregnancy, UW Professor and Extension Specialist Karen Bogenschneider identi-
fies the risk factors for teens beginning to have sex too early. The risk-focused
approach used to prevent heart disease has proven one of the most effective pre-
vention models. Similarly, those teens at greatest risk of early sexual activity face
many risks such as negative peer pressure and problems at home. More risk fac-
tors mean greater danger.

Those teens most likely to begin sex activity have the least support for delay, spe-
cifically, little support from family, church, and community, and heavy reliance on
peers. Those teens at greatest risk experience the fewest restraints on sexual be-
havior due to poor parental monitoring, early and frequent dating, and unstable
families and neighborhoods. These teens also have the fewest reasons to post-
pone sexual involvement (that is, limited success and involvement in school; few
employment opportunities; limited aspirations; and permissive parent, peer, and
societal values regarding teen sex). Finally, other behaviors and experiences
place teens at risk, such as a history of physical and sexual abuse, poverty, alco-
hol or substance use, and involvement in other deviant behaviors.

Those prevention efforts most likely to be successful target multiple risk factors
in several parts of the teen’s world. Preventing early sexual experimentation re-
quires comprehensive, multidimensional approaches rather than investing all ef-
forts in a single solution. Examples are given of five rigorously evaluated preven-
tion programs that delayed teen sexual involvement, increased contraceptive use,
or prevented teen pregnancy.

In the next paper, Professor Marion Howard, Director of the Adolescent Repro-
ductive Health Center in Atlanta, Georgia, describes a group of educational pro-
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grams aimed at helping young people manage their sexual behavior, by both re-
fraining from sexual activity and protecting themselves if they do have sexual in-
tercourse. These programs are skill based, helping young people actually develop
abilities to deal with social and peer pressures toward sexual involvement and un-
protected intercourse. These programs try to change perceptions of peer
norms—making it more acceptable to refrain from sexual activity or to use con-
traception. Such programs are value based—encouraging teens to avoid preg-
nancy at young ages. Some of the programs also are linked to health care set-
tings that offer birth control services.

Howard’s flagship program, Postponing Sexual Involvement, was able to signifi-
cantly delay sexual involvement in 8th and 9th grades among low-income male
and female youth who participated in the program compared to youth who did
not. Teen leaders provided information designed to help teens manage physical
feelings within relationships. They also taught adolescents skills to resist social
and peer pressure to become sexually involved. These teens served as role mod-
els of youth who were successful in the teen world without being sexually in-
volved.

In the 8th grade, low-income youth who did not have the program were four to
five times more likely to become sexually involved. At the end of the 9th grade,
there was still a one-third reduction in sexual involvement among low-income
boys and girls who had the program compared to those low-income youth who
had not participated. Moreover, at the end of the 9th grade, low-income youth
who had the combined program were more likely to use birth control and twice
as likely to say they used it because of what they learned in school. Pregnancies
also were reduced.

The final paper describes another model teen pregnancy prevention program that
demonstrated an actual reduction in teen pregnancies in a poor rural county. This
program, the School/Community Sexual Risk Reduction Program for Teens, is
described by the program developer, Professor Murray Vincent of the University
of South Carolina. This community-wide approach included a sex education cur-
riculum; graduate level training for school personnel; training of peer leaders; a
mini-course for clergy, church leaders, and parents; media campaign; employ-
ment and job placement; crisis intervention; and referrals to physicians or public
health professionals. Numerous activities and programs promoted teen capacity
building, family strengths, and community development.

In the 2nd year, the estimated pregnancy rate for girls between 14 and 17 years
old dropped from 66.9 per 1,000 to 24.0. In the 3rd year, the estimated pregnancy
rate was 25.0 per 1,000; in the 4th year it fell to 22.5. An external evaluation of
the program credited this 50% reduction in teen pregnancies to the program’s fo-
cus on targeting multiple risk factors.

Several policy options for delaying early teen sexual involvement and preventing
pregnancies are discussed. State and national resources are identified.
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A Checklist for Assessing
the Impact of Policies on Families

The first step in developing family-friendly policies is to ask the right questions:

˜ What can government and community institutions do to enhance the family’s
capacity to help itself and others?

˜ What effect does (or will) this program (or proposed policy) have for families?
Will it help or hurt, strengthen or weaken family life?

These questions sound simple, but they can be difficult to answer.

The Family Criteria (Ad Hoc) Task Force1 developed a checklist to assess the
intended and unintended consequences of policies and programs on family stabil-
ity, family relationships, and family responsibilities. The checklist includes six ba-
sic principles about families that serve as the measure of how sensitive to and
supportive of families policies and programs are. Each principle is accompanied
by a series of family impact questions.

The criteria and questions are not rank ordered (Ooms & Preister, 1988). Some-
times these criteria conflict with each other, requiring trade-offs. Cost effective-
ness also must be considered. Some questions are value-neutral. Others incorpo-
rate specific values. People may not always agree on these values, so sometimes
the questions will require rephrasing. However, this tool reflects a broad, nonpar-
tisan consensus, and it can be useful to people across the political spectrum.

Checklist: A Tool for Analysis
Check all that apply. Record the impact on family well-being.

1. Family support and responsibilities. Policies and programs should aim to support
and supplement family functioning and provide substitute services only as a
last resort.

‘ How does the proposal (or existing program) support and supplement
parents’ and other family members’ ability to carry out their
responsibilities?

‘ Does it provide incentives for other persons to take over family
functioning when doing so may not be necessary?

‘ What effects does it have on adult children’s ties to their elderly parents?

1Adapted from T. Ooms & S. Preister (Eds.) (1988). In A strategy for strengthening families: Us-
ing family criteria in policymaking and program evaluation. Washington, DC: Family Impact
Seminar.
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‘ To what extent does the policy or program enforce absent parents’
obligations to provide financial support for their children?

‘ Does the policy or program build on informal social support networks
(such as community/neighborhood organizations, churches) that are so
essential to families’ daily lives?

2. Family membership and stability. Whenever possible, policies and programs
should encourage and reinforce marital, parental, and family commitment and
stability, especially when children are involved. Intervention in family
membership and living arrangements is usually justified only to protect family
members from serious harm or at the request of the family itself.

‘ What incentives or disincentives does the policy or program provide to
marry, separate, or divorce?

‘ What incentives or disincentives are provided to give birth to, foster, or
adopt children?

‘ What effects does it have on marital commitment or parental obligations?

‘ How does the policy or program enhance or diminish parental
competence?

‘ What criteria are used to justify removal of a child or adult from the
family?

‘ What resources are allocated to help keep the family together when this is
the appropriate goal?

‘ How does the policy or program recognize that major changes in family
relations such as divorce or adoption are processes that extend over time
and require continuing support and attention?

3. Family involvement and interdependence. Policies and programs must recognize
the interdependence of family relationships, the strength and persistence of
family ties and obligations, and the wealth of resources that families can
mobilize to help their members.

‘ To what extent does the policy or program recognize the influence of the
family and family members upon individual needs or problems?

‘ To what extent does it involve immediate and extended family members in
working toward a solution?

‘ To what extent does it acknowledge the power and persistence of family
ties, especially when they are problematic or destructive?

‘ How does it assess and balance the competing needs, rights, and interests
of various members of a family? In these situations, what principles guide
decisions (i.e., the best interests of the child)?

A Checklist for Assessing the Impact of Policies on Families
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4. Family partnership and empowerment. Policies and programs must encourage
individuals and their close family members to collaborate as partners with
program professionals in delivery of services to an individual. In addition,
parent and family representatives are an essential resource in policy
development, program planning, and evaluation.

‘ In what specific ways does the proposed or existing program provide full
information and a range of choices to families?

‘ In what ways do program professionals work in collaboration with the
families of their clients, patients, or students?

‘ In what ways does the policy or program involve parents and family
representatives in policy and program development, implementation, and
evaluation?

‘ In what ways is the policy or program sensitive to the family’s need to
coordinate the multiple services they may require?

5. Family diversity. Families come in many forms and configurations, and policies
and programs must take into account their different effects on different types
of families. Policies and programs must acknowledge and value the diversity
of family life and not discriminate against or penalize families solely for
reasons of structure, roles, cultural values, or life stage.

‘ How does the proposal or program affect various types of families?

‘ If the proposed or existing program targets only certain families, for
example, only employed parents or single parents, what is the justification?
Does it discriminate against or penalize other types of families for
insufficient reason?

‘ How does it identify and respect the different values, attitudes, and
behavior of families from various racial, ethnic, religious, cultural, and
geographic backgrounds that are relevant to program effectiveness?

6. Targeting vulnerable families. Families in greatest economic and social need, as
well as those determined to be most vulnerable to breakdown, should have
first priority in government policies and programs.

‘ Does the proposed or existing program identify and target publicly
supported services for families in the most extreme economic or social
need?

‘ Does it give priority to families who are most vulnerable to breakdown
and have the fewest supports?

‘ Are efforts and resources targeted on preventing family problems before
they become serious crises or chronic situations?
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Teen Pregnancy in Wisconsin
Robert Young

his paper is a brief analysis of national and state teen pregnancy  data. It
begins with an argument for better data provision. The reader is then
shown national trend data for both teen pregnancy and births. The trends

show that over the long term teen pregnancies have been on the rise, but that the
trend has recently reversed direction. Then the reader is taken behind the scenes
to receive a brief explanation of how pregnancy estimates are derived. Finally,
Wisconsin data are compared with the national trend. More current data are
available at the state level, and it appears that Wisconsin experienced the same
downturn as the nation in the pregnancy trend, and it has continued downward.

The need for teen pregnancy data
Teen pregnancy is one of today’s more prominent social issues, but it is not a
well-documented one. There is no U.S. agency that consistently gathers and pub-
lishes national data on this issue, although some agencies have sponsored occa-
sional studies and reports. National leadership is needed to coordinate and im-
prove data collection and reporting. Also, states need to allocate dollars for
Health Statistics units to develop teen pregnancy data on a regular basis.

