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The Baltimore Pregnancy Prevention
Program for Urban Teenagers

I. How Did It Work?

By Laurie Schumb Zabin, Marilyn B. Hirsch, Rosalie Streett,
Mark R. Ewierson, Morna Smith, Janet B. Hardy and Theodore M. King

Summary
Two teams, each consisting of a social
worker and a nurse delivered the bulk of
gervices in an expenmental pregnancy'
prevention program for junior and senior
" high school students that combined school
and clinic components. In-schoo! compo-
nents were classroom presentations, infor-
mal discussion groups and individual coun-
seling; clinic sefvices consisted of group
education, individual counseling and re-
productive heatth care. Eighty-five percent
of the total student enroliment had contact
with at ieast one component of the pro-
"gram. More males than females were
among the 15 percent with no contact.
When estimates of chronic absenteeism
are taken into account, the program is be-
lievedto have reached all students in regu-
lar attendance.
~ Approximately 22 percent of staff-stu-
_ dent contacts occurred in the classroom,
and the remaining 78 percent were volun-
tary on the part of the student. About 68
percent of comacts occurred within the
" school, with small group discussions espe-
cially popular—they represented 41 per-
cent of all contacts. The proportion of con-
tacts that occurred in the clinic was highest
among senior high females (46 percent)
and lowest among senior high males (12
percent). .

tntroduction

Creative programs for the prevention of
- adolescent prégnancy and childbearing
have proliferated in the United States in
response to what is generally perceived as |
a high pregnancy rate among unmarried
teenagers. Even though there is more to be

'The mean number of staff encounters
about one-half the number of females.
males, the group least likely to utilize clinic services, seek out
‘small-group sessions in the school.

learned about adolescent risk-taking be-
havior, the feeling is abroad that enough is

known to begin working on pregnancy

‘prevention measures.! Because few pro-

grams have been evaluated, there is little
information on which to base the choice of
models to replicate, and even less infor-
mation with which to estimate the costs of
replication.

In a previous issue of Perspectives, we
reported on a school pregnancy preven-
tion program that combined educational
and medical intervention. The article
showed the effects of the program on the

" attitudes, knowledge and behavior of a

junior and senior high school popu]aﬁon

in Baltimore.? During the program’s exis-
_ tence, pregnancy rates declined 30 percent

in the program schools, while rising 58

percent in control schools; in addition, a

delay was documented in the onset of co-
ita] activity among young women attend-
ing program schools. This, the first of two
articles published in the current issue,
provides a detailed description of the ser-

'vices delivered by that program and the
_ ctudents' overall utilization of those ser-
vices; it does not explore the relationship

between individua! patterns of utilization

and individual oufcomies, but attempts to

give a sense of what was done by the staff

" to bring about the collective results. The

first article lays the groundwork for the

er male student is
ut even senior high

second,which is an accounting of program
expenditures and the costs of specific ser-
vices.

The privately funded demonstration
project known as the Self Center program

_ran for approximately three years, and w

a cooperative venture of The Johns
Hopkins University School of Medicine
and the Baltimore City Departments of
Education and of Health. The program
served a junior and a senior high school
with enrollments of approximately 700 and
1,000 students, respectively; they were lo-
cated a few blocks apart in an inner city
neighborhood characterized by pubhc and
low-cost housing. The program'’s servi

consisted of classroom presentations, edu-
cational and counseling services provided
in health suites in each of the two schools,
and educational, counseling and medical
services provided in a storefront clinic. The
clinic, Jocated across the street from the
senior high school, was open only to stu-
dentsfmmthetwoprognmschools The
overall project combined service and re-
search (two other schools were used as
controls in evaluating the program), and it
succeeded in achieving many of its objec-
tives? to raise the level of student knowl-

edge regarding reproductive biology and

pregnancy, to postpone onset of inter-
course where possible, to increase the level

of clinic attendance and contraceptive
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among the sexually active, and to reduce
the risk of pregnancy.

‘Each of the two program schools was
assigned a Self Center team, consisting of a
social worker and nurse-midwife or pedi-
atric nurse practitioner who were experi-
enced with and had a special interest in
adolescents. They were joined in the clinic

by a registrar, nurse’s aide or licensed prac-
tical nurse and, on some days, by a physi- -

cian. An experienced educator was also
present on some afternoons to help with
group education; both women used in that
role had master’s degrees and training and
experience in sex education, adolescent
services and group process. Other staff,
including the service program s_pnnupa]
investigator and the program director,
were involved in the administration and
supervision of the project but were not re-
spons:ble for the day-to-day provision of
services to students.

In addition, 12 students—three males
and nine females—were recruited to serve
aspeerresoumesforoneyeareachmthe
second and third years of the program.
The peer resource members were trained
to serve as representatives of and spokes-

~ persons for the program and to assist with

such tasks as presenting visual aids. These
students were identified by their T-shirts
or large red buttons with the words, “Ask
me about the Self Center.” In addition to
their specific duties, they added a sense of
student ownership and participation inthe
program.

Prior to the initiation of the program,
parents were informed of its objectives and
told of the services to be provided and of
the student questionnaires to be used as
part of the research component. Parents
were invited to consult with the service

" staffand, in the first year, a few were paid .

for their participation in a parents’ advi-
sory committee. However, parental ap-
proval is not required in Maryland for stu-
dents to obtain reproductive heaith ser-
vices.

Program Components
This article focuses on the day-to-day work

~ of the two social workers and the two

nurses assigned to the schools; the vast
" majority of the students’ individual and

group contacts with the program involved

these workers. The services that these
teams provided fall within six categories:
three types of services rendered in the
schools (classroom presentations, small
group discussions and individual counsel-
ing) and three in the clinic (group educa-
tion, individual counseling and medical
services).
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o Classroom presentations. Especially in the
first year, the initial contact between stu-
dents and staff of the Self Center program
was often in the classroom; each semester
the social worker (and sometimes the
nurse) gave at least one full-period presen-
tation to every homeroom class in her

school. The presentations were more struc-

tured and didactic than the smaller group
sessions, but included interaction and dis-
cussion related to values clarification, de-
cision-making and reproductive health.
The first class presentation of each year
introduced ‘the Self Center services and
began to raise the students’ consciousness

‘about the consequences of unprotected

sexual activity and to support students
who were not sexually active. During this

. first session, students also viewed “A Mat-
‘ter of Respect,”

a film featuring Jesse
Jackson. The film, which focuses on ado-

_Jescent pregnancy as a problem for males

and females alike, was used as a catalyst

for philosophical discussions that would

create a bond of understanding between

the staff and the students. In fact, this

bonding was the primary goal of the ses-
sion: The staff sought, in a spirit of open
communication, to establish the students’
rights to raise questions and discuss sub-
jects of concern, including matters they had
never before discussed with adults.

_ The second classroom discussion, tak-
ing place in the same semester or the fol-
lowing one, usually dealt with personal
goals, sexual activity, pregnancy, decision-
making, contraceptives and sexually trans-
mitted diseases. Although two presenta-
tions per year were mandated, many stu-
dents received more because the staff of-

fered their services to teachers when arele- -

vant subject was taught within the regular
curriculum. In the 30-month schoo} pro-
gram, Self Center staff conducted approxi-
mately 350 classroom sessions.

® Group discussions. The social worker, and

' sometimes the nurse, spent about two and

a half hours during the middle of each day

_in the school health suite; students could

drop in during their lunch periods to talk,

seek individual counseling or make ap-

pointments for clinic visits. Group discus-
sions in the health suites generally oc-
curred spontaneously, either as informal
Tap sessions or as focused discussions ini-
tiated by a team member who had identi-
fied a group of students with a specific

problem (e.g., suspected teenage prostitu-

" tion or physical immaturity that had led to

teasing). In these sessions, students often
raised questions about pubertal develop-
ment; the social worker would pose such
topics as future goals, decision-making,

L)
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peer pressure, drugs, alcohol, the conse-
quences of being a teenage parent and
male-female relationships. The health suite
was a hospitable environment in which to
play “Transformer,” an educational game
that attempts to simulate a day in the life
of a teenage parent, or “Humanopoly,” a
game that teaches anatomy and raises is-
sues of values. Thus, small groups co-
alesced around a need, expressed by the
students or perceived by a staff member;
the discussions evolved under the guid-
ance of professionals trained in group
process. These informal sessions identified
emotional needs that formal instruction
could not; for some participants, the dis-
cussions led to individual counseling
within the program or outside referral.

. Schoolmunsehng Each social worker had
a well-publicized schedule and an acces-
sible school office for individual consulta-
tion. Students could seek out the social
worker to discuss relationships with the
opposite sex, problems at home, a possible
pregnancy and other personal matters. The

_social worker could encourage the student

o come for weekly counseling, arrange for
a clinic visit for the student, or refer him or
her to another agency. If prolonged coun-
seling was required, the clinic was often
the better site because it conveyed more of
a sense of privacy and neutrality, and was
not subject to the academic schedule.
© Group education. After school, some com-
bination of the four workers staffed the
clinic, beginning at 2:30 p.m. most after-
noons and continuing until 5 or 6 p.m.
Students visited not only for individual
appointments but also to participate in
group discussions or to view videotapes
and movies. The educational materials
were selected to appeal to both males and
females. Students visiting the clinic were
to register only if they were seek-
ing individual counseling or reproductive
health services. Appointments could be
made ahead of time, but drop-ins were
accommodated as quickly as possible.
Almost all youngsters who went to the
clinic, with or without a specific appoint-
ment or purpose, received some form of
educational intervention. Groups formed
qrm_mdlstaffmemberinﬂ\einformal
atmosphere of the waiting room or around
an audiocassette machine presenting edu-
cational material on such topics as sexu-

‘ally transmitted diseases, pubertal changes

and talking to parents about sex. Books,
pamphlets and the games described previ-
ously were also available for student use,
and their ability to organize activities
themselves contributed to the program's
message of personal responsibility.
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school, the proportion of individual con-
tacts in the school setting is much lower
than that of group contacts. The social
worker was often in the health suite alone
and could only counsel individual stu-
dentsifapeerresoumpersonornume

was available to accommodate the other
students. Nonetheless, the school was a
good base from which to encourage atten-
dance at the clinic, which was better geared
for individual counseling and, as the num-
bers indicate, was more heavily used for
thatpurposethanwastheschool All coun-

~ seling sessions at the school were volun-

tarily sought by the students, whereas in
the dinic, individual counseling was re-
quired of those seeking contraceptives.
‘The proportion of contacts that occurred
h\theclmicdiffetsbysexmd school level.
The schools not only represented different
age-groups but also different professional
staffs in different educational environ-
ments. Whereas 46 percent of contacts with

* sendor lugh females were in the clinic, only

12 percent of contacts with senior high
males took place in that setting; among
junior high students, 21 percent of female
contacts and 19 percent of male contacts
occurred in the clinic. Since clinic regis-
trants who came for individual services—
they frequently had both a counseling and
medical appointment in one visit—were
nearly always involved in some group
experience, if only in the waiting room,
they are also counted within the clinic

- group education category. Also included
 are teenagers who signed in on the wait-

ng room log without seeing a staff mem-
ber individually. Many other young people
accompanied friends and took part in the
day’s activities without signing in—they

, arenot counted in the figures.

