
Fostering Safe Choices Final Report

Item Type Report

Authors Shaw, Terry V.; Barth, Richard P., 1952-; Svoboda, Deborah
Vangeison; Naeem, Shaikh

Publication Date 2010-12-31

Abstract High rates of pregnancy and subsequent termination,
miscarriage, or birth among adolescent females in the United
States have rallied concerted efforts by healthcare providers,
educators, youth advocates, parents, and policy makers, and
other stakehol...

Keywords University of Maryland, Baltimore. School of Social Work--
Projects and Reports; Pregnancy prevention and sex hygiene--
Youth; Foster Home Care

Download date 22/05/2023 06:41:44

Item License https://creativecommons.org/licenses/by-nc-nd/4.0/

Link to Item http://hdl.handle.net/10713/3533

https://creativecommons.org/licenses/by-nc-nd/4.0/
http://hdl.handle.net/10713/3533


 
 
  Fostering Safe Choices  

Final Report

University of Maryland - Baltimore                 
School of Social Work

Project Leadership 
 
Terry V. Shaw, Ph.D., MSW, MPH 
Richard P. Barth, Ph.D., MSW  
Deborah V. Svoboda, MSW 
Naeem Shaikh, MSW 

December 31, 2010

 
 
 
 



PREGNANCY PREVENTION AMONG YOUTH IN FOSTER CARE ii 

Acknowledgements  

This report was prepared by faculty and staff at the University of Maryland, School of Social 
Work in partnership with staff at the Department of Human Resources, Family Investment 
Administration.  Deborah Svoboda, Karen Castallenos-Brown, Naeem Shaikh, Terry V. Shaw, 
Shalita O’Neale and Richard Barth all contributed to the successful completion of the report. 
Terry V. Shaw developed the data-based methodology to estimate a birth rate for youth in out-of-
home care found in this report with the assistance of David Ayer from DHR/SSA.     

 

This work would not have been possible without the assistance and guidance of our advisory 
group, known as Team Maryland, with representation from DHR/SSA (Mr. Kevin Keegan), 
DHMH (Cathy Watson), DHR/FIA (Patricia McDonald), UMB/SSW (Dean Barth and Ms. 
Bronwyn Mayden), family advocates (Angela Vaughn-Lee from the Maryland Coalition for 
Children’s Mental Health), individuals familiar with the child welfare worker perspective (Ms. 
Chris Schiavone, formerly Coordinator of the Anne Arundel County Independent Living 
Program), representative from Planned Parenthood (Amanda Eisenman), a representative from 
the National Coalition to Prevent Teen and Unplanned Pregnancy (Itege Bailey), a representative 
from the Healthy Teen Network (Janet Max) as well as youth and family representation. 

 

 
 
 
FOR MORE INFORMATION CONTACT:  

Terry V. Shaw, Ph.D., MSW, MPH  
Assistant Professor  
University of Maryland School of Social Work  
525 W. Redwood Street, Baltimore, MD   21201  
410-706-3811 (office), 410-706-3133 (fax)  
tshaw@ssw.umaryland.edu 
  



PREGNANCY PREVENTION AMONG YOUTH IN FOSTER CARE iii 

Table of Contents 
 
Acknowledgements ......................................................................................................................... ii 

Executive Summary ........................................................................................................................ 1 

Introduction:  Fostering Safe Choices ............................................................................................ 5 

Chapter 1:  Pregnancy Prevention for Youth in Foster Care a Summary of the Literature ............ 9 

Pregnancy Among Youth in Care ............................................................................................... 9 

Considerations Associated with Literature ............................................................................... 11 

Policy .................................................................................................................................... 11 

Prevention Programs ............................................................................................................ 12 

Practice ................................................................................................................................. 13 

Future Research .................................................................................................................... 14 

Conclusion ................................................................................................................................ 15 

Chapter 2:  Demographic Characteristics of Pregnancy Aged Youth in Maryland ...................... 16 

Demographic Overview of Maryland ....................................................................................... 16 

Table 1:  Census estimates of Female Children ages 14 to 20 ............................................. 17 

Figure 1:  Census 2010 Population Estimates for Girls between the ages of 14 and 20 ..... 18 

Table 2:  Sub-population proportional representation by race/ethnicity ............................. 19 

Table 3:  Sub-population proportional representation in Baltimore City by race/ethnicity 20 

Table 4:  Sub-population proportional representation in all other Maryland jurisdictions by 
race/ethnicity......................................................................................................................... 20 

Demographic Overview of Out-of-home Care in Maryland .................................................... 21 

Table 5: Point in Time Count of Youth in Out-of-home Care in Maryland .......................... 21 

Table 6:  Children in Out-of-Home Placement on July 1, 2010 in Maryland by Gender .... 21 

Table 7:  Children in Out-of-Home Placement on July 1, 2010 in Maryland by 
Race/Ethnicity ....................................................................................................................... 22 

Table 8:  in Out-of-Home Placement on July 1, 2010 in Maryland, Ages 14 to 20 years .... 22 

Table9:  Children ages 14 to 20 in Out-of-Home Care on July 1 of the year ...................... 23 

Figure 2:  Point in Time count of Girls between the ages of 14 and 20 in out-of-home care 
on July 1, 2010 in Maryland ................................................................................................. 24 

Figure 3: Sub-population proportional representation by race/ethnicity ............................ 25 

Figure 4: Sub-population proportional representation by race/ethnicity in Baltimore City 26 

Figure 5: Sub-population proportional representation by race/ethnicity in all Other 
Maryland Jurisdictions ......................................................................................................... 26 

Teen Birth Rate Nationwide and in Maryland .......................................................................... 27 



PREGNANCY PREVENTION AMONG YOUTH IN FOSTER CARE iv 

Figure 6: Teen Birth Rates (national statistics) ................................................................... 27 

Methods .................................................................................................................................... 28 

Figure 7: Teen (ages 15 to 19) Birth Rates in Maryland by Jurisdiction 2009 .................... 29 

Birth Rates in Out-of-Home Care ............................................................................................. 30 

Table 10: Birth Rates for Girls (15 to 19) in Out-of-home Care .......................................... 30 

Figure 8:  Teen Birth Rates (15 to 19) for Youth in Out-of-Home Care .............................. 31 

Figure 9:  Teen Birth Rates (15 to 19) for Youth in Out-of-Home Care (with trend lines) .. 31 

Conclusion ................................................................................................................................ 32 

Chapter 3:  Expert Interviews on Pregnancy Prevention for Youth in Foster Care ...................... 33 

Expert Interview Research Questions ....................................................................................... 33 

Methods .................................................................................................................................... 33 

Results ....................................................................................................................................... 35 

Theme 1: Barriers for youth to access resources related to pregnancy prevention, and 
engage in prevention of early pregnancy.............................................................................. 35 

Theme 2: Motivations and sexual behavior unique to youth in foster care. ......................... 39 

Theme 3: Barriers for adult individuals to play an active role in preventing pregnancy 
among youth in care, (e.g. biological parents, foster parents, child welfare workers and 
providers, and health care providers). ................................................................................. 39 

Theme 4:  The role in prevention of pregnancy for biological family, foster parents, care 
providers, child welfare staff, and peers. .............................................................................. 42 

Theme 5:  The needs of youth in care as perceived by the key informants. .......................... 43 

Theme 6: The features of effective pregnancy prevention programs. ................................... 44 

Theme 7: Recommendations to diminish barriers and support policy, practice changes to 
address prevention of adolescent pregnancy among youth in care. ..................................... 47 

Conclusions ............................................................................................................................... 50 

Schematic of Expert Interview Data – Pregnancy Prevention among Youth in Foster Care ... 52 

Chapter 4:  Foster Care Youth on Pregnancy and Foster Care (Focus Group Results) ................ 53 

Focus Group Research Questions ............................................................................................. 53 

Methods .................................................................................................................................... 54 

Emergent Themes ..................................................................................................................... 55 

Theme 1:  Barriers for youth to access resources relating to pregnancy prevention. .......... 55 

Theme 2:  Motivations behind the Sexual Behaviors of Youth (Motivation and Needs). ..... 57 

Theme 3: Barriers for Adults. ............................................................................................... 58 

Theme 4: Perceived Needs of Youth (Motivation and Needs). ............................................. 58 



PREGNANCY PREVENTION AMONG YOUTH IN FOSTER CARE v 

Theme 5: Roles in Prevention (Prevention). ......................................................................... 60 

Theme 6: Features of Effective Prevention (Prevention). .................................................... 60 

Themes 7: Beneficial Policies and Protocols (Prevention). ................................................. 61 

Conclusion ................................................................................................................................ 62 

Schematic of Focus Group Data – Pregnancy Prevention among Youth in Foster Care ......... 63 

Chapter 5:  Child Welfare Worker Survey and Pregnancy, Pregnancy Prevention and Foster Care

 ...................................................................................................................................................... 64 

Methods .................................................................................................................................... 65 

Survey Respondent Demographics ........................................................................................... 66 

Theme 1: Barriers for youth to access resources relating to pregnancy prevention. ........... 69 

Theme 2: Motivations behind the Sexual Behaviors of Youth (Motivation and Needs). ...... 73 

Theme 3: Barriers for Adults. ............................................................................................... 74 

Theme 4: Perceived Needs of Youth (Motivation and Needs). ............................................. 77 

Theme 5: Roles in Prevention (Prevention). ......................................................................... 78 

Theme 6: Features of Effective Prevention (Prevention). .................................................... 80 

Theme 7: Beneficial Policies and Protocols (Prevention). ................................................... 81 

Conclusions ............................................................................................................................... 82 

Schematic of Open-Ended Survey Data – Pregnancy Prevention among Youth in Foster Care

 .................................................................................................................................................. 83 

Chapter 6: Best Practices for Teen Pregnancy Prevention a Review of the Literature ................ 84 

Recommendations Based on Literature Review ....................................................................... 88 

For Pregnancy Prevention Program Development .............................................................. 88 

For Pregnancy Prevention Program Implementation .......................................................... 89 

For Pregnancy Prevention Program Evaluation .................................................................. 90 

For Future Research ............................................................................................................. 90 

Conclusion ................................................................................................................................ 91 

References ..................................................................................................................................... 92 

Appendix 1:  Summary of Articles Related to Teen Pregnancy Prevention ................................ 98 

Research Specific to Youth in Foster Care ............................................................................... 98 

Research Relative to Youth in the General Population .......................................................... 106 

Pregnancy Prevention Programs in Out of Home Care Youth ............................................... 107 

Pregnancy Outcomes .......................................................................................................... 107 

Pregnancy Prevention Programs in General Population of Youth ......................................... 109 



PREGNANCY PREVENTION AMONG YOUTH IN FOSTER CARE vi 

Pregnancy Outcomes .......................................................................................................... 109 

Comprehensive Sex Education ............................................................................................ 109 

Abstinence-Only Program .................................................................................................. 111 

Other Pregnancy-Related Outcomes ....................................................................................... 113 

Parental Attitudes Toward Use of Comprehensive Sex Education vs Abstinence ................. 114 

Secondary Data Analysis ........................................................................................................ 115 

Pregnancy Risk ................................................................................................................... 115 

Contraceptive Use ............................................................................................................... 116 

Implementation of Pregnancy Prevention Evaluation ............................................................ 117 

Pregnancy Prevention Meta-Analysis ..................................................................................... 119 

Pregnancy Program Description and Literature Review ........................................................ 120 

Appendix 2:  Birth Rates for Girls (15 to 19) in Foster Care by Year and Jurisdiction ............. 121 

Appendix 3:  Expert Interview Phone Script .............................................................................. 122 

Appendix 4: Youth Focus Group Script/Guide .......................................................................... 126 

Appendix 5:  Research Consent/Youth Assent Form: Focus Groups ......................................... 130 

Appendix 6: Fostering Safe Choices Project Survey .................................................................. 132 

Appendix 7: Fostering Safe Choices Brochure ........................................................................... 137 

 

 



PREGNANCY PREVENTION AMONG YOUTH IN FOSTER CARE 1 

 
Executive Summary 
 
 High rates of pregnancy and subsequent termination, miscarriage, or birth among 

adolescent females in the United States have rallied concerted efforts by healthcare providers, 

educators, youth advocates, parents, and policy makers, and other stakeholders, for over two 

decades.  Child welfare services providers are in the unique position of working with those youth 

who are most vulnerable, such as runaway youth, youth in out-of-home placements (due to abuse 

or neglect), youth involved in the juvenile/adult justice system, youth addicted to substances, and 

youth with various physical and/or mental disabilities.  Although our understanding of pregnancy 

trends within the foster care population are somewhat limited, there is good reason to believe that 

pregnancy rates in foster care have resisted the recent reductions in adolescent pregnancies 

experienced in the general population. As a result, The Fostering Safe Choices project was 

developed by Maryland DHR and the University of Maryland School of Social Work and tasked 

with examining the incidence of pregnancy among young women in foster care and to assess 

what is known about effective prevention programs targeting youth in care. 

 

Adolescents receiving child welfare services have generally been overlooked by 

reproductive health initiatives this is particularly the case when examining pregnancy prevention 

efforts.  Most pregnancy prevention programs are aimed at helping adolescents in the general 

population, and there have been few pregnancy prevention programs specifically designed for 

youth in foster care.   According to one national study the birth rate for girls in foster care is 

more than double that of their non-foster care peers (Pecora, Kessler, O’Brien, White, Williams, 

& Hiripi, 2006).  Another study of three Midwestern states found nearly half of girls transitioning 

out of foster care had been pregnant before they turned 20, well above the national average of 31 

percent (Courtney & Dworsky, 2006).  These studies predict higher birth rates for youth in foster 

care than for youth in the general population.  This finding holds for Maryland (but not for 

Baltimore City). 

 

An examination of birth rates in the general population and youth in child welfare out-of-

home care was completed as part of the Fostering Safe Choices project.  According to the U.S. 

Census Bureau, in Maryland there were 270,351 girls between the ages of 14 and 20 on July 1, 
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2010; and 11.3% (30,666) of these girls lived in Baltimore City.  On July 1, 2010 there were 

2,157 girls between the ages of 14 and 20 in child welfare out-of-home placements; 60% (1,294) 

of these youth lived in Baltimore City. 

  According to national statistics in 2008 (the last year national statistics are available) the 

United States birth rate was 41.5 births per 1,000 girls between the ages of 15 and 19.  During 

this same period, Maryland’s teen birth rate was 32.7 births per 1,000 girls between the ages of 

15 and 19.  During the last year that city specific data was available (2007) Baltimore City’s teen 

birth rate was 66.4 births per 1,000 girls between the ages of 15 and 19 years of age.   

In Maryland we have the ability to effectively estimate the birth rate for youth in out-of-

home care using child welfare administrative data.  Based on the methodology developed using 

child welfare administrative data the Maryland foster care birth rate for 2008 was 92.7 births per 

1,000 girls between the ages of 15 and 19 in child welfare supervised out of home care.  The rate 

in Baltimore City for the same period was 66.5 births per 1,000 girls between the ages of 15 and 

19 in child welfare supervised out of home care.   

The birth rates for Baltimore City are very similar between the general population 

number (66.4 births per 1,000 girls) and the child welfare supervised out of home care number 

(66.5 births per 1,000 girls in out of home care).   

The birth rates for Maryland child welfare supervised out of home care (92.7 births per 

1,000 girls in out of home care) are, on the contrary, almost three times higher than the birth rate 

for girls in the general Maryland population (32.7 births per 1,000 girls).   

 

Discussions with Experts in the Field of teen pregnancy prevention, focus groups with 

youth who were in care, and surveys with foster care workers produced a rich source of 

qualitative data.  An analysis of the data led to the discovery of 7 themes that were prevalent 

throughout all the sources of information: 

 

Barriers for youth to access resources related to pregnancy prevention.  Life 

experiences such as trauma in relationships with familial adults or siblings (physical 

abuse, sexual abuse, and neglect), inconsistent relationships with trusting adults, multiple 

placements and primary workers, relationships with peers, and disrupted education and 
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the failure on the part of adults to initiate and engage youth in conversations on sex 

education and contraception are significant barriers in preventing teen pregnancies. 

 

Motivations and sexual behavior unique to youth in foster care. A potent outcome of 

the life experiences that bring youth into foster care may be a desire to participate in 

sexual activities and/or have a child in order to satisfy their emotional & psychological 

needs of love, bonding and relationships.  Strategies that provide alternatives that 

counteract this motivation need to be implemented. 

 

Barriers for adult individuals to play an active role in preventing pregnancy among 

youth in care.  Foster parents, care providers, and child welfare providers with whom 

youth work were perceived as not being fully prepared, trained, or provided with 

direction on how to have conversations with youth about their sexual healthcare needs 

and sexual activity. 

 

The role in prevention of pregnancy for biological family, foster parents, care 

providers, child welfare staff, and peers.  A strong and consistent feature of an 

effective pregnancy prevention program has been the involvement of parents (biological 

and/or foster), older siblings, other significant family members, social workers, case 

manager, care provider, and other adults who value the health of the youth in care. Key 

informants, youth and workers unanimously noted the vital role that adults can have in 

preventing pregnancy through supporting healthy sexual development and well-being of 

foster youth.  This fulfillment of this role could be far more complete if this topic was 

given higher priority and more media and training was available. 

 

The needs of youth in care.  Youth articulated very clearly that they need caring adults 

involved in their lives in a consistent manner to play a role in pregnancy prevention 

through meaningful discussions and mentoring.  Opportunities for mentoring and 

meaningful adult contacts can come through any source, but were generally found to be 

lacking, leading many youth and workers to call for more opportunities such as after 

school programs and recreation centers where youth can connect with adults. 
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The features of effective pregnancy prevention programs.  The literature suggests and 

stakeholders agreed that positive youth development programs that incorporate 

pregnancy prevention into a more comprehensive program for youth focusing on healthy 

relationships, dating, and safe sex are beneficial for youth in reducing sexual risk taking 

and ultimately pregnancy.  Participant responses indicated that youth had common 

expectations from these groups, that is, those involved in their lives should engage youth 

in discussing sexual health and pregnancy prevention. 

 

Recommendations to diminish barriers.  The primary resolution of barriers for youth 

was through the training and support for foster parents, care providers, case managers, 

and independent living program managers in effective means to communicate with youth 

around reproductive health issues and engage youth in programs that can increase their 

self-sufficiency.  Training on these matters should be formalized and thoroughly 

integrated into existing training programs. 

 

A comprehensive approach to reducing pregnancies to foster youth is needed in Maryland.  

This approach would involve direct work with youth using evidence-supported pregnancy 

prevention programs, clarification of the roles of foster parents and child welfare workers in 

preventing pregnancy, training of foster parents and child welfare workers with regard to 

implementing their role, and engagement of public health and reproductive health specialists in 

giving youth optimum access to the methods they need to prevent unwanted pregnancies. 
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Introduction:  Fostering Safe Choices 
 

 
Pregnancy and subsequent termination, miscarriage, or birth among adolescent females in 

the United States have rallied concerted efforts by healthcare providers, educators, youth 

advocates, parents, and policy makers, among others, for over two decades.  Child welfare 

services providers are in a unique position of working with those youth who are most vulnerable, 

such as runaway youth, youth in out-of-home placements (due to abuse or neglect), youth 

involved in the juvenile/adult justice system, youth addicted to substances, and youth with 

various physical and/or mental disabilities.   

Youth who are involved with child welfare services and reside with a foster family, in 

kinship care, or in group-care face particular barriers to consistent and age appropriate medically 

accurate information related to healthcare services.  Pregnancy or birth rates are not 

systematically recorded or calculated for young women or men residing in foster care placements 

in Maryland.   Very little is known as to the incidence, prevalence, or experiences of young 

women in foster care in relationship to their sexual health, including pregnancies, sexually 

transmitted infections (STIs), prenatal care, and birth.  

The special needs of young people in foster care make them the most vulnerable of our 

nation’s youth, the most likely to be at risk of early parenthood, and the least prepared to cope 

with that parenthood when it occurs. Pregnancy has serious human and financial consequences 

for teens, their families and child welfare services.  However, the adolescents receiving child 

welfare services have generally been overlooked by teen pregnancy prevention initiatives and 

little is known about effective pregnancy prevention programs for this population. 

As a result of these concerns, Family Investment Administration of the Department of 

Human Resources responsible for the care of youth in out-of-home placements engaged the 

University of Maryland School of Social Work (UMB/SSW) to examine the incidence of 

pregnancy among young women in foster care, as well as to assess what is known about effective 

prevention programs targeting youth in care.  The University of Maryland, School of Social 

Work established the Fostering Safe Choices (FSC) Project in the Ruth H. Young Center for 

Families and Children to house the research efforts, support communication among agencies 
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working with youth in care, and develop materials to fill gaps in resources available for child 

welfare workers.  

 This work built on the work of prior scholars who have determined that: 

 

 According to a national study1 the birth rate for girls in foster care is more than double 

that of their non-foster care peers. 

 Nearly half of girls transitioning out of foster care had been pregnant before they turned 

20, well above the national average of 31 percent. 

 A study of the foster care population in New York by the New York Public Advocates 

office suggested that in January, 2005, 16% of girls in foster care in New York were 

either pregnant or parenting2.  

 At the initiation of this project there were no reliable estimates of the size of the number 

of teen pregnancies in the foster care population in Maryland. 

Adolescent pregnancy has been an American public policy concern for decades.  Until very 

recently the United States had seen a decade long decrease in the overall adolescent pregnancy 

rate.  Recent increases have triggered an renewed search for understanding in the service 

provider and academic institutions.  Strategies for reducing adolescent pregnancies can benefit 

from focusing on segments of the overall population that we can look at for their unique 

dynamics. Foster youth represent such a population.  Although our understanding of pregnancy 

trends within the foster care population are somewhat limited, there is good reason to believe that 

pregnancy rates in foster care have resisted the previously cited reductions in adolescent 

pregnancies experienced in the general population. Foster youth are at increased risk for poorer 

outcomes in a number of arenas and there is evidence that the pregnancy and birth rates for youth 

in foster care are many times higher than in the general population.  Given the decades of 

documentation of the untoward outcomes for mother and child from teen pregnancies and 

subsequent close birth spacing, we can expect that the outcomes of births to this population to be 

                                                 
1 Peter Pecora et al. (2003).  Assessing the Effects of Foster Care: Early Results from the Casey 
National Alumni Study. Seattle, WA: Casey Family Programs. 
2 Gotbaum, B. (2005). Children raising children: City fails to adequately assist pregnant and 
parenting youth in foster care. New York, NY: Public Advocate for the City of New York. 
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at risk for poorer outcomes.  This review is designed to highlight what is known about teen 

pregnancy for youth in foster care.  Previously available and new information paints a sharper 

picture of a population in dire need of increased adolescent pregnancy prevention education and 

training activities.  As this study will attest, this process must begin with a clearer understanding 

of current education and training activities for youth, foster parents, and child welfare workers. 

Multiple sources of information have been collected and synthesized to gain an in depth 

understanding of the incidence of teen births in foster care and the current teen pregnancy 

prevention services and their effectiveness.  Over the past year and a half there has been an 

extraordinary increase in dialogue focusing on the issue of teen pregnancy prevention for youth 

in foster care.  In Baltimore City, former Mayor Sheila Dixon convened a meeting in July, 2009 

to develop a citywide strategy to reduce teen pregnancy; Nationally, Senator Landrieu hosted a 

Congressional roundtable discussion on teen pregnancy prevention for youth in foster care.  

Maryland’s support of this project beginning in 2008 reflects the state dedication to 

understanding the complex issues related to teen pregnancy prevention for youth in Maryland’s 

foster care system and is in tune with local and national efforts. This positions Maryland well to 

make significant progress against this very serious problem. The deliverables from this effort 

will enable Maryland to implement changes in the way that child welfare workers and foster 

parents work with each other and with other service providers and, ultimately, with foster youth. 

Maryland will, then, be able to measure the impact of those changes using the methods devised 

during the study.  The key informants represented in this report (experts in teen pregnancy 

prevention, youth focus groups and child welfare workers) provided an informed perspective on 

the means to develop and implement effective pregnancy prevention programs.   The seven 

themes identified in these interviews and surveys include: Barriers for Youth; Youth 

Motivations; Needs of Youth; Barriers for Adults; Roles in Prevention; Effective Prevention; and 

Beneficial Practice.  Each of the key informants (experts in teen pregnancy prevention, youth 

focus groups and child welfare workers) are discussed in detail in each chapter (Chapters 2 

through Chapter 5).  What is apparent through these discussions is that youth want meaningful, 

trusting, healthy relationships with adults.  The adult does not have to be a caregiver, but can be 

a teacher, a case worker, a friend, the most important aspect is that the adult be able to 

understand where the youth are coming from and talk to them directly as intelligent people able 
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to make decisions. Difficulty in accessing services and mentors complicates youth’s ability to 

successfully navigate through their teen years while dealing with the physical and peer pressures 

that are the reality of their everyday lives. 

A review of the literature on teen pregnancy prevention focusing on youth in foster care 

(Chapter 1) and on best practices for pregnancy prevention (Chapter 6) produced a number of 

recommendations discussed in detail in each chapter.  Additionally, summaries of the articles 

that were synthesized in Chapters 1 and 6 are provided in Appendix 1.  The review calls for a 

comprehensive, well-integrated pregnancy prevention approach that  incorporates a combination 

of key elements for success in reducing teen pregnancy (Amin et al., 2006; Barth et al., 1992) 

including longer term interventions and interventions carefully designed based on program 

participants’ social context, gender, and race/ethnicity (Talashek et al., 2003).  These 

recommendations touch on the need for whole life approaches that increase hope for a successful 

future beyond becoming a teen parent (Milne & Glasier, 2008) and also include evidence-

supported arguments that pregnancy prevention programs should have teens role-play situations 

where they are negotiating contraceptive use with different types of partners (Manlove et al., 

2007; Ryan et al., 2007).  Greater collaboration between child welfare services and public health 

service professionals will allow better equip caregivers, independent living child welfare 

workers, child welfare staff, foster parents, and others with accurate information, training and 

support to regularly address sexual and reproductive health with youth in their care. (Chase et al., 

2006; Constantine et al., 2009; Gotbaum, 2005; Haight et al., 2009; Love et al., 2005; Max & 

Paluzzi, 2005). Surveys and focus groups with youth, foster parents, and child welfare workers 

help to clarify the importance of adding such dimensions to the array of services available in 

Maryland’s child welfare services program. 
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Chapter 1:  Pregnancy Prevention for Youth in Foster Care a Summary of the 
Literature 

 
   Deborah Svoboda and Terry V. Shaw 

 

Pregnancy Among Youth in Care 

 
Our examination of adolescent pregnancy among foster youth began with a review of 

adolescent pregnancy in the general population. Singh and Darroch (2000) found the United 

States had higher rates of pregnancies and births than most developed countries3.  Fortunately, 

according to Hamilton, Martin, and Ventura (2007), the birth rate among young women in the 

United States has declined steadily since its high in 1991, until 2006.  The United States 2007 

birth rate for females ages 15 to 19 is reported as 41.5 births for every 1,000 young women 

(CDC, 2010 http://www.cdc.gov/features/dsteenpregnancy/). The CDC recently (May 5, 2010) 

concluded that the overall teen birth rate increased 4% between 2005 and 2006, and another 1% 

between 2006 and 2007. Rates increased for all races, including a 12% increase for American 

Indian/Alaskan Native youth and a 6% increase for non-Hispanic African American youth The 

Hispanic teen birth rate experienced no overall change from 2005 to 2007. 

Research on the prevention of pregnancy among the general teen population has 

identified specific protective and risk factors associated with unwanted teen pregnancies (Coley, 

& Chase-Lansdale, 1998; Courtney & Dworsky, 2006; Courtney, Dworsky, & Pollack, 2007; 

Flynn, Budd, & Modelski, 2008; Thompson, Bender, Lewis, & Watkins, 2008).  According to 

the most recent report from the Adoption and Foster Care Analysis Reporting System 

(AFCARS), there were approximately 424,0004 children living in an out-of-home placement in 

foster care—this also includes children living in group homes-- in the United States on 9/30/09, 

of which an estimated 8,9255 children were in the Maryland foster care system.  Of the children 

in foster care in the United States, approximately 175,000 (42%) were twelve years of age or 

older.  Youths living in out-of-home care, shelters, or on the streets frequently have serious 

educational, health, and mental health needs which are associated with the identified risk factors 
                                                 
3 The 1995 United Nations’ definition of developing countries includes Australia, Canada, Japan, New Zealand, the 
United States, and all European countries. 
4 Retrieved July 14, 2009 http://www.acf.hhs.gov/programs/cb/stats_research/afcars/tar/report14.htm. 
5 The count of children in the Maryland foster care system is from the Maryland Child Welfare Performance 
Indicator Report (Shaw, Ahn, & DePanfilis, 2010). 
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for early unplanned pregnancy.  Typically, their backgrounds include a history of neglect or 

physical, sexual or emotional abuse.  Adolescents living apart from their families (whether 

served by child welfare, juvenile justice, or mental health agencies) deserve particular attention 

from child welfare agencies.  Their special needs make them the most vulnerable of our nation’s 

youth, the most likely to be at risk of early parenthood, and the least prepared to cope with that 

parenthood.   

Pregnancy has serious and complex human and financial consequences for youth, their 

families and child welfare services. Adolescents receiving child welfare services have generally 

been overlooked by reproductive health initiatives and pregnancy prevention efforts particularly.  

Little is known about effective pregnancy prevention programs for this population.   

The scope of the prevalence and incidence of pregnancies, abortions and births for young 

women who are in the care of the state is not known with certainty, given the lack of consistent 

and standardized documentation.  Even less is known of the scope of involvement in teen 

pregnancy by young men in care. Studies have emerged over the past twenty years that have 

provided insights into the magnitude of teen pregnancy.   

According to a national study by Pecora, Kessler, O’Brien, White, Williams, Hiripi et al. 

(2006), the birth rate for girls in foster care is more than double that of their non-foster care 

peers.  A University of Chicago study of three Midwestern states found nearly half of girls 

transitioning out of foster care had been pregnant before they turned 20, well above the national 

average of 31 percent (Courtney & Dworsky, 2006).  A January 2005 survey of the foster care 

population in New York by the New York Public Advocate’s Office revealed that 16% of the 

females in foster care were either pregnant or parenting (Gotbaum, 2005). The returned surveys 

to the Public Advocate’s Office represented 57% of the youth in the NYC foster care system at 

the time of the study. 

There are limited studies revealing the experiences of pregnancy and birth among youth 

in foster care. Young women in foster care in the United States have a higher rate of pregnancy 

than their U.S. teen counterparts not living in an out-of-home placement.  Specific barriers that 

have been identified for youth in care are the limited access to information and services related to 

reproductive health, and the transient nature of their relationships with peers and adults, school 

personnel, and health care providers. 



PREGNANCY PREVENTION AMONG YOUTH IN FOSTER CARE 11 

Considerations Associated with Literature 

 
 The following recommendations and considerations were culled from the literature on 

pregnancy prevention for youth in foster care.  Policy, prevention, practice, and research 

suggestions have been highlighted in this section.   

Policy 
 Youth in the child welfare system should be considered a high risk population for 

early unplanned pregnancy (Carpenter, Clyman, Davidson, & Steiner, 2001; Chase, 

Maxwell, Knight,  & Aggleton, 2006; Constantine, Jerman,  & Constantine, 2009; 

Courtney, Terao, & Bost, 2004;  Dworsky, & DeCoursey, 2009; Gotbaum, 2005; Kerr, 

Leve, & Chamberlain, 2009; Love, McIntosh, Rosst, & Tertzakian, 2005; Max, & 

Paluzzi, 2005; Pecora, Williams, Kessler, Downs, O’Brien, Hiripi, & Morello, 2003; 

Vinnerljung, Franzén, & Danielsson, 2007). 

 Design policy and intervention programs with the input of youth in foster care 

(Chase et al., 2006; Haight, Finet, Bamba, & Helton, 2009; Love et al., 2005; Max & 

Paluzzi, 2005; Pecora et al., 2003; Vinnerljung et al., 2005). 

 Collect data on pregnancy/fathering, abortions, and parenting among young women 

and men in foster care and other child welfare populations (Chase et al., 2006; 

Gotbaum, 2005; Love et al., 2005). 

 Create a method in the foster care system to track youth who are parenting in an 

effort to monitor their needs and appropriate care (Constantine et al., 2009; Gotbaum, 

2005). 

 Develop and implement specific policies and plans to address pregnancy prevention 

for youth in foster care, including specifics on the role of caseworkers (child welfare 

and independent living program), foster parents, and caregivers (Chase et al., 2006; 

Love et al., 2005). 

 Develop policies and practices to address the needs of pregnant youth in foster care, 

including but not limited to counseling on pregnancy options, prevention plans for 

subsequent pregnancies, and prenatal care resources (Chase et al., 2006; Constantine 

et al., 2009; Love et al., 2005; Max & Paluzzi, 2005).  
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 Establish collaborations between public health and mental health professionals and 

the child welfare system to better serve the reproductive health needs of youth in 

care (Chase et al., 2006). 

 Extend support and services to youth in care beyond 18 years of age in a multi-tier 

manner in order to transition out of care (Courtney & Dworsky, 2006; Dworsky & 

DeCoursey, 2009; Max & Paluzzi, 2005; Pecora et al., 2003). 

 Develop policies related to recruitment of foster parents, caregivers, and providers 

that address the right to access information and services related to sex education 

and reproductive health for youth in foster care (Constantine et al., 2009). 

 Foster youth should have access to comprehensive sex education, including but not 

limited to up-to-date information on contraception methods, sexually transmitted 

infections, and HIV prevention, as well as positive relationships and future goal 

setting (Constantine et al., 2009).   

 Standardize training for foster parents and child welfare workers on parenting 

skills for youth in their care (Gotbaum, 2005). 