Although the federal government has been only minimally involved in studying
the teen pregnancy issue, it has provided support for the work of the Alan
Guttmacher Institute, a private research foundation. For decades the Institute has
been prominent in conducting reproductive health research, including studies
about teen pregnancy. Working together with the National Center for Health Sta-
tistics, the Institute has devised a procedure to estimate pregnancies based upon
other data that are more readily available. We employed this methodology in de-
veloping Wisconsin estimates to compare with national data.

What is the national trend?
Figure 1 shows the national trend for pregnancies for women aged 15–19. Rates
gradually increased in the late 1970s, declined slightly in the early 1980s, and
climbed again in the late 1980s. The 1970 rate was 95 pregnancies per 1,000
women aged 15–19 (nearly 10%), and in 1990 it had climbed to nearly 12%.

Rates for women under the age of 15 are not shown. If included, the rates would
be much lower because the frequency of teen pregnancies declines markedly
each successive year below age 15.1 The majority of teen pregnancies result in
births. Figure 2 displays the rate of births for various teen women age groups.
Note that the rate of births increases with age. The highest teen birth rates are for
women aged 18–19.

T

Wisconsin
experienced the
same downturn
as the nation in
the pregnancy
trend.
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Source: National Center for Health Statistics  (See Appendix Table 2).

Figure 1. Pregnancies per 1,000 women aged 15–19, U.S., 1972–1991

Figure 2. Births per 1,000 women in various maternal age groups, U.S.,
1970–1993
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Source: Alan Guttmacher Institute (See Appendix Table 1).
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How are pregnancies counted?
But how are pregnancies counted at all? We could count pregnancies if we could
count every birth, induced abortion, and fetal loss (miscarriage). But this is im-
possible. In most states we can account for nearly all births and induced abor-
tions, and we can estimate the number of fetal losses. By combining these data
we can estimate the number and rate of pregnancies.2

Often birth statistics are used as proxy for teen pregnancy data. But there are ob-
viously many more pregnancies than births. Some argue that inflating the birth
statistic by a standard factor would provide a reasonable indicator. This method
would probably do well to account for fetal losses, but not for induced abortions.
The pregnancy statistic includes an induced abortion measure, and induced abor-
tion rates show only a weak correlation with birth rates.3 Figure 3 shows how
strongly they vary.

Figure 3. Induced abortions and births per
1,000 women aged 15–19, U.S., 1970–1993

For the 19 years between 1971 and 1990, the trend lines followed the same
course during only the middle years (1977 to 1986). During the early 1970s and
late 1980s this covariation was not present.

What about Wisconsin trends?
Wisconsin teen pregnancy rates as a rule are significantly lower than those for
the nation as a whole. But they tend to follow the same direction as the national
trends. Figure 4 compares U.S. and Wisconsin data between the years 1987 and
1991. One can see that Wisconsin teen women have lower birth and induced
abortion rates as well.
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Source: Alan Guttmacher Institute (See Appendix Table 1).
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Figure 4. Rates per 1,000 women aged 15–19,
U.S. and Wisconsin, 1987–1994

Wisconsin data prior to 1987 were excluded because that was the first year Wis-
consin employed its case-based reporting system for induced abortion data.4

The most current year for which U.S. data are available is 1991. Note that in re-
cent years, the Wisconsin trend has declined. This is not surprising given that
the teen birth rate dipped after 1991 and that the number of teen abortions has
been declining since 1988 (see Appendix Table 3).

Local surveys in Wisconsin suggest that the public perceives teen pregnancies
to be increasing. This is probably due to the fact that U.S. trends are publicized
more widely than Wisconsin’s and the U.S. pregnancy rate was still climbing in
the last published report. The unpublished 1991 downturn may be a positive
signal that the U.S. trend will show a multi-year decrease as Wisconsin data
have.

Numbers versus rates
Up to this point, this report has focused on rates. Rates allow for more fair com-
parisons across the years, but they don’t tell the full story. As these rates have
been changing from year to year, the population of teen women has showed
dramatic change. Figure 5 has two parts. The upper portion shows the trend line
for population of Wisconsin women aged 15–19. This age group realized a de-
crease of about 10% (20,000 less teen women) in the late 1980s. This decrease
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mirrors the national phenomenon we call the Baby Bust Generation which fol-
lowed the Baby Boom. Since 1991 the numbers have increased again, but not up
to the 1987 level.

Now consider the bottom portion of Figure 5. The three events added together
are the estimated number of pregnancies. Generally, when the population of
women goes down, so does the number of pregnancies. But note that the popula-
tion decrease was not reflected in the number of births and fetal losses. These
stayed relatively constant. The number of induced abortions did decline signifi-
cantly, but not until after 1989.

Figure 5. Trends in population and numbers of births, fetal losses,
and induced abortions, Wisconsin teen women, 1987–1994

Source: Wisconsin Department of Health & Human Services (See Appendix Table 3).
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In other words, were it not for this population decline, the number of pregnancies
would have been significantly higher between 1988 and 1992. Perhaps more im-
portant is the good news that despite the upswing in population starting in 1991,
the number of pregnancies and the pregnancy rate continued to decline.

Finally, we should consider in Figure 5 the decreasing trend in numbers of abor-
tions in the light of the relatively stable trend of births and fetal losses. The de-
crease in induced abortions largely accounts for the decrease in pregnancies. But
because pregnancy always precedes abortion, we must conclude that pregnancies
have been decreasing for various reasons, and that once pregnant, an increasing
number of teen women are choosing birth over abortion.

  

Notes
1. The very small frequencies of births to very young teens tend to vary considerably from year
to year, making the rate of any single year unreliable. Theoretically, this problem can be allevi-
ated by grouping years together (for example, ages 10–14), but when the younger ages are in-
cluded, the rate (already very low) becomes increasingly close to zero and less statistically mean-
ingful.

Why not report the rates for individual years then? Because demographers find it much more dif-
ficult to develop accurate and reliable population estimates for single-year age groups. Without
accurate population estimates, the rates are subject to corruption from the population base.

2. Birth statistics are generated from birth records (certificates) completed at the time of birth.
Copies of these are filed with state government offices, and are aggregated and tabulated. In-
duced abortions data are typically estimated from surveys of institutions that perform abortions,
or from case-based continuous reporting systems, such as the one implemented in Wisconsin in
1987. Both of these data types are tied to place of residence. Fetal losses are very difficult to
track. Based on survey research studies, the Alan Guttmacher Institute developed a formula for
estimating them. To estimate the number fetal losses, one first determines the product that is 20%
of births, and adds that to the product that is 10% of induced abortions.

Now that fetal losses have been calculated, one merely adds all three elements together to esti-
mate total pregnancies.

Estimating pregnancy rates:
a. Define the maternal age group.
b. Estimate the population of the age group for the years in question (P).
c. Obtain the number or estimate of births for those years (B).
d. Obtain the number or estimate of induced abortions for those years (IA).
e. Estimate fetal losses for each year (FL).

FL = (B * .20) + (IA * .10)
f. Sum the three variables to obtain the pregnancy estimate (PR).
g. Calculate pregnancy rate by dividing the number of pregnancies in the age group by the

population of the age group, and then multiplying the product by the rate base (typically
1,000).
Pregnancy rate per 1,000 women of specified age group = (PR/P) * 1,000

3. Using U.S. abortion and birth rates from Tables 1 and 2, a Pearson correlation was calculated
for these variables across a 20-year span. The coefficient was only .325. Pearson coefficients
range between 0 (no association) and 1 (100% association).

4. Wisconsin induced abortion data are available for earlier years, but the data were collected by
a different method—an abortion-provider survey. To avoid confusion, data for those earlier years
were excluded altogether.

Despite the
upswing in
population
starting in 1991,
the number of
pregnancies and
the pregnancy
rate continued to
decline.



Wisconsin Family Impact Seminars 7

Appendix

Table 1. Pregnancy and abortion rates for U.S. teen women, 1972–1991

Source: Alan Guttmacher Institute (1994). Sex and America’s Teenagers. New York, NY. Pages
41 and 47. 1991 data are unpublished numbers from A.G.I.

91-51degAnemoW

seicnangerP
000,1rep

snoitrobAdecudnI
000,1rep

2791 59 91

3791 69 32

4791 99 72

5791 101 13

6791 101 43

7791 501 73

8791 501 04

9791 901 24

0891 111 34

1891 011 34

2891 011 34

3891 901 34

4891 801 34

5891 901 44

6891 701 24

7891 701 24

8891 111 34

9891 511 24

0991 711 14

1991 511 6.73
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Table 2. Births per 1,000 women in each of 10 maternal age groups, U.S.,
1970–1993