Senior high school females were the
most frequent patiénts of the medical staff,
contributing 81 percent of all medical vis-
its. About 16 percent of all program con-
tacts with older girls were medical visits,
compared with six percent for the younger
girls. There were more individual counsel-
ing contacts among males than there were

_ medical contacts, since males did not need

a medical examination to receive contra-

“ceptives. They could obtain condoms and
foam, along with contraceptive counsel-

ing, from social workers; indeed, 82 per-
cent of all dinic visits to a social worker by
males included the provision of contra-
ceptives (not shown).

Some students had very brief durations
of exposure to the program, and therefore
less opportunity to use it, than did others.
Few students who graduated from the
funior high school in this study attended
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_Table 2. Percentage of students using program services (and percentage after adjustment

for chronic absentees), by site and type of service, according to gender and school level

Site and type All gtudents Female Male
of service
Jr. high 8r. high Jr. high S¢. high

(N=3,044) (N=1,001) (N=1,163) (N=1,132) (N=581)
Total 849 (1122) 87.1(1180) 87.0(97.8) 2.2 (132.8) 80.7(90.7)
School
Ciass presentation 72.7 (96.1) 812(1112) 73.0(839) 739 (119.1) 61.3(68.9)
Group discussion 50.6 (86.9) 852 (75.8) 85.6 (63.8) 420 (87.7) 482 (542)
indiv. counseling 152 (20.1) 163 __(20.9) © 298 (34.3) 43 (7.0) 68 (9.9)
Clinle
Group sducation 26.7 (35.9) 242 (33.9) 42.1 (48.4) 21.0 (33.9) 12.4 (13.9)
Indiv. counseling 10.7 (26.0) 14.5 (19.8) 34.3(39.4) 158 (252) 9.8 (11.0)
Maedica! visit 145 (192) 134 (18.3) 34.8 (40.0) 18 (28) 22 25)

Note: Chronic absentee rates as reporied by the schools were: junior high hmnlu 27 peroent; senior high
females, 11 percent; junior high males, 38 pobrycom and senior haghpnr:absh? pe e

the program’s senior high school, because
. they had a number of other schools as op-
“tions. Consequently, hardly any ninth

graders who graduated from the junior

. high in the first year of the program and

none of the 12th graders who graduated
from the senior high that year could have
had more than six months of exposure to

_the program, which was initiated in De-
cember. In fact, 37 percent of those with no

program contacts were exposed to the
program during only that first partial year.
The mean period of program exposure for

“students in this study was approximately

16 months, including summer and other
vacation periods. Although the clinic was
open during vacations, the school compo-
nents were offered only when school was
in session and were available to students
for an average of 250 days.

A calculation of the mean and median
number of contacts with the program by

students who had a minimum of one con-

tact indicates a mean of 10 contacts per
student and a median of four in the course
of the average 16-month exposure period
{(not shown). The tmean number of contacts
ranged from 5.5 among senior high males

" to 16.0 among senior high fémales; the

median was three for males at both school
levels and five for both the younger and
older females. The mean is considerably
above the median because of a few stu-

‘dents who had a very large number of

contacts with the program. A senior high
school female had the largest number of
contacts (234), with 227 being the most for
a junior high female, 215 for a senior high
male and 115 for a junior high male. Many
of the individuals with large numbers of
contacts were peer resource students, who
were in frequent contact with the staff for
training and for their personal needs, but
other students also presented repeatedly

in one site or both. This quantitative evi-
dence that a few students monopolize
much of the professional staff's time is
confirmed by the staff themselves, who
report that these heavy users were often
among their most difficult and needy
cases.

With Table 2, we move from numbers of
contacts to percentages of students who
had contact with the program. The first set

of calculations uses total school enrollment

as the denominator, and the results are the
proportion of all students ever on the
school rolls during the three years that the
program was in place who utilized par-
ticular services. The numbers in parenthe-
ses are the estimates one gets if the total

.enrollment figures are adjusted for the rate

of chronic absenteeism in each category.
Eighty-five percent of all students were
reached by at Jeast one component of the
program. The 15 percent of the total num-
ber of students who had no contact with
the program includes more males than
femnales. When chronic absentees are taken

into account, the proportion of regular at-
tendees who have contact with the pro-

gram reaches 112 percent. This proportion
suggests that a program with a variety of
components has the potential to reach even
chronic absentees on occasion. Another
possibility is that school estimates of
chronic absenteeism are higher than they
really are. A total of 3,349 individuals are

“known to have been reached by this pro-

gram; a weighted chronic absentee rate for

~ the schools would imply that only 2,985

were in regular attendance, suggesting an

_ overestimate, especially among junior high
_ students where the proportion of regular

attendees reached by the program is 119
pamtoffemalesand‘lnpemtof
males.

- Approximately 73 percent of students
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Table 3. Percentage distribution of students who participated in the program, by pamm of

" services used, according to gender and school feve!

Pattern All gtudents Female Male
Jr. high 8r. high Jr. high Sr. high
(N=3,349)° {N=872) (N=1,012) (N=930) (N=469)
School contacts only
Ciass presentations only 304 280 26 377 38.0
Other services (with/without ,
_ class presentations) 382 “2 280 %7 486
Clinic contscts (with/
without school contacts)
Group education only 70 102 7.4 8.7 21
Other sarvices (with/ .
without group educstion)
indiv. counseling;
no medical visit 73 22 13 177 104
WMedical visits; no
indiv. counseting 12 08 19 09 11
Both indiv. counseling
and medical vish 15.9 144 381 13 17
Totat 100.0 100.0 100.0 100.0 *100.0

*includes 66 students for whom gender and school information were unavailable.

ever on the rolls heard a classroom presen-
tation, with the proportions higher among
junior high students than among senior
high students and higher among females
than males. It is not clear why the propor-
tion of senior high males is as low as it is

(61 percent), since only about 11 percent of

this group were considered chronic absen-
tees. Conversely, the proportions in the
junior high school, where chronic absen-
teeism was especially high, are larger than
might be expected. Perhaps, since class-
room discussions were more frequent in
the junior high school than the senior high
school, junior high students who were

" habitual absentees were more likely to
* make it to one or another session.

The popularity of the rap sessions in

- school is clear; from 42 percent of junior

high males to 56 percent of senior Iugh
females availed themselves of this service.
Female students were far more likely than
male students to take advantage of indi-
vidual counseling with a social worker at
the school; this sex disparity was also true
for senior high students in the clinic.
Howe_ve_r, jundor high males were as likely
as junior high females to see a social
worker in the dlinic. The highest propor-
tions registering for both individual coun-
seling and medical visits were found
among senior high females. Although not
shown in this table, there is a great deal of
overlap between individual counseling
and medical visits: Eighty percent of all
first medical visits among females in-
cluded 2 private social work contact, and
81 percent of all first social work visits

among females were accompanied by a
medical visit.

If the denominators are reduced by the
amount of chronic absenteeism in each
group, the proportion of junior high stu-
dents utilizing services rises considerably.
In fact, this calculation shows that among
regular attendees, a larger proportion of
younger males than older males took part
in school discussion groups (67 percent
compared with 54 percent) and utilized
medical services (29 percent compared
with 2.5 percent).

Another way of evaluating clinic con-
tacts is to use only sexually active students
as the denominator. A survey of students
conducted as part of the research compo-
nent provides an estimate of the propor-
tion sexually active (not shown). The
number sexually active is computed for
each group by multiplying that propor-
tion by the number of studerits on the en-
rollment rolls at a representative point in
the school year. (For the percentages given
below we used the November roll, a use-
ful single-point estimate because it is the
first in the year in which transfers are likely
to be recorded.) This denominator gives
some idea of the prime target population
of the clinic services, although the numera-
tor (i.e., clinic registrants) includes a small
number of students who were not sexually
active. The adjustment for sexual activity
makes the biggest difference among
younger females: Among the 50 percent of
all junior high females who were sexually
active, the proportion who made medical
visits was 27 percent. Among senior high
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females, the proportion was 48 percent.
Looking at visits to a social worker gives a
better idea of the proportion of sexually
active males who may have received con-
traceptive counseling through the pro-
gram; 21 percent of sexually active junior
high males and 12 percent of comparable
senjor high males did so.

Table 3 summarizes the different combi-
nations of program services that individ-

. ual students utilized. There are actually 35

utations, ranging from no services at

“all to all six of the options offered. Some of

the patterns of utilization are representa-

~ tive of fewer than one percent of students.

Table 3 collapses the 35 possibilities into
six and shows the percentage of students
who had contact with the program distrib-
uted among the six patterns of utilization.
Thirty percent of the students were ex-
posed only to classroom presentations.
While this level of exposure is minimal, it

_ does mean that these students knew of the

program and its staff. Had they wished,
they could have availed themselves of the
program’s more voluntary components,
as did the remaining 70 percent of stu-
dents who participated in the program.
Half of those who utilized other services
(38 percent) participated in activities
within the school health suite but never
visited the clinic. Those making use of vol-
untary services ranged from 62 percent of
junior high males to 76 percent of senior
high females.

Overall, 31 percent of the students util-
izing one or more of the services attended
the clinic at some time. About seven per-
cent participated only in the group activi-
ties that occurred there. (Some 50 students
who participated only in the group activi-

ties had no school contacts with the pro-

gram, not even a classroom presentation.
Many, particularly younger males, were
not on the school enrollment lists, so it is
possible that they were adolescents in the
community who came with their friends
and received group service for which they
were not technically eligible.) As Table 3
shows, only small proportions of female
students had a social work visit in the clinic
without a medical visit. Thirty-eight per-

_ cent of senior high girls had both a medi-

cal and a social work visit; this was true for
14 percent of funior high female students,
but fewer than two percent of male stu-
dents in either school. Most of the males
who registered for an appointment had
only a social work visit, for reasons dis-
cussed previously.