 Complete, accurate and available medical histories and records are needed for 

youth in care (Chase et al., 2006).  

 Consistent and timely medical care addressing reproductive health for youth in care 

is needed (Constantine et al., 2009). 

Prevention Programs 
 Develop programs that appropriately address prevention of primary and secondary 

pregnancy (Dworsky & DeCoursey, 2009) for elementary and middle school age 

children, prior to independent living programs (Chase et al., 2006; Constantine et al., 

2009; Love et al., 2005). 

 Establish education programs related to multiple aspects of sexuality, including but 

not limited to positive relationships and sexual identity (Chase et al., 2006; 

Constantine et al., 2009; Love et al., 2005). 

 Learn from youth their perspectives on teen pregnancy and the barriers they face in 

preventing unplanned pregnancy (Chase et al., 2006; Constantine et al., 2009; Love et 

al., 2005; Max & Paluzzi, 2005). 
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 Evaluate the effectiveness of pregnancy prevention programs that are developed for 

foster youth (Constantine et al., 2009; Love et al., 2005). 

 Develop programs that take into account the motivations for youth to become a 

parent (Chase et al., 2006; Constantine et al., 2009; Haight et al., 2009; Love et al., 

2005). 

 Pregnancy prevention programs in the child welfare system need to take into 

consideration the role of young boys and adult men in teen pregnancy (Constantine 

et al., 2009; Haight et al., 2009; Love et al., 2005). 

Practice 
 Former or current foster youth can be involved in speaking with youth in care about 

pregnancy and parenting (Chase et al., 2006; Love et al., 2005). 

 Equip caregivers, independent living caseworkers, child welfare staff, foster 

parents, and others with accurate information, training and support to regularly 

address sexual and reproductive health with youth in their care (Chase et al., 2006; 

Constantine et al., 2009; Gotbaum, 2005; Haight et al., 2009; Love et al., 2005; Max & 

Paluzzi, 2005). 

 Increase programs and facilities for mother and baby within the foster care system 

and monitor the care provided in the facilities (Gotbaum, 2005; Max & Paluzzi, 2005). 

 Monitor training for workers in residential and foster care that addresses the sexual 

health needs of youth in care (Chase et al., 2006). 

 Caregivers and child welfare staff should have regular discussions with youth in 

their care about sexuality and safe sex, relationships and decisions related to sex, 

and community resources to obtain reproductive healthcare services (Constantine et 

al., 2009; Love et al., 2005). 

 Provide holistic support to youth in care and opportunities for lasting caring 

relationships with mentors or adults (Chase et al., 2006; Constantine et al., 2009; Love 

et al., 2005; Pecora et al., 2003).. 

 Provide multiple housing options for youth transitioning out of care who are 

pregnant and/or parenting (Max & Paluzzi, 2005). 
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 Independent living programs should provide workshops for youth in care related to 

sexual health, and provide access to condoms and other contraception methods 

(Constantine et al., 2009). 

 Assist youth in care in creating alternatives to becoming a young parent (Constantine 

et al., 2009; Love et al., 2005). 

 Out-of-home providers should provide access to clinics for reproductive health 

information and services (Vinnerljung et al., 2007).;   

 Assist youth in transitioning to adulthood with substantive support and preparation 

beyond age 18 (Pecora et al., 2003). 

 

Future Research 
 Increase the understanding of the differences in beliefs and behaviors related to teen 

pregnancy among youth in care dependent upon their race/ethnicity, gender, and 

age (Haight et al., 2009; Love et al., 2005). 

 Increase the understanding of reproductive behavior among youth who have been 

placed in foster care or group care due to abuse or neglect (Love et al., 2005, 

Vinnerljung et al., 2007). 

 Increase the understanding of the barriers to educational attainment for pregnant 

and parenting youth in care (Dworsky & DeCoursey, 2009). 

 Examine existing teen pregnancy prevention programs developed for youth at risk 

to determine potential adaptation for youth in care (Vinnerljung et al., 2007). 

 Conduct rigorous evaluation as to the effectiveness of pregnancy prevention 

programs that are developed for foster youth (Love et al., 2005; Vinnerljung et al., 

2007). 

 Examine the role of young men in teen pregnancy while they are in care (Haight et 

al., 2009; Love et al., 2005; Vinnerljung et al., 2007). 

 Examine the impact of teen pregnancy prevention programs that address positive 

youth development strategies on the sexual and contraceptive behavior of youth in 

care (Constantine et al., 2009). 
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Conclusion 

The small and nascent scholarship on pregnancy prevention among youth in foster care 

suggests a range of plausible policy, prevention program, practice, and research options. These 

guided the remainder of the work in this study—providing ideas that needed to be confirmed, 

expanded on, made appropriate to Maryland, and made actionable in Maryland. By commencing 

this work, Maryland has the opportunity to assist very vulnerable youth to find a more direct and 

less costly pathway to self-sufficiency and to become a national leader in work to modify child 

welfare services programs to prevent the hugely untoward outcomes of early and repeated 

pregnancies among foster youth.    
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Chapter 2:  Demographic Characteristics of Pregnancy Aged Youth in 

Maryland 
Terry V. Shaw 

 

Demographics are strong predictors of adolescent pregnancy risk.  Understanding 

Maryland’s demographics by jurisdiction and race/ethnicity will clarify unique factors in play for 

each locality related to pregnancy prevention.  This demographic overview uses information 

from the United States Census Bureau population estimates, the Maryland Statewide Automated 

Child Welfare Information System (MD CHESSIE), and other national sources of data 

surrounding pregnancy aged youth.  Following the demographic overview there will be a 

discussion of the National and Maryland specific teen birth rate and a more detailed discussion 

of the estimated foster care birth rate including a detailed discussion of the methodology 

employed to create the estimates. 

Demographic Overview of Maryland 

Maryland’s total population for 2009, according to US Census estimates, is 5,699,478 

people (U.S. Census, 2010).  The population in Maryland has grown approximately 7.6% since 

2000 (U.S. Census, 2010).  Over half of the population of Maryland is female (51.5%) and 57% 

of the population in Maryland is White, 30% of the population is Black, 7% Hispanic, 5% Asian, 

and about 1% of the population fits into other categories (U.S. Census, 2010).  The focus of this 

analysis is on teens that are of pregnancy age in Maryland, so for the purpose of this examination 

youth between the ages of 14 and 20 were selected, we recognize that it is possible for girls 

younger than 14 years of age to become pregnant, but we believe that it is much less likely. 

Thus, we have set the cutoff age at 14.  Table 1 shows population estimates for Maryland, 

Baltimore City, and the remainder of the state by ethnicity for a cross-section of years starting in 

2000 and ending in 2010.  This cross-section shows how the population of Maryland increased 

over the first half of the last decade and has slowly started to decline over the last two to three 

years.  As of July 1, 2010, there were approximately 270,3516 girls between the ages of 14 and 

                                                 
6 The 2010 census estimates were calculated by project staff and not the US Census Bureau.  To calculate the 2010 
population estimate the difference between the 2007 and 2008 populations and the 2008 and 2009 populations were 
averaged for each gender and race/ethnic category.  This average was then used to calculate the population 
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20 in Maryland (this is 4.7% of the total population in Maryland).  This is an overall increase of 

10.3% between 2000 and 2010.  The race/ethnic breakdown of this subset of the population is 

slightly different than the population as a whole, with 53% of the population being White, 34% 

Black, 7% Hispanic, and all other categories representing the remaining 5%.   

Table 1:  Census estimates of Female Children ages 14 to 20  
2000  2005  2009  20103 

Maryland  n  %  n  %  n  %  n  % 
Total  245,014  100.00 271,137 100.00 271,494 100.00  270,351 100.00
Black  80,463  32.84 91,258 33.66 93,368 34.39  93,174 34.46
White  140,324  57.27 150,848 55.64 145,314 53.52  143,458 53.06
Hispanic  12,116  4.95 16,056 5.92 19,333 7.12  20,099 7.43
Other  12,111  4.94 12,975 4.79 13,479 4.96  13,620 5.04

Baltimore City 
Total  34,513  100.00 33,781 100.00 31,632 100.00  30,666 100.00
Black  24,567  71.18 24,264 71.83 22,229 70.27  21,460 69.98
White  8,436  24.44 7,948 23.53 7,730 24.44  7,530 24.56
Hispanic  625  1.81 753 2.23 839 2.65  850 2.77
Other  885  2.56 816 2.42 834 2.64  826 2.69

Other Maryland Jurisdictions 
Total  210,501  100.00 237,356 100.00 239,862 100.00  239,685 100.00
Black  55,896  26.55 66,994 28.23 71,139 29.66  71,714 29.92
White  131,888  62.65 142,900 60.20 137,584 57.36  135,928 56.71
Hispanic  11,491  5.46 15,303 6.45 18,494 7.71  19,249 8.03
Other  11,226  5.33 12,159 5.12 12,645 5.27  12,794 5.34

 
Baltimore City is only one of the 24 jurisdictions in Maryland and the remaining 23 

jurisdictions have wide variation in population, characteristics, and policies.  Figure 1 shows a 

county map of Maryland with population estimates for girls between the ages of 14 and 20.  As 

can be clearly seen, there are 4 jurisdictions (Baltimore City, Baltimore County, Montgomery 

County, and Prince George’s County) that have over 30,000 girls between the ages of 14 and 20 

years of age.  That being said, Baltimore City is the largest city in Maryland and it is instructive 

to look at it separately and in comparison with the remainder of the state.  This analysis divides 

the state into Baltimore City and all other jurisdictions combined.  Although we recognize there 

is benefit in looking at each individual jurisdiction separately, this analysis limits the 

comparisons to Maryland statewide, Baltimore City alone, and all other jurisdictions.  The non-
                                                                                                                                                             
difference between 2009 and 2010.  Given the trend over the last 2 years of population decreases, the 2010 
population estimate is slightly lower than the 2009 population estimate on average. 
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Baltimore City jurisdictions are more similar to each other and each significantly different from 

Baltimore City that we believe this approach offers some interesting comparisons.7   

 
The total population in Baltimore City in 2009 was 637,418 people (U.S. Census, 2010b).   

Over half of the population of Baltimore City is female (53.4%) and 31% of the population in 

Baltimore City is White, 63% of the population is Black, 3% Hispanic, 2% Asian, and about 1% 

of the population fits into other categories (U.S. Census, 2010b).   On July 1, 2010, there were 

30,666 girls between the ages of 14 and 20 in Baltimore City (4.8% of the total population in 

Baltimore City).  Similar to what was seen in the statewide numbers, there are some slight 

differences in the demographic breakouts of this subset of the population with more people of 

color (70% Black, 3% Hispanic, and 3% all Other) and less White individuals (25%). 

All other jurisdictions combined have a population of 5,062,060 people with 51% of the 

population being female.  57% of the population is White, 26% Black, 8% Hispanic, and all 

other categories representing 9%.  The subset of the population (in all other jurisdictions) that are 

girls between the ages of 14 and 21, has  roughly equivalent percentage of White youth (57%) 

                                                 
7 We believe that other comparisons between counties with similar demographics and different foster teen birth rates 
will also be illuminating should the State of Maryland conclude that such additional analyses are worth pursuing. 

Figure 1:  Census 2010 Population Estimates for Girls between the ages of 14 and 20 
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and Hispanic youth (8%) as Baltimore City, a smaller percentage of Black (30%) youth, and a 

much smaller percentage of all other youth (5%). 

In the next series of tables we present demographic data about youth in foster care in 

Baltimore City and all other jurisdictions.  There is good evidence that the rate of unintended 

pregnancies among adolescents varies markedly by race (Finer & Henshaw, 2006). Planning for 

an improved child welfare services response to the problem of births to foster youth is likely to 

be advanced with some attention to variations in the experiences of youth from different 

racial/ethnic groups. 

Looking at the sub-population trends over time (shown in Table 2), there appears to be stability 

in the overall representation of youth in Maryland by Race/Ethnicity, with approximately 34% of 

girls aged 14 to 20 in Maryland being Black, a slight downward proportion of the representation 

of White youth (53%), and a growing proportion of Hispanic youth (8%).  This consistency is 

also seen in Baltimore City (shown in Table 3) and all other jurisdictions in Maryland (Table 4). 

 

Table 2:  Sub-population proportional representation by race/ethnicity 
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Table 3:  Sub-population proportional representation in Baltimore City by race/ethnicity 

 
 

Table 4:  Sub-population proportional representation in all other Maryland jurisdictions by 
race/ethnicity 
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Demographic Overview of Out-of-home Care in Maryland 

 
Youth in out-of-home care are a special sub-group of the overall population.  The special needs 

of young people in foster care make them the most vulnerable of our nation’s youth, the most 

likely to be at risk of early parenthood, and the least prepared to cope with that parenthood 

Table 5: Point in Time Count of Youth in Out-of-home Care in Maryland 
  July 1, 2000 July 1, 2005 July 1, 2010 

   Ages 14 - 20  Ages 14 - 20  Ages 14 - 20 
County Gender N n % N n % N n % 

Maryland 
State 

Both  13,051 4,206 32.23 10,806 4,678 43.29 8,205 4,266 51.99

 Female 6,307 2,173 34.45 5,170 2,314 44.76 3,986 2,157 54.11
 Male 6,741 2,032 30.14 5,633 2,364 41.97 4,218 2,109 50
Baltimore 
City 

Both  8,184 2,349 28.7 6,432 2,673 41.56 4,697 2,477 52.74

 Female 3,994 1,213 30.37 3,116 1,313 42.14 2,324 1,294 55.68
 Male 4,189 1,136 27.12 3,315 1,360 41.03 2,372 1,183 49.87
Other 
Maryland 

Both  
4,867 1,857 38.15 4,374 2,005 45.84 3,508 1,789 51.00

 Female 2,313 960 41.50 2,054 1,001 48.73 1,662 863 51.93
 Male 2,552 896 35.11 2,318 1,004 43.31 1,846 926 50.16
 

when it occurs.  In the last several years, the Maryland child welfare system has been focusing 

on moving children into permanent placements more efficiently.  Maryland’s Place Matters 

initiative has at its core the statement that “Every child deserves a home.”  This renewed focus 

on permanency is apparent through the declining caseload that has occurred over the last few  

Table 6:  Children in Out-of-Home Placement on July 1, 2010 in Maryland by Gender 
County Gender July 1, 2000 July 1, 2005 July 1, 2010

n % n % n % 
Maryland State Both  13,051 100.00 10,806 100.00 8,205 100.00 

Female 6,307 48.33 5,170 47.84 3,986 48.58 
Male 6,741 51.65 5,633 52.13 4,218 51.41 

Baltimore City Both  8,184 100.00 6,432 100.00 4,697 100.00 
Female 3,994 48.80 3,116 48.45 2,324 49.48 
Male 4,189 51.19 3,315 51.54 2,372 50.50 

Other Maryland Both  4,867 100.00 4,374 100.00 3,508 100.00 
Female 2,313 47.52 2,054 46.96 1,662 47.38 
Male 2,552 52.43 2,318 52.99 1,846 52.62 
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years in Maryland.  Currently, on July 1, 2010, there were 8,205 youth in out-of-home care in 

Maryland (this represents a 37% drop in the number of children in out-of-home placement since 

2000).  As Table 7 shows the majority of youth in out-of-home care in Maryland in 2010 were 

Black (72%), then White (23%), followed by Hispanic (3%), and the remaining 2% of the 

population was comprised of all other race/ethnicities.   

Table 7:  Children in Out-of-Home Placement on July 1, 2010 in Maryland by Race/Ethnicity 
   July 1, 2010 

      Black White Hispanic All Other 
County Gender n n % n % n % n % 

Maryland State Both  8,205 5,892 71.81 1,855 22.61 260 3.17 198 2.41
  Female 3,986 2,859 71.73 896 22.48 146 3.66 85 2.13
  Male 4,218 3,032 71.88 959 22.74 114 2.70 113 2.68
Baltimore City Both  4,697 4,158 88.52 444 9.45 45 0.96 50 1.06
  Female 2,324 2,056 88.47 225 9.68 24 1.03 19 0.82
  Male 2,372 2,101 88.58 219 9.23 21 0.89 31 1.31
Other 
Maryland 

Both  
3,508 1,734 49.43 1,411 40.22 215 6.13 148 4.22

  Female 1,662 803 48.32 671 40.37 122 7.34 66 3.97
  Male 1,846 931 50.43 740 40.09 93 5.04 82 4.44
 

Table 8:  in Out-of-Home Placement on July 1, 2010 in Maryland, Ages 14 to 20 years 
  July 1, 2000 July 1, 2005 July 1, 2010 
   Ages 14 - 20  Ages 14 - 20  Ages 14 - 20 

County Gender N n % N n % N n % 
Maryland 
State 

Both  13,051 4,206 32.23 10,806 4,678 43.29 8,205 4,266 51.99

 Female 6,307 2,173 34.45 5,170 2,314 44.76 3,986 2,157 54.11
 Male 6,741 2,032 30.14 5,633 2,364 41.97 4,218 2,109 50.00
Baltimore 
City 

Both  8,184 2,349 28.7 6,432 2,673 41.56 4,697 2,477 52.74

 Female 3,994 1,213 30.37 3,116 1,313 42.14 2,324 1,294 55.68
 Male 4,189 1,136 27.12 3,315 1,360 41.03 2,372 1,183 49.87
Other 
Maryland 

Both  
4,867 1,857 38.15 4,374 2,005 45.84 3,508 1,789 51.00

 Female 2,313 960 41.50 2,054 1,001 48.73 1,662 863 51.93
 Male 2,552 896 35.11 2,318 1,004 43.31 1,846 926 50.16
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Table 9 shows the number of girls between the ages of 14 to 20 in out-of- home care for 

Maryland, Baltimore City, and the remainder of the state by ethnicity for a cross-section of years 

starting in 2000 and ending in 2010.  Despite the large overall drop in caseload from 2000 

Table9:  Children ages 14 to 20 in Out-of-Home Care on July 1 of the year 
2000  2005  2009  2010 

Maryland  n  %  n  %  n  %  n  % 
Total  2,173  100.00 2,255 100.00 2,314 100.00  2,116 100.00
Black  1,604  73.82 1,697 75.25 1,753 75.76  1,640 77.50
White  501  23.06 483 21.42 479 20.70  393 18.57
Hispanic  34  1.56 35 1.55 45 1.94  56 2.65
Other  34  1.56 40 1.77 37 1.60  27 1.28

Baltimore City 
Total  1,213  100.00 1,245 100.00 1,313 100.00  1,268 100.00
Black  1,121  92.42 1,157 92.93 1,243 94.67  1,188 93.69
White  87  7.17 82 6.59 64 4.87  66 5.21
Hispanic  1  0.08 1 0.08 1 0.08  8 0.63
Other  4  0.33 5 0.40 5 0.38  6 0.47

Other Maryland Jurisdictions 
Total  960  100.00 1,010 100.00 1,001 100.00  848 100.00
Black  483  50.31 540 53.47 510 50.95  452 53.30
White  414  43.13 401 39.70 415 41.46  327 38.56
Hispanic  33  3.44 34 3.37 44 4.40  48 5.66
Other  30  3.13 35 3.47 32 3.20  21 2.48

 
to 2010 the number of youth aged 14 to 20 in care has stayed fairly constant.  In 2010, this 

population makes up a larger proportion of youth in out-of home care than they did in 2000 (26% 

on July 1, 2010 compared to 16% on July 1, 2000).  Table 5 shows that the sub-population of 

girls between the ages of 14 and 20 are very similar in their racial/ethnic characteristics as the 

total child welfare population. 

In Baltimore City, there were 4,697 total youth in out-of-home care on July 1, 2010 (57% 

of the overall number of children in out-of-home care).  Black youth represented 89% of the total 

youth in out-of-home care, followed by White youth (9%), Hispanic (1%) and all other 

race/ethnicities (1%).  As indicated in Table 5, 1,268 girls between the ages of 14 and 20 resided 

in out-of-home care in Baltimore City on July 1, 2010.  The proportion of girls in out-of-home 

care between the ages of 14 and 20 who were Black was higher than in the total out-of-home 

population in Baltimore City (94% compared to 89%), White youth in this sub-population made 
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up a smaller proportion of youth in out-of-home care (5% compared to 9%), with all of the other 

race/ethnic categories being the same. 

Figure 2 shows a county map of Maryland with point in time counts of girls between the 

ages of 14 and 20 in out-of-home care on July 1, 2010.  Unlike the overall population map, 

where there were four jurisdictions with large numbers of girls between the ages of 14 and 20, 

this map shows that Baltimore City stands out as the having the largest number of girls in this 

age range.  This is not surprising since 57% of the youth in out-of-home care are in Baltimore 

City.  Baltimore County, Montgomery County, and Prince George’s County have the next largest 

grouping of girls between the ages of 14 and 20.  As was done for the total population, 

examination this analysis divides the state into Baltimore City and all other jurisdictions 

combined.     

In all other jurisdictions in Maryland there were 3,508 youth in out-of-home care on July 

1, 2010 (43% of the total number of youth in out-of-home care).  Just under half of the 

population was Black (49%), White youth represented 40% of the total, followed by Hispanic 

youth at 6%, and all other race/ethnicities making up the remaining 5% of the population. 

 

 

Figure 2:  Point in Time count of Girls between the ages of 14 and 20 in out-of-home 
care on July 1, 2010 in Maryland 



PREGNANCY PREVENTION AMONG YOUTH IN FOSTER CARE 25 

The sub-population trends over time for Maryland as a whole (shown in Table 6) 

demonstrate a slow but consistent increase in the proportion of Black girls between the ages of 

14 to 20 years of age (74% in 2000 up to78% in 2010).  Concomitant to this increase is a slight 

decrease in the overall proportion of White (23% in 2000 down to 19% in 2010).  Baltimore City 

has a similar trend (shown in Table 7) that is characterized by a slow but consistent increase in 

the proportion of Black girls between the ages of 14 to 20 years of age (92% in 2000 up to 94% 

in 2010).  Concomitant to this increase is a slight decrease in the overall proportion of White 

females of this age (9% in 2000 down to 7% in 2010).  It is worth noting that there was a 

negligible number of Hispanic youth in the sub-population of girls between the ages of 14 to 20 

years on July 1, 2010 in Baltimore City.  Almost the entire Hispanic population of youth in out-

of-home care is located outside of Baltimore City.  Figure 3 presents the sub-population trends 

over time in all other Maryland jurisdictions.  While more varied than in Maryland or Baltimore 

City, the same pattern appears to hold with the exception of the growth in the Hispanic 

proportion over time being the only unique factor for all of the other jurisdictions in Maryland. 

Figure 3: Sub-population proportional representation by race/ethnicity 
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Figure 4: Sub-population proportional representation by race/ethnicity in Baltimore City 

 

Figure 5: Sub-population proportional representation by race/ethnicity in all Other Maryland 
Jurisdictions 
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Teen Birth Rate Nationwide and in Maryland  

 
The teen birth rates published nationally and by state are conceptualized as the total 

number of births for girls between the ages of 15 and 19 compared to the overall population of 

girls between the ages of 15 and 19 years old.  The age range of 15 to 19 is, we conclude, too 

narrow to optimally capture the age range at which girls are likely to have an unintended 

pregnancy.  Although our demographic analysis included girls between the ages of 14 and 20, a 

smaller sub-population was created in order to generate more precise comparisons to birth rate 

calculations in the general population. 

The last official birth rate statistics published for Maryland were for 2008.  According to 

these statistics Maryland’s teen birth rate was 32.7 births per 1,000 girls between the ages of 15 

and 19.  This rate was lower than the national birth rate of 41.5 births per 1,000 girls between the 

ages of 15 and 19.  Figure 6 shows a trend line for both Maryland and national birth rates from 

2001 to 2008.  Overall, there has been a very modest downward trend in the teen birth rate in 

Maryland, with the lowest teen birth rates occurring in 2005 and then increasing for two years 

before starting to decrease again in 2008. 

Figure 6: Teen Birth Rates (national statistics) 

 
The teen birth rate is a high profile measure that is often used as a metric of community 
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concern because of the long and consistent research indicating the adverse outcomes for teenage 

mothers and their children (e.g., Lee, 2009).    

For such a high profile metric--that marks such significant burdens for children, families 

and communities--it is surprising that more attention has not been paid to specific vulnerable 

subpopulations, such as youth in out-of-home care.  The primary reason that such an undertaking 

has not occurred is likely due to the difficulty in measuring the birth rate for youth in out-of-

home care.  The most obvious way to calculate birth rates for youth in out-of-home care would 

be to link child welfare records and vital statistics birth records.  Through this linking of data it 

would be relatively easy to calculate a consistent and accurate birth rate.  However, both child 

welfare data and vital records birth records are sensitive and protected data that are likely not 

available to researchers outside of either individual agency.  Across the nation, and in Maryland, 

we have the technical expertise to complete such a match – powerful computing equipment is 

readily available; more and more agencies and Universities are recognizing the benefit of using 

administrative data and have developed data analytic expertise; and there are examples of data 

collaborative across the nation that are able to increase the overall utility of individual agency 

data by linking the data across agencies. This would open up a whole wealth of information that 

would have been impossible to obtain in the past.   

Nonetheless, we were unable to obtain the permissions to perform an administrative data 

linkage between child welfare and the vital records birth data for the Fostering Safe Choices 

project to calculate an exact birth rate.  This failure to find a way to match birth records to child 

welfare records is certainly one of the major findings of this study and represents a significant 

opportunity for future progress.  Despite this disappointing result, we were able to make 

significant progress by developing an alternative method.  

Methods 

Following discussions with the Department of Human Resources, Social Services 

Administration the alternative approach was developed to calculate estimated birth rates using 

only the child welfare administrative data system.  Two methods were explored in detail, the first 

method involved creating a synthetic cohort of girls at risk for pregnancy from a single year and 

accessing a data table in the child welfare administrative data system that keeps track of 

relationships between individuals in families known to the child welfare system to see if these 

girls had a relationship with another youth that was categorized as mother-child.  The second 
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method also involved accessing the relationship data table, but instead of creating a synthetic 

cohort, it used a point in time count of pregnancy aged girls at the mid-point of the year and then 

looked at any births that occurred to youth who were in child welfare during the year.   

The second method was deemed the most appropriate because it was more 

straightforward and incorporated some of the methodology used in calculating the birth rate 

nationwide (a point in time population estimate as the denominator and total births as the 

numerator).  This process of calculating a birth rate for youth in out-of-home care was run on 

child welfare administrative data using data from October, 2010 to calculate an annual birth rate, 

by jurisdiction, for every year between 2000 and 2009 inclusive.  Appendix 2 contains a break 

down by jurisdiction of the estimated birth rate for girls between the ages of 15 and 19 in out-of-

home care which can also be seen in Figure 4.  Because these measures are calculated using a 

denominator that is many times smaller than either the national or Maryland specific birth rates, 

there is more volatility in the out-of-home birth rates than occurs in the general population.  This 

is especially, true for jurisdictions with relatively low numbers of youth in care.  Because of this 

volatility when the denominator (number of girls between the ages of 15 and 19 in out of home 

care) is 5 or lower no birth rates were calculated in Appendix 2.  Table 10 contains information 

comparing the overall birth rate for the nation, for Maryland, for Baltimore City, and for youth in  

 2009 0 to 75 75 to 125 125 to 170 170 +

Figure 7: Teen (ages 15 to 19) Birth Rates in Maryland by Jurisdiction 2009 
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out-of-home care (both statewide and in Baltimore City). We hypothesized that the birth rate for 

youth in out-of-home care would be considerably higher than the overall birth rate due to the 

prior literature and the presence of multiple risk factors for youth in out-of-home care.  This was 

determined to be the case. 

 

Birth Rates in Out-of-Home Care 

In Maryland the overall birth rate for teens in out-of-home care is more than double and 

almost three times the rate for the general population of Maryland.  This is similar to the results 

found by Pecora, et. al. in their national study where they suggested that the birth rate for foster 

Table 10: Birth Rates for Girls (15 to 19) in Out-of-home Care 
2000 2001 2002 2003 2004 2005 2006 2007 2008 2009

Maryland Foster Care 126.2 98.0 115.3 95.0 86.0 82.9 89.0 99.8 92.7 93.0 

Baltimore City Foster Care 122.9 87.5 117.0 77.1 85.6 73.2 67.8 82.9 66.5 73.3 

Maryland Birth Rate 
 

37.8 35.4 33.3 32.3 31.8 33.6 34.4 32.7 
 

Baltimore City Birth Rate 83.3 83.1 80.1 71.1 68.2 66.2 66.9 66.4 
  

US Birth Rate 
 

45.3 42.9 41.6 41.1 40.4 41.9 42.5 41.5 
 

   -Baltimore City Birth Rate retrieved from the Baltimore City Health Department (2008). 
   -Maryland Birth Rate retrieved from the Maryland Department of Health (2009). 
 
youth was over twice that of the general population (2003).  In Baltimore City the rate for youth 

in foster care was higher than the general population rate, but not as drastically high as seen in 

Maryland foster care overall.  Figure 6 shows a line graph of the birth rate for youth in out-of- 

home care in Maryland and in Baltimore City compared to the Maryland and national general 

population teen birth rates.  As mentioned earlier, there is more volatility in the out-of-home 

birth rates than in the general birth rates. This is partially due to smaller numbers, but could also 

suggest that there are other cyclical factors involved in issues related to teen pregnancy rates in 

out-of-home care.  While higher than the statewide and national rates, the birth rates for youth in 

out-of-home care do appear to be decreasing over time as a general rule.  This becomes more 

apparent when a trend line is super-imposed over the chart as can be seen in Figure 8.  It is worth 

noting that there appears to be a small peak in 2007 for both the Baltimore City and Maryland 

out-of-home populations as seen in the Maryland and national general population data.   
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Figure 8:  Teen Birth Rates (15 to 19) for Youth in Out-of-Home Care 

 

 

Figure 9:  Teen Birth Rates (15 to 19) for Youth in Out-of-Home Care (with trend lines) 
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Conclusion 

 
We now have the ability to effectively estimate the birth rate for youth in out-of-home care.  

While data linking between child welfare and vital records is the most ideal means of developing 

teen birth rates, it is not the only one.  Any state with a SACWIS (State Automated Child 

Welfare Information System) system, or a data system with similar capabilities, can use their 

available data to estimate birth rates through an analysis of the number of pregnancy aged teens 

in care, and any infants associated with them through relationship tables.  Using only child 

welfare administrative data rates can be estimated on an annual basis and used to develop 

policies and practice interventions.   

These data clearly indicate that the well-documented parent, child, and community 

disadvantages of adolescent childbearing are falling disproportionately on foster youth—in 

Maryland overall and especially outside of Baltimore City.  The rates in Baltimore City, although 

somewhat cyclical, are similar to the overall birth rate in Baltimore City.  The range of policy 

prescriptions that have been assessed to be cost effective with the general population (see, 

Chapter 1 in this report and Sawhill, Thomas, & Monea, 2010) suggest strategies for reducing 

high birth rates among foster youth. Additional work will be needed, however, to develop 

effective approaches for this unique population because, as future chapters will tell, child welfare 

services have not fully embraced the part of the parental role that includes talking with foster 

youth about their reproductive health.  
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Chapter 3:  Expert Interviews on Pregnancy Prevention for Youth in Foster 

Care 
 

Deborah Svoboda, Naeem Shaikh, and Terry V. Shaw 

Expert Interview Research Questions 

The Fostering Safe Choices Project research team conducted a descriptive study on 

pregnancy and young women in foster care in Maryland.  A search of the relevant literature was 

conducted and summarized in 2009 (see Project Status Report dated 9/17/09).  FSC began in 

September 2008 to address the following questions.  

1) What is the incidence of adolescent childbearing among young women in foster care in 

Maryland? 

2) What are the experiences of youth in care related to their reproductive health, and access 

to information and services to meet their sexual health needs?   

3) What resources are available for youth who give birth while in care, or who enter care 

with a child?  

4) What barriers to prevention of adolescent pregnancy are identified by youth, child 

welfare workers, and key informants in the field?  

5) What barriers to policy development are identified? 

 

Methods 

The first research question involved administrative data analyses to determine the 

incidence of pregnancy among young women in care ages 15 to 19.  The complete methods and 

results are reported in a separate document.  Qualitative methods were used to learn of the 

experiences of young women related to pregnancy by conducting four focus groups with twelve 

young women formerly in foster care in Maryland (research questions #2 through #5).  

Structured and open-ended questions were used in an on-line survey of child welfare workers as 

to their experience with addressing reproductive healthcare with youth in care, as well as their 

needs related to training and direction in this matter (questions #2 through #5).  These findings 

will be reported under a separate cover as well. 

The results presented here were drawn from analysis of the qualitative data collected 

from interviews with 19 key informants in the fields of adolescent pregnancy prevention and/or 
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foster care in order to answer the research questions noted above (questions #2 through #5).  

Nineteen interviews were conducted from March through August 2009, and ranged from 40 to 

70 minutes in length.  The key informants represented a pool of diverse professions and 

relationships to youth, including academics, researchers, youth advocates, executive directors 

and staff of foster care providers, a national organization representative, and a reproductive 

healthcare trainer.    

The study utilized a purposive sampling strategy, locating key informants using criteria 

that focused the sample in the noted expertise areas (Padgett, 2008).  An initial list of eight 

experts was identified from a review of the literature related to pregnancy and pregnancy 

prevention among youth.  A snowball method was used to acquire subsequent potential experts 

to interview for the study.     

A semi-structured interview guide was provided to the interviewees prior to the 

interview.  The development of the interview guide and completion of the interviews were 

carried out per recommendations by Kvale (2007) and Padgett (2008).  A copy of the interview 

guide can be found in Appendix 3.  Kvale (2007) recommends a systematic progression of 

understanding interviews.  Two research assistants utilized the qualitative methods of coding, 

categorization, content analysis, and meaning interpretation to analyze the 19 completed 

interviews for this report (Kvale).  