nemoWneeT nemoWrehtO

degA 91-51degA degA
42-02

degA
92-52

degA
43-03

degA
93-53

degA
44-04

degA
94-5441-01 latoT 71-51 91-81

0791 2.1 3.86 8.83 7.411 8.761 1.541 3.37 7.13 1.8 5.0

1791 1.1 5.46 2.83 3.501 1.051 1.431 3.76 7.82 1.7 4.0

2791 2.1 7.16 0.93 9.69 2.031 7.711 8.95 8.42 2.6 4.0

3791 2.1 3.95 5.83 2.19 7.911 2.211 6.55 1.22 4.5 3.0

4791 2.1 5.75 3.73 7.88 7.711 5.111 8.35 2.02 8.4 3.0

5791 3.1 6.55 1.63 0.58 0.311 2.801 3.25 5.91 6.4 3.0

6791 2.1 8.25 1.43 5.08 3.011 2.601 6.35 0.91 3.4 2.0

7791 2.1 8.25 9.33 9.08 9.211 0.111 4.65 0.91 2.4 2.0

8791 2.1 5.15 2.23 8.97 9.901 5.801 8.75 0.91 9.3 2.0

9791 2.1 3.25 3.23 3.18 8.211 4.111 3.06 5.91 9.3 2.0

0891 1.1 0.35 5.23 1.28 1.511 9.211 9.16 8.91 9.3 2.0

1891 1.1 2.25 0.23 0.08 2.211 5.111 4.16 0.02 8.3 2.0

2891 1.1 4.25 3.23 4.97 6.111 0.111 1.46 2.12 9.3 2.0

3891 1.1 4.15 8.13 4.77 8.701 5.801 9.46 0.22 9.3 2.0

4891 2.1 6.05 0.13 4.77 8.601 7.801 0.76 9.22 9.3 2.0

5891 2.1 0.15 0.13 6.97 3.801 0.111 1.96 0.42 0.4 2.0

6891 3.1 2.05 5.03 6.97 4.701 8.901 1.07 4.42 1.4 2.0

7891 3.1 6.05 7.13 5.87 9.701 6.111 1.27 3.62 4.4 2.0

8891 3.1 0.35 6.33 9.97 2.011 4.411 8.47 1.82 8.4 2.0

9891 4.1 3.75 4.63 2.48 8.311 6.711 4.77 9.92 2.5 2.0

0991 4.1 9.95 5.73 6.88 5.611 2.021 8.08 7.13 5.5 2.0

1991 4.1 1.26 7.83 4.49 7.511 2.811 5.97 0.23 5.5 2.0

2991 4.1 7.06 8.73 5.49 6.411 4.711 2.08 5.23 9.5 3.0

3991 4.1 6.95 8.73 1.29 6.211 5.511 8.08 9.23 1.6 3.0

Source: National Center for Health Statistics. Monthly Vital Statistics Report, Vol. 44, No. 3,
Supplement, September 21, 1995.
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Table 3. Natality, abortion, fetal loss, and pregnancy
information for Wisconsin women aged 15–19, 1987–1994

shtriB
detropeR
decudnI
snoitrobA

lateF
sessoL

detamitsE
seicnangerP

raeY -alupoP
noit .oN *etaR .oN *etaR .oN *etaR .oN *etaR

7891 000,681 197,6 5.63 787,4 7.52 738,1 9.9 514,31 1.27

8891 001,771 408,6 4.83 968,4 5.72 848,1 4.01 125,31 3.67

9891 004,071 321,7 8.14 986,4 5.72 498,1 1.11 607,31 4.08

0991 701,171 852,7 4.24 370,4 8.32 958,1 9.01 091,31 1.77

1991 000,661 862,7 8.34 227,3 4.22 628,1 0.11 618,21 2.77

2991 005,761 840,7 1.24 603,3 7.91 047,1 4.01 490,21 2.27

3991 000,271 250,7 0.14 458,2 6.61 696,1 9.9 206,11 5.76

4991 080,771 968,6 8.83 306,2 7.41 436,1 2.9 601,11 7.26

ecruoS
yeK 1 2 3 4 5

*Note: All rates are per 1,000 women in age group.

Sources:

1. Wisconsin Department of Health and Social Services. Vital Statistics (annual) Table P1.4.

2. Wisconsin Department of Health and Social Services. Vital Statistics (annual) Table 1.4.

3. Wisconsin Department of Health and Social Services. Reported Induced Abortions in Wis-
consin, (annual). In this publication, Induced Abortions (IA) data were not available by age
group except as “occurance data.” This meant that for approximately 5% of the IAs age
could not be deteremined (because these IAs were performed out of state). Therefore “resi-
dence data” were imputed from the published tables by inflating the figures by the same per-
centage that “total occurance IAs” differed from “total residence IAs”. That is why these fig-
ures are approximately 4% greater than those in the publication.

4. Fetal losses are calculated as 20% of births plus 10% of induced abortions for each year.

5. Pregnancies are estimated as births plus induced abortions, plus fetal losses.

Robert Young is the Family Demographics Specialist for Cooperative Extension
at the University of Wisconsin-Madison. His areas of work have included Family
Demographics, Leadership Development, In-Placement and other Administra-
tion, and Web Resource Development.
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Risk-Focused Prevention of Early Teen
Sexual Activity:

Implications for Policymakers
Karen Bogenschneider

orrying that their daughter will be pressured into sex is one of the two
top concerns of Wisconsin parents according to recent studies of 2,129
parents (Bogenschneider & Tsay, in press). Yet parents’ worries about

too-early sexual activity differ from worries about other risky behaviors. Parents
hope their children will never become drug users, but we do want our children to
be responsible partners in sexually fulfilling relationships—someday. We want
them to experience feelings of  attraction to another person—someday. We just
want them to wait (Kirby et al., 1994). There are many good reasons for teens to
delay.

Most teens think the best age to become sexually active is later than they actually
begin. Almost 9 in 10 (86%) of births to unmarried teens are unintended (Moore,
1995). These accidental pregnancies can cause feelings of guilt, exploitation, and
regret (Kirby et al., 1994). Too-early pregnancies can also interfere with teens’
educational goals, employment opportunities, and marriage prospects. Teenagers
have the highest rates of sexually transmitted diseases. Many young adults who
are HIV positive contracted the virus during the teenage years.

The costs of early sexual activity can be measured in lost potential and personal
suffering of teens and their families. There are costs to society, too. Aid to Fami-
lies With Dependent Children, food stamps, and Medicaid for families with chil-
dren born to teenagers cost more than $25 billion annually (Kirby et al., 1994).

This paper describes a promising risk-focused approach for preventing early
sexual activity. In keeping with the objectives of Family Impact Seminars, this
report gives special attention to the role of teenager’s families, drawing on recent
studies of Wisconsin parents in 12 primarily rural and small town communities.
The paper identifies five of the country’s most successful teen pregnancy preven-
tion programs. The paper concludes with implications for policymakers who
want to prevent early teen sexual activity and unintended pregnancies.

Do we know enough to prevent early teen sexual involvement?
One of the most effective prevention models of the last two decades is the risk-
focused approach used to prevent heart and lung disease (Bogenschneider, in
press). This model showed that heart disease rates can be reduced by informing
people about the risks of smoking, inactivity, and high-fat diets and encouraging
them to change their habits and lifestyles (Hawkins, Catalano, & Miller, 1992).
Teenage sexual activity, like heart disease, is influenced by multiple risk factors
such as problems at home and negative peer pressure at school. More risk factors
mean greater danger.

W

Most teens think
the best age to
become sexually
active is later
than they
actually begin.
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A risk factor is any hazard that increases a young person’s vulnerability to early,
unprotected intercourse. The presence of a risk factor does not guarantee that
sexual experimentation will occur, but it does increase the odds. These risks may
come from a variety of sources. Some risks stem from the teen himself or herself.
Others are the result of the settings in which the teen lives—family, peers, school
and work environments, and community (Bronfenbrenner, 1979, 1986).

Delaying the onset of teen sexual activity is one of the surest ways to prevent un-
intended teen pregnancy. Early sexual experimentation means that younger
people are exposed to risk for a longer time; they will have more partners
(Miller, 1995), and they are less likely to be mature enough to avoid negative
consequences (Higgins, 1988). This paper identifies the risk factors for sexual
initiation—the first step toward teenage pregnancy.

Risk factors for early teen sexual activity
Individual risk factors
Physical or sexual abuse. A history of physical and sexual abuse doubles the
chances that an adolescent will be sexually active (Moore, Miller, Glei, &
Morrison, 1995a). It lowers the age of first sexual intercourse (Moore et al.,
1995a). For sexually active girls with only one risk factor, the second most com-
mon risk is a history of abuse (Small & Luster, 1994).

Use of alcohol and other drugs. Using drugs elevates the risk that a teen will have
sex before age 16 (Moore et al., 1995a; Small & Luster, 1994). Teenage boys
who use alcohol or cigarettes are 39% more likely to engage in early sex. The
risk is 173% higher for marijuana users and 235% higher for those who use other
illicit drugs. For girls, the risk for early sex is 80% higher for those who use al-
cohol or cigarettes; 245% higher for those who use marijuana; and 400% higher
for those who use other illicit drugs. The findings held most strongly for Euro-
pean American and Hispanic girls.

Involvement in other deviant behaviors. Compared with virgins, sexually active 15-
to 17-year-olds are several times more likely to be involved in other problem be-
haviors—theft, violence, or drug use. They are more likely to be expelled or sus-
pended from school. Teens who become involved in deviant activities at a young
age are more apt to hang out with friends with more sexually permissive beliefs
and behaviors (Dryfoos, 1990; Moore et al., 1995a).

Race. African American teenagers begin having sex earlier than European Ameri-
cans or Hispanics (Dryfoos, 1990; McLean, 1993; Moore et al., 1995a). African
American teenagers are 90% more likely than European American teenagers to
have intercourse outside of marriage. After taking into account mothers’ educa-
tion and marital status, and teens’ education and religious affiliation, African
American teens are still 50% more likely to have nonmarital intercourse. When
neighborhood characteristics such as median family income, racial make-up, and
proportion of employed women are taken into account, the likelihood that Afri-
can American teenagers would be sexually active drops to 36% higher than that

A history of
physical and
sexual abuse
doubles the
chances that an
adolescent will
be sexually
active.
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of European American teens. Early sexuality among African American teenagers
is influenced by neighborhood as well as personal and family factors (Moore et
al., 1995a).

Earlier puberty. Teenagers become physically mature at younger ages than their
parents and grandparents. The age at which young people are capable of repro-
ducing has dropped by 3 months every 10 years during the last century. In 1890,
girls began menstruating at the age of 15 or 16. In 1980, the average age of first
menstruation was under 13 years. Young people today become fertile several
years before they become mentally, socially, and morally mature. Not all adoles-
cents mature at the same time. Some girls begin menstruating at 9 years of age;
others begin at 16. Boys may reach physical maturity anytime between 10 and 17
years of age. Adolescents who mature early report sexual activity levels two to
three times higher than peers who mature later (Moore et al., 1995a).

Limited religious affiliation. Adolescents who attend religious services rarely or not
at all become sexually active at an earlier age than those who attend regularly
(Dryfoos, 1990; McLean, 1993; Moore et al., 1995a).