In general, detailed patterns of utiliza--

tion not shown here reveal a tendency
among students making 1 lical visits,
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and to a large extent among those seeing
social workers, to seek many different
“types of contact with the staff. The modal
group of medical visitors had made use of
all six service components. The use of a
wide range of services is consonant with
the expressed intent of the program that
medical services be linked with education
and . The school components,
concefved as a bridge from the classroom
to the clinic appear to have served their
intended purpose, while serving as the pri-
mary components of the program for many
students who received all theu' services
within the school.

Discussion
The material that has been presented out-
lines not only how the model was con-
ceived but how it functioned, not only
what the program offered but what was
used. This project was highly focused in
its goals, and generally provided only re-
productive health education and services.
Medical referrals were available, but these
data cannot give reliable estimates of the
demands a more comprehensive medical
clinic might experience. However, the
implications of the data for the staffing
and design of similar programs are many.
* Thenumber of student-staff contacts can
be extremely large in a program that is
well accepted by the students. Decisions
as to whether or not to accommodate all
demands for repeated contacts have staff-
ing fmplications. Of note is the important
role played by the social worker in meet-
ing the high volume of demands placed

~ upon a sympathetic staff.

® Although the classroom maximizes con-
tactand is useful for some purposes, small
groups were especially popular among
- these adolescents. The school appears to
be an excellent location for small-group
discussions, since the data suggest that
relatively few students attended group
sessions in the clinic unless they also came
for some other clinic service. Conse-

quently, a large proportion of students .
reached by the program might have been

" missed without this school component.
Furthermore, most clinic attendees are
sexually active; therefore, it may be that

only in the school is there a real opportu- -

nity to delay the onset of coitus.

* e Group education in the clinic reached
fewer nonregistrants than had been antici-
pated. Data analyzed here cannot validate

" the staff's impressions that attendance for
educational purposes often preceded at-
tendance for services that required regis-
tration. If that impression is correct, it
would indicate that students used group
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education until they felt comfortable
enough to ask for individual services. At
this point we can only say that educational
opportunities in the clinic were well used

. by those who came for individual services;

perhaps the needs of nonregistrants were
adequately met, as they should have been,
within the school.

* Individual counseling can take place in
either a school or a clinic location, and
almost 40 percent of students who received
this service in one location did so in both.

Counseling is often an on-going process

" and consumes a lot of staff time.

* Senior high females require the greatest

" proportion of reproductive health services.

They are more likely to be sexually active

_than younger students, and many who are

engaging in coitus use oral contraceptives,
a method that requires attendance at a
medical facility. Consequently, programs

~ for senior high school girls should plan to

deliver large numbers of clinic services.
* The mean number of staff encounters

_ per male student is about one-half the

number for females. But even senior high
males, the group least likely to utilize clinic

‘'services, seek out small group sessions in

the school. A relatively large proportion of
junior high males use the social workers in
the clinic as a source for condoms as well

‘as information and counseling. The fact

that these staff members were female did
not seem to hinder their ability to serve as
confidants, educators and counselors to
young males.

¢ The peer resource students utilized a
large amount of staff time. These students
appear to profit on an individual basis
from their involvement, but their training
and nurturing is on-going and intensive.
The intrinsic value of their services may be
worth the investment, but these data sug-
gest that they should not be viewed as a
means of saving staff input.

¢ Programs may well have a small num-
ber of clients who use inordinate amounts
of staff time. Median usage rates appear to
be in a reasonable range and are consid-
erably lower than the means, which are in-
fluenced by high extremes. The question

must be raised as to whether the continu-

ing involvement of the staff in long-term,

serious problems is‘a judicious use of their

time or whether referral is a wiser course.

* The concept of a school-linked clinic op-
eration—or conversely, a clinic-linked
educational and counseling project in the
school—is a model that works in terms of

the flow from one setting to the other.

Approximately one-quarter of the students

‘encounter the staff in both settings. Some

who attend discussions in the school health

suite may not wish to enter a clinic, and
would not do so even if it were located in
the school. For others, in-school contact
can serve as a bridge to the clinic, where
counseling and medical services can pro-
ceed without the limitations of school
hours, calendars and administrative con-
trols.

¢ Formal efforts to involve parents gener-
ally failed. Information was not recorded
on the limited number of contacts with
parents, who were often seen on an indi-
vidual basis but who rarely participated in
meetings about the program. Students
were encouraged to tell their parents that
they utilized the program and many did

‘50, but a great deal more time must be

invested if real and continuing parental
involvement is desired. Similarly, greater
faculty involvement would have been use-

ful, but that, too, would require time not

allocated in this program.

In conclusion, we believe the results of
the Baltimore pregnancy prevention pro-
gram reported earlier® reflected an impact
on the school populations that was sub-

_stantially greater than could be expected if

this had been a clinic-only program. By
putting school and clinic components to-

- gether, the program created an atmosphere

that legitimized discussions of sexual con-

{duct, contraception, abstinence and preg-

nancy among those who used its individ-
ual services and those who did not. Al-
though its focus was narrow and specific
to reproductive health, its offermgs in
counseling and education and in values
clarification and life planning were broad.
In combination with the positive effects of

the program, these utilization data sug-

gest that the model was highly acceptable
to the students, that the staff was seen as a
valuable resource and that both the clinic
and school components contributed to the

Program’s SUCcess.
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Dependency in Urban Black Families
Following the Birth of an Adolescent’s Child

Correlates of change in short-term economic de-
pendency are éxplored in households of 307 urban
black adolescents, approximately holf of whom
bring babies into the family. Correlates of in-
creased dependency differ with dependency de-
Jined as *‘proportion of household members em-
ployed” as opposed to ‘‘welfare dependency.”

" The key explanatory variable with both defini-
tions is the adolescent’s employment status. Pres-

ence of her baby significantly qffects an adoles-
cent’s job dependency, but not welfare depen-
dency once prior welfore status is controlled.
Multivariate models illustrate the roles of tran-
siency, age compoasition, household structure and
the adolescent’s father. The conciusion raises
Questions requiring examination in larger, more
representative samples.

Although associations between early childbearing

- and poverty have long been confirmed, it has be-

mehaudn;lydwthnldmpleuuulnh
tionship cannot be demonstrated. Evidence of the

causal role of economic conditions is reflected in -

the mnlnaeundoul nature of early mother-
bood, in the socictal and cultural characteristics
of many communities in which it is a common
pmofmm.hmm
tics of individuals who are more lLikely to become

4503 Hygiane, Departinent of Population Dyaamics, The Johm”

Hopking University, 613 N. Weife Strest, Baltimore, MD 21203,

teen mothers within those communities, and in
the economic realities to which young women
seem to be responding when they opt for early
childbearing.

However, there is evidence that early child-
bearing has oconomic consequences as well. If
childbearing limits the options available to the
young mother, it may have an independent effect
upon her well-béing and that of the family in
which the child is reared. This effect may be of
importance in families which, by assisting the
young mother, help protect her from long-term
disadvantage. Although adolescent mothers who
remain within their primary families, especially
within supportive, often extended, biack families,
appear at less of an educational disadvantage than
those who must make it on their own (Fursten-
berg, Brooks-Gunn, & Morgan, 1987; Scheirer,
1983), the consequences to the households which
provide that support are not well understood.

While anyone’s baby must have an effect upon

- the household in which it is raised, the degree to

which an adolescent’s child is responsible for a de-
terioration in economic well-being is not clear.
Nor is it clear whether this deterioration, even if
demonstrated, is artributable to costs associated
with the additional child, the overall dependency
ratio within the home, the bousehold stracture
into which the adolescent’s child was born, os lim-
itations which child care places on the potemtial

~" employment of the young mother and/or other

members of her family.

486 Journa! of Marriage and the Family 54 (August 1992): 496-507
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Dependency in Urban Biack Families

This paper utilizes a longitudinal data set based
on the seif-report of a small, demographicaily
homogeneous group of black, urban adolescents
to investigate some of these refationships. Just
under half of these young women bore a child
during a 2-yesar follow-up. We explore the struc-
ture composition of their households at base-

before any of them had children, and
changes in those households in the subsequent 24
months, We atempt to assess the contributions of
baseline and change variables, including a poten-
tial birth, to changes in the economic conditions
of the homes of the mothers and nonmothers
alike, .

Paior RESEARCH

A high risk of dependency in the early period
childbearing for most teen mothers has been
demonstrated. The resulting financial burden is
ne by the families of these young women and
by society at large (Burt & Levy, 1987); costs for
weifare and weifare related services to this sub-
® doubled in the 1970s (Burt, 1986). A dis-
proportionate number of weifare recipients bore
their first children during their teen years; over
twice as high a proportion of Aid to Families with
Dependent Children recipients as nonrecipients
fall that early childbearing subgroup (Moore,
1978; Moore & Burt, 1982). Risks of living in pov-
erty in the long and the short term appear greater
for with earty births (Hofferth, 1987). How-
ever, effects of early birth on poverty are in-
having their impact through larger fami-
lies, marital dissolution, and lower levels of
schoolin;.lnofwhichmmedmmwly
childbearing (Hofferth & Moore, 1979). Of these,
only lower levels of schooling could be expected
to affect the adolescent mother’s household in the
or two following her first birth.

Child care constrains employmeat for women
of any age, but the ability of a teenaged mother to
enter the work force is further limited because (a)

educational status does not give her access

to jobs which can pey for child care even if she
prefers to work; (b) the jobs available to her rarely
include the benefits she requires for herself and es-
pecially for her child, making it necessary for her
to qualify for weifare (hence also medical) assis-
: (c) little child care is available outside

the extended family in the low income eaviron-
in which she is often isolated. A high “‘tax’’

o7

on welfare dollars (that is, the weifare dollars lost
whn mhng and the low benefits associated

Havamn.&?lomr.k 1981; Mcunnhu&Gu-
finkel, 1989). -

Recent studies of the impact of adolescent
childbearing on future economic well-being have
shown that its effects may depend upon bow long
after the birth of the child the measurements are
made. Short-term effects on weifare and welfare
related dependency, and on participation of the
young mother in the lsbor force, may be great,
but some differences between early and later
chlldbamstendtodlmnnhmm(Cud&
Wise, 1978; Furstenberg et al., 1987). Short-term
reliance on-social services may not be associated
with long-term disadvantage, especially if those
who bear children early not only enter but also
leave weifare cartier than those who bear children
later (Block & Dubin, 1981). In fact, an adoles-
cent’s reliance on welfare in the period after child-
birth may permit her to become more independent
in the future; if her period of dependency allows
her to return to school she can increase her poten-
tial carnings in later life.