Key informants were interviewed on only one occasion to learn their understanding of 

pregnancy prevention for youth in foster care given research and their practice experiences.  The 

qualitative data was analyzed using a template approach (Crabtree & Miller, 1999 as cited by 

Padgett, 2008) based on the open-ended questions from the interview guide. The taped 

interviews were transcribed, and analyzed using NVivo 8 by two assistants.  The template 

approach allows for the identification of domains or themes relative to prescribed questions or 

areas of inquiry (Padgett, 2008).  Seven themes related to adolescent unwanted pregnancy 

prevention were identified as follows: barriers for youth, barriers for adults, sexual behavior and 

motivations unique to youth in care, adults’ perceptions of the needs of youth, features of 

effective adolescent pregnancy prevention, roles in prevention efforts, and beneficial policies and 

protocol.  The themes were related to the interview guide although additional themes and their 

definitions emerged from the data analysis.   
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The original list of codes within the various themes was then categorized using in vivo 

coding from the data.  The final list of categories were derived from subsequent condensing of 

the original codes within the themes for the reasons identified by Padgett (2008) as “content is 

too thin” or the code could be merged into another identified code.   

 

Results 

 Key informants were interviewed specific to their practice experience, research they were 

aware of, and research they have conducted related to youth in foster care and/or prevention of 

adolescent pregnancy.  The series of questions were related to effectiveness of pregnancy 

prevention programs, barriers for youth accessing resources to prevent pregnancy, effective 

outreach efforts to youth in care, and roles of all parties in addressing adolescent pregnancy 

prevention and services.  Barriers that may be faced by adults and youth in carrying out their role 

in preventing adolescent pregnancy were identified by the informants.  Key informants were 

asked of their exposure to regulations, policy or practice that may diminish the identified 

barriers, increase effectiveness of programs, or increase sexual healthcare services.   

As well, the informants were asked what they would recommend in the areas of 

regulations, policy, or practice that may meet the needs of youth and child welfare in relationship 

to sexual health for youth in care, including pregnancy prevention. Finally, informants were 

asked for referrals for the key informant interview portion of the FSC Project.   

 

“Foster youth are probably an extreme version of a lot of the kids that end up as teen 

parents—the instability of their backgrounds and the kinds of environment they’ve been 

raised in”, R. Maynard, University of Pennsylvania. 

 

Theme 1: Barriers for youth to access resources related to pregnancy prevention, and engage 
in prevention of early pregnancy. 

 

Key informants named several persistent 

experiences for many youth in foster care that pose 

barriers to their physical and mental health and well-

being.  Life experiences such as trauma in relationships 

When you’re dealing with kids who 
already have been abused and 
neglected, sexuality is not one of those 
things you can pretend isn’t at play. 
You’ve gotta deal with that directly. 
- B. R. Miller, DC Campaign to Prevent 

Teen Pregnancy 
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with familial adults or siblings (physical abuse, sexual abuse, and neglect), inconsistent 

relationships with trusting adults, multiple placements and primary workers, relationships with 

peers, and disrupted education.   

• “What programs and policies don’t recognize is the severity of these kids’ life situation.  

And that’s not everybody, but a lot of them.  And that it takes a long term commitment to 

these kids if you’re gonna make a difference in his or her life”, P. Mosena, Ill. 

Subsequent Pregnancy Program. 

• "Moving a child 60 miles away and causing them to disrupt their school.  It’s always 

shocking to me when we begin to look at the school records of our kids and we find that 

they’re 1, 2, 3, 4 years behind in reading and math...You don’t easily recover from those 

kinds of delays.", J. Doyle, TPSN. 

•  “Youth that we work with, when we talk to them about love, what they consider loving 

behavior say from a partner includes a lot of abusive behavior…distortion amongst many 

of our youth that abusive behavior represents that this person loves me and cares for me”, 

L. T. Love, UCAN of Chicago 

• “A larger issue when you just in general feel like your life is in flux, that you don’t 

always take care of yourself very well or you don’t always proactively about, hum, 

maybe I should take an active role in preventing pregnancy”, A. Eisenmann, Planned 

Parenthood of MD. 

 

A second result of life experiences and multiple 

placements is related to the sense on the part of youth in 

care of a hopeful future.   

 

•  “I think when you work with kids in foster care and you try to explore what the future is, 

it’s a really hard thing for them to imagine, part of it because so much time has been 

spent on focusing on survival”, L. L. Bryant, Inwood House. 

• “So many of our kids seem to have no future vision for themselves...that could be a very 

powerful way to prevent pregnancy is if we were somehow able to instill in kids a 

future… here’s the path and here’s how we’re gonna help you”, J. Doyle, TPSN.  

Positive youth development which 
creates a different future and helps 
them feel competent and to see a 
bigger vision of their own life. 

- L. T. Love, UCAN of Chicago 
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• “Feel like they don’t have a lot of power and influence of what’s going to happen to 

them—people are dictating, the system is dictating, the foster parent is dictating what 

they need.  Everybody’s got an idea about what they should be doing, need to be doing, 

have to do, and so they don’t feel like they have a lot of control to influence their 

destiny”, L. L. Bryant, Inwood House. 

 

Key informants consistently named the lack of access 

to accurate sex education, contraception, and consistent 

reproductive healthcare as barriers to reducing unplanned 

adolescent pregnancy and subsequent pregnancies.  Common 

barriers accompanying this access include absence of or few 

programs in non-urban communities; lack of transportation to utilize services; and lack of 

consistency in healthcare provider and clinic use due to frequent moves.   

•  “Whether they’re young men or young women, do not get the information they need to 

protect themselves.  They don’t get it at school, they don’t get it at home, and it’s just not 

out there.  They get it on the street from their friends, which is not necessarily the right 

information…the barriers are the lack of access to information and health services”, P. 

Mosena, Ill. Subsequent Pregnancy Prevention. 

•  “They may have heard things that condoms don’t work or that’s the boy’s job or 

whatever.  So there’s all sorts of reasons why people don’t access birth control”, A. 

Eisenmann, Planned Parenthood of MD. 

• “We know that there’re a lot of myths among teenagers around contraception and that’s 

been across generations”, L. L. Bryant, Inwood House.  

• “For teens in general…transportation can be an issue, and privacy is an issue…do they 

have any pocket money that they could use, do they have to make excuses about where 

they are, do they feel comfortable negotiating or navigating the city or the county or 

wherever they are?”, A. Eisenmann, Planned Parenthood of MD. 

 

The data analysis revealed a consistent barrier for youth in care was the imposition of the 

personal values of child welfare workers, care providers, and foster parents that restricted 

discussion of sexual health matters, contraception, or sexual identity issues.  Without clear 

We have young women here 
who have a belly sticking out 
and don’t really understand 
how that happened, how that 
physiologically happened.  
And that’s not uncommon. 

- L. L. Bryant, Inwood House 
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protocol and policy, staff, care providers, and foster 

parents are left to operate from their own personal 

beliefs and understandings of adolescent sexual 

development, and from their own knowledge of 

resources available.  This lack of a systematic response to adolescent sexual development, 

including sexual identity and values development, places youth in living conditions, and case 

management relationships with inconsistent messages, services, and resources.   One key 

informant stated it is a “moral obligation” to provide accurate information on sexual health 

needs, particularly given the rate of HIV among young women and men, particularly African-

American.   

• “They may need to do some work around clarifying their own values.  Reconciling these 

are my values and I want to communicate that to this child; but I also have to learn to 

respect that they’ll be forming their own values”, L. L. Bryant, Inwood House. 

• “There’s this additional pregnancy risk in kids struggling with their sexual identity…if 

we think foster youth have an even more difficult time addressing issues of healthy 

development, then that’s just one more factor”, L. T. Love, UCAN of Chicago. 

 

The perspective on parenting held by those in the youths’ home and community 

environment, and their cultural heritage was identified as influential in supporting or not 

supporting parenting at an early age.  

• “How many members in their family and to their knowledge are teenage moms, or have 

become moms at an early age?  So that there may be a sense of, like, this isn’t necessarily 

strange or necessarily problematic; it seems pretty common”, L. L. Bryant, Inwood 

House. 

• “Kids who don’t think it’s possible; they just think it’s inevitable that you’re gonna get 

pregnant if you have sex.  Well, that didn’t happen just by accident; somebody has said 

that to them or it’s been their experience, or they’ve seen it, or that’s the prevailing 

wisdom in the community that they are a part of”, B. R. Miller, DC Campaign to Prevent 

Teen Pregnancy. 

• “I think the cultural piece is also very critical because if you are a kid of color, they’re 

certain things you’re gonna deal with in terms of what society’s perceptions are about 

People’s personal prejudices or beliefs or 
whatever you want to call them, govern their 
practice…that should not be the case. 

- B.R. Miller, DC Campaign to  
Prevent Teen Pregnancy
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people of color, and all of the racial issues that permeate our society.  If you’re a kid of 

color and you’re in foster care and you’re poor, now you’ve really complicated the 

picture”, L. L. Bryant, Inwood House. 

• “Part of our youth…are from the culture where becoming a parent and becoming 

particularly a mother…is that role transition to where you have meaning and identity.”   

L. T. Love, UCAN of Chicago. 

 

Theme 2: Motivations and sexual behavior unique to youth in foster care. 

A potent outcome of these life experiences for youth is a strong conscience or 

unconscious desire to have a family of one’s own, to not abandon that family, and to do better 

than their parent(s) did.  One key informant referred to this sense of a gap in these youths’ lives 

as a “permanency wound” (L. L. Bryant).   

• “Really powerful motivation for some young people to have a baby—both the 

relationship that they’ll create with the child themselves and to the strengthening of the 

relationship with their boyfriend or girlfriend”, J. Max, Healthy Teen Network. 

• “The strong, sometimes unconscious, sometimes conscious motivation that they have to 

create the families that they don’t have, how strong the pull is to create a family unit, the 

believe that they’re going to have someone who’s going to love them who will not leave 

them”, L. L. Bryant, Inwood House. 

• “I think their lives get so jumbled up due to the lack of consistent caretaking, the lack of 

attention to their mental health issues, that we can’t instill in them a picture of their 

future.  So getting pregnant is like no big deal.  Really for some of our kids it’s no big 

deal; they don’t recognize what it’s gonna do to their lives”, J. Doyle, TPSN. 

 

Theme 3: Barriers for adult individuals to play an active role in preventing pregnancy among 
youth in care, (e.g. biological parents, foster parents, child welfare workers and providers, and 
health care providers). 

Key informants noted the foster parents, care providers, and child welfare providers with 

whom they had worked were often not prepared, trained, or provided with direction on how to 

have conversations with youth about their sexual healthcare needs and sexual activity.  In 
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addition, the lack of knowledge, comfort, or acceptance of adolescent sexual development on the 

part of the adults caring for youth is a commonly noted barrier.   

• “Training staff so that they could be more responsive to the needs of young people…It 

has to be ongoing, and it has to be informed by changing conditions.  And it shouldn’t be 

dependent on personal preference”, B. R. Miller, DC Campaign to Prevent Teen 

Pregnancy. 

• “Educate our foster parents and our other caregivers on how to do this, like any normal 

parent would, be prepared to answer questions that kids have and be prepared to talk to 

them about these issues.  I think they just get swept under the rug”, J. Doyle, TPSN. 

• “Parents and workers need more training and support on sexuality issues…not just issues 

about pregnancy prevention, but issues about working with sexual minority youth so that 

they can actually support and provide good information and that they feel like they know 

what they’re doing and they don’t just avoid conversations, cause this is really important 

stuff that affects the future of these kids and them being successful”, A. Eisenmann, 

Planned Parenthood of MD. 

• “Workers don’t have what they need to talk to them (foster youth); so sometimes they 

don’t have the support that they need.  They don’t have maybe the information that they 

need to talk to them, they don’t know what to say”, C. Schiavone, UMB/SSW.  

• “Unfortunately the issue of teen pregnancy prevention and sexuality education has 

become so politicized in terms of whose responsibility is it…while we’re arguing about 

who’s responsible, kids aren’t getting it.  And the stakes are really high”, L. L. Bryant, 

Inwood House. 

 

Misunderstandings or the lack of recognition of the sexual healthcare needs for youth 

who identify as lesbian, gay, or transgendered, and for youth with disabilities added to the 

barriers to access appropriate information and services.   

 

• “Lesbian youth who are struggling with their own identity and end up becoming pregnant 

just to verify that they are normal…there’s this additional pregnancy risk in kids 

struggling with their sexual identity…if we think foster youth have an even more difficult 
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time addressing issues of healthy development, then that’s just one more factor”, L. T. 

Love, UCAN of Chicago. 

• “We overlook the LGBTQ population when discussing sex, sexual identity, pregnancy 

prevention, and these populations exist in foster care”, L. Champagne, UCAN of Chicago.  

• “It places kids at a different risk because…there was more discomfort talking to the 

questioning youth, and so they (care providers) didn’t cover certain topics, partly 

pregnancy prevention”, L. T. Love, UCAN of Chicago. 

 

The lack of clearly articulated protocol or programs addressing adolescent sexual 

development, or pregnancy prevention was problematic for child welfare professionals, care 

providers, and foster parents.  Unreasonable expectations from child welfare workers resulting in 

high staff turnover and lack of collaboration among different service providers appear to 

influence delivery of pregnancy prevention services to youth in the foster care system.   

• “Foster parents don’t have, not all, but many foster parents don’t have the training or feel 

comfortable talking to their young people about sex and sexuality”, J. Max, Healthy Teen 

Network. 

• “If social workers feel like, ‘Oh I can’t talk about sex,’…‘I don’t want to be seen as 

giving them permission to have sex,’ whether they’re having sex already or not.  So I 

think that stops people sometimes from wanting to help or talk about this kind of thing”, 

A. Eisenmann, Planned Parenthood of MD.   

• “They (foster parents) don’t want to sort of make things up, and they don’t want to say, ‘I 

don’t know,’ and it makes them nervous...they just don’t know what to say.  So they need 

to be given the information, they need to be given the tools about how to have these 

conversations.”, A. Eisenmann, Planned Parenthood of MD. 

• “‘I (foster parent) had no idea what I was gonna do if this came up; cause I don’t’ feel 

like I have any of the information.’”, A. Eisenmann, Planned Parenthood of MD. 

• “Case workers are really, in child welfare, they’re put in a very difficult situation.  They 

have to be experts on so much.   They’ve got to be experts in mental health and 

developmental disability, abuse and neglect, trauma, violence, substance abuse.  We ask 

them to do so much it’s really a very difficult job…need some major reform so that 

there’s more stability in the case work arena”, J. Doyle, TPSN. 
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Theme 4:  The role in prevention of pregnancy for biological family, foster parents, care 
providers, child welfare staff, and peers.  

 

A feature of an effective pregnancy prevention program was the involvement of parents 

(biological and foster), older siblings, other significant family members, social workers, case 

manager, care provider, and other adults who value the health of the youth in care.  

Acknowledgment was made by key informants that for some youth in care, biological parents 

were not available, capable, or willing to be involved in supporting the sexual health and well-

being of their adolescent child, although participation should be encouraged when possible.   

The key informants unanimously noted the vital role adults have in preventing pregnancy 

through supporting healthy sexual development and well-being of foster youth.  The involvement 

ranged from having a conversation on a regular basis to accompanying youth to the healthcare 

clinic for contraceptives and services.  “Constructive conversations” was a common preferred 

communication reference for adults’ engagement with the youth in their care.  Many of the key 

informants referenced the legal rights of youth to access confidential services such as 

reproductive healthcare.  

• “Programs and services that can help youth in care to create good connections, to keep 

connections to their biological families in some capacity could have an impact on 

reducing this desire to have their own baby at a young age”, J. Max, Healthy Teen 

Network. 

•  “The role of the case manager should be to make sure that a child has this kind of 

continuous, stable, modeling relationship”, R. Maynard, University of Pennsylvania. 

•  “They (child welfare staff) should have a very clearly defined role supported by policies 

and procedures; and it shouldn’t be discretionary”, B. R. Miller, DC Campaign to Prevent 

Teen Pregnancy. 

•  “The impact of parent-child communication is greater for girls than for boys; and the 

impact is greater when there’s a connection between the parent and the young person.  

And it’s greater when the parent gives a clear message about either not having sex or 

using condoms or contraception”, D. Kirby,  
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• “But one role that I believe rests with the case manager which is to be the neutral 

protector of the child, to watch what is going on, to not be so involved that you lose your 

objectivity because they need to know when to intervene because a child’s welfare is at 

stake”, R. Maynard, University of Pennsylvania. 

 

The role of youth in care or formerly in care was articulated by several key informants as 

an effective method of reaching out to youth, and providing positive messages to delay 

pregnancy and parenthood.  The role of young parents was thought to be helpful in extending 

messages of caution and responsibility by some key informants, and thought to be potentially not 

as helpful by other key informants. 

• “We (service providers) can’t be everywhere…sending them (peer educators) out as a 

little army into their own community’s to be able to say, ‘Hey, you need to think twice 

about doing this,’ or ‘If you’re gonna do this, you need to seriously consider how to do it 

as safely as possible.’”, A. Murphy, Ill. Subsequent Pregnancy Program. 

• “Kids who have aged-out of foster care who maybe have a child can talk to them about 

how difficult that is; cause I think that is the best way to get through to them—someone 

who’s been through it who’s been there in their shoes needs to talk to them”, C. 

Shiavone, UMB/SSW. 

• “Positive peer relationships that’s really critical in helping young people and teens really 

get an understanding of prevention resources that are out there and just guiding them 

through that process”, L. Champagne, UCAN of Chicago.  

 

Theme 5:  The needs of youth in care as perceived by the key informants.  

Key informants provided insights into the needs of youth derived from their experiences 

and relationships with youth in care.  These insights are from an adult perspective and are best 

compared to those identified by youth in care.  

• “Talking to them (foster youth) about reasons why other youth in foster care may feel 

like having a baby is a good idea.  You know that having someone to love them 

unconditionally when maybe they felt like no one else did might seem like a good idea; 

and then trying to help them see why it wasn’t”, C. Schiavone, UMB/SSW.  
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• “A youth development approach and sort of strengthening their own beliefs in themselves 

and developing of future goals could potentially reduce some of the teen pregnancy 

rates”, J. Max, Healthy Teen Network. 

• “We really need to find out from them, where do they get their information, who do they 

believe, who do they trust, what do they think about preventing pregnancy?  Do they 

think it’s possible”, B. R. Miller, DC Campaign to Prevent Teen Pregnancy. 

• “Young people need monitoring in terms of contraceptive use.  You can encourage 

them…but then you need to be sure that they actually went and got them…then when 

they get them, you need to be sure that they’re actually taking them and they don’t’ have 

concerns or problems”, D. Kirby, ETR Associates   

• “Recommendations that youth in care reported is that they really wanted to establish 

relationships with us (care providers) …where they feel comfortable talking about sex 

and STDs and pregnancy prevention”, L. Champagne, UCAN of Chicago.  

• “Too often with young mothers as well as young fathers, they spend a lot of time trying 

to recover from people basically saying everything from, ‘Well your life is over,’ to 

‘How could you have been so stupid to do this in the first place?’  And so if you can do 

anything that elevates them in the eyes of their own community, that helps reaffirm the 

way that they would like to feel about themselves, or liked to be viewed when their  

children look at them, it makes a huge difference”, A. Murphy, Ill. Subsequent Pregnancy 

Program.  

 

Theme 6: The features of effective pregnancy prevention programs.  

Given the nature of limited research to 

validate the effectiveness of pregnancy prevention 

programs targeted for foster youth, the key 

informants provided their professional opinions 

given what has been learned from the general 

population of youth and knowledge of protective 

factors for youth in care.  The characteristics of an 

effective prevention program for youth in foster 

You really can’t serve youth in segments; you 
have to deal with the entire young person, and 
his life and his family.  And you really can’t 
then go in and do a birth control program if it 
doesn’t fit in the whole picture, it’s not gonna 
work… whether you call it youth development 
or whether you call it support…it’s the way 
you approach service to that young person, 
and the way you recognize the real life 
situation that that young person is facing 
every day.  That’s the key. 

- P. Mosena, Ill. Subsequent  
Pregnancy Program
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care were diverse with a common reference to positive youth development programs and the 

incorporation of pregnancy prevention into a more comprehensive program for youth focusing 

on healthy relationships, dating, and safe sex.  There was a majority approval of comprehensive 

sex education and contraception access for foster youth.  Overall, key informants aligned 

attention to pregnancy prevention with the overall needed attention to the health and well-being 

of youth in care.  

• “In general, that is one of the most important characteristics of programs every activity 

should be designed to support that message to convince young people that that is the right 

thing to do, either to not have sex or to use protection…give serious thought to what the 

message should be…dual message which is, every girl should always use contraception 

to protect against pregnancy; every guy should always use condoms to protect against 

STDs.  So what’s nice about that is it gives a role to each partner, and the encouragement 

is to do both”, D. Kirby, ETR Associates 

• “Something sponsored by or run by the foster care agency… not school based, something 

that’s not up to just the foster parents, although they’re really important too; but 

something that is gonna follow, this kid can stay involved in no matter where their 

placement is, and it starts when they enter the foster care system and stays with them the 

whole time”, A. Eisenmann, Planned Parenthood of MD. 

• “I would work very hard on the annual medical, minimum of annual medical 

examination.  I would make it something more than the bi-annual health check up.  I 

would have a very thoughtfully planned kind of medical intervention that would deal 

with physical health, education, and prevention”, R. Maynard, University of 

Pennsylvania. 

• “Health care providers can’t bear the full weight; but they certainly have an opportunity 

when they see a teen in foster care to make sure that if they are sexually active, that 

they’re getting contraceptive; if they’re not sexually active, then they get the support they 

need to hold on to being abstinent as long as they choose to.  But they can’t just sort of 

dismiss that issue and not talk about it at all”, B. R. Miller, DC Campaign to Prevent 

Teen Pregnancy. 

• “Doing programs that actually go to…a group home setting, an independent living sight, 

those will be much better attended and have better success rates than some of the other 
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ones.  It’s basically bringing the program to where the young people are”, J. Max, 

Healthy Teen Network.  

•  “We know that programs can be effective either with peer educators or adult educators.  

We have more evidence, meaning simply more studies, that programs with adult 

educators are effective…what’s clear is that both adults and peers have their strengths”, 

D. Kirby, ETR Associates   

 

Dr. Kirby noted school based programs in Denver and South Carolina as showing 

promise  in reducing teen pregnancy with particular features of building relationships, talking 

with youth on a regular basis, including following up from first contact .  The only identified 

prevention program developed for youth in foster care, Power Through Choices, was noted by 

several informants as a promising strategy in need of evaluation.   

Subsequent pregnancy among adolescents was noted by several key informants, as well 

as the need to address all youth, i.e. those with disabilities and mental health issues, questioning 

youth, LGBTQ youth, male and female.   

Administrators of a subsequent pregnancy program based in Illinois were interviewed.  

The program engages young men and women in promoting healthy relationships, prevention of 

sexually transmitted infections and pregnancy in an overall positive youth development effort.     

• “Strength based approach is always better than a deficit based approach.  So instead of 

saying, ‘Oh, well they don’t have this, this and this,’ build on the things they do have and 

provide the other opportunities or resources that may be missing”, B. R. Miller, DC 

Campaign to Prevent Teen Pregnancy. 

•  “They knew that I was talking to them about it because I cared.  I wasn’t just doing it 

because it was my job…when you have the connection with a youth and they know that 

you’re sitting there having an uncomfortable conversation that you do not want to have 

with them because you really care, and that’s why you’re doing it, because you really 

don’t want to see them go down a road that’s gonna make their life more difficult than it 

needs to be…it makes a huge difference to them”, C. Schiavone, UMB/SSW.  
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Theme 7: Recommendations to diminish barriers and support policy, practice changes to 
address prevention of adolescent pregnancy among youth in care. 

 

According to the majority of key informants, the primary resolution of barriers for youth 

was through training and support for foster parents, care providers, case managers, and 

independent living program managers.   

• “Some legal issues that often time’s foster parents, 

again, have misunderstandings about what they can and 

cannot say to youth in care, and sort of just air on the 

side of being cautious which means that these young 

people often miss out on some really necessary 

conversation”, J. Max, Healthy Teen Network. 

•  “A onetime training really isn’t sufficient…the child 

welfare agency needs to do monthly trainings for parents—child development, adolescent 

sexuality, you know, all the parenting tasks that become especially essential when you 

have children who’ve already been hurt and harmed”, B. R. Miller, DC Campaign to 

Prevent Teen Pregnancy. 

• “A series of workshops that consists of…the motivation behind repeated pregnancies, 

healthy sexuality and healthy relationships, being able to talk effectively with LGBTQ 

clients about pregnancy”, L. Champagne, UCAN of Chicago.  

• “Having foster parents that are open and willing to talk about sex and sexuality is gonna 

be really important, because they’re gonna set the tone”, J. Max, Healthy Teen Network. 

• “These kids have been abused and neglected, some of them been sexually abused.  You 

can’t just pretend that those will go away because they become teenagers.   But deal with 

all that with the end in sight of having them come through the foster care experience 

without becoming parents as boys and girls”, B. R. Miller, DC Campaign to Prevent Teen 

Pregnancy. 

• “The impact of parent-child communication is greater for girls than for boys; and the 

impact is greater when there’s a connection between the parent and the young person.  

And it’s greater when the parent gives a clear message about either not having sex or 

using condoms or contraception”, D. Kirby, ETR Associates  

The first steps in reducing 
pregnancy in children in foster care 
is being sure that the agency’s 
responsible for them, have a clearly 
articulated statement that teen 
pregnancy is in no one’s best 
interest in foster care. 
- B. R. Miller, DC Campaign to   
           Prevent Teen Pregnancy 
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• “A legitimate challenge that many child welfare systems have, which is how to really 

function preventively and proactively while you’re in a very crises oriented line of work”, 

L. L. Bryant, Inwood House. 

 

Other key potential solutions included an 

assessment of youths’ experiences in foster care in 

relationship to these issues, and the services accessible 

and utilized by youth.  Key informants called for the 

need for research to evaluate pregnancy prevention programs for youth in care in order to inform 

further prevention strategies. 

• “Making all reproductive health care to teens essentially free of 

charge…involving…some type of policies which assure that there is follow up for teens”, 

D. Kirby, ETR Associates 

•  “Health care worker, I would think, would have a very similar responsibility to 

what…the case worker would have, and what the parent has.  They have an obligation to 

communicate accurate information.  They have an obligation to educate.  And they have 

an obligation not to communicate their personal bias, whatever it may be; no matter how 

convinced they are that it’s right”, L. L. Bryant, Inwood House. 

 

In order for these mechanisms to be effective, several 

key informants spoke of the need to have clearly developed 

and articulated protocol within the child welfare system that 

supported the sexual well-being of youth in care in conjunction 

with their other physical health needs.  These protocols would 

support the training development, and continued support for 

care providers and foster parents.   

 

•  “Have supervisors who are regularly addressing not just what’s happening now with the 

case or the urgent crisis, but you’re systematically reviewing, ‘Well, you know, what’s 

this youth’s understanding of sexuality?  What’s their access to birth control or to their, 

what are they thinking about in terms of those types of decisions?  What types of friends 

It’s always important to consult the 
experts, and teens are the experts on 
their lives. 

-  B. R. Miller, DC Campaign to 
Prevent Teen Pregnancy 

Kids in foster care are 
everyone’s children.  They 
belong to me and you and 
everyone; so I think that we 
have to take that approach to 
everything that they do. 

- C. Schiavone, UMB/SSW 
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are they making?’ and that kind of role from a supervisory point of view is not always 

integrated”, L. T. Love, UCAN of Chicago. 

• “It becomes a regular conversation between them and their supervisors, and a regular 

conversation between them and their charges and their foster parents”, L. T. Love, UCAN 

of Chicago.  

• “Frontline in the residential treatment services…they’re the folks who are on the floor 24 

hours.  And they need a lot of support and kind of training on just constructive 

interactions with the youth”, L. T. Love, UCAN of Chicago. 

• “They (child welfare staff) absolutely need training because I think especially on an issue 

like sexuality education, which is so value laden, if you aren’t providing clear guidelines 

about their role, then inevitably the only thing they can do is bring what they know to the 

table.  And that’s probably gonna be whatever it is that they believe”, L. L Bryant, 

Inwood House. 

• “Older caregivers, a lot of support that we as professionals need to give them because 

they’re older and different way of thinking, different way of growing up…we definitely 

need more resources and more attention towards older caregivers”, L. Champagne, 

UCAN of Chicago. 

• “We’re not necessarily asking or expecting foster parents to go against their own personal 

beliefs, their values; but still at the same time making sure that these young people are 

getting all of the information that they need”, J. Max, Healthy Teen Network. 

• “For all pregnancy prevention efforts…you can’t extract sexuality education and the 

technology of preventing pregnancy from the context in which it happens…you can’t 

extract it from where young people are developmentally; that’s absolutely critical...you 

can’t extract it from their social and cultural context...and obviously for kids in foster 

care, foster care becomes part of their social and cultural context”, L. L. Bryant, Inwood 

House. 

 

According to one key informant, “speaking up” and 

“raising our flag a little” refers to the need to attend to the 

healthy sexual development of youth in care along with 

their physical care.   

They (youth) just developmentally 
have an enormous amount to 
contribute to our society; and that 
there’s nothing quite like an 
adolescents’ intolerance for hypocrisy 
and bull that actually would lead to, I 
think, very cutting edge thinking and 
cutting edge perspective. 

- L. L. Bryant, Inwood House 
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• “We’re talking about empowering young people with choices…I do trust is that if they do 

have the information they need and we have coached them in terms of their critical 

thinking, they will be able to make decisions that are sound for them…They may decide 

to engage in sexual behavior; they may be much more protected in doing that.  They may 

decide to have a child…but if that’s a decision they’ve made verses a path they just went 

along with, then I think that would be better in that case”, L. L. Bryant, Inwood House.  

• “We need to really communicate the same standards we would be communicating to our 

very own kids.  We have to have the same standard.  Whatever this country wants for its 

youth, that’s what we have to want for kids in foster care”, L. L. Bryant, Inwood House. 

 

Conclusions 

 Adolescent pregnancy and parenting have gained the attention of the foster care systems 

throughout the country.  The key informants represented here have diverse relationships with 

youth in care, some experts clearly stated their expertise did not extend to youth in foster care but 

rather teen pregnancy prevention in general, and others have spent their entire careers in child 

welfare positions and spoke passionately of the need to focus on this population.  The position of 

these informants in relation to their contact with foster youth was noticeable in their choice of 

descriptors of both the youth and of their own role as experts.  These experts identified with the 

culture, race, or gender of the youth they spoke of and with whom they worked as scholars, 

trainers, care providers, and former child welfare staff.  This position of the speaker and the 

researcher is vital information in a qualitative study, given that the speakers and recorders are 

tools of the research in and of themselves (Charmaz, 2006).  Given the majority of the 

informants worked in close relationship to youth in care, they referred to obligations and 

responsibilities held by the adults in the lives of the youth in care.  

 The detailed information provided by these experts allows for a comprehensive 

examination of the strengths and weaknesses of current pregnancy prevention programs.  The 

seven themes identified in these interviews (Barriers for Youth, Youth Motivations, Needs of 

Youth, Barriers for Adults, Roles in Prevention, Effective Prevention, and Beneficial Practice) 

and discussed in detail above provide a roadmap to updating the teen pregnancy prevention 

process for youth in foster care.  The schematic below synthesizes the most telling quote in each 

theme that high-lights the general context for each of the themes.  These themes were found to be 
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equally present in the other qualitative work done by the Fostering Safe Choices project (youth 

focus groups and the worker survey).  

 



PREGNANCY PREVENTION AMONG YOUTH IN FOSTER CARE 52 

Schematic of Expert Interview Data – Pregnancy Prevention among Youth in Foster Care 

 

 
 

Barriers for 
Youth

•These kids are worrying about survival or the violence they see in their lives every day, pregnancy’s just not a 
big issue, P. Mosena, Ill. Subsequent Pregnancy Program.

•The special needs of youth in care that might increase their unhealthy sexual relationships as well as early 
pregnancy can be related to trauma, L. T. Love, UCAN of Chicago.

•Bias by workers or foster parents about whether they even want to discuss pregnancy prevention and sexuality 
or healthy sexuality with kids, J. Doyle, TPSN. 

Barriers for 
Adults

•It’s really helping them to have the information, get comfortable with this role, that this is part of their role as 
(foster) parents, L. L. Bryant, Inwood House.

•Legal issues that often time’s foster parents have misunderstandings about what they can and cannot say to 
youth in care, and sort of just air on the side of being cautious which means that these young people often miss 
out on some really necessary conversation, J. Max, Healthy Teen Network.

Youth 
Motivations

•We looked at the motivation behind the risky behavior or having unprotected sex, and this huge emotion to try to 
create a family of their own and to maintain that family,  L. Champagne, UCAN of Chicago.

•Their bodies, unfortunately, often become the one piece of currency that they have...they have something that 
they can exchange for something they need.  And that exchange could be literally material goods, L. L Bryant, 
Inwood House.

Roles in 
Prevention

•What made the conversations go well with them is that they knew that I was talking to them about it because I 
cared about them, C. Schiavone, UMB/SSW.

•One role that...rests with the case manager is to be the neutral protector of the child, to watch what is going on, 
to not be so involved that you lose your objectivity because they need to know when to intervene because a 
child’s welfare is at stake”, R. Maynard, University of Pennsylvania. 

Needs of 
Youth

•Not just the facts about birth control, 'How do you negotiate condom use with a partner; What’s a healthy 
relationship; How do you get birth control; Why do you want to prevent pregnancy; What are you goals in life? 
A. Eisenmann, Planned Parenthood of MD.