Family risk factors
Single parent or disrupted family. Unmarried daughters of single parents are three
times more likely to bear a child than girls living in stable families (Benson &
Roehlkepartain, 1993; Dryfoos, 1990; McLanahan & Booth, 1989; McLanahan
& Sandefur, 1994). Adolescents aged 11 to 17 who experienced a marital disrup-
tion are one and a half times more likely to have started having sex. The absence
of a father and the presence of a stepfather are related to earlier physical maturity
(Hetherington, 1993). Girls in remarried families menstruated 8 months earlier
than those in intact families. Girls in divorced families menstruated 4 months
earlier than girls in intact families. These early maturing girls were more apt to
be sexually active.

Permissive parental values regarding teen sexual behavior. For both boys and girls,
teens whose mothers have more permissive attitudes toward teen sex, those
whose parents are least strict, and those who believe their mother had sex before
marriage had higher levels of sexual activity (Moore et al., 1995a; Small & Lus-
ter, 1994).

In recent studies of more than 1,600 Wisconsin parents, 7 out of 10 parents be-
lieved that premarital sex was wrong under any circumstances or okay only if the
couple is engaged to be married (see Figure 1). The remaining 30% of parents
were more tolerant of teen premarital sex (Bogenschneider & Tsay, in press).

Poor parental monitoring. Teens who are not closely monitored are at greater risk
for early sexual activity. The effect of parental monitoring appears to be stronger
for younger teens (Small & Bogenschneider, 1991; Small & Luster, 1994; Small
& Silverberg, 1991). Our studies of Wisconsin parents raise questions about how
well parents monitor the activities of their 8th to 12th graders. More than 8 out of
10 parents (83%) think it is unlikely their own child is sexually active (see Figure
2). Fewer than 1 in 10 think it likely their child is sexually active (Bogen-
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schneider & Tsay, in press). However, in studies of almost 37,000 teens in Wis-
consin, about 4 out of 10 report being sexually active (Small, 1995).

About 2 out of 10 of these parents believe their child’s close friends are sexually
active. Thus, parents are twice as likely to think their child’s close friends are
sexually active than they are to think the same about their own child. Parents
seem to be saying, “Other kids are involved, but not my kid.”

Figure 1. Wisconsin parents’ values about premarital teen sex

Figure 2. Reports of Wisconsin parents about the likelihood
their child or their child’s close friends are sexually active

Note. Graph displays data from 1995 study of 1,679 parents of 7th to
12th graders in one urban, one suburban, and two rural Wisconsin com-
munities (Bogenschneider & Tsay, in press).

Note. Graph displays data from a 1995 study of 1,292 parents of 8th
to 12th graders in a rural, suburban, and urban community in one
Wisconsin county (Bogenschneider & Tsay, in press).
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Lack of family support and closeness. Teens’ attitudes and values about sex are af-
fected by early experiences in the family and by family influences such as reli-
gious training, parental values, marital history, and parenting practices. For ex-
ample, early communication patterns and the daughter’s feelings about her rela-
tionship with her mother determine whether or not mothers and teenage daugh-
ters talk about sex. Without a history of open communication, it is hard for moth-
ers to establish a pattern of frequent communication when daughters are 14 to 16
years old (Fox & Inazu, 1980). Low levels of parental support increased teen de-
pression and alcohol use, two factors related to teen sexual intercourse. Depres-
sion has a stronger influence on sexual behavior for females; alcohol use is more
important for males (Moore et al., 1995a).

Poor parent/teen communication about sex. Open family communication in gen-
eral—not just communication about sexuality—may be a powerful predictor of
teen sexual behavior (Fisher, 1986). Some studies reported that good communi-
cation delays first-time sex and promotes use of contraceptives, especially
among daughters (Fox & Inazu, 1980; Holtzman & Rubinson, 1995; Leland &
Barth, 1993; Moore, Peterson, & Furstenberg, 1986; Newcomer & Udry, 1985).
Other research found the opposite (Fisher, 1986; Furstenberg, Herceg-Baron,
Shea, & Webb, 1984). The reason for these mixed results may be inadequate at-
tention to parental values, the quality of the communication, and the parent’s “in-
tent” to be either guide or protector (Fox & Inazu, 1980; Moore et al., 1995a). In
one study, daughters were less likely to begin having sex when parents commu-
nicated with them, but this was true only in families where parents held tradi-
tional views about marriage, divorce, division of labor, and maternal employ-
ment. Sometimes parent/child communication is a response to the teen’s sexual
activity—not something that precedes it—with the parent serving more of a
“protector” role (Fox & Inazu, 1980). Daughters who reported talking with their
mothers about contraception were about three times more likely to have used an
effective method at last intercourse than girls who said they hadn’t talked about
it with their mothers (Newcomer & Udry, 1985). Overall, mothers are more
likely to talk with their teens about sexual issues than fathers. In general, parents
report talking to teens about sexuality more often than teens say they’ve had this
discussion with their parents (Bogenschneider & Tsay, in press; Furstenberg et
al., 1984; Newcomer & Udry, 1985). About three fourths of Wisconsin parents
and one half of their children reported that they had talked about teen sex and the
dangers of AIDS and other sexually transmitted diseases (see Figure 3). Discus-
sions of birth control were reported less often by only about half of parents and
one fourth of teens.

One benefit of school-based sex education about HIV is that it sparks discussions
between students and their parents (Holtzman & Rubinson, 1995). As shown in
Figure 4, almost all of 3,146 Wisconsin parents believe sexual abstinence and the
dangers and risks of getting AIDS should be taught in school. Most parents
(84%) think birth control should be taught in the schools. Among those who dis-
agree, only 5% strongly disagree (Bogenschneider & Tsay, in press).
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Low parental education. Teenagers with more educated parents tend to delay their
first intercourse. If they are sexually active, they are more likely to take steps to
reduce the risk of pregnancy (Dryfoos, 1990; McLean, 1993; Moore et al.,
1995a). Having a mother who has completed high school cuts by half the
chances that her daughter will have a baby before she is married. (An, Haveman,
& Wolfe, 1991).

Figure 3. Wisconsin parent/teen discussions about sexual issues

Percent who reported discussions in past year

Figure 4. Wisconsin parents’ views on sex education being taught
in the school

Note. Graph displays data from 3,132 parents in two Wisconsin
counties.

Note. Graph displays data from a 1995 study of 1,299 parents and 1,225
teens in a rural, suburban, and urban community in one Wisconsin county.
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Poverty. Teenagers from low-income families are at greater risk for early sexual
activity and childbearing (Dryfoos, 1990; Moore et al., 1995a; Small & Bogen-
schneider, 1991).

Having older siblings. Younger siblings are more likely to be sexually active at
any given age than their older siblings at the same age. Having a sister who is
perceived to be sexually active or who has had a baby is related to more permis-
sive attitudes and to having a first sexual experience at a younger age. These
findings hold for European American but not for African American siblings
(Moore et al., 1995a).

Peer risk factors
Perceiving one’s friends to be sexually active. Among both boys and girls, perceiv-
ing that one’s best friends are sexually active is the most potent predictor of the
frequency of sexual intercourse. This factor also is related to a permissive atti-
tude and a younger age of first intercourse among girls (Dryfoos, 1990; Moore et
al., 1995a). What teens believe their peers do is a stronger influence than what
peers actually do (McLean, 1993; Moore et al., 1995a). Teenagers tend to over-
estimate the number of their peers who are sexually active (Howard, 1988).
Teens appear to turn to peers to compensate for the lack of a close parent/child
relationship (Moore et al., 1995a).

Early and frequent dating. Females who start to date early are more apt to have
their first sexual experience at a younger age. The more often adolescents date,
the more likely they are to have sexual intercourse. Sexual intercourse usually
begins in a dating relationship, and most ongoing sexual involvement occurs in a
committed relationship (McLean, 1993; Moore et al., 1995a; Small & Bogen-
schneider, 1991; Small & Luster, 1994). Having a steady boyfriend or girlfriend
is a powerful influence on sexual activity even when no other risk factors are
present. Even teens who come from strong families, earn good grades in school,
and live in a supportive neighborhood are more apt to be sexually active if they
have a steady boyfriend or girlfriend. For sexually active teens who report only
one risk factor, having a steady boyfriend or girlfriend is the most common risk
factor for both males and females (Small & Luster, 1994).

School risk factors
Low academic achievement. Regardless of race and gender, teens who get low
grades or who have been retained in a grade are more likely to be sexually active
(Dryfoos, 1990; McLean, 1993; Small & Bogenschneider, 1991; Small & Luster,
1994).

Limited aspirations. Students with high educational aspirations are more likely to
postpone sexual intercourse (Dryfoos, 1990; McLean, 1993; Small & Bogen-
schneider, 1991). Of sexually experienced male and female teenagers with only
one risk factor, worry about future vocational prospects was among the most
common risk factor (Small & Luster, 1994). High rates of teenage childbearing
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among disadvantaged teens may be due to their perception of a bleak future.
They have little motivation to delay sex or avoid pregnancy (Moore et al.,
1995a).

Negative attitudes toward school. Girls with positive attitudes about school are at
less risk (Small & Luster, 1995). These positive attitudes are thought to stem
from a range of good experiences—a special relationship with a teacher, oppor-
tunities for leadership, or involvement in activities such as sports, music, or art
(Small & Bogenschneider, 1991).

Community/neighborhood risk factors
Few employment opportunities. In communities with more job opportunities, boys
are less apt to report fathering children (Dryfoos, 1990; Duncan, 1995; Moore et
al., 1995a; Small & Luster, 1994). Young mothers who live in areas where there
are more jobs are more apt to be married when they have children (Duncan,
1995).

Low-income, disorganized communities. Teens who grow up in communities or
neighborhoods with lots of resources are less apt to be sexually active or to bear
children out of wedlock. The resources that matter most are not yet clear. How-
ever, teens are less likely to have babies if they live in neighborhoods or commu-
nities where families have higher socioeconomic status, where there is less resi-
dential turnover, and where adults or neighbors monitor the behavior of teens. In
general, personal and family risk factors are stronger influences on teen sexual
behavior than neighborhood influences (Duncan, 1995; Moore et al., 1995a).