It 'has been shown that the dynamics of the
houschold and the dynamics of poverty are re-
lated. For a family, the beginning of a spell of
poverty is often associated with a change in house-
hold structure; such a change has been shown to
precipitate almost 60% of the onset of poverty for
female-headed homes (Bane & Ellwood, 1983).
The effects of extended family structure, with and
without a male spouse, on women'’s employment
have also been explored; there is evidence that,
whereas the presence of dependent adults who are
not part of the nuclear family decreases the pro-
pensity of married black women to work outside
the home, it serves to increase the probability that
single mothers will be s0 empioyed (Tienda &
Glass, 1989).

Studies which focus on the economic status of
adolescents, and those which report messurable
overall effects of specific structural variables on
dependency, are often based on national data.
The present study, using a small local sample,
turns a microscope on relationships between some
of the variables carlier studies have found signifi-
cant—that is, nuclear/extended structure, single
mother/father and mother-headed households,
proportions of the housshold empioyed, and de-

e ..

pendency ratios in the houschold—to explore the
dynamics of adolescents’ houscholds immediately
following the birth of the teenager’s child. This is
the period when indirect long-term effects should
0ot yet be apparent, but increased dependency has
been documented. Therefore, slthough the inde-
pmdmvmbbnmmommoddl
are drawn from the broader literature, the ration-
ale for their selection here demands that they can,
logically, affect the household in the short term.
Our objective here is to explore changes in eco-
nomic dependency over a 2-year period within the
households of 307 young women who presented
for pregnancy tests at ages of 17 and younger and,
specifically, to determine what role, if any, the
child .of an adolescent plays in bringing about
such changes. First, we describe the households of
those who do and do not bear children, focusing
on changes in structure, age distribution, and de-
through multiple regression to determine the con-
tribution of several characteristics suggested by
the literature—including the adolescent’s
child—to changes in economic dependency.
While the size and homogeneity of our sample
preclude generalization, our focus on a group
homogeneous in its high risk of early childbearing
will permit us to develop hypotheses about
sources of short-term dependency which may be
udmmbrmﬂymmhm

DATA AND Mrmom

This study examines the households of 307 urban,
black adolescents aged 17 or younger who pre-
sented for pregnancy tests at either. of two clinics
in Baltimore in 1985 and 1986, all of whom were
without children upon admission to the study. In-
terviewed at length upon admission, before results

of their pregnancy tests were known, they were

followed at 6-month intervals for 2 years; at 6 and
18 months they were interviewed by telephone, at
1 and 2 years in person. Although this 1nalysis
uses information from the intervening surveys, it
is primarily based on-information given us by the
respondents at baseline and the 2-year follow-up.

During the 2-year interval, some had a baby as
a result of a pregnancy diagnosed at the index
pregnancy test and some bore a child as a result of
& pregnancy conceived thereafter. In all, 47% had
at least one baby during the observation period.

Jourmal of Marriage annd s Fawily

babies live with their mothers, the vast majority of
whom continue to reside with their primary
lies. For purposes of comparison with those with-
out a birth, it is the 45% of respondents
children live in their homes who form the ‘‘Baby’’
subgroup. Omitted from this category are the 6
mothers whose babics do-not live with them.
Comparing the households with (n = 137)
without (# = 170) these children, we explore
structure at baseline, the changes which occur in
the composition and structure of the households
in the 24-month observation period, and the ef-
fects of those changes on employment and weifare
dependency. We use two measures of dependency
as outcome variables: dependency on social ser-
vices and a ratio of the number of dependent (i.c.,
unemployed) household members to .all who live
in the home. The respondent’s child can change
the latter measure both by adding to the pumber
of depeadent household members and by limiting
the respondent’s ability to enter the labor force at
age 18. By isolating the independent contribution
of the teenager’s employment and of ber child to
the household’s overall dependency, controlling
for structural and change variabies of interest, we
mwnndmnd:h:roleofthebabynlhc
peviod immediately following its birth.
Neither of the variables we use to define :
come transfers for support or the proportions of
dependents to total household membership—re-
quires that income levels be reported. Thus, we
are able to rely on variables accessible to our ado-
lescent respondents, who generally know if a wel-
fare check is & source of income, and whether
adults in the home are working or not. Given the
difficulty of obtaining an adequate measure of
household economic status from teenage respon-
dents, an age group which is generally unabie to
mtteﬁablyonfamﬂym.owmblam
a major advantage.
Almmnononowmumefuuhltn
do not know the degree of dependency om social
welfare; that is, we cannot distinguish between the
and that which receives three. Similarly, we know
whether or not an adult is working *‘regulagly for
pay now,’” but not the amount of wages esrped;
we do not know if the job is temporary or perma-
pent, or whether the income is fixed or vaziable.
We assume that in housebolds whose sogiveco-

. In 96%. of these cases, or 45% of the sampie, the ..__nomic status is low and whose eavironmestis ur- .. ..
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poor, no one worker alone is bringing in

a disproportionately high salary; this implies that

higher income is related to the presence of addi-

workers. Thus, when the outcome is a de-

pendency ratio based on work status, we assume

that a household whose ratio is lower is at less dis-
advantage.

Descriptive tables (Tables 1-4) present percen-
*age distributions of relevant variables. In Table §
we Jefine the uriadies that are included in the
multivariate todels which follow. In these
models, we use logistic regression when the depen-

variable is dichotomous (Table 7). When the
dependent variable is coatinuous (Table 6), we use
ordinary least squares techniques. In all cases, we
] the standardized regression coefficients
| , allowing comparison of the relative size of
the coefficients within a given regression model.

Foepmvos
Households of the Adolescents

The vast majority of the young women (83%) live
with their mothers at baseline, and most (75%)
still live with her at follow-up (Table 1). In only
28% of the houscholds in which the mother is
present, or 24% of the total sample, is the father
(real or step) of the respondents in residence at
baseline; in fewer than 17% of households is he
present at follow-up. Many more of the mother-
headed than two-parent houscholds are extended
in structure (43% vi. 21%). We will sce that some
of the change in family structure at follow-up is
due to the respondent herself moving out of the
primary family setting during the observation per-
iod, but very few (9%) set up independent house-
bolds. We define such a household as one in
which neither the girl’s nor her boyfriend’s par-

Tamz 1. Percentacs Domroumion of Resrowpants’ HoussnowDs sy Paasnca
0f RRSPONDENTS' PARENTS AND STRUCTURS Of HOUSEROLDS AT BASELINE aND
Fowow-Up, sy FrrTiuTY AT FoLLow-Ur

——Al_ —Baby No Baby
% n L ] % »
Basch

Mother and father 2.1 n 21.9 30 24.1 41
Nuclear 78.9 80.0 78.0
Extended 21.1 2.0 20

M 60.3 183 6.5 87 516 98
N s1. 36.3 58.2
Extended .7 9.7 418

Father alone 1.3 4 0.0 0 2.4 4
Nuclear 15.0 0.0 75.0
Extended 5.0 0.0 25.0

15.3 a 14.6 20 159 7
66.0 60.0 7.4
No grandperent(s) 21.7 40.0 18.5
6.4 0.0 1.1

1 100.0 307 1000 137 1000 17

Follow-Up

Mother and father 18.3 47 1.7 16 18.2 n
N 78.7 68.8 8.9
Extended 1.3 3.2 16.1

Mother alone 93 1R 61.3 “ 516 98
Nuclear 64.8 69.0 61.2
Extended 5.2 .0 ns

Father alone 1. 4 0.0 0 2.4 4
Nuclear 50.0 0.0 $0.0
Extended 50.0 0.0 5.0

I 1.1 k) 1.0 n zu n

».2 2.7

No grandparent(s) 21.6 1.0 IG 2
.2 4.2 35.1

! 100.0 37 1000 177 1000 17

Ry

i
1
i
i
i
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Tams 2. Pracantaaz DuTRisuTION oF REsronpENTs’ Houszsoips 3y Numssa o
Housanotd, AGE DIraNDEINCY RATIO, AND JoB DIPENDENCY RATIO AT Bassune

AND Fotiow-Up, AND BY FERTILITY STATUS OF RESPFONDENT AT FoLLow-Up
Al Baby No Bsby
(n = 304) (n = 134) (» = 170)
Baseline
Mean number in household 46 (1.8 43 20 44 (1.7
Age dependency ratio* 365 (.268) 399 (.252) 338 (.279)
Job dependency ratio® 128 (221 758 (211 706 (.226)
Follow-Up

Mean number in: household 44 (L.9) 49 (1.6) 39 (.9
Age dependency ratio 320 (2 387 (.282) 291 (270
Job dependency ratio 640 (.279) 753 (.191) 550 (
% change in dependency -12.3% -10.5% . =-14.2%
wmmﬁm -12.1% -0.1% -22.1%

Note: Standard deviations in parentheses.

SAge dependency ratio equals: < 18 + > 6S/All.