•Connections to your biological family really will play a role in reducing the desire to create a new part of your 
biological family, J. Max Healthy Teen Network.

Effective 
Prevention

•The more that youth are informed and the more they see opportunities for themselves besides just being a 
parent, I think that they will start to maybe take some more steps to prevent potential pregnancies themselves, J. 
Max, Healthy Teen Network.

•All of our work around teen pregnancy prevention with kids in foster care, they need to be part of helping us to 
build that.  They know the struggles, they know the peer pressure they’re under, and I have been moved by how 
accessible their insights are around this, L. L. Bryant, Inwood House.

Beneficial 
Practice

•Any opportunity you get to see a teen in a medical setting is an opportunity to do some health education...family 
planning should be one of those things, B. R. Miller, DC Campaign to Prevent Teen Pregnancy.

•Everybody agrees it’s a good standard or that it’s a good thing to do…our goal is to get that integrated into the 
standard of care… given that these kids have been traumatized, 'How are you addressing their healthy 
development and healthy sexuality?', L. T. Love, UCAN of Chicago.
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Chapter 4:  Foster Care Youth on Pregnancy and Foster Care (Focus Group 
Results) 

 
Naeem Shaikh and Terry V. Shaw 

 
Pregnancy and subsequent termination, miscarriage, or birth among adolescent females in 

the United States have rallied concerted efforts by healthcare providers, educators, youth 

advocates, parents, and policy makers, among others, for over two decades.  Social workers are 

in a unique position of working with those youth who are most vulnerable, such as runaway 

youth, youth in out-of-home placements due to abuse or neglect, youth involved in the 

juvenile/adult justice system, youth addicted, and youth with various physical and/or mental 

disabilities.   

Youth who are involved in the child welfare system and reside with a foster family, 

kinship care, or in group-care face particular barriers to consistent and age appropriate medically 

accurate information related to healthcare services.  Pregnancy or birth rates are not 

systematically recorded or calculated for young women or men residing in foster care placements 

in Maryland or elsewhere in the United States.   Very little is known as to the incidence, 

prevalence, or experiences of young women in foster care in relationship to their sexual health, 

including pregnancies, sexually transmitted infections (STIs), prenatal care, and birth. 

Officials from the Family Investment Administration of the Department of Human 

Resources responsible for the care of youth in out-of-home placements engaged the University of 

Maryland School of Social Work (UMB/SSW) to examine the incidence of pregnancy among 

young women in foster care, as well as to assess what is known about effective prevention 

programs targeting youth in care.  UMB/SSW established the Fostering Safe Choices (FSC) 

Project to house the research efforts, support communication among agencies working with 

youth in care, and to develop materials to fill gaps in resources available for child welfare 

workers.  

Focus Group Research Questions 

 

The Fostering Safe Choices Project conducted a descriptive study on pregnancy and 

young women in foster care in Maryland.  A search of the relevant literature was conducted and 
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summarized including Best Practices material.  Fostering Safe Choices was designed to address 

the following research questions.  

 

1) What is the incidence of adolescent childbearing among young women in foster care in 

Maryland? 

2) What barriers to prevention of adolescent pregnancy are identified by youth, child 

welfare workers, and key informants in the field?  

3) What barriers to policy development are identified? 

4) What are the experiences of youth in care related to their reproductive health, and access 

to information and services to meet their sexual health needs?   

5) What resources are available for youth who give birth while in care, or who enter care 

with a child?  

Methods 

 

The above research questions are addressed individually in separate chapters.  This 

chapter describes the results of focus groups that were conducted with former foster youth in 

Maryland.  Appendix 4 shows the focus group script used to initiate the focus group discussions; 

participants were allowed to take the conversation in any direction related to the topics of teen 

pregnancy prevention for youth in foster care and were not required to focus on the individual 

questions asked.  All focus group participants were made aware of their rights and asked to sign 

a consent form if they agreed to participate in the focus group, a copy of the consent form can be 

found in Appendix 5.   

This study utilized a convenience sampling strategy, where a local agency with existing 

connections to former foster youth in Maryland (the Maryland Foster Youth Resource Center) 

identified youth who could participate in focus groups on the issue of teen pregnancy prevention.  

Five focus groups were conducted throughout Maryland, two in Baltimore City, and three 

throughout the state.  A total of 19 former foster youth (all young ladies) were represented in the 

focus groups.  Participating youth were asked a series of questions related to the effectiveness of 

pregnancy prevention programs and policies, barriers for youth accessing resources to prevent 

pregnancy, effective outreach efforts to youth in care, and the roles that peers, family members, 

workers, and other adults play in addressing adolescent pregnancy prevention and services. This 
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synopsis provides an detailed discussion of the qualitative data from the Fostering Safe Choices 

focus groups.  Particular focus is placed on seven themes that became apparent through the 

detailed examination of the transcribed focus group data. 

 

Emergent Themes 

 

The detailed information provided by these young ladies with foster care experience 

offers a glimpse at the concerns, barriers, and successes they experienced related to teen 

pregnancy prevention.  Congruent with the results of the expert interviews, seven primary 

themes were identified in these focus groups.  These themes are: Barriers for Youth; Youth 

Motivations; Needs of Youth; Barriers for Adults; Roles in Prevention; Effective Prevention; and 

Beneficial Practice.  Each theme is discussed in more detail below with supporting quotes from 

the focus groups.  The schematic at the end of this chapter synthesizes the most telling quotes in 

each theme that high-lights the general context discussed.  These themes were found to be 

equally present in the other qualitative work done by the Fostering Safe Choices project (expert 

interviews and the worker survey).  

 

Theme 1:  Barriers for youth to access resources relating to pregnancy prevention. 

Former foster youth consistently attributed failure on the 

part of adults to initiate and engage youth in conversations on 

sex education and contraception as the most significant barrier 

in preventing teen pregnancies.  The youth expressed a desire 

to have these conversations, but a concern about taking the 

first step to actually seek out the information.  One youth stated “so if they not gonna talk about 

it, what we gonna do?  We don’t really know nothing; we growing out.” “You gonna figure it 

out, right?” “We gonna know what our friends tell us; and they might not give us the right 

advice.” Youth seemed to crave the opportunity to talk to adults, but expressed concern that 

many adults they come in contact with have strong moralistic attitudes and beliefs that make it 

difficult to get accurate information.  This translated into a perceived lack of care, passion and 

accessibility which were also reported as barriers.   One youth put the lack of trust in adults quite 

…so if they not gonna talk 
about it, what we gonna do?  
We don’t really know 
nothing… You gonna figure 
it out, right? 
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bluntly by stating, “When you in foster care, you don’t think nobody cares.  Frankly it was like 

my parents honestly didn’t, so you must not.”   

Youth also expressed concerns of confidentiality and fears of being labeled while seeking 

information and services for pregnancy prevention. One focus group participant reported, 

“You’re scared to talk about stuff cause ... they don’t keep nothing secret; you tell somebody 

something to vent and stuff, they done told the whole group home.”  Adolescents are afraid of the 

stigma associated with not knowing about sex and fear being pointed out in general.  The 

possibility that their queries could lead to further discomfort will keep youth from trying to 

engage with adults in their placement settings. 

This failure to engage with adults, whether from fear of 

being singled out or from lack of adults who can connect with 

the youth lead youth to seek information from other sources.  

Youth in the groups understood that often times their peer 

influences were not good and led to unhealthy reproductive 

health activities.  But, there appeared to be an inability of youth to have a vision for their future, 

which allowed for spur of the moment decisions that could lead to unintended pregnancies.  

Additionally, misconceptions about contraception use were cited as barriers along with a lack of 

easy yet reliable information on how to use and access contraception from both adults and peers.   

Easier and unmonitored access to communication devices such as cell-phones and the internet 

which facilitated interactions with undesirable elements was also consistently reported as a 

barrier in pregnancy prevention efforts.     

The focus group also showed some interesting yet conflicting findings related to barriers. 

While most youth participants claimed that they were well-informed about pregnancy 

prevention, some youth demonstrated a lack of knowledge on specific aspects of prevention 

initiatives such as the location of clinics while others stated that they did not make use of 

facilities that offered pregnancy prevention services even though those facilities were known to 

them.  Unappealing facilities, staff attitudes and transportation constraints due to clinic locations 

were discussed as barriers in accessing prevention services.  

Additionally, while youth were consistent in attributing lack of involvement of all adults in 

their lives including social service and health care professionals, there was very little mention of 

the lack of involvement of their biological parents in pregnancy prevention. One youth, however, 

When you in foster care, 
you don’t think nobody 
cares.  Frankly it was like 
my parents honestly didn’t, 
so you must not…. 
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stated that “your parents really don’t talk to you about stuff like that, especially as a foster child, 

like dealing with a bunch of foster youth.  That’s why we’re pregnant because nobody talked to 

us about it.”  The topic of communication and the desire to form connections and get 

information from adults was consistent and quite strong across the focus groups.  This perceived 

lack of communication is a barrier to accurate and timely information getting to youth in foster 

care.  While some youth felt that they had this information, they were still unwilling to take the 

next step and access these services because of the potential discomfort faced by coming into 

contact with adults that they see as uncaring or due to logistical issues surrounding clinic 

location and transportation. 

Theme 2:  Motivations behind the Sexual Behaviors of Youth (Motivation and Needs). 

Foster care youth were asked to suggest motivations behind 

their own sexual behaviors and those of their peers in foster care. 

Their responses indicated that there is a wide range of youth 

motivations which run the gambit from behaviors that ranged 

from positive/healthy/desirable to unhealthy/negative/undesirable.     

Focus group participants revealed that some youth in foster care are motivated to participate 

in sexual activities and/or having a child in order to satisfy their emotional & psychological 

needs of love, bonding and relationships. One youth remarked, “Well, I want to create a family 

to show that I can love my child better than my parents loved me.” Another said, “I think 

especially like a lot of young ladies, they think that It’ll keep this guy they like, ‘If I get pregnant, 

he gonna want to be with me forever’.”  

Additionally, participants talked about how foster care youth’s knowledge and/or experience 

of being cared for by the state could influence their sexual behaviors. As one participant 

remarked, “Not giving them stuff makes it bad; but then giving them stuff makes it worse; cause 

then they’re like, ‘I can have another one.  I got day care vouchers.  I’m a get a 2 bedroom or a 

3 bedroom now.” The belief that having children will help add stability to their lives can be a 

strong, though misinformed, motivator to early pregnancy. 

Positive/healthy motivations for youth to practice healthy or safe sexual behaviors included 

discussions of pregnancy prevention by families, professionals and peers. Learning from the 

experience of others such as parents and parenting/pregnant peers was also mentioned. 

Well, I want to create a 
family to show that I can 
love my child better than 
my parents loved me. 
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Knowledge of parenting responsibilities and a vision for the future were also factors that 

positively influenced youth decision-making and sexual behaviors. 

 

Theme 3: Barriers for Adults. 

No questions related to challenges for caregivers related 

to teen pregnancy prevention were posed to focus group 

participants during the sessions.  However, the focus group 

discussions revealed a possible lack of comprehension on 

the part of adults in contact with youth in foster care of the 

difficulties foster youth experience in their everyday lives and a general wariness youth have of 

the adults in the youths’ lives.  This distrust is plainly seen by one young woman’s statement, 

“when you in foster care, you don’t think nobody cares.  Frankly it was like my parents honestly 

didn’t, so you must not.”  This perception of adults as not caring is troubling, though not 

surprising given the experience these youth must have had to get into foster care.  However, the 

fact that these youth continue to foster such beliefs is indicative of a lack of ability of workers 

and other adults to connect with youth while they are in care.  The inability to connect with 

pregnancy-aged youth is a large barrier that will need to be addressed.   

When foster youth have had adults attempt to reach out they remain concerned that adults 

will have no concept of what they experience in foster care, as one foster youth who was 

experiencing a difficult foster care environment recounted, “She was like a very likeable teacher, 

so I was like, ‘Okay; I hear what you’re saying, Ma’am; and I’ll never go talk to you cause I’m 

like the stuff going on at home, I’m still gonna be there.  So I’m not gonna talk you about it’”  

This distrust youth have related to the adults in their lives is a barrier that will need to be 

addressed.  Follow up questions in the focus groups did not lead to suggestions as to what adults 

might do to overcome these barriers. 

 

Theme 4: Perceived Needs of Youth (Motivation and Needs). 

Foster care youth articulated that adults involved in their lives needed to play a role in 

pregnancy prevention.  One of the focus group respondents suggested,” I don’t think general 

information’s enough, like it just being out there.  I think it takes someone actually one-on-one 

She was like a very likeable 
teacher... so I was like, ‘Okay; I 
hear what you’re saying’…and 
I’ll never go talk to you cause 
I’m like the stuff going on at 
home, I’m still gonna be there 
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taking an interest with someone and talking to them about sex and talking about birth 

control.”This statement highlighted overall consensus among youth that while adults needed to 

demonstrate care and concern, they also needed to take initiative in engaging youth in straight-

forward, positive and non-judgmental conversations on sexual health and pregnancy prevention. 

As stated by another participant, “If you’re gonna give me information, don’t tell me what I’m a 

do.  Just provide me with advice and good and accurate information. Don’t make me feel down 

or low for what I might have done or something.” Emotional needs and the desire for 

communication & information on sexual health/pregnancy prevention were the two most 

common themes of the foster care youth focus group discussions.  

Youth also highlighted their desire for all adults 

involved in their lives to engage them in discussions. The 

importance of and the underlying message for the need for 

engagement is emphasized by a statement made by one of 

the participant who said, “I think there’s more mentors 

that’s needed...When you in foster care, you don’t think 

nobody cares.  Frankly it was like my parents honestly didn’t, so you must not.” 

The focus group discussion also highlighted the need of youth to avail and engage in positive 

developmental activities outside their homes and schools. While lamenting the closure of such 

centers that reportedly existed in the past, one participant suggested, “They should really open up 

this recreation center that does it all, that teach you about it all, you have all the games to play 

and just have sessions to teach you what you need to know, even give you resources that you 

need.” Youth implied that such avenues were beneficial for all youth as they helped divert youth 

away from motivations that influenced unhealthy sexual behaviors.  

Additionally, youth called for additional mentoring from people who understand what youth 

are going through.  “I think there’s more mentors that’s needed.  Lord knows I needed one.”  

This theme was carried forward throughout the focus groups with a call for people who will 

show that they care for youth. “When you in foster care, you don’t think nobody cares.  Frankly 

it was like my parents honestly didn’t, so you must not.”   

Focus group participants mentioned many positive 

outcomes a mentor could help to provide including: 

information on appropriate reproductive health behavior, 

I don’t think general 
information’s enough, like it just 
being out there.  I think it takes 
someone actually one-on-one 
taking an interest with someone 
and talking to them about sex and 
talking about birth control. 

I think there’s more mentors 
that’s needed.  Lord knows I 
needed one. 
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a sounding board for ideas and concerns and a way to access resources in an unthreatening 

manner.  “And because a lot of youth start out so young now a days that they’re green to 

everything.  They don’t know anything, especially when it comes to their body as well; they don’t 

know anything.” 

Theme 5: Roles in Prevention (Prevention). 

The focus group foster care youth participants were specifically asked of their expectations 

of parents, families, professionals and peers in helping youth in their pregnancy prevention 

efforts. Participant responses indicated that youth had common expectations from these groups, 

that is, those involved in their lives should engage youth in discussing sexual health and 

pregnancy prevention.  Youth also stated that those responsible for their care should also 

facilitate access and use of appropriate services by foster care youth. 

When asked of their expectations of foster care youth in 

pregnancy prevention efforts, focus group participants suggested that 

youth needed to reflect more on their sexual behaviors and life-

options, and also insist on the use of contraception.  Part of this reflection includes making 

decisions based on how peers and or parents who have become parents as teens have coped.  One 

youth stated, “and if I didn’t want to be like her, why do the same things she did?  That doesn’t 

make sense.”  Another put it more succinctly in saying, “It’s like I’m a learn from your 

mistakes.”  This is a hopeful message that show the strength and intelligence in play in our youth 

as they are navigating all of the issues at play in their lives. 

Theme 6: Features of Effective Prevention (Prevention). 

Focus group participants were asked about 

activities or strategies that had been helpful or 

could be helpful in preventing pregnancies. 

Straight-forward and open discussions and 

communications on the subject were the common 

feature of almost all respondents. This is highlighted by a participant who remarked, “So she just 

kind of told me, ‘You know, I had my kids at 17 and this is what it was like.  And I have a 

daughter and I told her don’t have her kids ‘til she was 30.  She had them at 34 and her life’s so 

much different than mine was.’” This example also highlights the potential effectiveness of 

It’s like I’m a learn 
from your mistakes. 

…it was just a real conversation about 
sex, about pregnancy, about STDs…I 
kind of liked the teacher, so I listened and 
it got everyone’s attention and she was 
just real about it.  It wasn’t like, she 
wasn’t talking down to us. 
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communication and messages that were realistic and credible, as desired by the youth. These 

desirable features of effective prevention are further stressed upon by another participant who 

said, “The class I really think helped when I was in my last group home.  When you first got there 

and you weren’t enrolled in school, we had like pretend school and for like 2 hours we would 

just talk about sex for 2 hours and the teachers would just talk about how expensive it is to have 

a baby, to feed it.  That kind of just scared you enough not to.” Yet one more focus group 

participant stated, “The first conversation I remember I liked was I was in a group home.  It was 

like a class, but it wasn’t like we were reading from a text book and it was all those terms; it was 

just a real conversation about sex, about pregnancy, about STDs.  And it was just, I guess I kind 

of liked the teacher, so I listened and it got everyone’s attention and she was just real about it.  It 

wasn’t like, she wasn’t talking down to us.” It is pretty much evident from the above accounts 

that communicating the challenges of parenting as a youth appears to have the highest potential 

for impact in pregnancy prevention efforts. References were also made to the potential benefits 

of having access to information, products and services.  

Youth also advocated for educational and prevention efforts to start earlier in the youth’s life 

so that youth were well prepared to access services when actually needed in the near and 

immediate future. A participant explained, “A lot of youth start out so young now a days that 

their green to everything.  They don’t know anything, especially when it comes to their body as 

well; they don’t know anything.  And I think that information, information.  And talk to them 

because it is out there in these schools.  That’s all the kids think and talk about. Especially since 

middle school; they need to start early.” However, the solution to a possible dilemma about 

when or where to start is offered by two participating youth, who when asked about the expected 

role of foster parents in prevention efforts, replied, “It starts at your residence,” “Yeah; it needs 

to start at home.”  

 

Themes 7: Beneficial Policies and Protocols (Prevention). 

 From the focus group discussions, it appears that certain specific policies & efforts including 

advertising campaigns and service provision through agencies were most beneficial to foster care 

youth. The “The Wrap It UP” commercial on BET, and the Planned Parenthood agency were 

regularly referred to by focus group participants. One youth remarked, “I go to Planned 

Parenthood and I like them.  It’s quick and easy.” Youth also claimed that other efforts such as a 
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Trojan commercial, the 1-800-HOPE toll free number, health class in school, and the use of 

family planning clinics was beneficial for foster care youth in their pregnancy prevention efforts.   

One youth stated: “I seen the billboard.  I think it’s, ‘I don’t give it up and I’m not giving in,’ 

that’s been out there for a long time. I think it’s very realistic.” Several youth commented that 

there is a need for advertisements to be more easily seen or catchy.   

 

Conclusion 

 

It is apparent that the youth in these focus groups wanted meaningful, trusting, healthy 

relationships with adults.  Their history in foster care and with the abuse and neglect that led to 

their time in foster care is a challenge, but one that participants thought could be overcome by 

making meaningful connections with the right person.  That person does not have to be a 

caregiver, but can be a teacher, a case worker, a friend, the most important aspect is that the adult 

be able to understand where the youth are coming from and talk to them directly as intelligent 

people able to make decisions. The youth expressed an understanding of their situation and a 

desire to use all of their resources to make good decisions that will help them succeed in life.  

These resources include observations of their family and peers, discussions with adults when 

possible, and reaching out to participate in activities when they are available.  The lack of 

available services, activities and mentors complicates youth’s ability to successfully navigate 

through their teen years while dealing with the physical and peer pressures that are the reality of 

their everyday lives.
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Schematic of Focus Group Data – Pregnancy Prevention among Youth in Foster Care 

 

Barriers for 
Youth

•Your parents really don’t talk to you about stuff like that, especially as a foster child, like dealing with a bunch 
of foster youth.  That’s why we’re pregnant because nobody talked to us about it.  

•you’re scared to talk about stuff cause like when I was in group homes and stuff and they be like, ‘Alright; do 
you need to see the doctor?  … Then they don’t keep nothing secret; you tell somebody something to vent 
and stuff, they done told the whole group home

Barriers for 
Adults

•Adult lack of understanding of the difficulties of foster youth…And she was like a very likeable teacher, so I 
was like, ‘Okay; I hear what you’re saying, Ma’am; and I’ll never go talk to you cause I’m like the stuff going 
on at home, I’m still gonna be there.  So I’m not gonna talk you about it

Youth 
Motivations

•I wasn’t loved or whatever and I needed somebody to love

•I think especially like a lot of young ladies, they think that It’ll keep this guy they like, ‘If I get pregnant, he 
gonna want to be with me forever.

•Perception that the state will care for them and their children ‐ not giving them stuff makes it bad; but then 
giving them stuff makes it worse; cause then they’re like, ‘I can have another one.  I got day care vouchers.  
I’m a get a 2 bedroom or a 3 bedroom now.’

Roles in 
Prevention

•The class I really think helped when I was in my last group home.  When you first got there and you weren’t 
enrolled in school, we had like pretend school and for like 2 hours we would just talk about sex for 2 hours 
and the teachers would just talk about how expensive it is to have a baby, to feed it.  That kind of just scared 
you enough not to.

•I don’t think general information’s enough, like it just being out there.  I think it takes someone actually one‐
on‐one taking an interest with someone and talking to them about sex and talking about birth control.  

Needs of 
Youth

•I think there’s more mentors that’s needed...When you in foster care, you don’t think nobody cares.  Frankly 
it was like my parents honestly didn’t, so you must not.

•they should really open up this recreation center that does it all, that teach you about it all, you have all the 
games to play and just have sessions to teach you what you need to know, even give you resources that you 
need

Effective 
Prevention

•So she just kind of told me, ‘You know, I had my kids at 17 and this is what it was like.  And I have a daughter 
and I told her don’t have her kids ‘til she was 30.  She had them at 34 and her life’s so much different than 
mine was.’  (straightforward communication – perceived need)

Beneficial 
Practice

•The first conversation I remember I liked was I was in a group home.  It was like a class, but it wasn’t like we 
were reading from a text book and it was all those terms; it was just a real conversation about sex, about 
pregnancy, about STDs.  And it was just, I guess I kind of liked the teacher, so I listened and it got everyone’s 
attention and she was just real about it.  It wasn’t like, she wasn’t talking down to us.

•Public Information - Wrap it Up” If you gonna have sex, use condoms.  The Wrap It UP commercial on BET
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Chapter 5:  Child Welfare Worker Survey and Pregnancy, Pregnancy 

Prevention and Foster Care 
 

Naeem Shaikh and Terry V. Shaw 
 

As part of the Fostering Safe Choices descriptive study, a survey was developed for child 

welfare workers who had pregnancy aged youth in their caseload at some time in their 

professional career. As a frontline service provider, the child welfare worker is a vital link 

between foster care youth and foster parents and potentially valuable resource in the campaign to 

prevent pregnancies among foster care youth. The child welfare worker’s opinion is critical in 

understanding the effectiveness of current strategies and possible means to overcome any 

barriers to meeting the needs of youth in foster care related to pregnancy prevention 

The questions in this survey were developed based on the research reviewed above and 

from information obtained though the expert interview process.  The survey can be seen in 

Appendix 6.  Survey questions sought the opinion of child welfare workers about their role 

regarding enhancing pregnancy prevention among foster youth, the corresponding role of their 

agencies, and whether their agencies had a specific plan to assist foster care youth in preventing 

teen pregnancy. The survey also asked whether they had received sufficient training to work with 

foster care youth and their caregivers in preventing pregnancies. Child welfare workers were 

asked to share their knowledge of the role of different professionals and institutions as possible 

sources of pregnancy prevention information for youth. In addition to the standard quantitative 

survey questions a number of open-ended questions elicited more detailed answers from 

respondents.  The schematic at the end of this chapter highlights some quotes that characterize 

the themes that became apparent from a review of the open-ended responses.  The online survey 

sought responses from active Maryland child welfare workers on the current child welfare youth 

access to pregnancy prevention information, and existing service strategies for pregnancy 

prevention at the worker, agency and state level. The survey was approved by both the 

University of Maryland Institutional Review Board and the Department of Human Resources 

Research Review Board. 
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Methods 

 
A random sample of 285 active child welfare workers in Maryland was selected from a 

listing of all active child welfare workers; four email addresses were inaccurate giving a total of 

281 individuals who were invited to participate in the online survey.  Over one third (108 of the 

281) child welfare workers randomly selected to participate in the study completed at least part 

of the survey giving a respectable reponse rate of 36%.  None of the questions in the survey were 

required, so respondents could choose to answer a question or skip it all together.  Results 

suggest that many respondents took advantage of this option and did not complete all the 

questions possible in the survey.  Although 108 respondents submitted their surveys, the range of 

responses for each question varied, from a high of 108 to a low of 55 responses.  The number of 

valid responses, non-responses, and people who selected the “Do Not Know” option is, 

therefore, listed in the discussion of each item. 

The response option for the survey questions were primarily based on a four or five point 

Likert scale.  The 4-point Likert scale asked for respondents to answer questions using the 

following categories: 1=Strongly Agree, 2=Agree, 3=Disagree, 4=Strongly Disagree.  

 

Strongly 
Agree 

Agree Disagree 
Strongly 
Disagree 

1 2 3 4 
 

The 5-point Likert scale added an option for respondents to state they were unaware of 

the issue (5=Don’t Know).   

 

Strongly 
Agree 

Agree Disagree 
Strongly 
Disagree 

Don’t      
Know 

1 2 3 4 5 
 

The survey instrument did not offer an option of a neutral response (i.e. neither agree nor 

disagree).  This was done to force respondents to choose whether they had feelings that were 

positively or negatively inclined toward a question.  During the analyses of the quantitative data 

any average scores ranging from 2.35 to 2.64 were considered as overall neutral responses.  

Some yes/no questions were also asked as part of the survey.   
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Survey Respondent Demographics 

Child welfare workers fulfill different roles with regard to pregnancy aged youth in foster 

care.  Because the original list of respondents consisted of active professionals the majority of 

respondents tended to be case caring individuals. Out-of-home Case Managers (62%, 67/108) 

and Independent Living Staff (21.3%, 23/108) comprised the majority of respondents with the 

vast majority of respondents being Out-of-home Case Managers. 

 

Position Valid Response Male Pct Female Pct 
Total 106 11 11.67 95 89.62 
In-home Services Case Manager 8 2 25.00 6 75.00 
Out-of-Home Services Case Manager 67 5 7.46 62 92.54 
Independent Living Staff 23 2 8.70 21 91.30 
Adoption Staff 8 1 12.50 7 87.50 
In-home Services Supervisor 4 1 25.00 3 75.00 
Out-of-Home Services Supervisor 4 0 0.00 4 100.00 
Independent Living Supervisor 3 2 66.67 1 33.33 
Group Home Manager 1 0 0.00 1 100.00 
Other 10 0 0.00 10 100.00 

 

 

Almost 90% of respondents were females and about 95% were employed full time—

these proportions were approximately the same among Out-of-Home Case Managers and 

Independent Living Staff.  These results are not significantly dissimilar to a 2007 survey of 

Maryland child welfare caseload that found 86% of the Maryland child welfare work-force were 

females (Hopkins, 2007).  
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The average respondent to this survey had 12.5 years of experience in child welfare.  

Out-of-Home Case Managers had an average of 10.8 years and Independent Living Staff had an 

average of 11.9 years of child welfare work experience.  The relatively few In-home Case 

Managers and Adoption Staff had significantly more experience having served closer to 20 years 

in their agencies.   

 

Position Valid Response Pct Average Mode Median Missing 
responses 

Total 96 - 12.56 5.00 11.00 12 

In-home Services Case Manager 6 5.6 7.83 5.00 6.50 - 
Out-of-Home Services Case Manager 62 57.4 10.81 5.00 9.00 - 
Independent Living Staff 21 19.4 11.86 6.00, 20.00 12.00 - 

Adoption Staff 7 6.5 19.56 - 20.00 - 
In-home Services Supervisor 3 2.8 14.33 - 16.00 - 
Out-of-Home Services Supervisor 4 3.7 19.50 - 19.50 - 

Independent Living Supervisor 3 2.8 19.33 20.00 20.00 - 

Group Home Manager 1 0.9 20.00 20.00 20.00 - 
Other 9 8.3 20.01 - 19.50 - 

 

Not surprisingly, all respondents possessed a minimum of a Bachelors degree.  Nearly 

30% (31/105) held only a Bachelors degree and two thirds had a Masters degree (70/105). 

Comparatively, more (37.3%, 25/67) Out-of-Home Case Managers and fewer (13%, 3/23) 

Independent Living Staff had only a Bachelors degree. Conversely, possession of a Masters 

degree was lower at 61.2% (41/67) for Out-of-Home Case Managers and higher at 82.6% (19/23) 

for Independent Living Staff.  All 10 supervisors and manager possessed either a Masters degree 

or higher.  



PREGNANCY PREVENTION AMONG YOUTH IN FOSTER CARE 68 

Fostering Safe Choices   68

 

 

 

   

 

Bachelors
29%

Masters
67%

More than 
Masters 

4%

Highest Degree - All Respondents

Bachelors, 
25, 37%

Masters, 41, 
61%

More than 
Masters , 1, 

2%

Highest Degree - Out of Home Case Managers

Bachelors
13%

Masters
83%

More than 
Masters 

4%

Highest Degree - Independent Living Staff



PREGNANCY PREVENTION AMONG YOUTH IN FOSTER CARE 69 

Fostering Safe Choices   69

Theme 1: Barriers for youth to access resources relating to pregnancy prevention. 

Respondents were asked to share their opinion on whether youth in child welfare 

supervised foster care in Maryland were likely to receive adequate assistance in preventing 

pregnancy.  Seventy respondents answered this question, with 16 stating that they did not know.  

The remaining 54 respondents indicated that in general foster care youth were not likely to 

receive adequate assistance in pregnancy prevention.  The majority of respondents (22 out of 54) 

disagreed with the statement with very few respondents either strongly disagreeing (4 out of 54) 

or strongly agreeing (2 out of 54). 

Table 1: A youth in child welfare supervised foster care in Maryland is likely to receive adequate 
assistance in preventing pregnancy? 

Question Average 
Score 

Agree or 
Strongly 
Agree 

Disagree or 
Strongly 
Disagree 

Do not 
Know 

A youth in child welfare supervised foster care 
in Maryland is likely to receive adequate 
assistance in preventing pregnancy 

2.67 28 (40%) 26 (37%) 16 (23%) 

(1=Strongly Agree, 2=Agree, 3=Disagree, 4=Strongly Disagree); 38 non-responses 

 

Respondents were also asked whether youth in child welfare supervised foster care in 

Maryland received adequate assistance from a variety of sources such as caregivers, child 

welfare workers and school personnel.  Seventy respondents answered this question, with a 

number of respondents stating that they did not know the answer to the question.  Responses 

suggested that youth in foster care did not receive adequate assistance in preventing pregnancy 

from their foster parents and caregivers (average score of 2.67).  There was also no agreement 

among respondents on how likely youth in foster care are to receive information from child 

welfare workers and school personnel.   

Many respondents stated that they did not know if foster parents, caregivers, workers or 

school personnel are providing adequate assistance to help foster youth avoid pregnancies.  

Respondents stated that they did not know if: school personnel offer adequate pregnancy 

prevention assistance (23/70, 33%), if foster parents and caregivers offer adequate pregnancy 

prevention assistance (16/70, 23%), and if child welfare workers offer adequate pregnancy 

prevention assistance (12/70, 17%).  When you combine these figures with those that indicate 

that the respondents disagree or strongly disagree that youth in child welfare supervised foster 
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care are receiving adequate assistance to prevent pregnancy the total percentage of respondents 

becomes 14%.  

 
Table2:  Youth in foster care receive adequate assistance…   
Foster care youth receive adequate assistance 
from: 

Average 
Score 

Agree or 
Strongly 
Agree 

Disagree or 
Strongly 
Disagree 

Do not 
Know 

Foster Parents & Caregivers 2.67 22 (31%) 32 (46%) 16 (23%) 
Child Welfare Workers 2.52 34 (49%) 24 (34%) 12 (17%) 
School Personnel 2.57 18 (26%) 29 (41%) 23 (33%) 
(1=Strongly Agree, 2=Agree, 3=Disagree, 4=Strongly Disagree); 38 non-responses 

Additionally, as can be seen in table 3 below, about 28% (19/68) of respondents reported 

that they did not talk to youth about preventing pregnancy in the last 12 months, while 19% 

(13/68) of child welfare workers reported that they had not discussed preventing subsequent 

pregnancies with out-of-home care youth. 

Table 3: Have you had pregnancy prevention discussions  
Question Valid 

Responses
Yes No 

In the last 12 months have you talked with a 
youth in care about preventing pregnancy? 

68 49 (72%) 19 (28%) 

While working with a pregnant or parenting 
youth in care have you discussed preventing 
subsequent pregnancies with the youth?  