Permissive societal attitudes about sex. Teens are more likely to get involved in
behaviors that are acceptable to the community than in behaviors that are
strongly sanctioned (Baumrind, 1987). Nonmarital births have nearly doubled at
every age in the last two decades (Bumpass, 1995). More than half of all mar-
riages now end in divorce. And half of all Americans under age 40 have lived
with a partner without being married. The fact that 85% of unmarried teens have
had intercourse before age 20 (Bumpass, 1995) should come as no surprise.
Today’s youth appear to be maturing successfully into the adult roles they have
observed (Bogenschneider, Small, & Riley, 1990).

Since young adults are much more accepting of sex outside marriage than older
adults, it is likely that societal disapproval of teenage nonmarital sex will con-
tinue to decline. Only one fifth of all people between the ages of 20 and 29 dis-
approve of sex among unmarried 18 year olds. Four fifths of people over 70 dis-
approve (Bumpass, 1995).

Comprehensive approaches that target multiple risks
Thus, those teens most likely to initiate sexual intercourse are those who face
many risks. Sadly, these circumstances make it difficult for those youth most at
risk of becoming teen parents to raise a competent, caring child (Moore et al.,
1995a). According to Small and Luster (1994), those teens most likely to become
sexually active have
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the least support for delay, specifically, little support from family,
church, and community, and heavy reliance on peers

the fewest restraints on sexual behavior due to poor parental monitoring,
early and frequent dating, and unstable families and communities

the fewest reasons to postpone sexual involvement (that is, limited suc-
cess and involvement in school; limited aspirations; few employment op-
portunities; perceptions that one’s friends are sexually active; permissive
parent, peer, and societal values regarding teen sex)

other behaviors and experiences that place them at risk, such as a history
of physical and sexual abuse, poverty, alcohol or substance use, and in-
volvement in other deviant behaviors

Furthermore, the more risk factors, the greater the danger. Figure 5 shows the cu-
mulative risk that a teen will be sexually active depending upon the number of
risk factors (e.g., poor academic achievement, poor parental monitoring, use of
alcohol). As the number of risk factors increases, so does the likelihood that a
teen will be sexually active. With no risk factors or only one or two, the chances
for sexual activity are slim; With nine or more risk factors, the chances are quite
high (Small & Bogenschneider, 1991).

Figure 5. The cumulative risk a teen will be sexually active

Preventing early sexual experimentation requires a comprehensive,
multidimensional approach (see Figure 6). Investing all efforts in a single solu-
tion is not likely to be effective, but that is what most programs have done. When
we offer only sex education or family planning in the school (Brooks-Gunn &
Furstenberg, 1989) we give scant attention to providing teens with goals and a
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reason to postpone parenthood. Strong families and communities are important
to preventing early sexual activity. They could be more involved. Churches and
youth organizations could provide sex education. Older youth could teach
younger peers refusal skills. Schools could increase student engagement and
boost grades. Parent educators could begin when children are young to improve
parent/child relationships and communication. Communities could launch cam-
paigns to provide jobs and prevent child abuse.

Figure 6. Multidimensional program focus

There are no simple solutions. Promoting healthy development and encouraging
wise and responsible decisions by our young people requires creating the many
conditions that can nurture and support them. Some prevention programs which
have done just that are described in the next section.

Successful teenage pregnancy prevention programs
Policymakers want an answer to the question, “Do teenage pregnancy prevention
programs work?” (See also Howard and Vincent in this report.) In a recent article
in a reputable scientific journal, the authors identify five prevention programs
with rigorous evaluations (Frost & Forrest, 1995). Their conclusion: All five pro-
grams were successful in delaying sexual involvement, increasing contraceptive
use, or preventing teen pregnancy for some teens. The programs and their results
are described in Table 1 (for full details on these programs, see Miller, Card,
Paikoff, & Peterson, 1992; Frost & Forrest, 1995; Webster & Weeks, 1995).

Overall, four of these programs delayed the onset of sexual activity among teen-
agers, three increased contraceptive use, and three reduced pregnancies. These
five carefully evaluated programs answer some questions frequently raised by
policymakers and programmers (Frost & Forest, 1995).

Do we know how to delay initiation, increase contraceptive use, and prevent
pregnancy? The simple answer is yes. Using slightly different methods,
each of these flagship programs changed the behavior of teens. Unfortu-
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Early sexual
activity & early
childbearing
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Creating job opportunities

Providing parent education

Preventing child abuse
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Table 1. Five rigorously evaluated teenage pregnancy prevention programs
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nately, not all prevention programs are likely to be as effective as these
five. Most programs targeted teens in the school setting, but some ad-
dressed risks in families and communities as well. The success of the
School/Community Sexual Risk Reduction Program in South Carolina is
credited to its targeting of multiple risk factors.

Can programs succeed by promoting both abstinence and contraceptive
use? Again, the answer is yes. Three of these programs delayed the ini-
tiation of sexual activity, while also increasing contraceptive use among
those who are sexually active.

Do these programs work equally well for all adolescents? No. Programs
were more successful in delaying sexual activity with younger teens than
older teens. Most of the participants in these successful programs were
African Americans living in low-income areas. We don’t know if the
programs will work as well with teens of other races or incomes.

What are the features of the programs most effective in preventing teen preg-
nancy? The two programs most successful in preventing pregnancy were
most active in providing access to contraceptive services.

Can these programs be improved? Yes. These programs reduced teen
sexual initiation by an average of 15% and contraceptive use by an aver-
age of 22%. None of these programs persuaded all teens to delay sex,
use contraceptives, or avoid pregnancy.

Implications for policymakers
The intent of this briefing report is not to lobby for specific policies, but to en-
courage debate about the potential consequences of a range of policy strategies. I
do not present an exhaustive review of implications for policymakers. Instead, I
briefly summarize policy options from sources spanning the political spectrum.
These implications may be used as a checklist when considering proposed poli-
cies and programs to address the problems of teen sexuality. Some of these op-
tions may be more important in some settings or communities than others.

Avoid the easy answers. Solutions must target multiple risk factors in sev-
eral parts of the teen’s world (Bogenschneider et al., 1990). There are
many causes, and no single strategy will work for every teenager. Policy
and programs should consider questions such as these: “What risk fac-
tors are addressed?” “Do I address several risk factors in different parts
of the teen’s world?” Limiting programs to only the school setting will
miss the adult males who impregnate many young teenagers. According
to Ooms (1995), all teenagers are at risk but disadvantaged teenagers
may be at greatest risk. These high-risk teens need the most complex,
multifaceted, and expensive solutions.

Adapt programs to the values of the family, culture, and community. We can-
not be sure that the risk factors identified in this paper apply equally to

Solutions must
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all youth and families and to communities with different cultures, reli-
gions, economic conditions, and histories (Bogenschneider et al., 1990).
Can policies recognize and take into account diverse views on teenage
pregnancy and allow parents to select a teen sexuality curriculum that is
appropriate for their child? Can policies encourage communities to
choose a prevention strategy consistent with local values and priorities?

Act to strengthen families. (Moore, Sugland, Blumenthal, Glei, & Snyder,
1995b). Most parents, like most adolescents, want to delay pregnancy
(Moore et al., 1995b; Wells, 1992). Many parents could benefit from ad-
vice on how to accomplish this goal. Programs that begin early hold the
greatest promise, since communication patterns are established long be-
fore the teenage years. For example, the Perry Pre-School Program, in-
tended to prevent school failure, ended up preventing more than poor re-
port cards. This daily high-quality preschool program for low-income 3-
and 4-year-olds included frequent home visits and monthly parent meet-
ings. As teenagers, program participants were less likely to become preg-
nant than those who did not participate (Moore et al., 1995b).

Involve peers. Peers can be powerful role models and sources of support
(Moore et al., 1995a). Older students can teach younger kids to recog-
nize pressures to become sexually active and to practice refusal skills.
Peer educators who encourage others to delay sex are, themselves, more
likely to wait (Moore et al., 1995b). Peer approaches could be even more
effective if they were accompanied by programs for parents on their role
in prevention and by school and community campaigns to reduce nega-
tive peer pressure (Bogenschneider, 1994).

Pay more attention to the role of men and boys. (Ooms, 1995). Tradition-
ally, efforts to reduce out-of-wedlock childbearing have focused on
changing the behavior of young women. There has been little attention
to the role of men (Moore et al., 1995b; Ooms, 1995). Few prevention
efforts target the older males who are responsible for two out of three
pregnancies in young women under the age of 19. And few acknowledge
the role sexual coercion plays in early sexual activity among females
(Moore et al., 1995a).

Consider marriage as one viable resolution to teenage pregnancy.  The main
reason for the increase in nonmarital births is not higher rates of teen
sexual activity; it is lower rates of marriage. Yet, the discussion of mar-
riage for teenage parents is almost taboo (Ooms, 1995). While marriage
is probably not right for all teens, it might be right for some. More re-
search and discussion is needed on teen marriages. These marriages may
be more resilient than previously believed (Ooms, 1995). Marriage may
also benefit fathers who sometimes cut back on deviant behaviors when
they assume responsible work and family roles (Steinberg, 1991).
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Improve education. Improving school achievement of low-income males
and females may have the unexpected effect of reducing teen births. Im-
proving academic achievement among teens could reduce nonmarital
births, especially in the next generation (An et al., 1991; Ooms, 1995).

Work to prevent all kinds of risk. Prevention efforts aimed at alcohol and
other drugs, violence, and truancy may work indirectly to prevent teen
pregnancy. Risky teen behaviors often occur together; efforts to prevent
one may prevent others.

Set realistic and well-defined goals. (Wells, 1992). Is the intent of the
policy or program to prevent early onset of sexual activity? Among
sexually active teens, is the goal to promote contraceptive use? Is the
goal to prevent HIV infection since some of our most effective contra-
ceptives leave teens at risk of HIV? Will programs be most effective if
focused on all teenagers? Would targeting high-risk neighborhoods or
communities be more efficient?