*Job dependency rlno equlh. ‘working/All. .

ent(s), mndmmt(s). nor aunts or uncles are
present, and in which cither she herself, her part-
ner, and/or a contemporary (S 25 years okd) are

identified as the head of household. Using this -

definition, only three girls lived independently at
baseline and all of them had returned to their pri-
mary families at follow-up. Thirteen others had
moved out. Therefore, most of the changes shown
in Tables 1-4 reflect changes within the primary
family itself. It is noteworthy that, aithough more
respondents with babies than without (12% vs.
8% ) have moved out of the primary family at fol-
low-up, -only 4% of the young mothers did so in
order 0 establish a home with the father of the
Mean numbers of household residents decline
overall during the 2-year interval, but not surpris-
ingly they rise in the households in which the re-
spondent bore a child (Table 2). We report two
types of dependency ratios in this table. The first
is based on age and reflects the proportion of all

household members who are below 18 or over 6S .

years old. Age is the variable upon which depen-
dency ratios are generally based. They refloct the
theoretical dependency ratio of the houschold in
which the respondent and her child live. Because
the respondent and her child(ren) are accounted
for in other variables, this variable is defined
omitting them both from the numerator and the
denominator of the ratio. The second ratio we use
is an actual economic dependency ratio, describ-
ing the proportion of nonworking household
members among the total gumber of persons in
the home. The effects of the respoadent and her

child are retained in this variable. The first pro-
portion declines 12%, (i.c., the proportion in
dependent age groups becomes smaller) and
changes in the childbearing and nonchildbearing
homes are not substantially different. However,
the second measure remains virtually the same in
the childbearers’ households while it declines over
22% in the homes in which the adolescent did
bear a child. Thus, in the homes without a birth to
an adolescent, a larger proportion of houschold
members are working at the end of the 2-year
period than at the cutset.

lmphedbythmchmgubmnotsho\mhuch
the large amount of mobility evident within the
homes of the respondents. Interviewed at § times
in the course of 2 years, there were only 10% of
homes in which there was not at least one change
in residential membership in one of the intervals.
Looking at only two points in time, in only 19%
of the homes did the composition at the end of the
2 years appear to be the same as it was at the be-
ginning. Even when controiling for the respon-
dent’s baby, only 17% of houscholds had no
changes in any interval during the 2-year period.
Thus, in addition to changes between the begin-
ning and the end of the period, there was consid-
erable transiency, hence change in both age
job dependency, beyond that captured in
SUMMAry mMessures.

At follow-up, 55% of the respondents sre 18
or more years of age (Tabie 3), 2% of thass who
bore a child. (This 7-point differential is doe to
the fact that those who conceived subsequent to
the index event were slightly oider than thass who
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Tanin 3. PERCENTACR

DaTRSUTION OF RESPONDENTS BY Tams 3. Deroamoses or Vaniasss v REozassioNn Moosis
AGE, Jos STATUS, AND FERTILITY STATUS AT FoLLow-Up

Variabie Definition
A Baby No Baby tcome .
(n = 306) (r = 13§) (n = 170 Welfare status 0 = never on or changod from oa to off; | = slways o6 or changed from off to oa,
. 18 years oid $5.2 61.8 50.0 Job status Continuous variable = difference between ratio dependents in Aousehoid/all in house-
Working 37) 26.2 48.2 Aold at beginning and end of observation period. Dependents = all minors + adults (2
Not working 62.7 7.8 51.8 18) not working 2> 20 hours a week.
18 old “.s 82 50.0 Economic dependency = job status with correction for welfare status. If change

Coatinuous variable variable wil
frcnoﬂtoonwdf-r_e.ddl on to off add -1; if no change in weifare status add 0.

Nuclear household Om wfmmw»ml-m'meum

id not. ages of those with a baby and those  greater at follow-up, it is frequently s pre-existing i includes parent(s) and child(ren) only.

ithout  not significantly different, 15.7 vs.  phenomenon. The difference is significant (p < m’m 0'@““]‘““":’:'::“'“}5‘““““

$.5.) B we define the respondent as a de-  .02) and is reflected in the proportion of house- —bascline Coatinuous varisble = ouml perscas in bouschold at bescline.

endent until age 18, we remove her from the nu-  holds which are never dependent on public assis- l Welfaro—bascline mrmmwuml-wm

terator of the job dependency ratio when she  tance, a proportion twice as large among non- Age dependency Continuous varisbie = difference between ratio mm:aaumc/aau

:aches that age, {f she is working 20 hoursa week  childbearing bouscholds as among childbearing beginning and end of observation period, omitting respondent and ber child.

r more. [n a variable reflecting her work status  (34% vs. 17%). Father moved -1 = father was in home at baseline, '-nuufonmp.o-mhc'uhthm

)e see a dramatic difference between the two wmoflhehonenbuhdmpebdl.ﬁl-mhumnah at baseline, was

roups on fertility status: Whereas 48% of . ia a f P

be respondents age 18 or older without a child are B _ Respondent job 0= m wﬂuuloﬂw-wl-w?_lludwﬁu>w

rorking at follow-up, only 26% of those with & M Models of Baby at bome o-mm:nuum.wuummmx-wu-m

hild are no longer dependents. This differenceis  The multivariate models which follow utilize vari- of ber own in bousehold.

ignificant (p = .004). Large differences in mater-  ables quantified in the descriptive tables; the rele- Respoodent age 0 = respondent was <. 17 at 2-yoar follow-up; | = respondent was > 18 by 2-year

al s are associsted with employment: vance of each variable is proposed by or theoreti- follow-up.

\moag { both working and in school, about 2  cally grounded in the literature described above. Independent housebold ;I-Iupu;lnl' hdq:ad;:h t“ -nhwmfm,byz-lyat
. i " : : 'ollow-up; =" respondent primary family at baseline ollow-up; +1 =

ut of 10 are mothers; among those cither work-  All the variables are defined in Table 5. Each “'Pm family at baseline. in P III-M-“II ap. In-

ag or in school, just over 4 out of 10; and among
who are neither working nor in school,
7 of 10 (not shown).

At baseline, 70% of the households into which
n adolescent’s child will be born are receiving
apport from social services and/or medical assis-

compared to 56% of the families which will
ot (Table 4). Although that difference becomes

analysis was performed twice, using two different
definitions of the number of people in the house-
hold at baseline. One method counted each indi-
vidual as 1, whatever his or her age. The second
used weighted equivalents that account for as-
sumed differences in consumption following re-
cent work by Macunovich and Easterlin (1990).
However, because most of the results do not dif-

4. Pacurrace DutaisuTionN of Resrowpints’ Houszsowps 3y Houzsmowns® Social Szavice Surroat
STatUus AT Bassive anND Fowlow-Up, AND PERCENTAGE RECTIVING SOCIAL Sarvice Surront BY
RuzrowDarTs’ REGIDENCE WITH PRIMARY FAMILY, AND FERTRITY STATUS AT FoLlOwW-Ur

Al Baby No Bady
(n = 304) n = 139) (n = 169)
xial Services and/or Medicaid Support '
Baseline and follow-up 44.7 35.6 - 3.1
Baseline, follow-up 17.1 14.1 19.5
Follow-up, not i 11.5 133 10.1
Neitber baseline nor follow-up 26.7 17.0 34.3
100.0 100.0 100.0
poed Services and/or
edical Support st Follow-Up
Respondent in family® ) & o
K N .1
Respondent in mﬁn [LX] .3 383
e w
S = Z7B.
‘"= 9

dependent 2 '
mﬂuﬁuhﬂddwnomlmlmundsm

fer significantly when weighted. equivalents are
used, nmoﬂytheunwazhtedmom
below.

In order to separate the effects of the baseline
and change varisbles on both the employment and
the welfare components of dependency, the re-
gressions presented in Tables 6 and 7 use different
definitions of dependency as the outcome vari-
able. We define dependency in Table 6 in terms of
change in the “job dependency’’ measure re-
ported in Table 2; in Table 7, we define it in terms
of the household’s receipt (or nonreceipt) of pub-
lic assistance at the 2-year follow-up. Note that
the focus is not on absolute levels of dependency
but rather on the correlates of change in both out-

When change in the job dependency ratio is the
outcome of interest (Table 6), the employment
status of the respondent herself, and the presence
or absence of a child bora by her, are highly signi-
ficant. Also highly significant are changes in the
age dependency ratio (net of the respondent and

her hby) between baseline and follow-up. In
Model 1, vhnchuphma.lmonﬂ%ofthevan-
ance in dependency, neither welfare status at
baseline nor variables associated with the respon-
dent’s father are included. In Model I1, variables
relating 10 the adolescent’s father are entered; his
presence in the home at baseline appears to play
20 role, but his leaving the home during the obser-
vation period adds significantly to an increase in
dependency. In Model 111, baseline welfare status

is entered. Although statistically significant, it

adds little to the explanatory power of the models,
(R* = .49 v1. .50).

A change in the age dependency ratio adds
considerably more than weifare status (beta = .35
vs. .12). This is noteworthy because the respon-
dent’s age, the presence of her baby, and/or the
presence of her father are all controlled. This in-
dependent effect of change in the age dependancy
ratio is largely due to the aging of houscheld
members, especially of siblings who become 18 or
more during the follow-up period. It also refinats
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Tamix 6. BETA CORFICIENTS AND SIGNTFICANCE OF [NDEPENDENT VaRLABLES
wriables Modei | Modd 11 Model 111
iseline.
Number in bousehold 0716 0433 0774
Nuclear household 0571 0227 @17
Father at home 0409 -.0033
\lem at baseline -.1181*°
lapondun.z 18 at follow-up 0447 0511
age dependency 37070 34390 348100
Adolaum s Inby in home 2036 2032%*° .2103%*
Respondent working -.4633%* - 471700 -.4898%%
Indep bousehold -0 -.1032* -.0941°¢
Father moved -.1061* -.1178*
R' 4697 4854 4966
Nou: Outcome

variabie is
*p < .05. **p S 01. **°p = .0000.

be movement of other individuals into and out of
be Such movement affects the proportion
f the houschold members who are, in fact, de-
endeats, but these changes represent only a small
roportion of the observed change in the age de-
endency ratio.

A somewhat different picture emerges in the
1odels in which change in welfare dependency is
¥ outcome measure. In the dichotomous out-

in logit models (Table 7), status at
slow-up is coded 1 to represent either continua-
on on weifare or a move from off welfare to on
effectively, welfare status at 2 years deter-

the outcome measure). Once again, the re-
pondents’ work status is highly significant (p =
Whether or not the respondent has a job is
important determinant of her house-

old’s welfare status at the end of observation

dnn.enpbdqendm:y(podﬁvechm mm).

than the presence or sbsence of a child bomn to
her. In fact, once baseline weifare status is catered
(Model III), the presence of her child loses even
the limited significance it had in Models I and II.
In Mode III, the respondent’s job plays a
stronger role than baseline welfare status, (beta =
=2.02 vs. 1.71). In these models, the presence or
absence of the adolescent’s father at baseline, and
his movement in or out during follow-up, become
significant contributors to increased dependency.
That is, his absence plays a role in the househoid’s
dependency when it is defined in terms of social
service support, a role which was much weaker
when it was defined in terms of the proportion of
its members in the work force. Conversely,
changes in the age dependency ratio, net of the re-
spondent and her child, do not play a significant
role when weifare status is the outcome measure;

Tams 7. Bata CORFFICIENTS AND SIGNIFICANCS OF INDEPENDENT VARIABLES

‘ariables ) Model 1 Moded 11 Modd 111
in household 1379 .1962° 0638

Nuciear bousebold . 2346 5438 6291°
Father at bome -1.5862°%° -1.1109%*
Weifare at baseline 1.7142%*

ollow-Up

Respondent 2 18 at follow-up 1916°% 1186 9496°*
Adolescent’s baby in home 6698°° S649° 5162
Respondert working ~3.0449%° -2.0414%%° ~2.0162%%
Independent household 5438 5646 4671
Father moved -1.0585° -.9490°

R : 32 363 446

Qutcome variable is social services dependency at
-psos *op < .01. **°p = .0000.

follow-up (welfare at follow-up =

they are strong determinants of dependency whea
dependency is defined, as in Table 6, by the pro-
portion employed in the household.