68 47 (69%)  21 (31%) 

(Yes, No, and Not Applicable response options); 40 non-responses 

 

 The survey asked child welfare workers if, in their opinion, foster care youth were aware 

of their reproductive health options, and whether foster care youth used health care options to 

prevent pregnancy and sexually transmitted infections.  Responses from 65% (70/108) of 

respondents indicated no consistency between respondents on whether foster care youth were 

aware of their reproductive health options.  Critically, 21% (15/70) of respondents who answered 

this question reported that they did not know if foster care youth were aware of their 

reproductive health options. Responses from 65% (70/108) of respondents indicated no 

consensus on whether they utilized health care options to prevent pregnancy and sexually 

transmitted infections. 19% (13/70) of respondents also reported that they were not aware 
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whether foster care youth utilized health care options to prevent pregnancy and sexually 

transmitted infections. 

 

 
Table 4: Do foster youth know about and utilize reproductive health services 

Questions Average 
Score 

Agree or 
Strongly 

Agree 

Disagree or 
Strongly 
Disagree 

Do not 
Know 

Are foster care youth aware of their 
reproductive health options? 

2.40 33 (47%) 22 (31%) 15 (22%) 

Do foster care youth utilize healthcare services 
to prevent pregnancy and sexually transmitted 
infections? 

2.56 30 (43%) 27 (39%) 13 (18%) 

(1=Strongly Agree, 2=Agree, 3=Disagree, 4=Strongly Disagree); 38 non-responses 
 

Child welfare workers further indicated whether foster care youth received pregnancy 

prevention information from a range of sources such as EPSDT, schools, peers and the media. 

No agreement between respondents was found from the responses of 63% (68/108) of child 

welfare workers who answered the question about whether foster care youth received 

reproductive health counseling as part of EPSDT. A similar percentage of respondents answered 

questions on schools, healthcare providers and peers as resources for youth and from these 

responses, indicating that youth do not receive pregnancy prevention information from any of 

these sources. Additionally, there was no agreement found from the responses of 63% (68/108) 

of respondents when asked if youth received pregnancy prevention information from the media. 

Critically, 57% (39/68) of respondents who answered these questions indicated that they 

were not aware if youth received reproductive health counseling services from EPSDT.  The 

percentage of respondents who were unaware of the usefulness of schools, healthcare providers 

and peers as sources of information for foster care youth was 38%(26/68), 35% (24/68) and 24% 

(16/68), respectively. Another 28% (19/68) indicated that they were not aware whether foster 

care youth received pregnancy prevention information from the media.   
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Table 5: Do youth in foster care receive the following services 

Questions Average 
Score 

Agree or 
Strongly 

Agree 

Disagree or 
Strongly 
Disagree 

Do not 
Know 

Do youth in child welfare supervised foster 
care receive reproductive health counseling as 
part of EPSDT? 

2.62 11 (16%) 18 (26%) 39 (58%) 

Do youth in child welfare supervised foster 
care receive pregnancy prevention information 
from their schools? 

2.71 10 (14%) 32 (47%) 26 (37%) 

Do youth in child welfare supervised foster 
care receive pregnancy prevention information 
from their healthcare providers? 

2.75 9 (13%) 35 (51%) 24 (36%) 

Do youth in child welfare supervised foster 
care receive pregnancy prevention information 
from their peers? 

2.65 18 (26%) 34 (50%) 16 (24%) 

Do youth in child welfare supervised foster 
care receive pregnancy prevention information 
from the media? 

2.59 18 (26%) 31 (46%) 19 (28%) 

(1=Strongly Agree, 2=Agree, 3=Disagree, 4=Strongly Disagree); 40 non-responses 

These findings, as per the opinion of child welfare workers, highlight the perceived 

difficulties encountered by youth in accessing information and services from different 

professionals & institutions. They also indicate a serious lack of awareness of child welfare 

workers on various aspects of pregnancy prevention especially those involving dissemination of 

information and service provision by other professionals or institutions. Comprehensive and 

coordinated provision of services is a vital component for clients with intensive needs, and the 

respondent’s lack of knowledge about service provision across disciplines may well be the most 

significant hurdle for youth especially since the child welfare worker is the primary resource for 

youth in the foster care system.  

Child welfare workers tend to adopt a psychological approach to the issue of pregnancy 

prevention among foster youth.  An example of this perspective is captured in this quote: “Teens, 

particularly those in foster care, don't think too far into the future.  And they often don't believe 

their life prospects are high if they have struggled to succeed in school, inter-personally, or 

based on their family history.”  More generally child welfare workers’ not uncommonly 

commented that child welfare youths’ need for love and negative peer pressure are the two most 

common barriers to pregnancy prevention, this analysis can have serious implications for youth 

in the child welfare system if it undermines the motivation to make changes to child welfare 
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services and engage in sometimes difficult conversations between child welfare workers, foster 

parents, and youth.  As one respondent wrote, “Our teens do not get pregnant or get STDs due to 

lack of information and resources for prevention.  Often, teens get pregnant because they want to 

have a child (and the attention/status that come with it).”  An alternative construction of the 

process by which foster youth become get pregnant is that they have sexual intercourse without 

proper contraception. They are likely not to have proper contraception because they have never 

have a conversation about the importance of it, how to pay for it, how to use it, and where to 

store it.  The not uncommonly articulated belief that teens bring their pregnancies upon 

themselves despite having all the information and resources they need may be  one of the 

underlying reasons behind the foster care youth’s lack of trust in the helping professional which 

was, however, not a predominant theme of respondent’s open-ended responses. As one 

respondent claimed, “They already don't like us or respect us, so we can't tell them anything.”  

Clearly this important area of practice requires more attention and preparation.  Yet, there are no 

training materials on this topic required or readily available for child welfare workers.  

Respondents also reported that ignoring the problem of foster youth pregnancy and 

lecturing by adults were additional barriers for youth as was the ineffectiveness of abstinence as 

a prevention strategy. Other identified barriers included possible conflict between the 

provider/caregiver’s belief & values with pregnancy prevention service provision; identity crisis 

of the youth and the parent/caregiver’s reluctance to discuss this and sexual issues with the 

youth; cultural identity of the youth and the caregiver; youth’s mental or cognitive disabilities, as 

well lack of parental support. One child welfare worker wrote, “A lot of kids don't understand 

their own bodies and kids who are limited have even more of a difficult time.” Youths’ lack of 

understanding of the consequences of pregnancy was also reported to be a barrier. Another 

respondent reported, “Other times, they simply act on impulse and 'hope for the best' (i.e., that 

they don't get pregnant or get an STD).”  Effective pregnancy prevention curricula help youth to 

realize that they have a very high risk of pregnancy if they only use “hope” as contraception. 

Theme 2: Motivations behind the Sexual Behaviors of Youth (Motivation and Needs). 

Respondents were not specifically asked to share their perceptions on the motivation and 

needs of youth in the foster care system. However, through qualitative analysis of open ended 

responses, we can ascertain how child welfare workers may have identified youths’ need for love 

and peer pressure as the most common barriers to pregnancy prevention thus suggesting that 
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these two factors were the prime motivators behind the sexual behaviors of foster care youth. As 

one respondent remarked, “Popular culture has become so highly sexualized, teens are swamped 

with sexual stimuli.” Lack of vision and foresight among foster care youth was claimed to be one 

motivation behind foster care youths’ sexual behaviors, as was stated by a child welfare worker 

who stated, “Teens who have a future orientation and an understanding of the real impact of a 

pregnancy/STD on their life are usually very consistent about taking preventive measures.” This 

comment certainly has merit but belies the fact that some contraceptive methods provide 

considerable consistency in the delivery of preventive effects. 

The complexities of working with and trying to understand foster care youth are aptly 

described by a respondent who said, “I have sufficient training to work effectively with teens but, 

it does not prevent pregnancy. The youth can have all the information needed to prevent 

pregnancy and still get pregnant. It depends on her reasoning and needs as to why she makes a 

decision to become pregnant.” This comment is certainly true—it requires some motivation not 

to become pregnant in order for a sexually active individual to do so (Barnet, Liu, DeVoe, 

Duggan, Gold & Pecukonis, 2009) but there is also considerable evidence that youth who do 

become pregnant are often motivated not to become pregnant but become pregnant, anyway, 

because there is no explicit mechanism which will give them access to reproductive health care 

that would maximize the chance for sexually active females to prevent pregnancy (Barnet, Liu, 

DeVoe, Alperovitz-Bichell, & Duggan, 2007). 

Theme 3: Barriers for Adults. 

Through open and close-ended questions, child welfare workers highlighted some critical 

barriers for child welfare workers in the provision of pregnancy prevention information and 

services for foster care youth.    

Child welfare workers were asked whether their agencies had a specific plan to assist 

teens in preventing teen pregnancy. From the responses of 64% (69/108) of respondents, it was 

summarized that generally agencies did not have a specific plan to assist teens in preventing 

pregnancy.  In addition, responses of 66% (71/108) of child welfare workers also indicated that 

they generally did not receive sufficient training to work effectively with teens. Despite this, 

summary of the responses of 64% (69/108) of respondents who shared their opinion, indicated 

that their agencies encouraged them to proactively talk to teens about preventing pregnancy. 
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Thus, child welfare workers implied that they were being asked to provide pregnancy prevention 

services to foster care youth without a clear policy, plan or guidelines in place.  

Table 6: Agency training and plans related to teen pregnancy   
Questions Average 

Score 
Agree or 
Strongly 
Agree 

Disagree 
or Strongly 
Disagree 

Do not 
Know 

Our agency has a specific plan to assist teens in 
preventing teen pregnancy 

2.75 21 (31%) 48 (69%) 0 

I have received sufficient training to work 
effectively with teens to prevent pregnancy 

2.69 22 (31%) 49 (69%) 0 

Our agency encourages us to proactively talk to 
teens about how they can prevent pregnancy. 

2.22 46 (67%) 23 (33%) 0 

(1=Strongly Agree, 2=Agree, 3=Disagree, 4=Strongly Disagree); 37-39 non-responses 
 

The opinion of child welfare workers was sought to help understand if child welfare 

workers received sufficient training to work with caregivers. Responses from 65% (70/108) of 

respondents indicated an overall lack of sufficient training of foster care staff. However, no 

agreement was seen between the responses of 64% (69/108) of child welfare workers who 

answered when asked whether their agencies encouraged them to proactively talk to caregivers 

about pregnancy prevention. 

 
Table 7: Agency ability to work with caregivers   

Questions Average 
Score 

Agree or 
Strongly 
Agree 

Disagree 
or Strongly 
Disagree 

Do not 
Know 

I have received sufficient training to work 
effectively with caregivers to help them assist 
youth to prevent teen pregnancy.  

2.71 20 (29%) 50 (71%) 0 

Our agency encourages us to proactively talk to 
caregivers about the issue of pregnancy 
prevention 

2.45 39 (56%) 30 (44%) 0 

(1=Strongly Agree, 2=Agree, 3=Disagree, 4=Strongly Disagree); 37-39 non-responses 

The inability of child welfare workers’ to engage and involve caregivers in pregnancy 

prevention efforts could be highlighted by the fact that even though 59% (40/68) of respondents 

reported working with a pregnant or parenting youth in the last 12 months, only 46% (31/68) 

reported talking to caregivers i.e. foster parents and group providers, about pregnancy prevention 

during those 12 months. Yet, nearly 90% (61/68) of respondents claimed not participating in 

training activities during those 12 months on ways to discuss pregnancy prevention with foster 
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parents or group care providers.  As reported earlier, the percentage of respondents not reporting 

training in the last 12 months is much higher than the percentage of respondents who worked 

with a pregnant or parenting youth during that time. Additionally, there were no responses from 

37% (40/108) of respondents, for all of questions.  Nevertheless, the lack of training of foster 

care workers to work with caregivers appears to be a significant issue across this sample of child 

welfare workers.  

Table 8: Child welfare worker experience over the last 12 months 
Questions Valid 

Responses 
Yes No 

In the last 12 months have you worked with a 
pregnant or parenting youth in care? 

68 40 (59%) 28 (41%) 

In the last 12 months have you talked with foster 
parents or group care providers about ways to 
help youth prevent pregnancy? 

68 31 (46%) 37 (54%) 

In the last 12 months have you participated in 
training activities on ways to discuss pregnancy 
prevention with foster parents or group care 
providers? 

68 7 (10%) 61 (90%) 

(Yes and No response options);40 non-responses 
 

Responses also indicated that 18% (12/68) of child welfare workers had not discussed 

preventing subsequent pregnancies with caregivers i.e. foster parents and group care providers.  

 
Table 9: Discussion of preventing subsequent pregnancies 

Question Valid 
Responses

Yes No Not 
Applicable 

While working with a pregnant or parenting 
youth in care have you discussed preventing 
subsequent pregnancies with the 
caregiver/parent? 

64 26 (41%) 12 (19%) 26 (41%) 

(Yes, No and Not Applicable response options); 44 non-responses 

On average no agreement could be seen from the responses of 65% (70/108) of 

respondents when asked if, in their opinion, parents were aware of the reproductive health 

options and rights of youth. Approximately 33% (23/70) agreed or strongly agreed with the 

statement and 51% disagreed or strongly disagreed with the statement, about 16% of these 

respondents (17/70) also reported that they were unaware if foster parents were aware of the 

reproductive health options and rights of youth.   
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Table 10: Foster parents are aware of the reproductive health rights for youth 
Question Average 

Score 
Agree or 
Strongly 

Agree 

Disagree or 
Strongly 
Disagree 

Do not 
Know 

Foster parents in Maryland are aware of the 
reproductive health options and rights for 
youth 

2.64 23 (33%) 30 (43%) 17 (24%) 

(1=Strongly Agree, 2=Agree, 3=Disagree, 4=Strongly Disagree); 38 non-responses 

Thus, the inability of child welfare workers and more importantly the agencies, to focus 

on and engage caregivers of foster care youth in pregnancy prevention efforts, are significant 

barriers for the caregivers themselves, and may potentially impede caregiver access to 

knowledge about rights, options and services for youth while also further discouraging 

communication between professionals, caregivers and the youth. 

Open-ended responses also identified barriers such as possible conflict between the 

provider/caregiver’s belief & values with pregnancy prevention service provision; and the 

parent/caregiver’s reluctance to discuss issues of sexual identity and health with the youth. A 

respondent stated, “Providing information related to teen pregnancy prevention can be a 

slippery slope for child welfare staff.  Such information may conflict with the religious, political 

or philosophical beliefs of the people involved, which is why, I suspect,  youth are too often left 

to their own devices to find information.” This gap in communicating information on pregnancy 

prevention to foster care youth is endorsed by a respondent who said, “Lack of resources, 

training and comfort level in professionals to adequately address the issue with our youth.” This 

is further highlighted by the data presented in table 11 that about 28% (19/68) of respondents 

reported that they did not talk to youth about preventing pregnancy in the last 12 months. 

Additionally, as presented in table 3, 19% (13/68) of child welfare workers also reported that 

they did not discuss preventing subsequent pregnancies with pregnant or parenting youth in 

foster care.  

 

Theme 4: Perceived Needs of Youth (Motivation and Needs). 

Through open-ended responses, child welfare workers shared their perceptions on the 

needs of foster care youth that could inform strategies to reduce incidences of teen pregnancy. 

Educating and informing youth through open communication was the unanimous response. Child 

welfare workers also highlighted the need for adults to have non-judgmental conversations with 
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youth, and talking to and treating youth as adults responsible for preventing pregnancies. Though 

not a common theme of child welfare workers’ responses, there were references to the 

importance of developing relationships with foster care youth. As one respondent reiterated, 

“Consistent meaningful relationships are important.  If you do not have a good relationship with 

your foster child or the youth you are working with, the youth is not going to be comfortable in 

discussing such matters with you.  Acceptance and understanding is a big part of the equation.” 

Respondents also stressed the need for more accessible services, provision of a range of 

birth control options, and addressing self-esteem or mental health of females. “Self-Esteem 

issues need to be addressed. I feel that if the youth feel valuable, and not invincible, then they 

will put more effort into protecting themselves,” wrote one worker. In addition, education of 

youth on pregnancy prevention and Sexually Transmitted Diseases (STD); training of youth, 

foster parents and staff; and promoting abstinence were some additional concerns and needs 

reported by respondents. The words of one respondent convey the special needs of this 

population, “Be more up front about the issues.  Talk more about birth control and how to get 

help.  Help kids get involved in other activities, feel better about themselves, interact more with 

family, offer alternatives.”  There were also references to offer foster care youth with more 

opportunities to engage in healthy activities. “If the teen is very involved in constructive, 

interesting activities, they have less unoccupied time and more interest in doing things besides 

sex.” 

 

Theme 5: Roles in Prevention (Prevention). 

Through close-ended questions, respondents claimed that while they did not receive 

sufficient training to work effectively with teens and caregivers to prevent pregnancy, their 

agencies still encouraged them to proactively talk to teens about pregnancy prevention. Thus, it 

appears that despite not providing sufficient training to child welfare workers, agencies took 

some initiative in encouraging workers to initiate discussions with foster care youth on 

pregnancy prevention.  

Overall, Independent Living Staff claimed that their agencies also encouraged them to 

proactively talk to caregivers about pregnancy prevention.  
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Table 11: Independent Living Staff encouraged to proactively talk to youth 
Independent Living Staff Average 

Score 
Agree or 
Strongly 

Agree 

Disagree or 
Strongly 
Disagree 

Do not 
Know 

Our agency encourages us to proactively talk to 
caregivers about preventing pregnancy. 

2.31 9 (40%) 7 (30%) 7 (30%) 

(1=Strongly Agree, 2=Agree, 3=Disagree, 4=Strongly Disagree) 

 
 All Independent Living Staff also reported talking to youth in care about preventing 

pregnancy as compared to nearly 82% (36/44) of Out-of-Home Case Managers and 72% (49/68) 

of all respondents who entered a response to that question.  

 
Table 12: Have you talked to youth about preventing pregnancy 
In the last 12 months have you talked with a 
youth in care about preventing pregnancy?  

Valid 
Responses 

Yes No 

Total 68 49 (72%) 19 (28%) 
Out-of-Home Services Case Manager 44 36 (82%) 8 (18%) 
Independent Living Staff 15 15 (100%) 0 (0%) 
(Yes and No response options); 40 total non-responses; 23 OOH and 8 ILS non-responses 

On the basis of these reports, it can be assumed that Independent Living agencies were 

generally more proactive than others in encouraging workers to engage foster care youth and 

caregivers in discussions on pregnancy prevention thus resulting in a higher percentage of staff 

talking to child welfare youth.  

Almost 90% (61/68) of respondents reported no participation in training activities on 

ways to discuss pregnancy prevention with foster parents or group care providers in the last 12 

months, and there was reportedly little encouragement for child welfare workers from their 

agencies to engage caregivers in discussions on pregnancy prevention. Despite this, as presented 

in Tables 8 and 9 respectively, about 46% (31/68) of respondents reported talking to caregivers 

during those 12 months, and 41% (26/64) of respondents also reported that they had discussed 

preventing subsequent pregnancies with the caregiver/parent. Despite substantial institutional 

barriers, child welfare workers appear to be taking initiative to engage caregivers in efforts to 

prevent pregnancy among foster care youth. Nevertheless, the perceived need for additional 

initiative from institutions and the child welfare system to further support efforts of child welfare 

workers is best summed up by a respondent who remarked, “Having a policy regarding teen 
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pregnancy would be a start. Put a team together to talk about this and create a policy. It should 

be simple and straight forward for workers to implement.” The relevance of this statement in 

seeking direction and structure to augment efforts of the frontline workers is highlighted through 

open-ended responses wherein child welfare workers indicated that direct service providers such 

as caseworkers, case managers and social workers, and health care providers/clinics were the 

most common resource for youth to obtain information on preventing pregnancies. Schools and 

therapists were also reported as common resources. 

 

Theme 6: Features of Effective Prevention (Prevention). 

  Through open-ended responses, some respondents shared their perspectives on some of 

their current strategies in preventing pregnancies among out-of-home care youth. Child welfare 

workers reported that talking to youth about pregnancy and its prevention as their most common 

strategy. This was supported by quantitative findings presented in table 12, wherein all 15 

Independent Living Staff (100%) reported talking to youth in care about preventing pregnancy in 

the last 12 months as compared to nearly 82% (36/44) of Out-of-Home Case Managers and 72% 

(49/68) of all respondents. Discussions about the use of birth control were stated to be a common 

feature of these interactions. Encouragement by agencies to talk to caregivers about pregnancy 

prevention was reported by Independent Living Staff. Respondents also stressed the importance 

of development and implementation of policies, programs and curriculum concerning pregnancy 

prevention among foster care youth.  

  The open-ended section of the survey also highlighted the workers’ perceptions on the 

need for additional training and information in efforts to prevent pregnancy among foster care 

youth. There was general consensus for additional training of all those working with foster care 

youth. However, training for foster care parents and direct human service staff, along with 

provision of additional information and education for youth were the overwhelmingly 

predominant recommendations. As one respondent wrote, “I believe that there should be 

training for all staff that may have contact with the youth and their parents as to prevention 

services available in the community (health dept, school, etc) as well as services available to 

pregnant youth.  All child welfare staff should be trained on these issues along with resource 

parents.” Specific recommendations included the need for inclusion of pregnancy prevention in 

life skills training and foster parent training. One child welfare worker said, “Have additional 
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trainings for workers AND foster parents that teach people how to talk to and educate young 

people about sex, pregnancy, etc in an honest straight forward manner.” Other 

recommendations included training for both teen mothers and fathers; and facilitation of 

workshops by youth leaders for both male and female youth. Training recommendations 

included both one-time as well as ongoing, ranging from quarterly to annual. As one respondent 

suggested, “Maybe every two months have a forum where the youth can participate and openly 

discuss questions and get correct information about pregnancy and the spread of STD's and that 

abortion should not be a form of birth control.” 

 

Theme 7: Beneficial Policies and Protocols (Prevention). 

Summary of the 70 responses to the question asked below suggests that child welfare 

workers are aware of the reproductive health options and rights of foster care youth.  

 
Table 13: Worker knowledge of reproductive health options for youth 

Question Average 
Score 

Agree or 
Strongly 
Agree 

Disagree 
or Strongly 
Disagree 

Do not 
Know 

I am confident that I am aware of the 
reproductive health options and rights for youth.  

2.20 42 (60%) 24 (34%) 4 (6%) 

(1=Strongly Agree, 2=Agree, 3=Disagree, 4=Strongly Disagree); 38 non-responses 

As discussed earlier, encouragement by agencies to talk to caregivers about pregnancy 

prevention was reported by Independent Living Staff, and all 15 Independent Living Staff 

reported talking to youth in care about preventing pregnancy in the last 12 months. Discussions 

about the use of birth control were stated to be a common feature of these interactions.  

These responses reflect the potential benefits of the combination of training, initiatives 

taken by workers and agencies such as the Independent Living agencies in encouraging workers 

to engage youth and caregivers, and state-wide programs such as EPSDT could have potentially 

beneficial effects in terms of higher morale and competence of child welfare workers which 

could further translate into effective and efficient service provision aimed at reducing teen 

pregnancy among foster care youth.   

As one respondent said, “I believe that there should be training for all staff that may 

have contact with the youth and their parents as to prevention services available in the 
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community (health dept, school, etc) as well as services available to pregnant youth.  All child 

welfare staff should be trained on these issues along with resource parents.” 

Conclusions 

 
 Adolescent pregnancy and parenting is a topic that has gained the attention of foster care 

providers and workers.  Respondents to this survey presented a scenario where they felt that they 

had the necessary ability to talk with youth and families (I am confident that I am aware of the 

reproductive health options and rights for youth), and that they were encouraged to do so by their 

agency (Our agency encourages us to proactively talk to caregivers about the issue of pregnancy 

prevention), but that they do not believe they have enough training to effectively navigate these 

conversations (I have received sufficient training to work effectively with caregivers to help 

them assist youth to prevent teen pregnancy).  Additionally, respondents stated that neither foster 

care youth nor foster parents were likely to receive adequate assistance in pregnancy prevention 

and that the only place respondents felt youth were getting information related to reproductive 

health was from the media. 

The survey respondents represented here have diverse relationships with youth in care, 

some serving as out-of-home workers, some Independent Living specialists, and other positions 

related to the supervision and oversight of youth in out-of-home care.  The detailed information 

provided by these experts allows for a comprehensive examination of the strengths and 

weaknesses of current pregnancy prevention programs.  The seven themes identified in these 

interviews (Barriers for Youth, Youth Motivations, Needs of Youth, Barriers for Adults, Roles in 

Prevention, Effective Prevention, and Beneficial Practice) and discussed in detail above provide 

a roadmap to updating the teen pregnancy prevention process for youth in foster care and 

empowering workers to work directly with youth and caregivers to provide meaningful and 

timely information on issues related to pregnancy prevention and reproductive health.  The 

schematic below synthesizes the most telling quotes and high-lights the general context for each 

of the themes.  These themes were found to be equally present in the other qualitative work done 

by the Fostering Safe Choices project (expert interviews and youth focus groups).  
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Schematic of Open-Ended Survey Data – Pregnancy Prevention among Youth in Foster Care 

 
 
 

Barriers for 
Youth

•A lot of kids don't understand their own bodies and kids who are limited have even more of a difficult time.

•Teens, particularly those in foster care, don't think too far into the future.  And they often don't believe their 
life prospects are high if they have struggled to succeed in school, inter‐personally, or based on their family 
history.  

Barriers for 
Adults

•Providing information related to teen pregnancy prevention can be a slippery slope for child welfare staff.  
Such information may conflict with the religious, political or philosophical beliefs of the people involved, 
which is why, I suspect,  youth are too often left to their on devices to find information.

•Lack of resources, training and comfort level in profesionals to adequately address the issue with our youth.

•They already don't like us or respect us, so we can't tell them anything.

Youth 
Motivations

•Our teens do not get pregnant or get STDs due to lack of information and resources for prevention.  Often, 
teens get pregnant because they want to have a child (and the attention/status that come with it).  Other 
times, they simply act on impulse and 'hope for the best' (i.e., that they don't get pregnant or get an STD).  

•Additionally, popular culture has become so highly sexualized, teens are swamped with sexual stimuli. 

•Teens who have a future orientation and an understanding of the real impact of a pregnancy/STD on their 
life are usually very consistent about taking preventive measures.

Roles in 
Prevention

•Having a policy regarding teen pregnancy would be a start. Put a team together to talk about this and create 
a policy. It should be simple and straight forward for workers to implement.

•Self‐Esteem issues need to be addressed. I feel that if the youth feel valuable, and not invincible, then they 
will put more effort into protecting themselves.

•Consistent meaningful relationships are important.  If you do not have a good relationship with your foster 
child or the youth you are working with, the youth is not going to be comfortable in discussing such matters 
with you.  Acceptance and understanding is a big part of the equation.

Needs of 
Youth

•I have sufficient training to work effectively with teens but, it does not prevent pregnancy. The youth can 
have all the information needed to prevent pregnancy and still get pregnant. It depends on her reasoning 
and needs as to why she makes a decison to become pregnant.

•If the teen is very involved in constructive, interesting activities, they have less unoccupied time and more 
interest in doing things besides sex.

Effective 
Prevention

•Prevention of teen pregnancy is related to the amount of investment the teen has to other activities. They 
need a wide variety of options to persue.

•Have additional trainings for workers AND foster parents that teach people how to talk to and educate 
young people about sex, pregnancy, etc in an honest striaght forward manner.

•Be more up front about the issues.  Talk more about birth control and how to get help.  Help kids get 
involved in other activities, feel better about themselves, interact more with family, offer alternatives.

Beneficial 
Practice

•I believe that there should be training for all staff that may have contact with the youth and their parents as 
to prevention services available in the community (health dept, school, etc) as well as services available to 
pregnant youth.  All child welfare staff should be trained on these issues along with resource parents.

•Maybe every two months have a forum where the youth can participate and openly discuss questions and 
get correct inforamtion about pregnancy and the spread of STD's and that abortion should not be a form of 
birth control.
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Chapter 6: Best Practices for Teen Pregnancy Prevention a Review of the 

Literature 
Karen Castellanos-Brown, Deborah Svoboda, and Terry V. Shaw 

 

Examining best practices in teen pregnancy prevention is important because youth in 

foster care are at increased risk of teen pregnancy. Nearly half of teens in foster care become 

pregnant before they turn 19, whereas national teen pregnancy estimates range from 20% to 31% 

(Dworsky, 2009). Most pregnancy prevention programs are aimed at helping adolescents in the 

general population, and there have been few pregnancy prevention programs specifically 

designed for youth in foster care (Barth, Fetro, Leland, & Volkan, 1992; Becker & Barth, 2000). 

Some studies evaluate the effects of pregnancy programs for pregnant or parenting teens (Amin, 

Browne, Ahmed, & Sato, 2006; Tortolero, Markham, Parcel, Peters, Escobar-Chaves, Basen-

Engquist, & Lewis, 2005); while others evaluate the effects of programs for adolescents who are 

neither pregnant nor parenting (Philliber, Kaye, Herrling, & West, 2002; Thomas & Dimitrov, 

2007). There are also programs that include in their sample both youth who are pregnant or 

parenting and youth who are neither pregnant nor parenting (Corcoran et al., 1997). Many 

pregnancy prevention programs also focus on at–risk youth (Philliber et al., 2002; Tiezzi, 

Lipshutz, Wrobleski, Vaughan, & McCarthy, 2007; Tortolero et al., 2005). Milnea and Glasier’s 

(2008) review of the literature supports the need for pregnancy prevention programs for youth 

from socio-economically-deprived areas.  

Intervention research in the form of randomized control trials and quasi-experimental 

research, in addition to survey research and qualitative research, have been used to evaluate 

pregnancy prevention programs. Tortolero and colleagues (2005) evaluated an adaptation to 

Safer Choices for high risk students in alternative schools using an intervention mapping process 

which integrated both qualitative and quantitative research in its evaluation. At first, focus 

groups and interviews were conducted, followed by a randomized controlled trial Philliber, 

Kaye, Herrling, and West’s (2002) evaluation of the CAS-Carrerra Program was a randomized 

control trial as was Jemmott, Jemmott, and Fong’s (2010) and Thomas and Dimitrov’s (2007) 

abstinence-only program evaluations; whereas Tiezzi et al.’s (2007) evaluation of the ‘In Your 

Face’ program had a one group pre and posttest design. 
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Some interventions provide abstinence-only curriculum (Jemmott et al., 2010), while 

most focus on comprehensive sex education for pregnancy prevention (Corcoran & Pillari, 

2007). Although Jemmott et al.’s (2010) abstinence-only pregnancy prevention program had 

some positive effects in regard to reducing sexual activity among African American adolescents 

ages 10 to 15 in urban public schools, comprehensive pregnancy prevention programs are 

considered most effective by parents and researchers when compared to abstinence-only 

programs (Constantine, 2008; Eisenberg, Bernat, Bearinger, & Resnick, 2008). For example, in 

Kohler, Manhart, and Laffertys’ (2008) study, comprehensive sex education programs reduced 

the risk for teen pregnancy whereas abstinence-only programs had a minimal effect on reducing 

the risk of teen pregnancy. Comprehensive sex education is also more prevalent than abstinence-

only education. Specifically, in Kohler et al. (2008), less than 10% of youth reported that they 

had not received any sex education, whereas a quarter reported having received abstinence-only 

education, and more than half reported having received comprehensive sex education. 

In addition to studies evaluating pregnancy prevention programs, some researchers 

(Kohler, Manhart, & Lafferty, 2008; Manlove, Ryan, and Franzetta; 2007; Ryan, Franzetta, & 

Manlove, 2007) have examined pregnancy prevention-related outcomes, using secondary 

longitudinal data, such as using data from the National Longitudinal Study of Adolescent Health 

(Add Health) and the National Survey of Family Growth (NSFG). Meta-analyses and literature 

reviews of teen pregnancy programs have also been conducted.  

Corcoran and Pillari’s (2007) meta-analysis of secondary pregnancy prevention programs 

found that most secondary pregnancy prevention programs reduced pregnancy among teenagers, 

although statistically significant reductions were not found. Moderate effects were noted in terms 

of preventing youth pregnancies at 19 month follow-up:however,  no effect was noticeable by 31 

months. In one qualitative study involving focus groups with pregnant or parenting teenagers, 

lack of knowledge about pregnancy, lack of access to contraceptives, and not having needs met 

at home or by others emerged as reasons for teen pregnancy (Corcoran, Franklin, & Bell, 1997). 

This supports the use of increasing teens’ knowledge level about pregnancy and improving their 

access to contraceptives to help reduce teen pregnancy rates. Also, the findings about the impact 

of youth needs not being met at home suggests that pairing youth with positive role models and 

mentors may be helpful as well. 
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In the first of two studies that focused on youth in foster care, the treatment group was 

found to not have a significantly lower likelihood of pregnancy or sexual activity than the control 

group (Barth et al., 1997). The second study had more positive results, although they did not 

directly evaluate pregnancy rates. Becker and Barth’s (2000) study revealed that at posttest, 

youth were significantly less likely to report engaging in unprotected sex than at pretest.  

An evaluation of the Children’s Aid Society (CAS)-Carrera Program, which targeted 

non-pregnant or parenting teens from Harlem, revealed that pregnancy and birth rates for females 

in the program were significantly lower than rates for females in the control group (Philliber, 

Kaye, Herrling, & West, 2002). Similarly, the evaluation of the ‘In Your Face’ pregnancy 

prevention program revealed reductions in future pregnancy rates for youth in the program 

(Tiezzi, Lipshutz, Wrobleski, Vaughan, & McCarthy, 2007). Although these findings were 

similar, it is important to note two ways in which Tiezzi et al.’s study differed from Philliber et 

al.’s study:First, youth in the ‘In Your Face’ program had been pregnant in the past and this 

study did not have a control group, whereas youth in the CAS-Carrera Program were not 

pregnant; and second, a control group was used in this study.  

Other studies did not focus on the impact that pregnancy prevention programs have on 

pregnancy rates, but rather on future sexual activity. For example, in an evaluation comparing an 

abstinence-only program to two comprehensive interventions, a safer sex–only intervention, and 

a health-promotion control intervention,Jemmott et al. (2010) found that compared to the health-

promotion control group, the 12-hour comprehensive program and the abstinence-only program 

significantly reduced the likelihood of follow up reports of sexual intercourse in the last 3 

months. Comparisons of the other programs to each other did not reveal statistically significant 

results. 