Intervene early and continuously. (Dryfoos, 1990). Nationwide, 9% of 12
year olds and 16% of 13 year olds have had sexual intercourse (Frost &
Forrest, 1995). Even our most successful prevention programs do not
work after teens become sexually active (Howard & McCabe, 1990).
Furthermore, ongoing efforts help ensure that healthy behaviors are sus-
tained (Dryfoos, 1990).

Develop age-appropriate programs and policies. A program that is effective
for early adolescents may be ineffective for older teens. For example,
teens teaching refusal skills to younger peers is one of the most effective
prevention strategies (Howard & McCabe, 1990), especially if imple-
mented between 6th and 9th grade when peer pressure peaks (Steinberg,
1991). Prevention programs are more effective if they are calibrated to
advances in adolescents’ thinking as they mature. Prevention programs
for children younger than 11 or 12 should focus on the immediate, con-
crete results of being involved in risky behaviors. The argument that
your clothes won’t fit and that your friends and teachers will look at you
differently works with younger teens. They are less impressed by the ar-
gument that getting pregnant may interfere with their educational plans.
Adolescents older than 13 are more able to see the long-term conse-
quences of their actions and imagine how they would handle them
(Steinberg, 1991). Policymakers should consider whether policies on pa-
rental consent and notification should be the same for parents of 14 year
olds as those for parents of 19 year olds.

Make a long-term public commitment led by state and local leaders. (Wells,
1992). Success may depend on whether we attack teen pregnancy with
the same enthusiasm and commitment we have invested in welfare re-
form, property tax relief, or keeping jobs in the state. In the upcoming
elections, will teen pregnancy surface in the campaigns of candidates for
school boards, the legislature, Congress, and the presidency? Are citi-
zens content to do nothing or to respond half-heartedly? Or will citizens
demand that youth and family issues be a high priority?
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Summary
Most teens become sexually active at a younger age than they think is best. This
paper identified multiple factors that increase the odds of early sexual involve-
ment. This risk-focused approach to prevention holds promise if policies and
programs make a real attempt to reduce the number of risks teens face and en-
hance their ability to resist those risks.

The paper highlights five teen pregnancy programs that have delayed sexual ini-
tiation, increased contraceptive use, and reduced pregnancies. Programs like
these can be successful in changing teen behaviors. This success will be short-
lived, however, without strong family, peer, and community support to ensure
that healthy behaviors, once begun, are sustained.
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Preventing Teenage Pregnancy:
New Dilemmas and New Solutions

Marion Howard

What is the problem?
hy do we have a continuing unacceptably high rate of births to
young people? The basic answer is clear—it is a change in our
culture combined with a biological change in beginning fertility. Adult

attitudes, values, and behaviors surround young people with inconsistent, often
conflicting and, many times, negative messages about responsible sexual behav-
ior. The impact of change on youth from a more conservative and consistent cul-
ture to this new one is compounded by the fact that the beginning age of fertility
has been lowering 3 months every 10 years for the last 100 years. Whereas a
hundred years ago, on the average, girls did not become fertile until around age
17; half of all girls now have the capacity to become pregnant before age 12!
Boys’ fertility follows roughly a year later.

The result of these two changes is that we now have a generation of youth who
are making decisions about sexual actions in an environment that is sexually pro-
vocative but contains few sexual rules. They are making these decisions without
having completed some of the most important phases of their growth and devel-
opment, including their cognitive, psychosocial, and moral growth. Indeed, without
yet knowing fully who they are, and without yet being able to clearly see the con-
sequences of their actions, young people are deciding to have sexual intercourse,
deciding protection is an option rather than a necessity, and deciding to have a
baby before they have a chance to complete their education and become finan-
cially self-supporting.

What can we do?
We cannot change the biological clock. And it is unlikely we can quickly change
our culture. Therefore, as our young people grow to sexual maturity within our
current framework, it is important to help them manage their sexual actions as
responsibly and as consequence-free as possible. Three approaches—insula-
tion, minimization, and delay of onset—have been suggested as ways to help
youth manage their participation in a variety of negative health behaviors such as
smoking, drinking, or other drug use, as well as premature sexual involvement.

Insulation
As applied to interventions in the field of teenage pregnancy prevention, it is clear
that insulating young people from the harmful effects of sexual behavior has been
the major intervention choice by health professionals over the last two decades.
Since pregnancy at a young age is seen as being potentially harmful to both the
teenage parents and their offspring, health service providers have sought to pro-
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vide birth control services to young people, seeing use of contraceptives as poten-
tially the most successful intervention in pregnancy prevention.

The difficulty in applying this insulating approach has been the ambivalence of
society regarding sexual behavior, particularly sexual behavior among young
people. Although there generally has been positive acceptance of other health
measures designed to protect children from negative health outcomes, there has
been no such mandate for contraceptive use. For example, it is acceptable when
schools require immunizations before children can attend classes, but schools can
become battlegrounds when clinics in schools want to provide methods of protec-
tion against pregnancy or sexually transmitted diseases, or even when teachers
or counselors want to refer young people to health centers where such services
are available. Sometimes, even the notion of providing factual information in
school classrooms about the various kinds of birth control methods and how to
use them effectively, has met with opposition.

Adults who wonder why adolescents do not use contraception often cannot con-
ceptualize the world as it is experienced by adolescents—a world in which con-
fusing and conflicting messages occur. For example, there is no advertising of
contraceptives on television, even for adults. There is no role modeling in the
movies or on television of adults using contraceptives as a part of daily lives.
There are no sanctioned supportive measures in the teen world, such as using
school buses to transport youth to health clinics. Because society is fundamen-
tally ambivalent about sexual behavior among youth, there are no public attitudes
that make teenagers feel proud when they use contraception. Most often, it is left
to adolescents to overcome their own ignorance and concerns about birth control,
to find their own motivation to use birth control, to arrange their own transporta-
tion to get to services, to develop their own courage to face adults, some of
whom are likely to disapprove of adolescent sexual behavior and, by association,
their need for and use of contraception. Hence we live in a society that has never
really tried a genuine “contraceptive approach” to preventing teen pregnancy.

Minimization
Another suggested strategy is to help young people minimize their involvement in
sexual behavior, thereby reducing the likelihood of harmful outcomes. This might
include limiting involvement in sex to short term experimentation or limiting the
number of partners an adolescent might have over an extended period. Although
pregnancy can occur at any time, satisfying curiosity about sex, particularly if
birth control is used, and then not engaging in sexual relations further, could re-
duce the possibility of pregnancy. Since adolescents who obtain birth control have
difficulty in using it consistently, minimization of sexual involvement could reduce
the likelihood of pregnancy, even among youth who have sought out contracep-
tive methods. This approach rarely has been tried with adolescents. Because of
societal ambivalence about teenage sexual involvement, interventions aimed at
minimizing (not total prevention of) sexual involvement have not been forthcom-
ing. Primarily they have been used with girls who already have given birth to a
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baby. This approach to minimization makes the young person pay a “one preg-
nancy penalty” before intensive support is given.

Delay of onset
Yet another approach is to help adolescents delay the onset of behaviors that
have potentially harmful consequences. This approach may be a particularly ap-
propriate one for application to sexual behavior because sexual intercourse is the
one behavior (as opposed to smoking, drinking, or drug use) that adults expect
and want young people to engage in later on in life.

Delaying the onset of sexual behaviors has long been an implicit approach to pre-
venting teenage pregnancy. Most of the older adults in our society grew up in a
time when it was generally understood by adults and youth alike that young
people were not to have sexual intercourse. However, recently it has been neces-
sary to make messages about remaining abstinent more explicit. This has been
needed because of a change in adult sexual values and behaviors that has led to
a change in adolescent sexual behavior. As marriage has been pushed to older
and older ages, as more than half of all marriages end in divorce while people are
still very young, as sexual behavior outside of marriage has become more com-
mon and accepted, as sexual actions among unmarried people have been regu-
larly displayed to young people by the media, young people have lost the role
models needed to help them believe that abstinence is their best choice. In the
1970s, abstinence among adolescents was the norm. For example, only 4.7% of
15-year-old girls had had sexual intercourse. By the late 1980s, however, over
five times as many girls were sexually involved at that age.

The philosophy of delaying the onset is to allow young people to postpone be-
haviors with potentially harmful consequences until they are older and can more
clearly see the implications of their behavior on their future. The delay also is in-
tended to help young people postpone such behaviors until they are old enough to
take full responsibility for the consequences of their actions.

How can we use these approaches?
Educational interventions that appear to offer promise of reducing teen preg-
nancy are those that incorporate more than one approach, for example, insula-
tion and delay of onset. These interventions are aimed at helping young people
manage their sexual behavior, by both refraining from sexual activity and protect-
ing themselves if they do have sexual intercourse. These multiple approach inter-
ventions have received intensive evaluation and have demonstrated reduction in
sexual involvement, increase in birth control use, reduction in teenage pregnancy.

The successful programs tend not to be didactic but more experiential for young
people, helping them to personalize risks. Such programs are developmentally ap-
propriate, presenting information and services one way to younger adolescents,
another way to older adolescents. They also are skill based, helping young people
actually develop abilities to deal with social and peer pressures toward sexual in-
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volvement or negotiate systems and interpersonal relationships to obtain and use
birth control.

These programs try to change perceptions of peer norms—making it more ac-
ceptable to refrain from sexual activity or more acceptable to use contraception.
Such programs are value based—often they are designed to support a given
value—such as avoidance of sexual intercourse or pregnancy at young ages.
Some of the programs also are linked to health care settings that offer birth con-
trol services.

One intervention, Postponing Sexual Involvement, was able to significantly delay
sexual involvement throughout both the 8th and 9th grades among low-income
male and female youth who were given the program as opposed to such youth
who did not have the program. In the 8th grade, low-income youth who did not
have the program were four to five times more likely to become sexually in-
volved. At the end of the 9th grade, there was still a one-third reduction in sexual
involvement among low-income boys and girls who had had the program as op-
posed to those low-income youth who had not participated. Among those low-in-
come youth who became sexually involved, if they had had the Postponing pro-
gram, they were more likely to limit involvement in the behavior. Moreover, at the
end of the 9th grade, low-income youth who had the combined program were
more likely to use birth control and twice as likely to say they used it because of
what they learned in school. Pregnancies also were reduced.