Finally, we note the significance in this model
of nuclear household structure: It coatributes, al-
though not greatly, to the level of dependency. In
this sample, the majority of the households, ex-
tended and nuclear, are headed by single mothers.
For them, the presence of an extended family ap-
pears 10 protect somewhat against reliance on
public assistance, once the presence or absence of
trolled (Table 7). However, the beta is small, and
a similar picture does not appear when job depen-
dency is the outcome measure.

Thus, theoondamofdependnqlppano

differ when different deﬁmuo_m of dependency.

are employed. To explore the effects of a more in-
using s summary measure of change in economic
dependency as the outcome variable (not shown).
This outcome measure combines changes in the
weifare status of the household, and changes in
the proportion of household members who are in
the work force. An increase in dependency over
thez-yurohavadonpmoduwudbyl
move onto weifare and/or an increase in the ratio
of dependents (of any age) to working adults. The
nodelsmuhuonmpvelmundpmof
the sources of dependency, suggesting the impor-
tance of differentiating between dependency mea-
sures as we did in Tables 6 and 7.

In all the models with the summary outcome
measure, the addition of the adolescent’s baby to
the bousehold, the employment status of the re-
spondent herself, an increase in the age depen-
dency ratio, and a nuciear househoid at baseline
are all significantly associated with increases in de-
pendency. When the presence of the father in the
household at baseline and a change in his presence
between baseline and follow-up are entered, they
produce little change in the resuits. With weifare
status at baseline added, the explanatory power of
the model more than doubles. Nuciear houschold
structure remains positively associated with in-
creased dependency but, again, its coatribution is
small. The adolescent’s baby remains highly signi-
ficant in this model with a combined outcome,
mlikdybeameoﬂnmhhthahwnholds
jobdepndnqnﬂo

Jokrnsl of M e Panily

Role of Beckground Charocteristics

In each of these models, the effects of individual
background characteristics of the respondent her-
self were tested, characteristics such as her school
status and her educational aspirations, her age or
her religiosity. There were, not surprisingly, some
differences between the young women who had a
baby during the observation period and those who
did not. Significant differences were those which
suggest lower academic standing among the child-
bearing group, such as the larger percentage be-
hind age for grade (p = .01) and the smaller per-
centage who aspire to more than a high school ed-
ucation (p = .001). In no case, however, were
these charscteristics significant in reiation to the
outcome variables. Furthermore, when intro-
duced into the multivariate models, they did not
change the relative contribution of the indepen-

ConCLUDIONS

We have attempted to describe changes in depen-
dency status in the households of urban, biack
adolescents during a 2-year period following their
presentation for pregnancy tests at age 17 or
younger. Some of them had a child during that in-
terval and some did not. We seek to understand
the role of the adolescent’s child in the changes in
economic dependency we observe. Although lim-
ited in our ability to control for the time since the
birth of the child, in all cases the effects we de-
scribe should be seen as short term; they are all
observed within 18 months of the birth.

Sources of Dependency

The data suggest that the sources of increased eco-
nomic dependency are not the same when depen-
dency is defined in terms of public assistance as

" when it is defined in terms of an employment-

based dependency ratio. Some variables are signi-
ficant in relation to both cutcomes, but others are
clearly different. In both cases, dependency is as-
sociated with the prior status of the houschold
and with changes in the househoids during the ob-
servation period. In both cases, it is reiated ia part
to the presence of the adolescent’s child and in
part to other factors.

The respondent’s own employment status con-
sistently makes the largest contribution to both
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. What Did It Cost?

By Laurie Schuab Zabin, Maril
: N{ari R. Emerson, Theodore

Summary
An experimental pregnancy prevention
program for junior and senior high school
students consisted of classroom lectures,
.informal discussion groups and individual
counseling in the schools and group edu-
cation, individual counseling and reproduc-
tive heatth care in a nearby clinic. The
structure of the program allowed for exten-
sive individual counseling for students who
desired it, and the reported costs are thus
cconsidered generous. School-based ser-
vices utilized 40 percent of a total three-
year budget of $409,250, and clinic ser-
vices, 60 percent. The average cost per
“student served was $122, with the aver-
age per female student almost four times
that per male and the average per senior
high student more than twice that per jun-
ior high student. Students who utilized
more expensive types of services, such as
_individual counseling and medical services
in the clinic, also used other program offer-
ings more frequently. Services to students
who attended only class lectures cost an
average of $13.20 to deliver, while stu-
dents who utilized all services cost the
program an average of $546 each.

Introduction
The variety of programs or components of
programs that attempt to address some
vect of adolescent pregnancy has re-
sulted in a wide range of cost estimates
both for entire programs and per patient.
The diversity in organization, types of
services offered and primary goals, how-
_ever, makes cost comparisons difficult, as
does the diversity in methodology and
sources of data from which the estimates

B. Hirsch, Edward A. Smith, Morna Smith,
. King, Rosalie Streett and Janet B. Hardy

are made. One report estimates the United
States’ total expenditures for family plan-
ning clinic services to be $81 per woman of
reproductive age, including those who do
not use clinic services.! Based on statewide
expenditures, an Illinois report estimates a
cost of $10 per teenager for family life
education and $75 per teenager for family
planning 2 One analysis cites $100 per pa-
tient for comprehensive schoo! health serv-
ices.? Another widely quoted figure of $125
per student is an average that was com-
puted by dividing wide-ranging estimates
of costs in 15 comprehensive schoo! health

“clinics by estimates of the numbers of stu-

dents using each facility; a number of costs,
such as those for maintenance and over-
head, were not included in the analysis.¢
None of the programs mentioned has pub-
lished ‘'a detailed description of services,
and none is proposed as a basis for replica-
tion. Project-specific estimates have been
made for programs for pregnant and par-
enting teenagers, but not for programs that
aim at prevention.’

This article explores the costs of one
program, described in the preceding ar-
ticle, that had as its primary objective the
prevention of pregnancy in a high-risk
population. Two comuments should be
made at the outset. First, the project was
conceived as an experimental model with

a strong research component. Although

research costs are not included in our
analysis, the very structure of the program
was luxurious, with generous staffmg and
ample time to meet the demands of the
students. There is reason to suppose, there-
fore, that the reported vosts are maximal.
Second, the project was connected to a

major health institution and shared staff
with that institution. In replicating any one
project, especially one with these advan-
tages, the question must always be raised
of whether the costs can be duplicated.
Adjustments made in accommodating
program costs to the accounting and staff-
ing requirements of The Johns Hopkins
University (the affiliated institution) are
reported, and the overall impact of the
institutional association is addressed.

The denominator used throughout this
analysis to calculate per student costs is
not total enrollment but rather students
who had contact with the program; as
described in the preceding article, this
probably includes all students in school on

. aregular basis. Data on student utilization

of various program components were
drawn from project records, as detailed in
the preceding article. The Johns Hopkins
University accounting records provided a
systematic and complete account of the ex-
penditures of funds assigned to the pro-
gram, which was underwritten by a pri-

_ vate grant. Records kept by program staff

and interviews with them were utilized
only to help in assigning time estimates to
particular functions.

The administrative staff included the
principal investigator of the service proj-
ect, a program director who managed day-
to-day operations and a secretary who also
served as the clinic registrar. The core ser-
vice staff consisted of two social workers,
both with master’s degrees, and two regis-
tered nurses (a nurse-midwife and a pedi-
atric nurse practitioner). They were sup-
ported in the clinic by one nurse’s aide or
licensed practical nurse and were joined

1 »Schwab Zabin is an assodiate professor in the
department of population dynamics, The Johns
Hophkins University School of Public Health, Baltimore;
Marilyn B. Hirsch is an assistant professor in the de-
partment of obstetrics and gynecology, The Johns
Hopkins University School of Medicine, Baltimore;
Edward A. Smith is an assistant professor in the de-
partment of health studies, University of Waterloo,

1

Waterloo, Ont.; Morna Smith is a graduate student and
Mark R Emerson is a programmer, the Johns Hopkins
University School of Public Health; Theodore M. King

' is a past chairman of the department of obstetrics and

gynecology. The Johns Hopkins University School of
Medicine; Rosalie Streett is director of Friends of the
Family; and Janet B. Hardy is professor emeritus of
pediatrics, The Johns Hopkins University School of

Medicine. The authors acknowledge the support of the
W.T. Grant Foundation and the Ford Foundation for
the analysis on which this article is based. The preg-

" nancy prevention program was funded by the Educa-

tiona! Foundation of America. The authors also ac-
knowledge the contributions of the program staff, the
Johns Hopkins University Business Office and Jennifer
Petroski, who prepared the manuscript.
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on some afternoons by a physician, often
the medical director, who had the ultimate
responsibility for the program’s medical
services. Physician time was scheduled
differently as the program developed: At
first, a physician was utilized for one after-
noon a week, then later, for portions of
afternoons or on an on-call basis. On busy

 clinic afternoons, the staff was augmented

by an educator with training and experi-
ence in sex education, adolescent services
and group process. Peer resource students,
trained to encourage student participation
and to assist with audiovisuals and small
group discussions, were paid for their help.
During the first year, parents were occa-
sionally involved and paid to serve on an
advisory comumittee. An outreach worker
compensated by another program played
a small role in the first year as well.
Maintenance and custodial staff em-
ployed by the university were paid out of
program funds for time spent in the clinic.
The university did not charge the pro-
gram directly for rent and utilities (except
for telephone expenses); these were cov-

ered through an annual overhead charge
_ of 15 percent of project funds that the uni-
versity collects from all grants. This charge

included bookkeeping and payroll func-
tions. The 15 percent rate is almost identi-
cal to the actual per-square-foot charge at-
tributable to the space occupied. At the
funder’s request, the university waived the
charge in the first year of the three-year
program, but for the purposes of this
analysis, we have added a similar amount
to first-year costs to represent rent and
utilities. As is customary in most schools
around the country, no rent was charged
for the in-school health suites used by the

. program.