To continue, Amin and colleagues (2006) evaluated the Laurence Paquin School Program 

for pregnant and/or parenting teens by comparing the contraceptive use rates reported by them to 

rates reported by pregnant or parenting teens attending other public schools. After controlling for 

socio-demographic characteristics, the findings suggested significant positive effects of the 

Paquin School on current contraceptive use. Another experimental study focused on the effects 

of a teen pregnancy prevention program on teens’ attitudes toward sexuality and found the 

program was successful in reducing the amount of sex in exchange for approbation (Thomas & 

Dimitrov, 2007).  
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Studies using secondary data have explored both pregnancy rates and other pregnancy-

related outcomes. Kohler, Manhart, and Lafferty’s (2008) secondary data analysis using data 

from a national sample of heterosexual 15 to 19 year olds suggested certain youth characteristics 

increase the risk for teen pregnancy. These characteristics are being older, black, having a lower 

household income, a non-central city metropolitan residence, and a non-intact family unit. When 

these characteristics were held constant, youth reporting having received comprehensive sex 

education were significantly less likely to report a teen pregnancy compared with youth who 

received no sex education, whereas this difference was not found between youth that reported 

receiving abstinence-only sex education compared with youth who received no sex education.  

Moreover, comprehensive sex education was associated with a 50% decreased risk of pregnancy 

in comparison with abstinence -only education.  

Other researchers have used data from Add Health to explore the pregnancy-related 

outcome of contraceptive use. In Manlove, Ryan, and Franzetta’s (2007) study, contraceptive use 

was explored among sexually experienced unmarried adolescents. This study found that 

contraceptives were used in only about one quarter of teen sexual relationships; that teenagers 

with more sexual relationships were less likely to use contraceptives than teens in fewer sexual 

relationships; and that the longer the teen sexual relationship lasted, the greater the odds of 

contraceptive use. Another similar secondary data analysis using data from Add Health, limited 

its sample to unmarried adolescents whose first sexual experience began, between Waves I and II 

(Ryan et al., 2007). The findings differed somewhat for females and males, but in general 

suggested youths’ perceptions, knowledge, and access to contraceptives increased their 

likelihood of reporting their use.  

Two articles discussed below provide details of the design of statewide evaluations of 

teen pregnancy prevention programs (Fluhr, Oman, Allen, Lanphier, & McLeroy, 2004; 

Reininger, Vincent, Griffin, Valois, Taylor, Parra-Medina, Evans, & Rousseau, 2003). The 

literature indicates that some states have encountered difficulties in implementing and evaluating 

teen pregnancy prevention efforts (Parra-Medina, Taylor, Valois, Rousseau, Vincent, & 

Reininger, 2003; Reininger et al., 2003). For example, in South Carolina, scores on an instrument 

and scoring mechanism developed for determining whether pregnancy prevention programs in 

the state followed best practices and met legislative requirements called the Program Plan Index 
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(PPI suggested that most South Carolina counties lacked legislative requirements and best 

practice elements) (Parra-Medina et al., 2003).  

Pregnancy prevention programs included in this review are Power Through Choices, 

(Becker & Barth, 2000), the Laurence Paquin School Program (Amin et al., 2006), the CAS-

Carrerra program (Philliber, Kaye, Herrling, & West (2002), In Your Face (Tiezzi et al., 2007), 

and Building Teen Power (Talashek et al., 2003). Other unnamed program evaluations are also 

included, as well as meta-analyses, literature reviews, articles describing secondary data analysis 

of longitudinal datasets, and articles describing the process of designing and implementing a 

statewide pregnancy prevention intervention. Lastly, recommendations for pregnancy prevention 

development, pregnancy prevention program implementation, pregnancy prevention evaluation, 

and future research are presented. 

Recommendations Based on Literature Review  

 
The following recommendations were collected from the best practices material reviewed 

as part of the Fostering Safe Choices project.  Recommendations are shared here in order to offer 

a consolidated road map to the development, implementation, and evaluation of pregnancy 

prevention programs. 

For Pregnancy Prevention Program Development 

 
 There is a need for comprehensive, well-integrated pregnancy prevention programs 

incorporating a combination of elements for success in reducing teen pregnancy 

(Amin et al., 2006; Barth et al., 1992). 

 Theory-based, abstinence-only interventions can be helpful for improving teens’ 

likelihood of sexual activity (Jemmott et al., 2010). 

 There is a need for long term interventions and interventions carefully designed 

based on program participants’ gender and race/ethnicity (Talashek et al., 2003). 

 The use of intervention mapping is helpful in clarifying how an intervention could 

work in a new population and in assessing the intervention’s feasibility (Tortolero et 

al., 2005). 

 There is a need for a realistic time line for the implementation of pregnancy 

prevention (Parra-Medina et al., 2003). 
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 It is important to inform decision makers about effective pregnancy prevention 

program components (Eisenberg et al., 2008). 

 Parents views on sexuality education should be sought and utilized when designing 

and carrying out pregnancy prevention programs (Eisenberg et al., 2008). 

 Youth should be screened for pregnancy risk if they display feelings of unmet needs, 

and offered support through after-school programs and/or family counseling 

(Corcoran et al., 1997). 

For Pregnancy Prevention Program Implementation 

 
 It is important to increase the life choices available to teens and help them see the 

benefits of making choices that are more likely to lead to more positive outcomes for 

themselves and their children (Milne & Glasier, 2008). 

 It is important to provide support and information to students in order to help 

decrease the frequency of unintended pregnancies (Tiezzi et al., 2007). 

 It is important for professionals working with youth to share their knowledge and 

experiences to contribute to the development of evidenced-based sex education 

policies (Constantine, 2008). 

 More information about contraceptives and increased levels of youth access to them 

should be provided by school clinics or sex education classes (Corcoran et al., 1997). 

 Sex education sessions that teach about condom use may help sexually active males 

be more likely to use contraceptives responsibly (Ryan et al., 2007). 

 For female teenagers for whom early pregnancy is a goal, an understanding of 

pregnancy intentions may help provide appropriate services for improving the life 

chances and outcomes of teenagers and their children (Milne & Glasier, 2008). 

 Presenting females with a realistic view of how child bearing during teenage years 

can change their lives may enhance their desire to avoid pregnancy (Ryan et al., 

2007). 

 Teens’ communication with their sexual partners appears to be crucial for disease 

prevention, especially surrounding motivations to avoid pregnancy and prevent 

disease transmission (Manlove et al., 2007). 
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 Male involvement in decision-making about contraception use at first sexual 

encounter is important (Ryan et al., 2007). 

 Programs should empower females to discuss contraceptives with their sex partners 

(Ryan et al., 2007). 

 Programs should include skill building components (Ryan et al., 2007). 

 Programs should have teens role-play situations where they are negotiating 

contraceptive use with different types of partners (Manlove et al., 2007; Ryan et al., 

2007). 

 Program facilitators need adequate training in order to engage youth and motivate 

them to open up regarding the topic of sexuality (Becker & Barth, 2000). 

 Program facilitators should be flexible and attempt to build long-term relationships 

with youth when it comes to providing support and educating youth about sex-

related practice (Philliber et al., 2002). 

For Pregnancy Prevention Program Evaluation 

 The use of a collaborative approach, training, development of a single instrument, 

and the use of unique identifiers are recommended for successful program 

evaluation (Fluhr et al., 2004). 

 It is important to use qualitative and quantitative methodology to balance 

standardization and flexibility in addition to triangulation techniques to reduce bias 

(Reininger et al., 2003). 

For Future Research 
 It is important to investigate factors contributing to program success by ethnicity 

and attendance levels (Philliber et al., 2002). 

 Future research should focus on how survey constructs apply in terms of the 

supports teenagers receive from their parents and communities (Thomas & Dimitrov, 

2007). 

 Future research should examine goals other than pregnancy, use randomized 

experimental and quasi-experimental designs, and intent-to-treat models (Corcoran 

& Pillari, 2007). 
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 Future research should focus on types of formal sex education to better understand 

its role and effectiveness (Kohler et al., 2008) 

 

Additionally, this literature review suggests there is a need for research focusing on youth 

from more diverse ethnic backgrounds as the majority of the studies had a primarily or 

exclusively African American sample.   It is apparent that there is a need for more prospective 

and longitudinal studies since most of the literature is based on retrospective or point in time 

analyses.  There also appears to be a need for more studies that rely on actual pregnancy rates to 

measure pregnancy outcomes as opposed to self-report. 

Conclusion 

There is a burgeoning literature related to best practices for teen pregnancy prevention.  

Chapter 1 talked about the literature specific to teen pregnancy prevention for youth in foster 

care and this chapter broadened the literature considerably to examine best practices in general.  

The literature suggests a range of plausible policy, prevention program, practice, and research 

options that could be made appropriate to Maryland’s policy and practice environment.  In 

particular evidence informed programs such as Power Through Choices offer the possibility of 

consistent actionable trainings that could benefit youth in Maryland.  By continuing to focus on 

the topic of teen pregnancy prevention (both in general and more specifically for youth in foster 

care) Maryland has the opportunity to be a national leader in the effective utilization of best 

practices for teen pregnancy prevention.  The material in this chapter along with the Maryland 

specific results from Chapters 2 through 5 can be used to develop a meaningful program to help 

youth chart a path towards self-sufficiency.    
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Appendix 1:  Summary of Articles Related to Teen Pregnancy Prevention 
 

Research Specific to Youth in Foster Care 

 
Carpenter, S. C., Clyman, R. B., Davidson, A. J., and Steiner, J. F. (2001) conducted a 

cross-sectional study of reproductive outcomes for women who lived in either foster or kinship 
care homes compared to women who had not had formal out-of-home placement experiences. 
Researchers hypothesized that females who lived in foster or kinship care would initiate sexual 
intercourse and become pregnant at an earlier age than their peers not in care, and that there 
would be differences in reproductive outcomes for women in kinship care and foster care. The 
1995 National Survey of Family Growth (NSFG) data was used for the study, focusing on those 
females who reported childhood living situations. Eighty-nine women reported foster care 
placement, 513 reported kinship care placement, and 9,018 were females did not report either 
type of placement. Non-Hispanic white females were a majority of all three groups, and African 
American females were over-represented in the kinship care group (30% of the kinship care 
group) compared to the general population (give percent) and foster care (give percent).  More 
females in foster care and kinship care reported unwanted sexual experiences before age of 18 
compared to the comparison group (17.7% and 12.5% compared to 8.1%, respectively). Females 
in foster care and kinship care were on average younger at first conception (give ages - 11.3 
months and 8.6 months respectively); and, being in out-of-home care was a predictor of having 
higher than the median number of sexual partners (foster care OR: 1.7, 1.0-2.8 and kinship care 
OR: 1.4, 1.1-1.8). The study did not find differences between foster care placement and kinship 
care placement in relationship to reproductive outcomes. The results represents placement in care 
from 1951 to early 1990’s, the time at which respondents to the NSFG would have been in care.  

 
Chase, E., Maxwell, C., Knight, A., and Aggleton, P. (2006) conducted a qualitative 

study to identify contributing factors to pregnancy and parenting among youth in out-of-home 
care, highlighting the types of supports available along with their perceived accessibility.  Chase 
et al. (2006) conducted semi-structured interviews with sixty-three young women and men 
ranging in age from 15 to 23 years who were in out-of-home care or who had left care in four 
varying sites in England. Local authorities were surveyed to gauge their understanding of local 
government efforts and regulations related to pregnant and parenting youth in out-of-home care. 
Interviews were also conducted with seventy-eight professionals working with youth in out-of-
home care.  Results found that 71% of those current or former youth in out-of-home care who 
were interviewed became parents between the ages of 14 to 17.  Of those who were parents, a 
quarter of the young people had more than one child at the time of the interview.  Of the 
pregnancies reported, 75% were unplanned and 25% were planned, or not actively avoided. At 
the time of first pregnancy, ninety per cent of the young people reported none or sporadic use of 
contraception.  Reasons given for sporadic use were dislike of condoms, difficulties in getting 
contraception on a regular basis between multiple placements, hormonal contraceptive side 
effects, and the belief that pregnancy could not happen to them.  Interviews with the youth 
revealed feelings of loneliness and rejection beginning with the initial placement into care, and 
subsequent multiple placements were a strong source of influence for the young people in care to 
participate in risky behavior. Prior experiences and transient lifestyle in care diminished their 
trust in adults as well as the opportunity to form significant relationships with adults and peers.  
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This lack of significant positive relationships with adults and peers was seen as a primary barrier 
to pregnancy prevention.  Overall, the youth experienced professional staff as non-supportive, 
punitive, and interfering.  Pressure to engage in sexual activity in group home settings was 
reported by youth and professionals. Sexual activity was used to gain acceptance and protection. 
At times, this sexual activity led youth into prostitution. Young people revealed limited access to 
information on sex, sexuality, and contraception; limited preparation for adulthood; and lack of 
willingness on the part of foster parents or care givers to discuss issues related to sex, sexuality, 
and contraception The majority of young people who became pregnant in care reported that they 
did not receive support in making a decision about their pregnancy (over 50%).  Young fathers 
reported a lack of recognition of their parenthood on the part of professionals, high anxiety over 
failure to financially support their children, and an inability to visit or maintain contact with their 
child. Some young fathers denied their paternity; others were pleased with the birth of their 
child, even though it was unplanned. Young mothers reported lack of appropriate housing for 
themselves and their child, and a high incidence of post-partum depression (for which help was 
not sought) due to fear of losing their child.  The majority of young people interviewed viewed 
their parenthood as a positive influence in their lives, helping them to change their risky 
behaviors or illegal activities, and to fulfill their longing for a loving and stable relationship.   
Professionals reported similar concerns related to limited access to information for youth, and the 
lack of appropriate and safe housing for young mothers in care and their infants. Professionals 
also reported a lack of guidance and policies related to their role with these youth and difficulty 
around boundaries in relationship to infants born to youth in care.  Of the authorities surveyed, 
less than 40% were able to report data on the number of youth in care who were pregnant or 
parenting in their location.   

 
Constantine, W., Jerman, P., and Constantine, N. (2009) assessed the overall reproductive 

health services needs for youth in foster care in three counties in California. The study consisted 
of focus groups, interviews and surveys with respondents. Respondents included former foster 
youth (n=21), caregivers (n=6), child welfare workers (n=58), administrators (n=9) and public 
health nurses (n=5).  Responses were combined to develop a series of suggestions and 
recommendations designed to provide more opportunities to positively influence youth in care. 
Four research questions focused the inquiries into a) what are the reproductive and sexual health 
needs of youth in care and transitioning youth, b) what are the barriers to getting the services 
needed, c) what do staff and youth formerly in care suggest as responses to the identified 
barriers, and d) what could be done to address the challenges and promote the sexual and 
reproductive health of youth in care and those transitioning from care.  Findings reflect common 
themes from prior research related to access to information, services and relationships with 
caregivers and staff.  Responses to the four areas of questioning include: lack of attention to the 
sexual and reproductive health needs of youth in care, lack of clear guidance; consistent 
messages, and policy for staff as to their role in addressing these needs; limited knowledge by 
staff as to current contraception methods and risks of sexually transmitted infections; and lack of 
comfort by staff and foster parents to address sexual and reproductive health for the youth in 
their care.  The study found that the motivations for youth to birth a child once pregnant were 
related to the intense need for love, family, an intimate relationship, and having something 
(someone) that belonged to them. Youth who had the knowledge of prevention did not always 
use that knowledge to protect themselves or their sexual partner. Results documented 
recommendations for improvements, such as sexual and reproductive health information, 



PREGNANCY PREVENTION AMONG YOUTH IN FOSTER CARE 100 

Fostering Safe Choices   100

accurate use of contraceptive methods and access to contraceptives should be provided to youth 
in care.  Foster parents, social workers, and caseworkers should receive training related to gender 
issues, sexual identity, unwanted pregnancy prevention, exploitation, and comprehensive sex 
education, as well as how to routinely discuss these issues with youth in their care. Regardless of 
personal values related to sex education, the recruitment of caretakers should include an 
understanding that youth in care will receive sex education and access to sexual and reproductive 
health services. Recommendations included the development of policies that ensure a full range 
of services are provided to pregnant youth, including counseling on pregnancy options, 
assistance in preventing subsequent pregnancies, and linkages to providers of prenatal care. 
Counties are recommended to develop and implement specific plans and procedures to help 
prevent pregnancy and sexually transmitted infections, and to promote sexual health among 
foster youth. This may include specifications on the roles for all adults who care for youth, 
including child welfare social workers, independent living program caseworkers, public health 
nurses, foster parents and caregivers.    

 
Courtney, M. E., and Dworsky, A. (2006) examined survey data from the longitudinal 

study (aka the Midwest Study) of two groups of young adults who were currently or formerly 
residing in out-of-home placements in three Midwest states in 2004 (Illinois, Wisconsin and 
Iowa).  The two groups interviewed around their 19th birthday were those young adults who were 
still under supervision of the state (282) and those who had left out-of-home care (321).  The 
authors report the findings from the second wave of data collection from the Midwest Study. The 
young adults interviewed had entered care prior to their 16th birthday due to child abuse and/or 
neglect. The Midwest study participants were compared to their peers who had not been in out-
of-home placement but were participants in the 2002 National Longitudinal Study of Adolescent 
Health (Add Health) interviews. The study examined the outcomes for the young adults in 
approximately ten domains, including sexual behavior.  The study found that those youth who 
remained under supervision of the state child welfare system appeared to have an increase in 
positive outcomes in the majority of the domains over those youth who did not choose to remain 
under the supervision of the state after their 18th birthday. Related to sexual behaviors, 
researchers found 89.8% of the female young adults in the Midwest Study had had sexual 
intercourse compared to 77.9% in the Add Health study.  Females in the Midwest Study used a 
condom more frequently in their last sexual intercourse (47.8% vs. 36.9%), and were more likely 
to have a sexual partner with a sexually transmitted disease (18% vs. 5.6%) than their peers in 
the Add Health study. Related to pregnancy history, nearly half of the Midwest study participants 
had been pregnant prior to their 19th birthday compared to 20% of their peers.  The Midwest 
study female participants who were under supervision of the state reported fewer pregnancies 
than the young females who had left state supervision, although they reported more pregnancies 
aborted (22% vs. 3%).   Outcomes for youth no longer under supervision and those remaining in 
supervision were also compared in areas of education, employment, income/government 
benefits, budget management, mental and physical health, living situation, family relations, 
criminal activity, sexual behaviors/pregnancy, marriage/cohabitation, and children.  In all 
domains, the youth in the Midwest Study had experienced less favorable outcomes, such as less 
income, employment and education, higher incidence of pregnancy and parenting, less favorable 
living situations, and higher incidence of criminal activity.       
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Dworsky, A. and DeCoursey, J. (2009) described the experiences of youth in foster care 
who were pregnant or parenting while in care of the Teen Parenting Service Network (TPSN) 
from 1999 to 2006. TPSN is a “comprehensive service delivery system targeting pregnant and 
parenting foster youth in Cook, DuPage, Kane, Lake, McHenry, and Will counties” (p.2) in 
Illinois. Descriptions on demographics, number of placements, living situations including 
running away, number of pregnancies and their outcomes, prenatal care, and educational 
achievements were gleaned from administrative records, service records, and interviews with 
representatives from the TPSN partners in five regions in Illinois. Of the 2,950 total TPSN 
population during the study period, 79% were female and 21% were male, with an entry age 
range of 17.5 to 18.1 years for females, and 18.0 to 18.9 years for males. TPSN youth were 
comparable in race to the youth in foster care at the time, with the TPSN youth identified as 
African American (85.6% females/86.55% males), White (4.3% females/2.4% males), Hispanic 
(5.6% females/5.1% males), and other races (4.5% female/6% males).  Disabilities and need for 
mental health services were identified for this population. Placement history was diverse for 
TPSN youth with a portion of those entering having a history of stable placements, while 39% of 
the females and 44% of the males experienced six or more placements.  Educational 
achievements were low given the age of those exiting TPSN, with males faring much poorer than 
the females. Of the females exiting TPSN, 43.6% and 27.4% of the males had acquired a high 
school diploma or a GED, while 27.7% of the females and 11.4% of the males had some college 
before exiting TPSN.  Overall their educational achievements were poor, including low grade 
point averages, high dropout rate and absence from school. The majority of the TPSN female 
foster youth were an estimated average age of 17.8 years at their first birth, and younger than 16 
years for approximately one third. Approximately 30% of the TPSN female foster youth will 
have a second pregnancy. Approximately 90% of the TPSN pregnancies end with a live birth, 
and terminated pregnancies account for about half of the remaining pregnancies. The majority of 
the young women in TPSN obtained prenatal care. Of the children born to TPSN foster youth, 
11% of the mothers’ children and 4% of the fathers’ children were placed in care due to child 
abuse or neglect. Interviews with representatives included a caseworker and a program director 
from each TPSN regional partner.  Interviews revealed difficulties in engaging youth in services 
available to them, such as the Independent Living Placement Services, prenatal care, 
contraception, and family planning. Pregnancy prevention was found to involve the same 
information and methods for all youth, including those with developmental delays, addictions, 
and mental health concerns. Gaps in pregnancy prevention efforts were identified for those youth 
who were not involved with the TPSN services.       

 
Gotbaum, B. (2005) reported on a study conducted by Public Advocate’s Office for the 

City of New York.  Following a tragic death of an infant of a foster mother, the city office 
learned that the number of children born to youth in foster care was unknown by the 
Administration for Children’s Services (ACS).  The ACS did not have in place a system of 
collecting information on the number of pregnancies, terminations or births by youth in the foster 
care system.  An exploratory survey was forwarded to foster care agencies in the City with a 
65% response rate and representing approximately 57% of the children in foster care at the time 
of the survey.  The purpose of the survey was to learn the numbers of pregnant and parenting 
youth in foster care; and the amount, if any, of services and training for foster parents and their 
foster youth.  The Public Advocate’s Office found that of those surveyed, 1 in 6 of the foster 
girls were pregnant or parenting, with 82% of the mothers caring for their child(ren). The 
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findings recorded insufficient services for girls in foster care who are pregnant or parenting, with 
3 out of 4 young mothers not being placed in a Mother/Baby Foster Care due to lack of space.  
Over half of the agencies reported no training in place for foster youth related to parenting and 
care of their children. Of the infant fatalities in 2004 in NYC attributed to parents known to ACS 
(17% of the deaths), 66% were due to improper sleeping positions.  The study references the 
study conducted in 1995 by the Youth Advocacy Center of NYC.   

 
Haight, W., Finet, D., Bamba, S., and Helton, J. (2009) conducted a qualitative study by 

interviewing and observing three African-American women transitioning from foster care in 
Illinois.  The study revealed the young women’s beliefs and experiences as a teen parent in foster 
care during a seven month writing workshop. The three women were between 19 to 20 years of 
age with two children each between the ages of one and six years.  All participants in the study 
were placed into foster care due to parental abuse, two in their early childhood and the third 
during adolescence.  The interviews, writings, and participant observations revealed themes such 
as children acting as motivators for success, stability, and maturing; parenting as a challenge 
financially, and responsibility-wise; teen parenthood eliciting negative responses from 
caseworkers and others in authority; fear of losing their children to the child welfare system; and 
identifying individuals, spiritual beliefs, cultural beliefs, and practical programs that were 
supportive.   Researchers utilized the findings to inform knowledge of protective factors for 
youth in care in relationship to parenting and preventing pregnancy.  The young women valued 
their motherhood and spoke of their children in a positive manner, regardless of the 
overwhelming obligations and challenges.  

 
James, S., Montgomery, S. B., Leslie, L. K., and Zhang, J. (2009) presented findings 

drawn from a longitudinal national study, the National Survey of Child and Adolescent Well-
Being (NSCAW). The NSCAW collected data through interviews with youth, caseworkers, 
biological and foster parents, and caregivers in four waves (baseline, 12monts, 18 months, and 
36 months).  The study examined the association between risk and protective factors identified in 
the literature with risky sexual behaviors by youth in the child welfare system, (referred from 
October 1999 to January 2001.)   This study reports on those cases that were age appropriate (age 
11 or older) and for which sexual risk behaviors were recorded in the larger study, a subset of 
877 youth. This study reports on this subset of youth at wave 4 collection at which time the 
youngest was at least age 14.  Just over half of the sample were female (54.2%) and the majority 
had not been placed out of their homes (76.9%).  Youth had been placed due to neglect (42.3%), 
physical abuse (32%), other reasons (14.5%), and sexual abuse (11.2%).   Of the 877 youth, 
50.4% (n=417) indicated they had had consensual sexual intercourse at some time in their 
lifetime.  Of these, a high percentage were sexually active prior to age 13 (40.5%).  Of all of the 
girls in the sample, 20% had been pregnant at some time in their lives. Of the girls who were 
sexually active, 39.3% had been pregnant at some time in their lives, with over one half of the 
pregnancies ending in childbirth, and an additional quarter of these girls having a second child.  
The placement history of the youth in the study was not significantly associated with greater 
sexual risk behaviors.  Odds of getting pregnant were higher for girls as they aged, for girls who 
interacted with deviant peers at an earlier age, and for Hispanic girls more so than Caucasian. 
African American girls were the least likely to get pregnant and girls with caregivers with at least 
a high school education were less likely to become pregnant. Type of maltreatment upon 
placement (physical & neglect) approached significance in reducing odds of pregnancy. 
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Kerr, D. C. R., Leve, L. D., and Chamberlain, P. (2009) conducted two randomized 

controlled trials with girls who were mandated by the juvenile justice system to group care.  The 
girls were Caucasian (74%), of mixed ethnic heritage (13%), Hispanic (7%), Native American 
(4%), African-American (2%), and Asian (1%).  Each girl was mandated to out-of-home 
placement due to chronic delinquency. The 166 female participants were randomly assigned to 
either group care (n=85) or to Multidimensional Treatment Foster Care (MTFC) (n=81), and 
those in MTFC were placed in Trial 1 or 2 by virtue of court referral date.  The authors examined 
the impact of MTFC on the pregnancy rates of girls in the juvenile justice system, hypothesizing 
that MTFC in comparison to traditional group care would lessen pregnancy rates. The MTFC 
settings included foster parents who were intensively trained in the model and provided daily 
telephone contact and weekly supervision. The youth were monitored for their behavior, in and 
out of school and at home, using a point–and-level program. An individualized plan was 
developed for each girl placed in a MTFC home, including individual and family therapy. The 
model provided 24-hour access to support and supervision for crisis intervention for the foster 
parents and birth parents.  Group care was provided by 1 of 35 community-based facilities that 
provided therapeutic services and primarily operated from a behavioral philosophy (67%).  Trial 
2 also included an educational component specific to identifying HIV-risk behaviors and 
prevention strategies. Given the inability to randomly assign MTFC girls to Trial 1 or 2, the 
authors did not compare Trial 2’s addition of HIV educational material to Trial 1. Sexual activity 
and pregnancy were measured by self-reports and caregiver reports at a baseline interview and 
subsequent interviews at 12 and 24 months for Trial 1 participants.  Trial 2 participants were 
interviewed at baseline, 6, 12, 18, and 24 months.  The number of criminal referrals was 
measured using court records and state police records of incidents prior to baseline and following 
care at the noted interview intervals.  By the two-year follow-up, 26.9% of the MTFC sample 
had a reported pregnancy, compared with 46.9% of the group care sample, a statistically 
significant difference favoring MTFC.  Findings supported the influence of the MTFC on first 
and subsequent pregnancies by youth in care, and recommended attention to diminishing 
behaviors that are problematic in order to decrease unintended pregnancies. 

 
Love, L. T., McIntosh, J., Rosst, M., and Tertzakian, K. (2005) conducted a qualitative 

study of foster youth, foster parents, and child welfare workers around issues of teen pregnancy.  
Foster youth were asked abouttheir opinions and experiences related to teen pregnancy; foster 
parents and child welfare workers were asked about the challenges they face in addressing teen 
pregnancy prevention, their training needs, and their opinions on overall pregnancy prevention 
efforts thus far.  Focus groups with 121 youth in foster care and 31 foster parents were conducted 
in the Chicago area through the Uhlich Children’s Advantage Network (UCAN).  Focus groups 
were organized by the youths’ characteristics and life circumstances,: parenting/non-parenting, 
race, gender, type of placement, and age group. Parenting youth made up 58% of the focus group 
participants. Racial background for all female and male participants included African American 
(74%), Latino (20%), and White (6%).  Primarily, African American foster mothers and fathers 
participated in the foster parent focus groups (65% and 16% , respectively).  An on-line survey 
was conducted for child welfare staff in twelve agencies, resulting in 371 respondents.  Focus 
groups for youth in care and foster parents identified seven primary themes related to youth in 
foster care: a) a lack of important relationships for youth in care, b) youth identified that there are 
benefits to having a baby as a teen even though unplanned, c) there is pressure to be sexually 
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active, d) information on sex and pregnancy is offered too late and too little, e) access to 
contraception may not result in use, f) youth sexual activity are based on present impulse even in 
the presence of long term goals, and g) males and females identified distrust between the sexes in 
relation to contraceptive use. Survey of child welfare workers found that a significant portion of 
the programs did not have a specific plan to prevent teen pregnancy among their clients, 
specifically 72% of the programs serving non-parenting/not pregnant foster youth, and 37% of 
the programs serving parenting or pregnant foster youth. Workers reported lack of training and 
direction to address the topics of sex, contraception, and healthy relationships with youth in care.  
Child welfare workers identified youth development activities and open dialogue with youth as 
important strategies to support pregnancy prevention.  Workers noted their role in assisting youth 
in preventing pregnancy and identified six areas in which training is needed to prepare child 
welfare workers for this role. Training is needed on issues surrounding sex and relationships 
among youth, general health issues for youth, addressing youth motivation to parent, securing 
opportunities for youth, strategies to strengthen their work with foster parents for the good of the 
youth in care, and impulse control for youth.  Workers also identified that education is needed 
for foster parents and birth parents to support their dialogue on sex and pregnancy prevention, as 
well as training on the topics for the youth in care.  

 
Max, J., and Paluzzi, P. (2005) conducted a qualitative study using interviews with 

twelve key informants from foster care providers from across the country.  The focus of the 
study was to identify the efforts in place or needed to support a successful transition from foster 
care or group care for those youth who are pregnant or parenting. The authors utilized the 
Bronfenbrenner Ecological Model as the theoretical framework. Findings from the interviews 
revealed assets and barriers in five areas of influence on youth, such as individual, family, peer, 
community and society.   Individually, youth in the foster care system who are pregnant and/or 
parenting lead complex lives, and knowledge of and input into any programming is needed for 
these youth to be able to do their best.  The birth family of the youth in care may present new 
challenges given the pregnancy or birth, and the presence of a trusted adult and consistent 
relationship will aid the youth’s success. Youth in care are in need of healthy relationships with 
their peers, yet they often lean on peers who do not provide a healthy relationship for them and 
their child.  Youth in care are in need of services that address their multiple needs such as 
employment, housing, child care, and education. These needed services are difficult to access for 
youth in care, if they exist in their community at all.  Increased attention to the needs of youth in 
care who are pregnant or parenting was beneficial to this particular group of youth.  The authors 
collected responses to the interview findings from ten experts, along with their recommendations 
for future program development in a roundtable format. The results of the expert roundtable 
identified individual, program and policy areas for future development to support the successful 
transition of youth out of the foster care system. Individually, youth in care need stability in their 
housing and personal relationships, along with access to services during and after transitions. 
Life skills training and ongoing support for youth in care is needed during and after transitions, 
including allowance for errors in decision making.  Programs targeted to transitioning youth 
should support formal education on various levels, promote understanding of housing services 
and rights. Policy revisions should extend services to youth up to age 21 with program services 
to support pregnant and parenting youth transitioning out of care with multiple housing options, 
consistent relationships, non-duplicative case management, and respect for cultural diversity.  
Training in adolescent development, child safety, promoting self-sufficiency, listening skills, and 
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other topics would aid the program staff in their role with transitioning youth.  The expert 
roundtable findings created recommendations for policy and practice.   

 
Pecora, P. J., Williams, J., Kessler, R. C., Downs, A. C., O’Brien, K., Hiripi, E., and 

Morello, S. (2003) reported initial findings from the Casey National Alumni Study related to the 
life outcomes for young adults who were former youth in foster care within the Casey Family 
Services between 1966 and 1998.   The exploratory study documented the status of over one 
thousand former Casey Family Services foster youth in life outcomes: housing/homelessness, 
health (physical and psychological), alcohol/drug use, child births and parenting, criminal 
activity, educational level, employment, use of mental health services, risky behavior, 
marital/relationship status, features of relationships w/partners and children, self-esteem, 
personal achievements, and the features of their community.   The study included a review of 
administrative records to collect foster care entry and exit dates, number of placements, and other 
demographic information for the youth, their biological parents and foster parents.  The study 
included interviews with 1,087 former Casey youth who had received services at twenty-three 
sites in thirteen different states during the study period.  Ninety percent of the former foster 
youth were placed in out-of-home care due to abuse, neglect, and/or sexual abuse, and twenty-
one percent had been abused (neglected, sexual abuse or physical) at the hands of a foster 
parent/family member.   Casey alumni were an average age of 13.2 years upon entry into Casey 
and an average age of 30.5 at the time of the interview (range 20-51 years).  The sample of 
alumni was 54.6% female   Alumni identified as 65% Caucasian, 11% Hispanic/Latino, 11.2% 
African American, 8.8% American Indian/Alaska Native, 2.4% Asian-American or 
Polynesian/Pacific Islander, and 1.6% other racial background.   The study specifically analyzed 
the educational achievements of the alumni and the relationship, if any, to the educational 
successes and involvement with Casey Family Services.  Alumni were found to have completed 
a high school education (86.1%) at a similar rate of individuals who were not in care during their 
youth (86.5%).  Further details of educational achievement outcomes for the alumni and details 
of other life outcomes are reported and implications for education are noted. Related to 
pregnancy and parenting, the researchers were unable to calculate a birth rate for this sample 
population of young women, due to missing data. According to the available records, 17.2% of 
the Casey alumni young women had given birth to at least one infant during their out-of-home 
placement, and 6.1% of the female youth had a recorded pregnancy without a further record of a 
live birth.  Study recommendations include the attention needed to social responsibility for 
preventing the need for a foster care system at all, by providing what is needed for families to 
function successfully. Until this visionary goal is attained, Pecora et al. recommend attention to 
youth development, safety from further maltreatment, strong adult connections, and educational 
goals within foster care while transitioning to adulthood.    