As implemented in its home community, Atlanta, Georgia, Postponing Sexual In-
volvement for Young Teens was added to a Human Sexuality module that pro-
vided factual information on anatomy and physiology of the reproductive system,
becoming a parent, sexually transmitted infections, birth control, and decision-
making. One unique feature of the combined program was that the Grady Memo-
rial Hospital Adolescent Reproductive Health Center trained 11th and 12th grade
Teen Leaders to present the five classroom period Postponing Sexual Involve-
ment part of the program in the 8th grade. Under the supervision of the Center’s
adolescent counselors, the teen leaders provided information designed to help
adolescents explore attitudes and feelings about managing physical feelings within
relationships. They also taught adolescents skills to resist social and peer pres-
sures to become sexually involved and served as role models of youth who were
successful in the teen world without being sexually involved.

The success of the middle school intervention has led the Atlanta Public Schools
to adopt a three-tier approach to pregnancy prevention. An age-appropriate
adaption of the middle school program is now being put in place in all elementary
schools (Postponing Sexual Involvement for Preteens), and an age-appropriate
adaptation is also being implemented in the upper grades (Postponing Sexual In-
volvement in High School). Thus students in the Atlanta Public Schools will re-
ceive consistent messages regarding abstinence in elementary, middle, and high
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school. Information about protecting themselves from pregnancy and disease and
links with community health care services will continue to be an integral part of
the comprehensive approach so that the harmful effects for young people who
experiment with sex are minimized.

Implications for policymakers
Currently young people’s sexual behaviors range all along a continuum. They
need appropriate assistance wherever they are. Neglecting any one segment of
youth limits our effectiveness in changing societal and peer norms regarding ap-
propriate management of sexual feelings and behaviors, and reducing the inci-
dence of teen pregnancy.

Combining delay of onset, minimization, and insulation can provide a positive
set of strategies. For example, greater funding for school/health agency coopera-
tion on teen pregnancy prevention could increase the likelihood of helping stu-
dents receive linked information and services—encouraging health agencies to
facilitate innovative programs in schools, including those aimed at delay of onset.
It could also help schools facilitate better use of established community health
services making them more youth accessible and friendly. Not all funding for in-
terventions that could make a contribution to helping youth better manage their
sexual behavior in today’s society, needs to be new funds. Allowing existing
funds to be used more creatively would help. Family planning programs, for ex-
ample, are traditionally judged on how many patients they see in their family plan-
ning clinics, not on how many teens don’t need to come because the programs
reached out and helped them delay sexual involvement.

However, as we struggle with how to prevent teenage pregnancy, defining teen-
age pregnancy prevention as the problem may structure thinking about solutions
in ways that prevent the very outcomes we are trying to achieve. Indeed, teen-
age pregnancy itself may be a consequence of other problems that we as a soci-
ety are facing. In order to be successful at lowering teenage pregnancy to ac-
ceptable levels, do we need to address broader issues to overcome fundamental
societal deficits along with supporting individual program strategies? For example:

Is the real problem that biological maturity has outstripped psychosocial maturity
for our young and our society has not yet made appropriate adjustments? Pu-
berty is now occurring earlier (average age 12 for girls) while cognitive,
psychosocial maturation is not completed until much later in adolescence.
Is it realistic to expect immature youth to mange sexual feelings and be-
haviors in ways that avoid risk until society is ready to have them marry
and bear children—minimally after they have finished high school, prob-
ably gone on for further education and training, and worked for a while?
Cross-culturally, young people usually have become sexually involved
around the time of puberty unless there have been strong societal
restraints. Currently there are few societal constraints; indeed, there are
many societal pressures toward unhealthy sexual involvement. The me-
dia keep sexual images constantly on the minds of young people and
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show sex in a superficial stereotyped way while adults feel free to avoid
sexual restraint.

Is the problem that, in our society where unskilled untrained labor is not needed,
we have no role for youth until they are out of their teens and educated? Ado-
lescents who have little or no hope of finding jobs that will help them es-
cape from poverty are less likely than others to see the merit of future
planning, including family planning. Racial discrimination compounds that
problem. Even if one graduates from high school, if the best job one is
ever going to have is behind a fast food counter, why postpone parent-
hood? If the violence in one’s neighborhood makes one unsure there will
even be a future, why postpone anything? Do young people also think
they have to have sex or have a baby to be somebody because they are
coming through systems that do not show them we love them, care about
them, and have an immediate genuine need for them?

Is the problem how we view parenthood or are acting as parents? Today, the
majority of children in the United States have lived in a single parent
home at one time or another. Children may see one or both parents date
and become sexually involved with someone to whom they are not mar-
ried. Are parents so involved with themselves and meeting their own
needs that they do not take time to meet the needs of their children? Do
parents need to be given a clearer indication of how their changed atti-
tudes and behaviors affect our country’s youth?

Is the problem that adults have not resolved problems between the sexes and
this legacy is being passed to the young? Battering, rape, and incest affect
more women in our country than any other industrialized nation. Who
teaches young men and young women to be caring and respectful of
each other? Without that as a basis for a relationship, how can issues of
abstinence and pregnancy prevention be resolved by youth?

Teenage pregnancy has become an enduring problem in our society. There are no
simple solutions. We need to hold up a mirror to ourselves and other adults
around us and ask: How do we, how does our society, role model what it means
to be a man, what it means to be a woman, what responsible sexual behavior is?
What do we need to change? How can we do it? When we can answer that, we
will be closer to a solution of preventing teenage pregnancy.

Marion Howard, Ph.D., is the Director of the Adolescent Reproductive
Health Center in Atlanta, Georgia, and Clinical Director of Teen Services
Program at Grady Memorial Hospital.. Dr. Howard is a Professor of Gyne-
cology and Obstetrics at Emory University.
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The School/Community Sexual
Risk Reduction Program for Teens

Murray Vincent

his paper describes a teen pregnancy reduction program that, unlike
many other such attempts, has demonstrated an actual reduction in teen
pregnancies. This program, the School/Community Sexual Risk Reduc-

tion Program for Teens, used a community-wide approach and multiple interven-
tions. It was described in detail in an article in the Journal of the American Medi-
cal Association, published June 26, 1987. That article outlined the following re-
sults from the program (see Figure 1):

In the 2nd year, the estimated pregnancy rate for girls between 14 and 17
years old dropped from 66.9 per 1,000 to 24.0.

In the 3rd year, the estimated pregnancy rate was 25.0 per 1,000; in the
4th year it fell to 22.5.

An external evaluation of the program credited this 50% reduction in teen preg-
nancies to the program’s focus on multiple interventions in the target community.

Figure 1. Estimated pregnancy rates for females, aged 14–17,
in Bamberg County and South Carolina, 1981–1994
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Source: SC DHEC Office of Vital Records and Public Health Statistics.
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Methods
The School/Community Sexual Risk Reduction Program for Teens began in Oc-
tober 1982 in Bamberg County, South Carolina. The county’s population is rural,
agricultural, poor, and undereducated. According to the 1980 census, 58% of the
residents are Black; 42% are White. Before 1982, the county ranked among the
top 20% in estimated pregnancy rate for girls between 14 and 17 years old.

This project used a community-based model that recognizes the many factors
which contribute to public health problems—whether that problem is high blood
pressure, AIDS, infant mortality, or teen pregnancy. Because there are multiple
causes, the model predicts that long-term improvements will require community-
wide recognition of the problem and a number of “high dosage” interventions di-
rected at the entire community.

Many factors contribute to the problem of teen pregnancy. These factors are
complex, interrelated, and not easily remedied. Among these factors are the fol-
lowing:

Peer pressures and peers’ view about sexual activity, prevention, and
contraception
Parental activities and behaviors concerning communication and sexual
decisions
Family relationships
Single parent families
Latchkey children
Cultural and religious beliefs
Sexual relationship and role models in the media
Lack of self-confidence, self-esteem, and responsibility and lack of deci-
sion-making, problem-solving, and assertiveness skills
Perceptions of susceptibility and seriousness of sexual involvement
Availability of educational and counseling services
Lack of sexuality education
Engagement in other risky behaviors such as drug or alcohol use
Attitudes of medical and clinical personnel
Socioeconomic status
Availability of medical and health services

Teenage girls play a primary role in the problem and its solution. However, there
are also important roles played by the men or boys who impregnate them and by
parents, teachers, religious advisors, medical providers, businesses and indus-
tries, and taxpayers. The problem is complex. To believe a “magic pill” or a
“plea for more self control” will solve it is naive and simplistic. The community-
based intervention model offers promise because it involves many groups, agen-
cies, and stakeholders and is flexible enough to connect the interests, resources,
and energies of everyone in the community.
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Objectives and strategies
The project’s outcome objective was to reduce unintended pregnancies among
never-married teens and preteens. The primary behavioral objective was to sup-
port and promote abstinence and postponement of sexual intercourse. The sec-
ondary behavioral objective was to promote effective contraception among those
teens who are sexually active. To achieve these objectives, multiple educational
programs were directed at all members of the community. Educational programs
aimed to help people

recognize that early sexual intercourse and pregnancy creates problems
that do not enhance the quality of life

understand growth and developmental changes of children, adolescents,
and adults

improve skills in assertiveness, communication, problem-solving, and
decision-making to help youth resist peer, societal, and cultural pressures

improve teens’ self-esteem and aspirations

understand and acquire skills regarding reproduction, contraception, and
pregnancy prevention

Target groups for these educational programs included the following:

Teachers and community agency professionals. These adults benefit from
formal instruction, graduate education, and other intensive educational
forums designed to help them educate and guide youth.

Parents. Short courses, offered in a structure that ensures participation,
can improve parenting skills. Religious organizations may have the
greatest opportunity to reach this group.

Children and adolescents. This group needs planned, organized, and se-
quential sexuality education, taught by academically prepared teachers,
from kindergarten through high school.