Because all indirect costs were thus ap-
plied to space, there was no item in the
program budget for administrative func-
tions supplied by the University, many of
which were attributable to the record-

keeping requirements of a large institu-

tion. Fringe benefits and personnel prac-

tices of the affiliated university and hospi-

tal also put a larger burden on the budget
than might be expected in freestanding
programs. It may be that administrative
monies saved and monies spent (or time
saved and time spent) because of this
program’s relationship with a major uni-
versity hospital cancelled one another out;
it would be difficult to prove that the rela-
tionship systematically increased or de-

. creased administrative costs. Some budget

adjustments were made when staff and

“materials were shared, but often time de-

voted to this project by hospital staff bal-
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anced time devoted by program staff to
other tasks in the hospital; similarly, mate-
rials purchased with program funds were
shared with the hospital, and hospital
materials were shared with the program.
Finally, because an extant facility was used,
as is often the case with programs run in
cooperation with another institution, start-
up costs did not include furniture or clinic
equipment, such as examining tables.

The two social workers and two nurses
maintained daily logs of all their student
contacts. These enabled us to estimate the
average time invested in each type of pro-
gram encounter. Although other staff did
interact with students at times, the four
key staff members were primarily respon-
sible for the six school and clinic services
offered by the program. Therefore, we
have allocated the costs for the entire proj-
ect to the six component services accord-
ing to the amount of time the four workers
invested in each component. This method
of calculation allows for a breakdown of
costs by site (school and clinic). The analy-
sis produces maximal estimates of the costs
of each service, because all expenditures
for the program—including administra-
tion, rent, supplies and support staff—are
assigned to one or another of the services
provided. When divided by the number of
student contacts within that service, the
cost of a medical visit, for example, will
include expenditures for the physician,
nurse’s aide or licensed practical nurse
assisting in the clinic; contraceptives and
other medical supplies; a share of over-
head for administration and maintenance;
and the portion of the nurse's time allo-
cated to clinic visits as reflected in her staff
log. Similarly, the cost of individual social
work visits include expenditures for edu-
cational materials, an extra educator in at-
tendance during clinic hours, overhead

"and the social worker’s time.

The distribution of staff time differed in
start-up and later segments of the program
and in the summer and winter segments.

Consequently, costs were computed as a_

percentage of the time devoted to each

type of service in different time periods

covering the course-of the program. These

costs were then averaged to determine an_

overall cost per service. _
A few costs are divided between the

school and clinic sites before being allo-

cated according to the time distribution
index. The costs for administrative staff
are divided 50 percent to each site, with
the exception of those for the secretary,

‘who also acted as clinic registrar—her time

is divided 25 and 75 percent between
school and clinic services, rectively.

Table 1. Program costs, by type of expendi-
ture, sccording to site, September
1881-June 1684

Type of Tota! School  Clini¢
expenditure
Totsl $409,250 $163,500 $245,750
Personne! 326,000 143,500 185,500
Administrative 117,500 48,500 68,000
Social workers

& educators 83,750 50,250 43,500
Medical staff 105,750 41,500 64,250
Students & parents 3250 0 3,250
Maintenance 8.750 2,250 6.500
Ront & utilities 43250 10,750 32,500
Supplies 35,250 8,750 26,500
Oftice 7250 1,750 5,500
Educstional 14,000 7,000 7.000
Medical 14,000 0 14,000
Travel 1,730 800 1,250

Similarly, because the clinic served as the
administrative center for both sites, 25
percent of office supplies, rent and main-
tenance costs at the clinic are attributed to
the school component of the program.
Within the clinic or school component,
costs not specific to one or another site are
prorated according to the time distribu-
tion of the social workers and nurses.

Budget Breakdowns

Table 1 shows a total budget of approxi-
mately $409,250 for the three school years.*
School-based services utilized 40 percent
of the budget, and clinic services, 60 per-
cent. Personnel costs for administration in-
clude a small portion of the time of the
principal investigator for the service pro-
gram, all of the time for the program direc-
tor in the first two years and half of her
time in the third year, and all of the time
for the secretary/registrar in all three
years. With the reduced activity of the pro-

-gram during school vacations, the assign-

ment of social workers and nurses to the
hospital helped control costs while allow-
ing for continuity of staff. The fourth line
of the table shows the costs for the time of
the two social workers (whose average
annual full-time salaries would have been
the equivalent of $20,000, including fringe
benefits) and the hourly cost of educators
during busy clinic afternoons. The medi-
cal staff category accounts for the costs of
the two nurses (with an average full-time
equivalent salary of $24,000, including
benefits) and an hourly cost for the part-
time physician and nursing assistants.

“The program ran from September 1981 to June 1984.

Staff work started between September and November

1981; the school services commenced in November,
the dinic opened in January 1982.
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fablo 2. Number of students served, total expenditures and costs per student, by gender

school level

Gender and N Totad Costs per student
school level Average Maximumt  Minimum

students 3,340° $409,140 $122 $3,082 <}
Junior high 1.834 143,108 78 1,680 3
Senior high 1,508 266,001 178 3,052 3
Male 1,400¢ 62,438 © ” s
Junior high 30 47,460 51 815 3
Senior high a9 20,970 a o1 3
Formale 15888 340,281 190 3,052 3
Junior high 2 95,397 109 1,880 3
Senior high 1012 244 858 242 3,052 3

tMaimum costs exciude peer resource students.

Table 2 shows the allocation of expendi-
" tures by sex of student and school level;
the average cost per student served is $122.
The average cost per female student is
almost four times that per male, and the
average cost per senior high student is
more than twice that per junior high stu-
t. These mean costs represent widely
divergent extremes, as the maximums and
minimums suggest. The $3 minimum is
the cost per student of in-school discus-
sion groups conducted by a social worker,
who led most of these discussions and
whose hourly rate was less than that of the
nurses, who also led some discussion
groups. Maximums reach extraordinarily
high levels, even excluding the costs at-
tributable to the peer resource students,
which are omitted from these maximum
figures and will be discussed later. The
maximum of $3,052 for a senior high fe-
male covers some 228 contacts that one
individual had with the program staff.
Table 3 shows the cost for each of the six

Table 3. Number of contacts and cost per

‘contact, bl' she and type of service :

Site and type N Cost
of service

Total 8,434 M.
School 23,570 842
Ciass presentation 0.263 5.56
Group discussion 14,604 444
individuad counseling 1,703 28,08
Clinic 10,758 278
Group education 8377 422
individual counsefing 228 4224
Maedical visit 3,135 40.69

“Inciudes 109 contacts with site or type of service
unknown,

number of contacts is 3,046

Total number ater than
reporied in Table 1 of the preceding arti

: The 108

. unlhsnoonypoofsomeaummnnmhndtm

_inthe analys:s of services; 2,937 contacts made jointly

two staf! mambers were counted as one contact

. n tabulating sefvices but as two when tabulating
costs, because each worker contributed time.
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$inciudes students with school level unknown.

types of service. It documents the relatively
low cost associated with small-group work
both in the schools and in the clinic—
slightly more than $4 per student contact.
This was less than a class presentation.
Although each presentation included
many more students, they took time to
prepare and lasted for a full class period.
Small-group costs contrast dramatically
with the high price of individual counsel-
ing, which averaged $28 in the school set-
ting and $42 in the clinic. No attempt was
made in this program to reduce the amount
of time devoted to these sessions, and the
costs reflect that decision. Social workers
did all of the clinic counseling and 60 per-
cent of the school counseling. Yet, even
though personnel costs were less for social
workers than for nurses, the average cost

- per clinic contact was more than that per

school contact because private consulta-
tions were longer in the clinic. In fact,on a
per contact basis, clinic visits with the so-
cial worker were more expensive than vis-
its with medical staff. Since 80 percent of
all clinic registrants asked for a contracep-
tive method at their first visit and since
counseling was required for all contracep-
tive patients, these counseling costs are
part of the process of introducing and
‘maintaining a contraceptive regimen.

Most of the encounters of students with
the staff in the first year of the program
cost more than in the last two school years,
because of start-up costs and because of
the time it takes for patient flow to build.
With time and improved efficiency, medi-
cal service costs were reduced, so that
individual medical visits reported in Table
3 at almost $41 for each encounter aver-
aged slightly more than $31 at peak peri-
ods. Clearly, the expenditures reported in
any study of costs will be affected by the
duration of the program, because start-up
costs are attenuated over time.

Table 4 classifies all of the students
touched by the program by the pattern by
which they utilized services. Moving
across the table, groups include those who
heard only a classroom presentation, used

~ only school components, visited the clinic

but never sought individual services,
sought individual counseling with the
social worker, had a medical visit, and had
visits with both the social worker and
medical personnel. As expected, mean
costs per student varied widely depend-
ing on how many different components
they utilized, and moving from left to right,
increasing levels of involvement imply
sharply increasing costs. For example,

~ those students who attended only class

presentations attended an average of 2.4
such sessions during their program expo-
sure, at a cost of $13.20 to the program.

'Those students who participated in other

school activities without attending the
clinic averaged 7.2 contacts with the pro-
gram—2.7 class presentations, 4.3 group
discussions and 0.2 counseling sessions—
for a total of $40 worth of services.

This table suggests that not only does
use of more expensive components in-
crease costs, but those students who regis-
ter for individual clinic services use more
of each component along the way. For ex-
ample, the average number of clinic group
contacts for students whose only clinic par-
ticipation was in group education (1.4) was
lower than that for those who had individ-
ual counseling (2.6), and was much lower
than that for those who utilized both coun-
seling and medical services (8.2). Note that
even the row reflecting attendance at class
presentations increases with greater pro-
gram involvement, implying that these stu-
dents spent more time in school, or at least
attended these classes more often. Thus,
the students who utilized the more expen-
sive services used more of the other ser-
vices as well. For example, costs for school
services alone for those students who vis-
ited the clinic for both individuafcounsel-
ing and medical services totaled $140, in
comparison to the $40 total for the same
services for those who restricted their con-
tacts to the school setting.

