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FOREWORD BY THE PRIME MINISTER

Britain has the worst record on teenage pregnancies in Europe. It is not a record in which
we can take any pride. Every year some 90,000 teenagers in England become pregnant.
They include nearly 8,000 who are under 16. Some of these teenagers, and some of their
children, live happy and fulfilled lives. But far too many do not.

Teenage mothers are less likely to finish their education, less likely to find a goed job, and
more likely to end up both as single parents and bringing up their children in poverty.
The children themselves run a much greater risk of poor health, and have a much higher
chance of becoming teenage mothers themselves. Our failure to tackle this problem has
cost the teenagers, their children and the country dear.

What is even worse is that the high rate of teenage pregnancies is not inevitable. While
the rate of teenage pregnancies has remained high here, throughout most of the rest of
Western Europe it fell rapidly.

As a country, we can't afford to continue to ignore this shameful record. Few societies
find it easy to talk honestly about teenagers, sex and parenthood. It can seem easier to
sweep such uncomfortable issues under the carpet. But the consequences of doing this
can be seen all round us in shattered lives and blighted futures.

That's why | asked the Social Exclusion Unit to study the reasons for our record on
teenage pregnancies, and to develop a strategy to cut the rates of teenage parenthood.

The report reveals the scale of the problem we face in this country and the cycle of
despair in which many teenage parents are trapped. It also shows how too many teenage
mothers — and fathers — simply fail to understand the price they, their children and
society, will pay.

It sets out just how poorly informed many British children are about sex and parenthood,
contraception and sexually transmitted infections. It makes clear that while more than
two-thirds of young people do not have sex before their 16th birthday, too many of those
who do lack the knowledge or confidence to say no, or not yet.

Let me make one point perfectly clear. | don't believe young people should have sex
before they are 16. | have strong views on this. But | also know that no matter how much
we might disapprove, some do. We shouldn’t condone their actions. But we should be
ready to help them avoid the very real risks that under-age sex brings. The fact is that
unprotected sex at any age is dangerous.

But the report is not just about what has gone wrong. It sets out how we can put it right.
It contains a package of measures to help dramatically reduce the rate of teenage
pregancies in Britain and to tackle social exclusion among young parents and

their families.

It sets out what we are doing to improve education and job opportunities. Most
teenagers who are likely to become pregnant come from poor areas, and from
disadvantaged backgrounds. Often they feel they have nothing to lose by becoming
pregnant. They badly need help at school and support to find jobs and follow a career.




It calls for a concerted campaign, involving all the different agencies and including
religious leaders and the media to give a clear and consistent message to teenagers about
the real impact of pregnancy and parenthood on their lives. It shows how we can and
must improve education on relationships and sex for teenagers. We must give teenagers
the confidence and the information so they don't feel compelled to have sex. Mo one
should become pregnant or contract a sexually transmitted infection because of ignorance.

It highlights, too, the importance of ensuring that teenagers are aware of the real
responsibilities of being a parent, including the financial responsibilities of being a father.
That means a bigger role for the Child Support Agency to ensure that all fathers,
including teenage fathers, cannot simply walk away from their children.

We must also do more to support teenagers if they do have a child. They should be strongly
encouraged to complete their education and keep in touch with the jobs market. Young
mothers should not be isolated in flats on their own. 50 we want to encourage teenagers
either to stay with their own parents or to move into supervised accommodation.

This is a comprehensive programme of action which we will put into practice straight
away. Our ambitious goal is to halve the rate of teenage pregnancies in ten years.

It will not be easy. It will mean putting aside prejudice and embarrassment to engage
in a mature debate. But we owe it to today's and tomorrow’s teenagers to get this right
at last.

To, Bl



SUMMARY

Scale

1. In England, there are nearly 90,000 conceptions a year to teenagers; around 7,700 to
girls under 16 and 2,200 to girls aged 14 or under. Roughly three-fifths of conceptions -
56,000 - result in live births. Although more than two-thirds of under 165 do not have
sex and most teenage girls reach their twenties without getting pregnant, the UK has
teenage birth rates which are twice as high as in Germany, three times as high as in
France and six times as high as in the Netherlands. Some other countries - notably the
US - have rates even higher than the UK. But within Western Europe, the UK now stands
out as having the highest rate of teenage births. This report sets out the Social Exclusion
Unit's analysis of the problem; the decisions the Government has made about how to
tackle it; and some issues on which the Government would welcome views,

Why it matters

2. The facts are stark:

This is a problem which affects just about every part of the country. Even the
maost affluent areas in England have teenage birth rates which are high by
European standards.