 
Vinnerljung, B., Franzén, E., and Danielsson, M. (2005) conducted a descriptive and 

exploratory study of youth (both females and males) who had prior involvement of various 
degrees with the Swedish child welfare system to assess prevalence and odds for teenage 
parenthood. . The study utilized national register data for all children born in Sweden from 1972 
to 1983 (12 national birth cohorts, n=1,178,207), which included 49,582 former child welfare 
clients (26,590 males, 22,992 females).  Approximately 5-6% of the males and 16-19% of the 
females in the Swedish child welfare system had become parents as teens, compared to the 
overall prevalence among the majority population of approximately 0.7 % of the males and 3% 
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of the females.  Youth with child welfare experience had higher odds of becoming a teenage 
parent.  The odds adjusting for sex and birth year cohort alone suggested a six to nine times 
increase in the odds of becoming teen parent for youth with child welfare experience compared 
to their non-child welfare exposed peers.  Even when controlling for other factors (socio-
economic, family, and demographic), the odds were still four to six times higher for child 
welfare experienced youth to become teen parents.  However, results suggest that youth in child 
welfare who were in care at an earlier age only had moderately higher odds of becoming teen 
parents (OR=1.5).   The study indicated that the majority of youth with a teen mother or father 
did not become a teen parent themselves.  

 
Youth Advocacy Center (YAC) (1995) conducted a study of youth in foster care in New 

York City (NYC) by conducting focus groups and administering surveys with over sixty youth in 
care, and by interviewing social workers and officials related to the foster care system.  The 
study was the first to document systematic problems for youth in care who gave birth or fathered 
a child while in out-of-home care in NYC.  YAC found a lack of appropriate placement 
opportunities for a female foster youth who is pregnant or for her and her newborn upon the birth 
of the child.  The NYC CWA did not maintain records or have available data on the number of 
youth in their care who were pregnant or parenting.  Of those surveyed, approximately 63% of 
the young women entered the maternity residences upon referral from runaway shelters, schools, 
and agencies, or after being kicked out of their family’s home when the pregnancy was revealed.  
Approximately 38% of the young women were in foster care when placed in maternity 
residences.  Youth identified that services in maternity residences and post birth placements were 
inadequate to non-existent.  Youth reported concerns with the maternity residences included loss 
of original high school attendance, lack of credits to graduate, and loss of employment upon 
entry into the residence.  Pre-natal care was limited.  Youth reported being moved to temporary 
placements, separated from their newborn for weeks prior to placement for both.   Healthy 
newborns were being kept in the hospitals during the young mothers’ temporary placements or 
return to the maternity residence.  Chronic delays in placement and long-term separations post 
birth were reported, many young women not knowing where placement would occur, and foster 
homes not knowing about the young woman and child prior to their arrival.  Youth reported 
placement into mother/child group homes required young mothers to adhere to strict and 
inflexible rules and limited father’s involvement.  YAC provided extensive recommendations to 
the NYC CWA highlighting the lack of agency policies and consistent practice related to the care 
of youth in foster care who are pregnant or parenting.    
 

Research Relative to Youth in the General Population 

 
Hoffman, S. D. (2008) conducted a secondary data-analysis of U.S. births, abortions, 

sexual activity, and contraceptive use by youth in the general population. Hoffman analyzed data 
from 1988, 1995 and 2002 of National Survey of Family Growth (NSFG), and National Survey 
of Adolescent Males (NSAM) to look at trends over the three points in time, particularly 
examining the fall of the teen fertility rate since 1988 and its peak in 1991. Fertility rates and 
pregnancy rates have decreased for all race and ethnicities of young women, more so for non-
Hispanic Blacks, then non-Hispanic Whites, and less so for female Hispanics.  The decline 
differed by age category, with the youngest 15 to 17 years of age declining more than those 
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young women 17 to 19 years of age. Comparing the time span, the study found that young 
women in 2002 were overall older at first intercourse, and recent sexual activity. The study noted 
findings from the NSFG that indicated that not all sexual experiences are voluntary for youth. 
Hoffman reports that in 2002, nearly 10% of the young women (ages 15 to 19) reported their first 
sexual experience was non-voluntary, with 25% of the young girls (ages 14 and younger) 
reporting non-voluntary first sexual experience. A higher occurrence of non-voluntary sex was 
related to a higher age difference between the young woman and the male partner. Young 
Hispanic and non-Hispanic Black women report a higher incidence of non-voluntary sex at their 
first sexual experience. 

  
Kegler, M. C., Thorburn Bird, S., Kyle-Moon, K., and Rodine, S. (2001) conducted focus groups 
with 102 youth in four areas of Oklahoma City to learn their opinions and experiences related to 
teen pregnancy.  The designated areas were chosen given their high teen pregnancy rates.   Focus 
groups were part of a community needs assessment related to the development of pregnancy 
prevention programs for youth.   Focus groups of males and females were organized by age, 
neighborhood, gender, and race/ethnicity.  Group participants were an average of 13.7 years of 
age and identified as 31.4% Hispanic, 21% African American, 18.6% Vietnamese-American, 
17.6% White, and 11.8% American Indian.  The thirteen focus groups resulted in responses 
within four themes, such as magnitude of the problem, the disadvantages to having a baby while 
a teen, the possible reasons teens would want to have a baby, and the reactions of teens to a 
friend becoming pregnant or getting someone pregnant.  Females of all races/ethnicities and 
African American and Hispanic males identified teen pregnancy as a major problem in their 
communities. The remaining males did not see teen pregnancy as a major problem in their 
communities.  Male Vietnamese-Americans identified condemnation by friends and family as a 
response to teen pregnancy for themselves and the females.  Males and females identified teen 
pregnancy as having a negative effect on completing educational goals, on finances, and on their 
ability to maintain work while caring for a child.  Both genders identified teen parenting would 
take away a teen’s freedom and childhood.   Reasons for pregnancy were identified as a 
consequence of having sex, proof of maturity, for love, relationship security, and some teens 
want to be a parent.  Focus group participants reported pregnancy and teen parenting changes 
relationships with family members and friends in positive and negative ways. 
 

Pregnancy Prevention Programs in Out of Home Care Youth 

Pregnancy Outcomes 
Barth, Fetro, Leland, and Volkan (1992) evaluated a pregnancy prevention program 

guided by social learning theory. The curriculum to this program contains 15 modules lasting 
about 50 minutes each. There are sessions focused on abstinence, then on birth control, sexually 
transmitted diseases (STDs), and AIDS. Role-plays and homework assignments are also used in 
this curriculum. Nineteen teachers taught half of the population, which was part of the prevention 
program. Most schools used the same teachers for the control group, with the exception of five 
where other teachers were used with the control group. Teachers received three days of training 
and the population consisted of a total of 46 classes representing 13 high schools in 10 school 
districts. Twenty three of the classes received the pregnancy prevention program and 23 were 
also in the control group.  There were slightly more males (n=527) than females (n=506). There 
was 19.55% attrition by posttest, resulting in 832 students at posttest. At 6 months follow up, an 
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additional 13.5% dropped out.  The mean age for both the treatment and control groups was 15.4. 
Youth were in grades 9 through 12, with similar amounts of youth in each grade and the majority 
of youth in 10th grade. Ethnicity was also comparable for both the treatment and control group. 
Specifically, in the treatment group, there were 60 Whites, 20 Latinos, 10 Asians, 2 Blacks, 2 
Native Americans, and 6 from other backgrounds. In the control group, there were 62 Whites, 23 
Latinos, 7 Asians, 2 Blacks, 2 Native Americans, and 5 from other backgrounds. At pretest, there 
were 1,033 students in the sample (586 in the treatment group; 447 in the control group). Self-
report instruments were used to gather data from youth and their parents. Survey questions were 
adapted from previous literature. A 20 item true, false, don’t know format questionnaire was 
used to measure contraceptive knowledge and11 items were used to measure intentions to avoid 
unprotected intercourse. There were also questions related to sexual and contraceptive practices, 
and parents were mailed a satisfaction survey. Although the measures were not pilot-tested, field 
testing of the curriculum was conducted in 6 classes in at least 3 schools. Although not described 
as a limitation in the material, one limitation found was that the 211 youth lost at follow up 
differed from those that remained in the study on various personal characteristics. The youth that 
dropped out were significantly more likely to be older, in the 11th or 12th grade than in the 10th, 
and had lower course grades than youth who remained in the study. By posttest, scores on 
knowledge of contraceptives were significantly higher for the treatment group than the control 
group. Although at posttest there was no difference in use of birth control between the treatment 
and control groups, at the 6 month follow up the treatment group was significantly more likely to 
have used birth control than the control group. The treatment group did not have a significantly 
lower likelihood of pregnancy or sexual activity than the control group. In terms of implications 
of this research, it appears that youth learned the skills better than they applied them. The authors 
acknowledge that although participation in this curriculum has not yet proven itself to be a 
highly powerful pregnancy prevention tool, combined with other pregnancy prevention program 
elements, this appealing, theoretically sound, and accessible curriculum might contribute toward 
reduced adolescent pregnancy” (p. 230). 

 
Becker and Barth (2000) studied the Power Through Choices program, which provided 

sexuality education for youth in out-of-home care throughout California. This was a 10 session, 
90-minute program focusing on pregnancy prevention as well as prevention of HIV and sexually 
transmitted infections (STIs). The program was thoroughly pilot tested. Four theories guided the 
program curriculum: the Health Belief Model, Theory of Reasoned Action/Rational Model, Self-
Regulation Theory, and Social and Cognitive Learning Theory. Each session was highly 
interactive and focused on skill-building. The program goals included: “to enable participants to: 
(1) recognize and make choices related to sexual behavior; (2) build contraceptive knowledge 
and skills; (3) develop and practice effective communication skills; and (4) learn and practice 
locating and using local resources” (p. 277). Both female and male youth in out-of-home care 
(e.g. group homes, independent living skills programs, and alternative schools) between the ages 
of 14 and 18 participated in this program. A total of 66 youth (42 with complete data due to 
attrition and late entry into the program) participated. Self-report pre and post-test data were 
collected from youth in addition to satisfaction survey data and focus group data. Class 
observations were also used to learn about teaching methods and student participation. 
Limitations include: The small sample size, the absence of a control group, and limited 
generalizability. The posttest results of this preliminary evaluation of the Power Through 
Choices program revealed that youth “understood the message that abstinence is the only 100% 
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safe method of protection from pregnancy, HIV, and other STIs, and that safer sex takes 
planning. The youths also responded that following completion of the program, they felt 
increased control over their lives and were significantly less likely to engage in unprotected sex 
than at pretest. Satisfaction survey results showed that 94% of the youths surveyed thought it 
would be easier to practice safer sex after participating in the curriculum, and 82% of the youths 
surveyed rated the overall program as being ‘very good’ or ‘excellent’ ” (p. 279). Providing 
adequate training to facilitators in sexuality topic areas was important to prepare them to answer 
youth questions. It was also important for facilitators to be comfortable addressing adolescent 
sexuality issues in order for the youths to open up and share these issues.  

 

Pregnancy Prevention Programs in General Population of Youth 

Pregnancy Outcomes 
Corcoran, Franklin, and Bell (1997) conducted a study examining pregnancy prevention 

from the perspective of adolescents. The sample consisted of 105 adolescents; 41% were 
pregnant or parenting and 59% were not; 22% were male, 78% were female; 3% were between 
11-13 years of age, 19% were between14-15 years of age, 67% were between 16-18 years of age, 
and 11% were between 19-22 years of age. The racial/ethnic composition of the sample 
consisted of 19% Anglo, 37% African American, 40% Hispanic, and 4% other races. Living 
arrangements for youth varied with 30% living with two parents, 26% with one parent, and 45% 
with other living arrangements. Most youth were low income (25% reporting income less than 
$3,000; 20% reporting income between $3,000 and $9,999, and 15% reporting income between 
$10,000 and $19,999).  A 44 question structured interview was used to collect data in focus 
groups with youth who had attended pregnancy prevention programs. The first set of focus group 
questions asked about perceptions regarding reasons for teenage pregnancy and suggestions for 
prevention. Groups had between two to 11 members (M = 5) and took place over a two hour 
period. Six groups had non-pregnant and non-parenting teens, six groups had pregnant or 
parenting teens, and six groups had members who were mixed in terms of pregnancy status. Two 
groups only had males, 12 had only females, and four groups had both male and female 
members. Limited generalizability is encountered in this study due to the non-random and 
convenience sample used. The second limitation is related to group dynamics. It is possible that 
the less talkative adolescents may have felt inclined to nod in agreement with their more 
outspoken peers due to peer pressure. The authors also note that it is possible that only conscious 
awareness is assessed using focus groups. The major themes related to reasons for early 
pregnancy had to do with lack of knowledge about pregnancy and lack of access to 
contraceptives. Another theme regarding reasons for early pregnancy included needs not having 
been met at home or by others. Recommendations include that more information about 
contraceptives should be provided by either school clinics or sex education classes. Making 
contraception more accessible for teens may also be helpful in reducing teen pregnancy. Another 
recommendation is to screen youth for pregnancy risk if they display feelings of unmet needs, 
and to offer them support through after-school programs and/or family counseling. 

Comprehensive Sex Education 
Philliber, Kaye, Herrling, and West (2002) conducted an evaluation of the Children’s Aid 

Society (CAS)-Carrera Program. The CAS-Carrera Program takes place for three hours a day, 
five days a week. This program targets 13 to 15 year old youth who were not pregnant or parents 
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from Harlem. The program follows a parallel family system approach and a holistic approach 
and there are seven components to this program five involving activities and two 
involvingservices. The five program activities include a work-related component; an academic 
component; comprehensive family life and sexuality education; an arts component; and a sports 
component. The two service components include mental health care services, including groups 
led by a social worker, and medical care. Staff in this program are both trained and supported. 
Equal numbers of youth were assigned to the experimental program (N=242) and to the 
alternative (control) program (N=242). In terms of gender, there were 130 females in the 
program compared to 138 in the control group, and 112 males in the program compared to 104 in 
the control group. In terms of age, there were 39% thirteen year olds in the program compared to 
32% in the control group, 37% fourteen year olds in the program compared to 38% in the control 
group, and 24% fifteen year olds in the program compared to 30 in the control group. Most youth 
in both the program (60%) and control group (52%) were black. There were also many Hispanics 
in both groups (39% in program versus 45% in control group). Only one youth in the program 
and three in the control had a different race/ethnicity. Data analysis was based on 81% of the 
original sample who provided data at three year follow up. Both self-report instruments (a yearly 
survey of youth characteristics and program outcomes, yearly tests of sexuality-related 
knowledge), and administrative records (monthly attendance records) were used as sources of 
information. A 6-point scale was created to measure barriers to healthy development. A 72-item 
instrument was also used to assess knowledge regarding sexuality at three time points: prior to 
random assignment, at the end of year one, and at the end of year two. The 72-item measure was 
reported to have an alpha of .90. One potential limitation to this study is the potential for 
contamination due to exchange of information because program and control group participants 
sometimes attended their respective programs at the same location. This study is also limited in 
generalizability due to having taken place in New York and having mostly Black and Hispanic 
teenagers involved. The long term relationships developed with youth by sex educators directly 
improved “young women’s risk of pregnancy…by improving their sexual literacy, delaying 
initiation of intercourse and increasing their use of effective contraceptives” (p.250). Although 
participation in the program did not significantly change male reproductive outcomes, at the 
three year follow up program group males had better access to health care than control group 
males. Pregnancy rates and birth rates for females in the program were significantly lower than 
these rates for females in the control group. Specifically, 10% became pregnant again in three 
years compared to 22% in the control group and 3% gave birth after being in the program 
compared to 10% of females in the control group. Moreover, regression analyses revealed that 
the odds of becoming pregnant and sexual activity was significantly lower for females who had 
been in the program, whereas their odds of using birth control was significantly increased after 
three years in the program. A flexible approach taken by sex educators to supporting and 
educating youth about sex is supported by this research. An example is a casual conversation 
over pizza in a neighborhood setting. Building long-term relationships with youth is also 
recommended. Further analysis by ethnicity and attendance levels would be useful in helping to 
increase understanding of other factors contributing to program success.   

 
Tiezzi, Lipshutz, Wrobleski, Vaughan, and McCarthy (2007) examined the ‘In Your 

Face’ pregnancy prevention program. This New York City program aimed to decrease 
unintended pregnancies by providing support and information to students. The program took 
place “in economically disadvantaged and medically underserved areas” (p. 173). Sexually at 
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risk youth were placed in groups of 5 to 10 that met at least once a week. Group work based on 
the ‘Reducing the Risk’ curriculum and individual counseling was provided to program 
participants as well as support from an interdisciplinary team, including social workers, nurses, 
and physicians. The program held special events and provided referrals to obtain contraceptives. 
There were 3,738 students enrolled in the schools with this program. The demographics of youth 
in the program included 46% were female and 54% were male. In terms of race/ethnicity, 81% 
were Hispanic, mostly from the Dominican Republic; 10% were black; and 9% described 
themselves as other. Youth were in 6th through 8th grade; 35% in 6th, 33% in 7th, and 32% in 
8th. Youth were referred to this program if they reported sexual activity or characteristics that 
placed them at risk for sexual activity in an annual survey of youth risk factors. Other youth were 
referred by the health educator or self-referred themselves into the program. Administrative data 
in the form of a tracking system noted aspects such as time, reason, diagnoses, and services 
provided at the school-based clinic and was used for data collection. Attendance was also tracked 
and pregnancy records were obtained from the clinic. Moreover, a screening survey in English 
and Spanish that took 25-30 minutes to complete was used to identify sexually active youth or 
youth with characteristics that placed them at risk for sexual activity. A one-group pre and 
posttest design was used to analyze data. Datasets were linked across years, types, and locations. 
The findings indicated that 25% of youth in the third year of the program reported that they 
chose to become abstinent after having had sex previously. Another finding was that “among 
students who were referred to the clinic, the proportion who adopted a method [of birth control] 
increased from 11% (6 of 56) in the year before the program began to 76% (71 of 94) in the 
program’s third year” (p. 175). Also, “the overall pregnancy rate for the four junior high schools 
served…decreased from 8.8 per 1,000 female students in 1992–1993 to 5.3 per 1,000 in 1993–
1994 and then increased to 6.8 per 1,000 in 1994–1995” (p. 175). The rate decreased again from 
1995 to 1996 to 5.8 per 1,000 female students. The findings suggest that programs like this are 
effective in delaying pregnancy. One limitation was that cause and effect could not be 
established because this study did not have a control group. The authors noted it is possible that 
the decrease in pregnancy rates represented a natural decrease. Another limitation has to do with 
the limited nature of the study design. 

Abstinence-Only Program 
Jemmott, Jemmott, and Fong (2010) evaluated a theory-based abstinence-only 

intervention, which took place over a 24 month period in urban public schools. The sample 
consisted of 563 African American youth in 6th and 7th grade who came from 4 public middle 
schools serving low-income African American communities in a city located in the northeastern 
part of the United States. The majority (53.5%) were girls, with a mean age of 12 years old. This 
study was a randomized controlled trial, in which four 8-hour interventions and one 12-hour 
intervention were compared: an abstinence-only intervention, a safer sex–only intervention, a 
comprehensive intervention, a health-promotion control intervention, and a 12-hour 
comprehensive intervention. Some participants were randomized into an intervention 
maintenance program. The intervention programs had somewhat different goals. Chi-square and 
t tests were performed to assess attrition. An intention-to-treat approach was used to test 
intervention effects. Study questions were pilot-tested and steps were taken to increase the 
likelihood that participants would respond openly and honestly. Data was collected 
preintervention, postintervention, and at 3-, 6-, 12-, 18-, and 24-month follow-ups. Some of the 
limitations pointed out by the authors include the possibility of recall and social desirability bias, 
lessened statistical power due to small sample size, and limited generalizability of findings due 
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to sample characteristics. The key findings include that sex was reported by fewer abstinence-
only intervention participants (20.6%) than control participants (29.0%) in the last 3 months of 
the follow-up period and abstinence-only intervention had no impact on condom use. Reductions 
in reports of having multiple partners compared with the control group were observed in the 8 
and 12-hour comprehensive interventions but no other differences were found to be significant 
between interventions and controls. The findings support the use of theory-based abstinence-only 
interventions for improving teens’ likelihood of sexual activity. It is important to acknowledge 
that although a more comprehensive approach is likely to be more effective, this finding is 
important as some communities feel abstinence is the only viable approach.  

 
Tortolero, Markham, Parcel, Peters, Escobar-Chaves, Basen-Engquist, and Lewis (2005) 

used intervention mapping (IM) to adapt an effective HIV, sexually transmitted disease, and 
pregnancy prevention program for higher risk students in alternative schools. The program was 
called Safer Choices, a multicomponent program found to be useful among high school students 
in reducing sexual risk-taking. This program is guided by social cognitive theory and social 
influence processes. Stratified, purposeful sampling was used to gather the sample, which 
consisted of 78 pregnant or parenting students; 49 females and 29 males; 53% were Hispanic, 
41% were African American, and 6% were White or Asian.  

Self-report instruments, face-to face focus groups, and interviews were used to collect 
data. The first step involved conducting a needs assessment. This step involved eight focus 
groups and 13 interviews. the steps in the IM process, which facilitate decisions made in each 
step of program creation, were followed. Step 3 involved developing the revised program. 
Because of high dropout rates and student turnover, “a more intensive intervention (45-minute 
sessions, two per week over an 8- to 10-week period) was needed to have higher likelihood of 
exposing students to the entire program. Second, because students seemed to have more mistrust 
of the educational system and authority figures such as teachers, trained facilitators with similar 
ethnic backgrounds to the target population were used to deliver the program in a classroom 
setting” (p. 296). The training lasted 3 days. Step 4 involved its adoption and implementation, 
and step 5 involved its evaluation. A group randomized intervention trial was used to test the 
effectiveness of the program on the students’ behavioral outcomes, such as the use of condoms 
appropriately and consistently, and use of birth control with condoms when having sex. Wave I 
consisted of a cohort of 500 students and ten alternative schools (5 assigned to intervention and 5 
to comparison). Wave II enrolled a new cohort. Alternative school adolescents receiving a 
multicomponent HIV, STD, and pregnancy prevention intervention were hypothesized to have 
reduced levels of unprotected sex relative to those in the comparison group. A computer-assisted 
interview at baseline, 6 months, 12 months, and 24 months provided data for the outcomes of 
interest. As this article focused on describing the intervention mapping process, no findings 
related to the hypothesis was examined. However, the use of intervention mapping clarified 
“how the Safer Choices intervention could operate in a new population, the new determinants 
that needed to be addressed in the population, and the feasibility of implementing the program in 
a different setting” (p. 297). IM provides program planners with a systematic method for 
adapting an intervention to a new target population. 
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Other Pregnancy-Related Outcomes 

Amin, Browne, Ahmed, and Sato (2006) conducted a mixed methods study of an 
alternative school for pregnant and/or parenting teens. This study evaluated the Laurence Paquin 
School Program for pregnant and/or parenting teens, a comprehensive alternative program and 
school created in the early 1970s as part of the Baltimore City Public School System. This 
program provides educational classes, employment counseling services, transportation 
assistance, childcare assistance, health clinic services, family planning services, health education, 
health reproductive services, counseling, and more. Pregnant and/or parenting teens from low 
income households benefit both from regular schooling and additional supportive services. The 
Paquin School staff includes social workers, teachers, doctors, and nurses. Pregnant and 
parenting teens are admitted once they start showing signs of pregnancy and can stay until the 
end of their pregnancy, however many stay past the date they give birth to their child. The 
sample in this study includes 371 pregnant or parenting teens who attended the Paquin School, 
and 506 comparable pregnant or parenting teens attending other public schools. The mean age of 
pregnant Paquin enrollees was 16.8, whereas it was 17.7 for non-enrollees. The mean age of non-
pregnant Paquin enrollees was 17.3, whereas it was 17.8 for non-pregnant non-enrollees. 16.4% 
of pregnant Paquin enrollees were from two parent families compared to 15.8% of pregnant non-
enrollees and 14.7% of non-pregnant Paquin enrollees were from two parent families compared 
to 9.2% of non-pregnant non-enrollees. On the other hand, 83.6% of pregnant Paquin enrollees 
were from two parent families compared to 84.2% of pregnant non-enrollees and 85.3% of non-
pregnant Paquin enrollees were from two parent families compared to 90.8% of non-pregnant 
non-enrollees. The majority were unmarried and had household incomes below $20,000. Trained 
interviewers conducted face to face interviews to collect survey data from the pregnant and/or 
parenting teens via a structured questionnaire. The structured questionnaire contained detailed 
questions including demographics, socioeconomic information, skill training, religiosity, 
educational achievement, pregnancy outcomes, and more. Data was analyzed using cross-
tabulations at first. Then, a multivariate analysis was completed. Focus groups using Paquin 
school teens were only used to supplement information collected from the in-person survey 
interviews. Teens were interviewed either in their school or in their homes after they had 
participated in the program for two years. The questionnaire was thoroughly pretested. However, 
reliability/validity was not assessed. The 3 hypotheses examined were 1) that “enrollees of the 
Paquin School’s comprehensive program would have better grade point averages than those of 
the comparison schools,” 2) “that the educational aspirations of Paquin School enrollees would 
be higher than those of the comparison schools,” and 3) “that the lengths of gestation period and 
birth weights of newly born babies, use of contraceptive, and practice and intention of breast-
feeding, would be higher among the enrollees from the comparison school” (p. 178). Study 
limitations include that the cross-sectional nature of the study did not allow the exploration of 
causality or direction of effects. Selectivity bias could also be an issue. The lack of pre-program 
data did not allow measurement of changes in variables over the course of the school-based 
interventions. The findings may also not be generalized to other pregnant and/or parenting teens 
who are not African–American and from low socio-economic backgrounds. Lastly, the use of 
self-report data on sensitive topics may have resulted in either under-reporting or over-reporting. 
After controlling for socio-demographic characteristics, the findings suggested significant 
positive effects of the Paquin School on current contraceptive use. The authors suggest based on 
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their findings that a comprehensive well-integrated program for pregnant and/or parenting teens 
would be more effective than fragmented program delivery. 

 
Thomas and Dimitrov (2007) studied the effects of a teen pregnancy prevention program 

in Fauquier County, Virginia on teens’ attitudes toward sexuality. This study specifically sought 
to achieve validation for constructs hypothesized to influence adolescents’ attitudes toward 
sexuality (ATS), and to use structural equation modeling to assess the effect the intervention had 
on validated ATS constructs. The abstinence education program evaluated is part of the Virginia 
State Department of Health’s Abstinence Education Initiative. Its aims include “to provide 
sexual health information that is planned; is sequential; and addresses the physical, mental, 
emotional, social, and spiritual dimensions of sexual health” (p.176). The program curriculum is 
based on a variety of theoretical perspectives, including social–cognitive theory. Seventh graders 
(n=1,022) in four middle schools made up the sample. The experimental group was made up of 
729 students (51.6% male and 48.4% female). The control group was made up of 293 students 
(50.2% male and 49.8% female). In terms of race/ethnicity, 22.6% of the experimental group 
was African American, whereas 36.4% of the control group was African American; 57.3% of the 
experimental group was White whereas 48.1% of the control group was White. The program 
took place in 3 middle schools, and the fourth middle school served as the comparison group. 
The program, focusing on interpersonal relationships, began with a structured curriculum for 15 
days and then involved five days of video-driven curriculum. Sessions last between 45 minutes 
to an hour. A preintervention–postintervention nonequivalent comparison group design was used 
for this statewide evaluation involving all the state-sponsored abstinence education programs. A 
survey pretest was administered before the intervention. Following this, a posttest was 
administered immediately after the curriculum ended. The survey had 22 items measuring teens’ 
attitudes toward sexuality. In an earlier study, factor analysis was used to examine the structure 
of the questionnaire. The alpha coefficients (.75-.91) were acceptable and displayed stability 
form pretest to posttest. Confirmatory factor analysis validated the survey structure. 
Generalizability of this study’s findings is limited to the study population. In terms of findings, 
when differences at Time 1 were controlled for, the experimental group had significantly better 
scores on sex for approbation. The program was found to help reduce the amount of sex in 
exchange for approbation and help increase youths’ independence from peers and self-efficacy. 
The authors recommend that future research focus on how the survey constructs apply in terms 
of the supports teenagers receive from their parents and communities. Also, research is needed to 
see if the findings extend beyond the study population.  
 

Parental Attitudes Toward Use of Comprehensive Sex Education vs Abstinence 

Eisenberg, Bernat, Bearinger, and Resnick (2008) investigated attitudes and desires from 
parents of school-age youth regarding youth sex education and the use of comprehensive 
sexuality education. This study used stratified sampling to obtain its population, which included 
parents of school-aged children from urban, suburban, and rural settings in Minnesota. Although 
3,640 calls were made, only 2,546 were considered eligible households. The final sample 
included 1,605 parents, resulting in a 63% response rate. Inclusion criteria included that a parent 
or guardian was able to complete the survey in either English or Spanish and that they had at 
least one child between 5 and 18 years of age. Parents in this study were primarily female 
(72.6%), non-Hispanic (98.2%), white (96.1%), and reported household incomes over “$60,000 
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per year” (p. 354). Self-report telephone survey data was collected by trained researchers at a 
survey research center in Minnesota using a computer-assisted telephone interview program. 
This study was reviewed and approved by the University of Minnesota’s Institutional Review 
Board. A systematic review of items included in state and national surveys of parents influenced 
the creation of the survey instrument. Changes in wording, order of questions, and survey length 
were made based on thorough pilot-testing of the instrument with 28 parents. The five 
abstinence-only items obtained an alpha = .82 and the five comprehensive sex education (CSE) 
items had an alpha = .76. Data analysis techniques included chi-square and logistic regression. 
One limitation of this study is that of generalizability to parents in other areas because all 
participants lived in Minnesota. Other limitations include but are not limited to the 
underrepresentation of racial/ethnic minority parents in this study and that parents without 
telephone service at the time of the interview or with unlisted numbers were not included. 
Support was found for comprehensive sexuality education: 89.3% of parents approved of 
teaching both abstinence and other pregnancy prevention strategies. Although there were 
significant differences found across religious groups, income, public/private school status, and 
political orientation, even among groups of parents that might be expected to object to CSE, a 
majority were supportive (e.g., Born Again Christians, 83.2%; Catholics, 92.3%). Parents with 
more positive beliefs about CSE had about 14 times the odds of supporting CSE. 
Recommendations by authors include that “parents should be encouraged to express their views 
on sexuality education to teachers, administrators, and school boards regarding the importance of 
including a variety of topics and beginning instruction during middle school years or earlier. 
Educating decision makers about the demonstrated effectiveness of several evaluated CSE 
programs as well as the lack of support, thus far, for the effectiveness of abstinence-only 
curricula…may be an important strategy in broadening support and successfully adopting 
appropriate curricula, with the goal of assuring that young people have access to medically 
accurate, demonstrably effective sex education” (p. 358).  

Secondary Data Analysis 

Pregnancy Risk 
Kohler, Manhart, and Lafferty (2008) examined pregnancy risk based on abstinence-only 

and comprehensive sex education using data from the 6th wave of the National Survey of Family 
Growth (NSFG), which is a nationwide survey by the National Center for Health Statistics. The 
final sample included 1719 heterosexual adolescents between the ages of 15 and 19 years who 
had never been married and had not received sex education. Forty seven percent were female, 
76.7% were white, and half the youth reported household incomes below $40,000. The majority 
of respondents resided in a central city (53.3%) and 41.3% of respondents reported a non-intact 
family unit. Overall 9.4% of participants reported that they had not received any sex education, 
whereas 23.8% reported abstinence-only education and 66.8% comprehensive sex education. In 
person interviews conducted in participants’ homes using Audio Computer-Assisted Self-
Interviewing (ACASI) were used to collect demographics and information on the variables of 
interest. Individuals who reported birth control education in addition to education emphasizing 
saying no to sex were classified as having participated in comprehensive sex education. 
Respondents who reported only receiving sex education about how to say no to sex were 
classified as participants in abstinence-only programs. One limitation to this study is based on its 
cross-sectional nature, limiting its generalizability. Another limitation has to do with small 
number of individuals who received no sex education potentially impacting power. Furthermore 
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because the NSFG was not created to evaluate abstinence-only programs, the measures created 
for this purpose are proxy measures. Recall or selection bias and social desirability bias are other 
limitations. The authors suggest there is a need for prospective studies designed to evaluate 
formal sex education programs. Regarding pregnancy outcomes, 7.3% of respondents reported a 
pregnancy. However, females (10.2%) were significantly more likely to report one than males 
(4.7%). The results also showed that being older, black, having a lower household income, a 
non-central city metropolitan residence, and a non-intact family unit were associated with an 
increased odds of teen pregnancy (p. 348). Less than 10% of youth reported that they had not 
received any sex education, whereas a quarter reported receiving abstinence-only education and 
more than half had received comprehensive sex education. Among these youth, 7.3% reported a 
pregnancy. When these characteristics were controlled, youth reporting having received 
comprehensive sex education were significantly less likely to report a teen pregnancy compared 
with youth who received no sex education, whereas this difference was not found between youth 
that reported receiving abstinence-only sex education compared with youth who received no sex 
education.  Also, “when comparing adolescents who reported receiving a comprehensive sex 
education with those who received an abstinence-only education, comprehensive sex education 
was associated with a 50% lower risk of teen pregnancy” (p. 348). The data collected appears to 
suggest that formal comprehensive sex education programs reduce the risk for teen pregnancy 
without increasing the likelihood that adolescents will engage in sexual activity, and confirm 
results from randomized controlled trials that abstinence-only programs have a minimal effect on 
sexual risk behavior. The authors recommend that national surveys investigate types of formal 
sex education to better understand its role and effectiveness. 