The clinic data indicate that the small
subset of students (40) who utilized medi-
cal services but never met with the social
worker had lower overall costs ($119) than
those who received counseling but no
medical services ($162). The first group
were primarily individuals who came for
one medical visit. They contrast strikingly
with students visiting for medical services
who also consulted a social worker, a
group with almost six medical visits each,
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costing an average of $235 for medical
treatment alone. What is noteworthy about
this latter group, however, is the fact that
their total cost to the program of more
than $545 each is not solely a function of
their medical costs but reflects their more
extensive use of almost all services.

A breakdown by sex shows the same
pattern among females: The more types of
service the student participated in, the
more she used each service. Among males,
the pattern is not quite as consistent. A

_particular exception is a small group of 63
who used the clinic only for group activi-
ties. Because these students also attended
the smallest mean number of class presen-
tations, many may not have been mem-
bers of the student body at all. Some may
have showed up at the clinic with partners
or friends, since 20 of them appeared on
clinic sign-in sheets but did not appear on
any of the school rolls. While they were
technically not eligible for service, out-of-
school partners might be reached in this
manner at little cost, a possibility that other
programs might wish to explore.

Table 5 (see page 192) divides the ser-
vices offered and their cost per student
into- three broad categories—education,

_counseling and the provision of contra-
ceptives—ignoring the site at which stu-
dents received these services. Students in
the first group received classroom or group
education—in the school, the clinic or
both—but no private consultations. Those

_in the second group received individual
counseling at at least one site. Those in the
third group were registered clinic patients
who received some contraceptive method
from social workers, medical staff or both.
" The overall cost per contraceptive patient,

- of whom there were 740 in the program,

averaged $432. Although not evident in
the table, this cost was considerably less
for the 241 males ($174) than for the 449 fe-
males ($557). All the figures shown in the
table incfide the large costs associated
with training and serving the 12 peer re-
. source students. The cost for each of the
12, all of whom were contraceptive pa-
tients, averaged $2,248, plus direct sti-
pends paid when they assisted at the clinic.
Excluding the expenditures for these stu-
dents would decrease the cost per contra-
ceptive patient to $402 and the total cost
per student to $115.

Costs were also calculated according to
whether students attended a program

school for one, two or three years. Costs

_ rose steeply, especially between one and
two years’ exposure. The sharp rise is at-
fributable not only to the greater number
of services in a longer time period
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Table 4. Mean number and mean cost of contacts per student, by type of service, according

to pattern of utilization

Type of service Utilization pattern
Class Schoo! Clinic Clinic Medical; Individual
presentation contact group counseling: no clinic counseling
only only education no medical counsaling & medical
TOTAL (N=1,018)  (N=1,279) (N=234) (N=246) (N=40) (N=532)
Contacts 24 72 7.8 156 11.0 35.0
Cost $13.20 38.74 42.44 162.11 119.21 545.66
SCHOOL
Class presentation
Contacts 24 27 25 X ] 28 s
Cost $13.20 14.66 13.91 20.01 15.99 19.73
Group discussion
Contacts na 43 36 " 68 42 120
Cost na 19.55 15.07 2839 1"7.n 53.74
indiv. counseling
Contacts na 02 03 04 0.6 24
Cost na 553 7.70 11.47 17.58 66.90
CLINIC
Group educstion
Contacts na na 14 26 19 8.2
Cost na na 5.75 11.06 7.61 34.41
Indiv. counseling
Contacts na na na 22 na 3.2
Cost na na na 81.17 na 135.93
Medical visit
Contacts na na na na 15 58
Cost na na na na 60.02 235.27

but also to the much larger proportion of
those students exposed for two or three
years who utilized the clinic for contracep-
tive services. This implies return visits for
those who continued to use contraceptives.
Longer exposure also implies older ages,
but some of the differential remains even
when the age is controlled for.

Discussion

In a sense, the attribution of a cost to each
service is an artifact of the analysis. The
staff had a fixed cost; each student did not
add an incremental cost but rather used a
piece of the time that would have been
paid for whether or not a service was de-
livered. Could that staff have been smaller?
In the interest of continuity between the
school and the clinic, the model called for
the placement of a staff person in the school
in the morning and.the same staff person
in the clinic in the afternoon. Without vio-
lating the model, no savings could be ef-
fected there; however, considerable sav-
ings were realized after the first year, by
putting only the social workers (and not
the nurses) in the schools on a daily basis.
In the second and third years, the nurses
went into the schools only for special lec-
tures or activities. This saving was effected
because data from the aggregate research
survey conducted at the end of the first

year revealed that students who went to
the health suites had discussed the same
subjects with either professional. They did
not appear to require a medical person.
The ability to retain higher cost medical
personnel for only the half-time clinical
operation represented an important econ-
omy.

One of the big surprises in these data
was the evidence that social work counsel-
ing in the clinic was more costly, per con-
tact, than medical care. This is clearly a
function of the time invested in each en-
counter, time which was allowed in this
service model. Consequently, even with
the price of contraceptives, other medical
supplies, physicians and support staff in-
cluded in the estimated cost of visits with
the nurses, the time invested in clinic coun-
sehng by social workers made their ses-

_sions more costly. The belief of everyone

associated with the program is that the
program’s effects would be difficult to
replicate without the social work compo-
nent. Furthermore, if more counseling
were to fall on the medical staff, with their
higher hourly costs, these services would
become prohibitively expensive.

Does that imply that it is necessary to
invest in virtually unlimited personal
counseling for any student who requests
it? Should those in | of repeated sup-
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What Did It ¢ ?

Yable 5. Number of students and cost per student, By services used, according 10 years In

program
Services used Al One year Two years Three years

N Cost N Cost N Cost N Cost
Total IMe $122 1,708 $3 1014 $174 629 8264
Classroom and
group ed. only 2325 2 1,402 14 603 F) 320 L]
individual counseling 284 126 108 87 102 127 74 183
Contraceptive
s6rvices 740 432 196 188 309 473 | 235 581

portive care be referred instead to outside
agencies? The staff believes it would have
been difficult to convince the students who
depended most heavily on them to accept
_an outside referral, because when the at-
tempt was made in several cases, it was
difficult to convirice the student to follow
through. It is also the sense of the staff that
those who made the largest demands on
their time were not always their greatest
successes, but often were their most needy
 cases. If as a result of extensive counseling,
a student’s tenure in school can be ex-
tended one year or an unintended preg-
nancy can be postponed by a few months, .
then reducing the counseling component
might be a serious mistake. In the absence
of a control clinic in which counseling time
is limited, these questions cannot really be
answered. What is not in doubt, however,
is that in a disadvantaged urban popula-
tion where few resources are available to
teenagers, life-event counseling and crisis
management are major unmet needs.

Group education in the clinic was an
extremely economical way of performing
several functions: For unregistered stu-
dents, it introduced the ideas and attitudes
of the program, and for some, it served as
the precursor to registration; for other stu-
dents, it was an on-going source of educa-
tional support in the absence of individual
clinic services; and for registered patients,
it augmented more costly individual serv-
ices and updated their education on repeat
visits. Small-group work in the school, at
comparable costs, accomphshed many of
the same goals for the same students, and
for many who would not otherwise have
received this service.

A subjective assessment by the staff was
that the program probably invested too
little time'in establishing positive relation-
ships with the faculty of the program
schools. If more time had been spent on
this endeavor, teachers might have in-
volved the staff in more classroom discus-
sions, the social workers’ time in the school
would have been more efficiently used,
and the cost of classroom contacts would
have been considerably less than the cost
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of small-group sessions, not more.

The use of staff time by the peer re-
source students cost almost $27,000, aver-
aging $2,248 for each member. That is a
major investment and was supplemented
by direct stipends paid to them totaling
more than $2,000. It was the impression of
the staff that the payoff came more in the
individual growth it encouraged for these
students than in the original goals of refer-
ring other students to the clinic or provid-
ing assistance to the staff. All 12 students
were contraceptive patients, so some of
the expenditure would have been incurred
even if they were not peer resource stu-
dents. If one subtracts, from the approxi-
mately $29,000 that these individuals cost,
the average expenditure on three male and
nine female contraceptive patients, the
remainder is almost $23,500, or $11,750 per
year. This is a relatively high price to have
paid for the help of the peer resource stu-
dents, although it also paid for their con-
tribution to the students’ sense of owner-
ship and pride in the program. There are
probably less costly ways of promoting
that sense of student participation. A deci-
sion on whether or not to include a similar
component should probably be made with
the knowledge that the drain on staff time,
and hence on program dollars, is consider-
able.

Costs for individual medical services do
not appear high in view of their inclusion
of tests and contraceptive supplies, espe-
cially since after the start-up period, they
came down to $3 per contact. Critically

important to an estimate of medical costs

in'a new program are data on the percent-
age of students who are sexually active,

because of the large impact of their de-

mand for contraceptive services, and in
particular, the costs of their initial visits.
The association of a school-linked pro-
gram with a larger, year-round institu-
tion can be cost-efficient. The ability to
share staff so that they can be used only
where and when needed would serve as
an economy to any program, especially
one with the time and seasonal constraints
of a school-linked operation. Cooperation

between schools and nearby health deliv-
ery systems also permits the provision of
year-round health care in one site. This
model, which places the clinic adjacent to,

_but outside, the school is politically at-

tractive. It is also cost-effective because, in
many locations, it allows one clinic to serve
more than one school. However, it requires
more than an informal linkage; it requires
the presence of program staff in the school.

Forty percent of the cost of this model
program was used for school services and
60 percent was used for clinic services,
even though many more students used the
school components than used the clinic
components. The $163,500 that the school
services cost—or between $50,000 and
$60,000 per academic year-—seems a rela-

tively small amount to have spent to reach
‘almost all the students in the classroom,

among them 1,018 who were reached only

/in that setting. It also covered the delivery

of small-group and individual services to
the 1,279 students who sought them out
only in the school setting and to the 1,052
students who received services in the clinic
setting. Much of the program'’s success in
postponing the onset of intercourse® must
have been due to the school component,
since it was usually the sexually active
students who came to the clinic. The pro-
gram’s success in bringing about measur-
able change in the student body as a whole
appears to have been predicated on estab-
lishing an atmosphere of communication
and responsibility among a larger segment
of the students than attended the clinic,
which again reflects the value of the school
component. This study suggests that the
cost of that component is relatively low,
which may recommend the model for rep-
lication in other jurisdictions.
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