Teen peer leaders. These teens work within schools and community orga-
nizations to influence their peers and younger children through orga-
nized outreach programs.

Youth at high risk of pregnancy. These teens are targeted with special pro-
grams and one-to-one interventions.

Community-based activities are a vital part of the school/community model.
While school activities are important, the community, through its homes,
churches, and civic organizations plays an equally compelling role. The goals of
community-based interventions are to nurture community ownership of the prob-
lem; to foster understanding of the universal need for planned activities to solve
the problem; to inform family, community, and business people about the avail-
able services and resources of the project; and to recruit clients and target audi-
ences for the project’s services. These community interventions involve the me-
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dia, parents, religious organizations, health and human service organizations, and
other community groups and activities.

Religious organizations have been particularly important in reducing sexual risk.
Many churches and clergy promote strengthening families and improving adoles-
cent health. Many believe the church has a pivotal role in teaching parents to be-
come the primary sexuality educators of their children. Medical and public
health professionals also play an important role in education about family plan-
ning and in referral to reproductive health services. Human and social services
organizations also provide a variety of related services and are a critical compo-
nent of a community-based prevention effort.

The School/Community project also stressed public outreach through local news-
paper and radio stations and took advantage of opportunities to promote the
program’s messages by speaking to civic groups and holding public events. The
goal was to saturate the community with pregnancy-prevention messages and
raise awareness.

Conclusions
In years 2 through 4 after the implementation of the School/Community Pro-
gram, the estimated pregnancy rate in the target county showed a remarkable
sustained decline, a decline not observed in comparison counties. The model tar-
geted the entire community and recruited parents, teachers, clergy, civic and so-
cial service organizations, youth, and others.

This model can be used in other places where unintended adolescent pregnancy
is a social and public health concern. We recommend that efforts to adapt this
program include three ingredients:

Adequate funding to recruit professional staff and to allow enough time
to implement and fine-tune a program

A receptive intervention population made more responsive by appropri-
ate information dissemination strategies

Involvement of the entire community

Policy options
In my work, I have found the following options to be important ones for commu-
nities interested in preventing teen pregnancies to consider:

Teen pregnancy is a complex sociocultural problem, and communities must
recognize and accept responsibility for solving the problem.

Local officials, community leaders and, especially, schools must make a
public commitment to preventing teen pregnancy.

Unintended pregnancies are a community public health problem. Effec-
tive solutions require multiple interventions directed at children, adoles-
cents, parents, teachers, agency professionals, health care providers,
business and industry, community leaders, and others.
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Sexuality education in schools, from kindergarten through high school,
should be sequential, age appropriate, and comprehensive. Graduate
coursework and continuing education should be required for all sexuality
education teachers.

Programs and services that enhance life options, employment, job place-
ment, crisis intervention, and case management are directly related to ef-
forts to prevent teen pregnancy.

Availability and access to educational programs, counseling, and ser-
vices for contraception, pregnancy testing, adoption, and abortion should
be provided by physicians, other health care providers, clergy, and other
community organizations.

Broad-based community interventions require adequate funding (esti-
mated at $150,000 a year) to employ professional staff to develop col-
laborative arrangements, orchestrate, and implement program compo-
nents.

Solving complex social problems takes time. Measurable changes in
knowledge, attitudes, behaviors, and health status will take 3 to 5 years.

Colleges and universities are valuable resources and partners to commu-
nity programs. They can provide graduate and continuing education for
teachers, technical assistance in community organization and planning,
and assistance in designing evaluation methods to assess process, imple-
mentation, and health status outcomes.

  

The School/Community Sexual Risk Reduction Program for Teens was a cooperative effort in-
volving the Bamberg School Districts #1 and #2, Hampton County School Districts #1 and #2,
and the Department of Health Promotion and Education, School of Public Health, University of
South Carolina. The project was supported by the Office of Adolescent Pregnancy Programs,
U.S. Public Health Service, DHHS, and the South Carolina Health and Human Services Finance
Commission. This program is now in the 3rd year of a 4-year replication initiative in three Kan-
sas communities, funded by the Kansas Health Foundation.

Murray Vincent, Ph.D., is the Program Developer of the Shcool/Community
Sexual Risk Reduction Program for Teens. He is a Professor in the School of
Public Health, Department of Health Promotion and Education, at the Univer-
sity of South Carolina.
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Resources on Teenage Pregnancy Prevention
Compiled by Kirsten Draper Linney

Project Assistant, Family Impact Seminars

University of Wisconsin
Larry Bumpass
Professor of Sociology
Affiliate, Institute for Research on Poverty
University of Wisconsin-Madison
4454 Social Science Building
Madison, WI 53706
(608) 262-2182
e-mail: bumpass@ssc.wisc.edu

Betty Chewning
School of Pharmacy
Chamberlin Hall, Room 3244C
University of Wisconsin-Madison
Madison, WI  53706
(608) 263-4878

Carol Lobes, Director
Wisconsin Clearinghouse for Prevention Resources
University Health Services
1552 University Avenue, Room 17
Madison, WI 53706
(608) 262-9007

Barbara L. Wolfe
Professor of Economics & Preventative Medicine
Director of Institute for Research on Poverty
3420 Social Science Building
University of Wisconsin-Madison
Madison, WI 53706
(608) 262-6358
e-mail: bwolfe@facstaff.wisc.edu

University of Wisconsin/Extension
Karen Bogenschneider
Assistant Professor, Child & Family Studies
Family Policy Specialist, Cooperative Extension
204 Child & Family Studies
1430 Linden Drive
Madison, WI 53706
(608) 262-4070
e-mail: kpbogens@facstaff.wisc.edu
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Ann McClean
Associate Professor, Social Work
Family Living Specialist, Cooperative Extension
University of Wisconsin-Green Bay
UWGB, Room CL710
2420 Nicolet Drive
Green Bay, WI 54311-7001
(414) 465-2679
(414) 465-2824 (fax)
e-mail: mclean@wisplan.uwex.edu

Stephen Small, Ph.D.
Professor of Child & Family Studies
Human Development & Family Relations Specialist, Cooperative Extension
Department of Child & Family Studies
1300 Linden Drive
University of Wisconsin-Madison
Madison, WI 53705-1575
(608) 263-5688
e-mail: small@facstaff.wisc.edu

Wisconsin state agencies and boards
Daña Alder, Administrator
Adolescent Pregnancy Prevention and Services Board
16 North Carroll Street, Suite 720
Madison, WI  53703
(608) 267-2080

Mary Conroy
Adolescent Pregnancy Prevention Specialist
Department of Health and Social Services
1 West Wilson Street
Madison, WI 53703
(608) 267-3712

Eyvonne Crawford-Gray
Director of Instructional Services and Support
Department of Public Instruction
P.O. Box 7841
Madison, WI 53707-7841
(608) 266-9368
(607) 267-1052 (fax)

Nic Dibble
Education Consultant
Department of Public Instruction
P.O. Box 7841
Madison, WI 53707-7841
(608) 266-0963
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Jennifer Sedbrook
Choices Program
Bureau of Children, Youth & Families
1 West Wilson Street
Madison, WI  53703
(608) 266-2464
email:  sedbrojl@wp.dhss.statewi.us

Teenage pregnancy prevention programs and centers
Pat Boerner, Executive Director
Family Resource Center of Fond du Lac
430 East Division
Fond du Lac, WI 54935
(414) 923-4110

Jacquelyn Boggess, JD
Policy Analyst
Center on Fathers, Families and Public Policy
Family Resource Coalition
200 South Michigan Avenue, 16th Floor
Chicago, IL 60601

Jerry Hamilton
Goodwill Industries
Children Up Front Program
524 Main Street, Suite 213
Racine, WI  53403
(414) 631-7744

National Resources
Adolescent Pregnancy Prevention Clearinghouse
122 C Street, NW
Washington, DC  20001
(202) 628-8787
(202) 783-7324 (fax)

Publications from 1985–1990 on various topics dealing with teenage pregnancy
and teenage pregnancy prevention. Call for a free catalog and price list.

Data Archive on Adolescent Pregnancy & Pregnancy Prevention
170 State Street, Suite 260
Los Altos, CA 94022-2812
(415) 949-3282

Publications, programs, and raw data on teenage pregnancy and teenage preg-
nancy prevention. Call for free catalog and price list.

National Directory of Teenage Pregnancy Prevention Programs
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370 Lexington Avenue
New York, NY 10017
(212) 532-8330

Information describing 600 different teenage pregnancy prevention programs.
Publications also available. Call for informational brochure and catalog.

Ordering information for selected publications
The following publications contain up-to-date information on current issues and
research findings on teenage pregnancy and teenage pregnancy prevention.

Beginning Too Soon: Adolescent Sexual Behavior, Pregnancy, and Parent-
hood ($3.00). This executive summary overviews the two related reports listed
below. June 1995.

Adolescent Sex, Contraception, and Childbearing: A Review of Recent Re-
search ($15.00). This 200-page report details research studies since 1990 on
adolescent sexual activity, contraceptive use, teenage pregnancy, and teen births.
June 1995.

Adolescent Pregnancy Prevention Programs: Interventions and Evaluations
($19.00). This publication discusses current prevention programs for reducing
teenage pregnancy. The effectiveness and evaluation of these programs is also
reported. June 1995.

These three reports can be ordered from

Child Trends, Inc.
4301 Connecticut Avenue, NW
Suite 100
Washington, DC 20008
(202) 362-5580

Report to Congress on Out-of-Wedlock Childbearing ($20.00). GPO Refer-
ence # S/N 017-022-01320-7. This report is a comprehensive review of the re-
search dealing with out-of-wedlock births. Nine scholarly papers take a look at
the causes and consequences of nonmarital childbearing. Also discussed are the
myths surrounding who has out-of-wedlock births and why. This report can be
ordered from the

U.S. Government Printing Office
Superintendent of Documents
P.O. Box 371954
Pittsburgh, PA 15250-7954
(202) 512-1800 (8 a.m.–4 p.m. EST)
(202) 512-2250 (fax)
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