Contraceptive Use 
Manlove, Ryan, and Franzetta (2007) examined teens’ contraceptive use patterns across 

their sexual relationships using data from the National Longitudinal Study of Adolescent Health 
(Add Health), a nationally representative study of middle and high school students in the United 
States. Data from teens (n = 14,736) who participated in Waves I and II was used. After missing 
cases were dropped, the final sample consisted of 4,383 sexually experienced adolescents who 
were not married, participated in both survey waves, “and had valid sample weights and partner-
specific information about sexual relationships” (p. 607). The authors tested several hypotheses, 
including but not limited to, whether contraceptive use and consistency would vary across 
relationships for a single person, and that the characteristics of partners as well as relationship 
characteristics would be linked with contraceptive use and consistency. The main limitation in 
this study was that information was provided retrospectively by adolescents. This study reported 
several interesting findings regarding teen contraceptive use. Among these findings, one is that 
contraceptives were used in only about one quarter of teen sexual relationships. Another main 
finding was that teenagers with more sexual relationships were less likely to use contraceptives 
than teens in fewer sexual relationships. Additionally, the longer the teen sexual relationship 
lasted, the greater the odds of contraceptive use. This study recommends that teens’ 
communication with their sexual partners is very important for disease prevention, especially 
surrounding motivations to avoid pregnancy and prevent disease transmission. Based on the 
results of this study, a specific recommendation was made for pregnancy prevention programs to 
have teens role-play situations where they are negotiating contraceptive use with different types 
of partners. 
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Ryan, Franzetta, and Manlove (2007) explored the impact on teens’ contraceptive 
consistency of adolescents’ knowledge, perceptions, and motivations for contraception. This was 
a secondary data analysis using data from in-person survey interviews with adolescents from the 
National Longitudinal Study of Adolescent (Add Health), a nationally representative longitudinal 
school-based survey of adolescents in 7th through 12th grade. The sample began with 840 
unmarried youth ages 15 and older who responded to both Waves I and II of the National 
Longitudinal Study of Adolescent Health, whose first sexual experience began between these 
two waves, and had valid sample weights; 90 youth with inconsistent data were excluded for a 
final sample of 750 adolescents. The sample demographics include that there were 323 (44%) 
males and 427 females; 71.1% non-Hispanic White, 11.5% Hispanic, 11.7% non-Hispanic black, 
5.7% other; mean age at Wave 1 = 16.08; 54% had two biological/adoptive parents. Surveys 
were created which explored the interests of the original Add Health researchers. In-home 
interviews were used to administer the survey information used in this study. Data analyses 
consisted of t-tests, chi-squares, and logistic regression. The authors examined four hypotheses 
in this study regarding teen contraceptive use. That only adolescents in school were surveyed is a 
limitation as dropouts were missed. Also, youth who were under 15 at the time of first 
intercourse were not included. Lastly, it is possible not all potential variables associated with the 
predictors and outcome variables were controlled for. The findings include that “Better 
knowledge of reproductive health is related to greater odds of ever using birth control, 
particularly for females, whereas strong knowledge of condom use is marginally related to lower 
odds of consistent contraceptive use. Net of knowledge, all three measures of perceptions are 
associated with contraceptive use and/or consistency for at least some populations. Perceived 
condom knowledge is associated with increased odds of using contraception for males, whereas 
stronger perceived self-efficacy regarding contraceptive use is associated with more vigilant use 
of birth control for females. Both male and female teens who perceive birth control as being easy 
to access are more likely to use contraception and to use it consistently. With respect to 
motivations, believing pregnancy is one of the worst things that could happen at this point in 
their lives is associated with stronger chances of using contraception for females, but not males” 
(p. 201-202). The study findings suggest that male involvement in decision-making about 
contraception use at their first sexual encounter is important. They also suggest that sex 
education sessions that teach about condom use may help sexually active males more likely to 
use contraceptives responsibly. This study also suggests that presenting females with a realistic 
view of how child bearing during their teen years can change their lives may enhance their desire 
to avoid pregnancy. Programs empowering females to discuss contraceptives with their sexual 
partners as well as programs with skill building and role-playing components may also be 
beneficial. 
 

Implementation of Pregnancy Prevention Evaluation  

Parra-Medina, Taylor, Valois, Rousseau, Vincent, and Reininger’s (2003) article 
describes one of seven research strategies, the Program Plan Index (PPI), which is an instrument 
and scoring mechanism for determining whether pregnancy prevention program “met the 
legislative requirements and were consistent with ‘best practices’ in public health program 
planning and teen pregnancy prevention” (p. 376). The South Carolina General Assembly 
awarded $10.5 million to fund teen pregnancy prevention initiatives in the 46 counties in South 
Carolina. Direct funding to counties operated under the belief that local control would have 
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greater benefits than centralized control. The Program Plan Index (PPI), a self-report survey 
instrument, was based on a review of the literature and includes some items from the Plan 
Quality Index (The items were selected based on whether they represented the common elements 
of community health plans). This instrument has 11 sections measuring the most desirable 
elements wanted in a comprehensive plan for teen pregnancy prevention to be addressed by the 
counties. The PPI sections include defining the problem of teen pregnancy, program planning, 
objectives and program activities, teen pregnancy prevention best practices, curriculum 
components, research-based activities, community collaboration, vendor qualifications, financial 
soundness, evaluation, and readability. Inter-rater reliability scores for the PPI ranged from 47% 
to 94% (M = 77%). One key finding included that the planning section of the PPI obtained the 
lowest mean score, suggesting it was the most difficult aspect of implementing the pregnancy 
prevention program for the South Carolina counties. Most counties also lacked community 
collaboration and other legislative requirements and best practice elements. One 
recommendation is the creation of an improved, more realistic time line for pregnancy 
prevention to avoid challenges implementing pregnancy prevention programs.  

 
Reininger, Vincent, Griffin, Valois, Taylor, Parra-Medina, Evans, and Rousseau (2003) 

described an evaluation of a statewide teen pregnancy prevention initiative. $10.5 million was 
used from a Temporary Assistance to Needy Families surplus to fund the pregnancy prevention 
initiative investigated in this study. About half of the 46 counties in the state experienced a delay 
in receiving funds to implement the program. The sample included program administrators, key 
leaders, and youth in 46 counties in South Carolina. The evaluation was in its first year at the 
time of publication. However, thus far, 4,368 public school students in grades 9th through 12th 
graders were surveyed. A variety of sources were used to collect data for this study. They include 
structured interviews with vendors and county government officials: reviews of program plans, 
semiannual reports, and site visit reports, surveys of youth and key leaders, and records of teen 
live birth rates and pregnancy rates. Both qualitative and quantitative methods were used to 
collect and analyze the data. Moreover, a “combination of a repeated measures and a pre-post 
evaluation design is used for the initiative, where each county serves as its own comparison and 
post hoc analysis will examine clusters of counties with similar intervention modalities, funding 
totals, and contextual factors to assess the impact by the intervention” (p. 325). This evaluation is 
concerned with assessing outcome, impact, and process levels. A team created the instruments, 
which focused on multiple constructs in an attempt to achieve data triangulation. The instrument 
had an inter-rater reliability of 73% and was pilot tested by two sources. Another instrument used 
in this evaluation is the Program Plan Index (PPI), which had an inter-rater reliability score of 
77.4%. The literature, team members, and reports were consulted in creating the semiannual 
report, which had an inter-rater reliability of 78.3%. Site visits, key leader surveys with a desired 
response rate of at least 50%, and youth surveys were also part of the evaluation. For the key 
leader surveys, a pilot test of the instrument helped to provide evidence of validity, an 
exploratory factor analysis supported the use of the intended constructs, and acceptable internal 
consistency levels were found. For the youth surveys, face validity was established, the 
instrument was pilot tested, factor analysis yielded factor loadings supporting its constructs, and 
each construct showed acceptable levels of internal consistency. Lastly, vital records of teenage 
girls’ pregnancy and birth rates were collected. The use of all these tools aimed to reduce bias by 
achieving triangulation. The size of the evaluation and the fact that the local and state 
government was involved presented various challenges, including that “the state agency assigned 



PREGNANCY PREVENTION AMONG YOUTH IN FOSTER CARE 119 

Fostering Safe Choices   119

to administer the initiative was not mandated to take an active role in ensuring that local 
community initiatives met any level of standardized criteria to receive the funds” (p. 325). Key 
findings related to the evaluation and pregnancy prevention are not available yet. The authors 
contend that it is important to use qualitative and quantitative methodology to balance 
standardization and flexibility in addition to triangulation techniques to reduce bias. They also 
emphasize that the use of process measures is important. 

 
Fluhr, Oman, Allen, Lanphier, and McLeroy’s (2004) article reports on the process and 

implications of a collaborative approach to the program evaluation of a community-based teen 
pregnancy prevention program. Various communities received $25,000 yearly, later increased to 
$50,000 yearly per site to implement a pregnancy prevention program. At first, no funding was 
provided by the state for evaluation; however, due to demands for accountability, the 
collaborative evaluation approach described in this article was designed. The questionnaires 
developed include questions on sample demographic characteristics;however, this article did not 
provide that information. The evaluation protocol being discussed in this article is intended to be 
used with about 2,200 students that participate each year in the 12 project sites implementing 
pregnancy prevention programs in the state of Oklahoma. Self-report pretests and posttests were 
used as the data source. Representatives from CPH, SDH, and project staff came together to form 
an evaluation team with the task of developing an evaluation plan and one pretest and posttest 
instrument that would work regardless of the curriculum presented at project sites. They worked 
together to identify commonalities in objectives and key concepts of the curricula and used this 
information in instrument creation. They also created detailed logic models to visually represent 
relationships between predictors and outcomes. The Institutional Review Board approved of the 
questionnaires and all other study materials. A unique identifier system was implemented to 
protect participants, but some questionnaires had to be dropped due to an inability to match 
pretest information with posttest information. After the instruments were finalized, an extensive 
three day training was conducted for project staff from all sites. Site observations were also 
conducted to make sure evaluation protocols were followed uniformly across project sites. 
Bimonthly meetings with staff provided ongoing training and support. Some survey questions 
were omitted depending on whether they were part of the curriculum at the particular project site. 
Project sites were provided with a report containing descriptive information about their 
population, significant program results at the participant level as well as at the program 
implementation level, and suggestions on how to improve outcomes, program implementation, 
and the evaluation’s effectiveness. Sites with problems were followed up with telephone calls. 
The last step of this evaluation was creation of a summary report collapsing individual program 
results and suggestions. Limitations included restrictions based on community politics which 
limited direct questioning regarding youth sexual behaviors, the lack of a comparison group in 
the evaluation design, and the potential for self-report bias. The experiences of the evaluation 
team suggest the methods and procedures followed to design this multisite evaluation were 
appropriate and successful. The researchers recommend the procedures they used, in particular 
the use of a collaborative approach, training, development of a single instrument, and the use of 
unique identifiers. 

Pregnancy Prevention Meta-Analysis 

Corcoran and Pillari (2007) conducted a meta-analysis on secondary pregnancy 
prevention programs to examine their effectiveness in reducing future teen pregnancy. Sixty 
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percent of the studies included African Americans; most (74%) targeted low income teens (the 
mean age of participants across programs was 16.75); most programs took place in a hospital 
setting; and many programs (38%) were known as comprehensive. Sixteen studies (13 published 
and 3 unpublished) out of 60 identified by the search met all of the inclusion criteria. To be 
included in this review, studies had to involve English-speaking controlled and nonrandomized 
comparison evaluations of pregnant or parenting youth (aged 11 - 20 years) in secondary 
pregnancy prevention programs. The following four criteria was required for inclusion: “(a) the 
study reported on a secondary pregnancy prevention program; (b) the study implemented an 
intervention; (c) the study included pregnancy as a program outcome; and (d) the study reported 
sample sizes for the experimental and control and/or comparison group and frequency or 
percentage data on the rate of pregnancy for each group” (p. 6). The principal investigator and 
two trained masters in social work students coded studies, rating them on a scale of 1 to 9 with 9 
signifying very high quality. An effect size was calculated to provide a standardized measure 
allowing comparison of pregnancy risk across studies. Various limitations were noted by the 
authors including but not limited to the threat of selection bias, specifically when it comes to 
publication bias, as journals were more likely to publish studies with significant findings. In all 
but 3 of the reviewed studies, the interventions used reduced pregnancy among teenagers, 
although statistically significant reductions were not found. The effect of the programs reviewed 
appeared to be moderate in terms of preventing youth pregnancies at 19 month follow-up (a 50% 
reduction in odds of pregnancy in comparison to comparison-control groups), however by 31 
months, no impact was noticeable. Recommendations for future research based on the limitations 
of this study were made and include: including randomized experimental and quasi-experimental 
designs, the use of an intent-to-treat model, and examining goals other than pregnancy. 

Pregnancy Program Description and Literature Review 

Talashek, Norr, and Dancy’s (2003) article provides a literature review of 30 intervention 
studies addressing issues related to teen pregnancy, sexually risky behavior, and school 
performance. It describes the Building Teen Power intervention, an intervention targeting at-risk 
inner city Hispanic and Black high school youth. This program aims at helping them “reduce 
risky sexual behavior and improve school retention” (p. 207). The Building Teen Power 
intervention was developed based on social-cognitive theory, research in inner-city schools, and 
a review of intervention study findings. The sessions last 45 minutes and take place for 13 
weeks, with an added session every 4 months. A culturally sensitive mentor and a high school 
teacher carry out the curriculum. Materials are provided in both English and Spanish. Although 
there are no findings based on their prevention intervention yet, the authors’ review of the 
literature suggested the use of long term interventions is important and that it is important for the 
intervention to be carefully designed based on program participants’ gender and race/ethnicity. 
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Appendix 2:  Birth Rates for Girls (15 to 19) in Foster Care by Year and Jurisdiction 
 

2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 
Maryland 126.2 98.0 115.3 95.0 86.0 82.9 89.0 99.8 92.7 93.0 

Allegany 41.7 0.0 62.5 166.7 0.0 76.9 0.0 0.0 62.5 153.8 

Anne Arundel 135.1 87.0 129.6 66.7 122.0 159.1 148.9 191.5 52.6 170.7 

Baltimore City 122.9 87.5 117.0 77.1 85.6 73.2 67.8 82.9 66.5 73.3 

Baltimore 
County 159.1 65.4 109.3 93.8 50.8 65.9 47.6 93.0 42.4 66.7 

Calvert 47.6 153.8 142.9 76.9 90.9 90.9 272.7 0.0 0.0 0.0 

Caroline * 0.0 0.0 0.0 0.0 100.0 * 250.0 * * 

Carroll 153.8 333.3 142.9 * 142.9 111.1 0.0 0.0 0.0 125.0 

Cecil 55.6 235.3 111.1 66.7 0.0 0.0 111.1 62.5 58.8 111.1 

Charles 111.1 50.0 90.9 76.9 0.0 125.0 117.6 200.0 100.0 136.4 

Dorchester * 375.0 357.1 312.5 111.1 100.0 222.2 * 0.0 0.0 

Frederick 0.0 83.3 27.8 114.3 52.6 25.0 54.1 66.7 76.9 130.4 

Garrett 0.0 0.0 0.0 0.0 0.0 * 0.0 0.0 0.0 0.0 

Harford 96.8 37.7 114.8 65.2 38.5 22.7 51.3 63.8 38.5 37.0 

Howard 142.9 142.9 173.9 66.7 32.3 35.7 80.0 173.9 391.3 181.8 

Kent * * * * * * * * * * 

Montgomery 126.2 77.8 108.7 148.9 120.4 70.2 97.1 102.8 133.3 81.1 

Prince George’s 184.0 234.6 164.8 191.0 181.8 169.9 271.3 245.9 308.3 272.1 

Queen Anne’s 285.7 0.0 * * * * * * * * 

Somerset 111.1 125.0 * * 0.0 111.1 500.0 0.0 250.0 111.1 

St. Mary’s 0.0 0.0 55.6 100.0 294.1 117.6 142.9 0.0 62.5 0.0 

Talbot 0.0 0.0 0.0 142.9 0.0 * * 0.0 0.0 0.0 

Washington 100.0 0.0 31.3 64.5 0.0 131.6 24.4 105.3 172.4 100.0 

Wicomico 62.5 80.0 33.3 0.0 62.5 176.5 105.3 285.7 74.1 43.5 

Worcester 111.1 0.0 142.9 0.0 * * * 0.0 0.0 0.0 
 
* When the number of girls between the ages of 15 to 19 in care on July 1 of the year was less 
than 5, no birth rate was calculated. 
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Appendix 3:  Expert Interview Phone Script 

Fostering Safe Choices Project 
Pregnancy prevention among youth in Foster Care – Expert Interview Phone Script 

 

Adolescents living apart from their families (whether served by child welfare, juvenile justice, or 
mental health agencies) deserve particular attention from child welfare agencies. Youths living in 
out-of-home care, shelters, or on the streets frequently have serious educational, health, and 
mental health needs. Typically their backgrounds include a history of neglect or physical, sexual 
or emotional abuse.  The special needs of young people in foster care make them the most 
vulnerable of our nation’s youth, the most likely to be at risk of early parenthood, and the least 
prepared to cope with that parenthood. Pregnancy has serious human and financial consequences 
for youth, their families and child welfare services. However, the adolescents receiving child 
welfare services have generally been overlooked by teen pregnancy prevention initiatives and 
little is known about effective pregnancy prevention programs for this population. 

 According to a national study8
 the birth rate for girls in foster care is more than double 

that of their non-foster care peers. 

 A University of Chicago study9
 of three Midwestern states found nearly half of girls 

transitioning out of foster care had been pregnant before they turned 20, well above the 
national average of 31 percent. 

 A recent study of the foster care population in New York10 by the New York Public 
Advocates’ office suggested that in January, 2005, 16% of girls in foster care in New 
York were either pregnant or parenting.  

The Fostering Safe Choices Project is designed to help Maryland’s child welfare and other 
service providers understand the needs of youth in foster care relating to relationships and the 
reduction of unwanted pregnancies.  Results from this project will lead to model policies for the 
state; the development of resources targeting youth, their caregivers, and the workers with whom 
youth come into contact; and the development of materials designed to assist youth in foster care 
to delay pregnancy and childbearing.  Youth in foster care will be engaged in the project in an 
advisory capacity and as participants in focus groups.  

 

                                                 
8 Peter Pecora et al. (2003).  Assessing the Effects of Foster Care: Early Results from the Casey National Alumni 
Study. Seattle, WA: Casey Family Programs. 
9 This study has not been published at this time. 
10 Gotbaum, B. (2005). Children raising children: City fails to adequately assist pregnant and parenting youth in 
foster care. New York, NY: Public Advocate for the City of New York. 
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Thank you for agreeing to participate in the expert interview component of the project. The 
project will include interviews with select experts from Maryland and across the country, who 
have worked with foster youth or who have expertise in youth pregnancy prevention.  

Introductory Information 
 
I want to thank you for making yourself available today to talk to me(us). One important piece to 
this project is to have discussions with individuals, such as you, who have spent time working in, 
studying, and contemplating issues related to the issue of teen pregnancy prevention. With your 
permission I would like to record our conversation. I will supply you with the transcript of our 
discussion when the transcript has been completed. Any material used from our discussion will 
be appropriately cited as coming from this discussion. How does that sound? Is that acceptable? 
Great, Thank you.  
 

Let’s get started… 

Telephone Interview Questions 

1. Given your expertise and research experience, what are some of the factors related to 
reducing pregnancies among youth in foster care? 

a. What specific research has informed your conclusions? 

2. In your opinion what would you expect to be the most effective teen pregnancy prevention 
methods for youth in foster care (recognizing that there is scant research specific to the 
topic)? 

3. There is evidence that positive youth development approaches can help reduce pregnancies; 
how do you think this might be applied to preventing pregnancies among youth in foster 
care? 

4. From your experience, what is one barrier youth in foster care face in accessing resources 
related to unwanted pregnancy?  

a. What do you think might reduce that barrier?  

b. Are there other barriers you would identify as important to address? 

5. What do you see as the role youth play in addressing teen pregnancy prevention and healthy 
sexuality for other youth? 

a. Is there a particular method of outreach that you feel is effective with youth in care?  

6. How important do you think parental involvement is in addressing pregnancy prevention for 
youth in care? 

a. What steps could parents take to help youth prevent pregnancy? 

b. What resources would assist parents in carrying out their role? 

7. What is the role of foster parents in addressing these issues with the youth in their care?  

a. Are there steps that foster parents could take to help youth prevent pregnancy? 

b. What resources would assist foster parents in carrying out their role? 
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8. Many foster parents are elder community members. Are you aware of any programs on 
working with older parent figures to encourage prevention of pregnancy among youth? 

9. Are there other types of caregivers who may need special consideration when designing a 
strategy for reducing pregnancies among youth in foster care? 

10. What role do you think child welfare workers play in preventing pregnancy among youth in 
care? 

a. What resources would assist child welfare workers in carrying out their role? 

11. What role do health care providers, such as family planning clinics have in preventing 
unwanted pregnancies for youth in care?   

a. What do you see as the most effective methods for increasing use of clinics for this 
population?  

12. Can you talk about particular regulations that you have come across that may address the 
child welfare systems’ role in pregnancy prevention for youth in care? 

13. Related to policy issues, what has been implemented to address the core issues related to 
pregnancy among foster youth?  

a. For each policy listed:  What was the impact of that particular policy implementation? 

14. Have you seen a specific regulation implemented that was effective in addressing pregnancy 
prevention among youth? 

a. How was it effective? 

15. What policy or regulation would you like to see implemented to address the core issues 
related to pregnancy among foster youth?  

a. For Maryland workers: This project is designed to inform Maryland related to issues 
of teen pregnancy prevention for youth in our foster care system: is there any 
information that you think is important to inform the state related to teen pregnancy 
prevention for youth in foster care? 

b. Are there certain things that should be prioritized over others? 

16. Would you recommend any other person or group that we may want to consider contacting to 
get specific information about reducing unwanted pregnancies and STIs among foster youth? 

17. The issues we have been discussing are immense in scope. Given our limited time today, are 
there any final comments you have related to this topic that you would like to offer? 

18. Can you tell me how long you have been working in the field of pregnancy prevention? 

19. As we proceed through our study over the next several months, what would be the best way 
to reach you if we need to expand or clarify your comments?  

 
Our time has come to an end. In wrapping up our interview, I want to thank you for your time 
and your willingness to offer your thoughts.  As we proceed through our study over the next 
several months, can I be contact you, if needed, to expand or clarify your comments? 

- if so, what would be the best way to reach you in the future months? 
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Thank you once again for your willingness to participate. 

A summary of this interview will be forwarded to you at your request.  The Principal 
Investigator for this two year project is Dr. Terry Shaw, Assistant Professor at the School of 
Social Work, UMB. 

 

For the Fostering Safe Choices Project Team 
 
Dr. Terry V. Shaw, PhD., MSW, MPH 
Ruth H. Young Center for Families and Children 
School of Social Work 
University of Maryland Baltimore 
525 West Redwood Street 
Baltimore, MD  21201 
410-706-3811;  fax: 410-706-3133 
tshaw@ssw.umaryland.edu 
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Appendix 4: Youth Focus Group Script/Guide 
 

Introduction  
 
Welcome, and thank you for coming.  My name is _________, and I will be facilitating our 
group meeting today; ___________ will be taking notes.  We both work for the University of 
Maryland Baltimore, School of Social Work with the Fostering Safe Choices project.   
 
All of you received an invitation to participate today, and most of you have had a chance to 
speak with one of our project staff about today’s topic. 
I just have a few reminders for our meeting today.  
 
Consent and Confidentiality  
 
1) Your participation in this meeting is voluntary, and you may stop your participation at 

any time.   
 

2) We want you to feel comfortable to share your thoughts and opinions. We see you as 
the experts and your opinions can help others understand the needs for youth in care.  
 

3) No individual names will be used in any reports we prepare.   
 

4) We will not tell anyone what was said by individuals in the group; with one exception.  If 
we hear that someone’s life or health could be in danger, we are required to share this 
information with someone who can help.   

 
5) We ask that everyone consider what others discuss here as confidential; however, there 

is a chance that someone will repeat what you say outside of the group.   
 

6) Some of the things we will be talking about may bring up some unsetting feelings.  If you 
need to talk about these feelings, we will help you find someone who can help.  

 
7) If there are any questions you prefer not to answer, you can let us know by just saying 

PASS.   
 

8) I will be asking questions about your experiences and opinions.  There are no right or 
wrong answers.   We are interested in hearing about both what you think works well 
and what you think does not work well.   

 
 
Logistics  
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There is no need to raise your hand before speaking, but if someone else is talking, please let 
her finish before you speak.    
We have a lot of questions to go over today and part of my job will be to keep the discussion 
moving along so we can hear your thoughts on different issues.  However, I hope you will be 
doing most of the talking.   
Feel free to help yourselves to more refreshments during the group.   
Are there any questions on anything I've said so far?   
We would like to tape record this session as a backup to our written notes.  Only the Fostering 
Safe Choices project team will use these tapes.  If anyone prefers that we do not tape, we will 
not.  [Confirm preference of group]. 

 
Introductions 

 
I’d like to start with introductions.  Please tell us your first name and your favorite song or 
artist.   

 
Pregnancy Prevention policy and practice 

 

1) There are national and state public campaigns and advertisements on TV, radio, 
magazines and newspapers that encourage youth to delay pregnancy and protect 
themselves from sexually transmitted infections (called STIs).  

a) Have you seen any of these materials or advertisements?  

b) [If someone has] What was the message you got from that ____? (whatever they 
saw or heard)  

c) What does that message mean to you? Your peers? 

 

2) How much information do you think people your age have about healthy sexual activity 
and preventing pregnancy? 

a) Does the information include preventing sexually transmitted infections? 

 

3) Where does the information come from?  

a) [school sex ed classes, therapist, church, siblings, friends] 

b) Is the information believable?  

c) Does it include information related to contraception?  

   

4) Is there other information you need about preventing unwanted pregnancies?  

a) Do you have access to the information you need? 

     
With assent ‐ Start Tape Recorder! 
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5) Who would you expect to talk with you about sex and prevention of pregnancy and 
STI’s? 

a) (PROBE all of the categories) Foster parent/caregiver, child welfare worker; parent, 
school counselor, therapist. 

 
6) Who has had a conversation with you about healthy sexuality? (parents; caregivers; 

workers; friends/peers) 
a) What was good about that conversation (s)?  
b) What was not helpful? 

 
7) Having sex can lead to having a child…What do your peers think about having a child as 

a teen? 
a) What do you think about having a child as a teen? 

 
8) Some teen pregnancies are planned, but most are not. 

a) What do you think might be some of the reasons people think becoming a parent 
while a teen is a good idea?  

b) What are some of the reasons people may think becoming a parent while a teen is a 
bad idea?  

 
9) Do you think that youth in the foster care system have different reasons for wanting to 

get pregnant than youth not in foster care? 
 
10) So, if most teen pregnancies are not planned, what gets in the way of couples avoiding 

pregnancy?  
a) Your ideas….and specific examples  

 
11) What do you think it takes for people your age to protect themselves from STIs and 

pregnancy, when they choose to have sex? 
 

12) Between couples, whose job is it to make sure their sexual activity is protected? 
 

 
Services for youths 

 
1) What can foster parents do to help youth avoid unplanned pregnancy?  
 
2) What else is needed from foster parents related to what we’ve been talking about?  

a) Give examples of what’s working, what’s not working?  
 
3) What can case managers do to help youth to make healthy decisions about sex and avoid 

unwanted pregnancy and STIs?  
a) What do you need from the case manager?  
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b) Give examples of what’s working ‐ what’s not working?  
 
4) Think about someone you know who is a teen parent or was pregnant during their 

placement in foster care,  
a) What kind of support and services did they get?  
b) What do you think was most helpful? 
c) Were there services or support needed that wasn’t there? 

 
5) What kind of information do you get from your doctors, therapists or health clinics about 

sex, pregnancy, and sexually transmitted infections? 
a) Is it helpful? 
b) Do you have a family planning clinic in your neighborhood? 

i) For those of you who do:  
(1) Do you use it?  YES…. 

(a) Is it easy to get to?    
(b) To get an appointment?  
(c) What do you think of their services?  

 
(2) What would it take for you to utilize a reproductive health clinic?  
(3) If there was a clinic easy to get to, would you use it? 

 
6) Do you know you have rights under MD law related to getting your reproductive healthcare 

needs met? 
a) Where would you go to learn your rights? 

 
7) What improvements are needed to have the services young women need if they become 

pregnant? 
 
8) What advice would you give other teens about avoiding unplanned pregnancy? About 

having safe sex? Or choosing not to have sex?   
 

Closing 
 
Is there anything we should have talked about but didn’t?  (We’re just beginning to talk with 
teens about these topics, do you have advice on how we can improve?)   

 
Your stories and comments today have been rich. We appreciate your honesty …(or some other 
appropriate closing remarks given their candor or not, their cooperation or not, their ability to 
relate their needs or not). 

 
Those are all the questions we have for you.  We appreciate you taking the time to talk with us.   
If you would like to talk privately about anything we’ve discussed here, please stay and do that.  
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Appendix 5:  Research Consent/Youth Assent Form: Focus Groups  
 
Subject Name ________________________________ Date _______________ 
 
Title of Study:   Fostering Safe Choices 
 
Researcher:  [Insert Researcher’s Name] 

[Insert Researcher’s Title] 
[Insert Institution’s Name] 

 
Before agreeing to participate in this research study, it is important that you read and 
understand the following explanation of the purpose and benefits of the study and how it will 
be conducted. 
 
Purpose of the Study 
The Fostering Safe Choices Project is designed to learn better ways to help youth in foster care 
to prevent unwanted pregnancies and to find ways to deliver them in order to reduce teen 
pregnancy and childbearing among youth in foster care. 
 
Description of the Study 
The Fostering Safe Choices Project will build on the philosophy of positive youth development.  
Youth in foster care will actively participate in the project to build the connections, 
competencies and commitment that are necessary for their success. Agencies that also serve 
these youth—including health, family planning, schools, and mental health services—will also 
be included in the development of new approaches to reducing the birth rate among 
Maryland’s foster children. 
 
Procedures   
The focus group session will last approximately two hours. This form applies to: 
1. _____ Focus group with youth in foster care under the age of 18. 
2. _____ Focus group with youth in foster care, 18 years or older. 
3. _____ Focus group with service providers. 
 
Description of the Foreseeable Risks 
There are no foreseeable risks in these activities. 
 
Benefits to the subjects or others 
We hope that the needs and issues identified in this activity will inform policy and practice 
guidelines and develop tools for a pregnancy prevention program aimed at children in foster 
care.  These tools and guidelines will help the state of Maryland develop a fuller understanding 
of the current prevention needs as well as a means to guide delivery of the program. 
 
 
Procedures for Maintaining Confidentiality of Research Records 
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The privacy of what you say will be protected in a number of ways.  First, no ones name will be 
transcribed or taken down during the focus groups.  We will tape the group but when we 
transcribe it into writing the tape will be destroyed.  Further, these notes or transcripts will be 
accessible only to the Principal Investigator and research analysts for the project.  Finally, upon 
analysis the results will be put together with other results so that no one can tell who said what 
from any public, published analysis or reports of the focus group results. 
 

Review for the Protection of Participants 
Has not been sent to IRB as of yet.  When it has been approved the text will read: 
This research study has been reviewed and approved by the Institutional Review Board (IRB) at 
the University of Maryland. Questions or concerns about the protection of human subjects can 
be directed to the Principal Investigator (name and phone).   
 
Research Subject's Rights 
I have read or have had read to me all of the above.  [The focus group moderator] has explained 
the study to me and answered all of my questions. I have been told the risks and/or discomforts 
as well as the possible benefits of the study.  I understand that I do not have to take part in this 
study and my refusal to participate or my decision to withdraw will involve no penalty or loss of 
rights or benefits. The study personnel may choose to stop my participation at any time.  In 
case I have any questions about the study, I have been told I can contact: 

[principal investigator], 
[title],  
[institution], at  
[telephone] or [email]. 
 

I understand my rights and I voluntarily consent to participate in this study through my 
participation in this focus group. I understand what the study is about, how the study is 
conducted, and why it is being performed. I have been told I will receive a signed copy of this 
consent form. 
 
Subject Signature ___________________________________ Date _______________ 
 

For youth under the age of 18  
For youth under the age of 18 the guardian or foster parent must also sign below.  I understand 
what the study is about, how the study is conducted, and why it is being performed.  I 
voluntarily consent to allow my ward to participate in this focus group.  
 
Guardian/Parent Signature __________________________ Date _______________ 

 
For the Moderator: I certify that I have reviewed the contents of this form with the subject 
signing above. I have explained the known benefits and risks of the research. It is my opinion 
that the subject understood the explanation. 
 
Moderator Signature ________________________________ Date _______________ 
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Appendix 6: Fostering Safe Choices Project Survey 
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Appendix 7: Fostering Safe Choices Brochure 
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