But it is far worse in the poorest areas and among the most vulnerable young
people, including those in care and those who have been excluded from school.

Although less than a third are sexually active by the time they are 16, half of those
who are use no contraception the first time, with hindsight most young women wish
they had waited and for a significant group, sex is forced or unwanted.

Teenagers who do not use contraception have a 90 per cent chance of conceiving in
one year and those who do not use condoms are also exposed to a range of sexually
transmitted infections (5Tls). In a single act of unprotected sex with an infected
partner, teenage women have a 1 per cent chance of acquiring HIV, a 30 per cent
risk of getting genital herpes and a 50 per cent chance of contracting gonorrhoea.

Of those who do get pregnant, half of under 165 and more than a third of 16 and
17 year olds opt for abortion - that means just over 15,000 under 18s a year having
an abortion.

Minety per cent of teenage mothers have their babies outside marriage, and
relationships started in the teenage years have at least a 50 per cent chance of
breaking down.

Teenage parents are more likely than their peers to live in poverty and

unemployment and be trapped in it through lack of education, child care
and encouragement.

The death rate for the babies of teenage mothers is 60 per cent higher than for
babies of older mothers and they are more likely to have low birth weights, have
childhood accidents and be admitted to hospital. In the longer term, their daughters
have a higher chance of becoming teenage mothers themselves.



Why are rates in the UK so high?

3.

In the 1970s, the UK had similar teenage birth rates to other European countries.
But while they achieved dramatic falls in the 1980s and 1990s, the rates in the UK
remained stuck.

However, there is no single explanation for their relative success and the UK's relative
failure; individual decisions about sex and parenthood are never simple to understand.
But three factors stand out:

The first is low expectations. Throughout the developed world, teenage pregnancy is
more common amongst young people who have been disadvantaged in childhood and
have poor expectations of education or the job market. One reason why the UK has such
high teenage pregnancy rates is that there are more young people who see no prospect
of a job and fear they will end up on benefit one way or the other. Put simply, they see
no reason not to get pregnant.

The second is ignorance. Young people lack accurate knowledge about contraception,
5Tls, what to expect in relationships and what it means to be a parent. Only around half
of under 165 and two-thirds of 16-19s use contraception when they start to have sex,
compared with around 80 per cent in the Netherlands, Denmark or the US. The reality of
bringing up a child, often alone and usually on a low income, is not being brought home
to teenagers and they are often quite unprepared for it. They do not know how easy it is
to get pregnant and how hard it is to be a parent.

The third is mixed messages. As one teenager put it to the Unit, it sometimes seems as
if sex is compulsory but contraception is illegal. One part of the adult world bombards
teenagers with sexually explicit messages and an implicit message that sexual activity is
the norm. Another part, including many parents and most public institutions, is at best
embarrassed and at worst silent, hoping that if sex isn't talked about, it won't happen.
The net result is not less sex, but less protected sex.

These three factors point to a single faultline in past attempts to tackle this problem:
neglect. Governments and society have neglected the issue because it can easily drift into
maoralising and is difficult for anyone to solve on their own. And the most vulnerable
communities and young people have been the most neglected of all. Teenage pregnancy
is a classic joined-up problem but has never had an agency or individual prepared to take
responsibility for tackling it as a whole.

What next?

10.

As societies and economies become ever more dependent on skills and knowledge, the
personal and societal costs of allowing significant numbers of teenagers to drop out of
education are much higher than they were a generation ago and in societies with far
better access to information than in the past, there are no good reasons why teenagers
should be as ignorant as they are about the facts of life and the role of contraception.

The UK cannot afford high rates of teenage conception and parenthood at the end of the
20th century. Other developed countries have seen their rates steadily fall.




11.

[

There is now a need to do better, drawing on a clear analysis of the problem, having
realistic but demanding goals and credible means of achieving them. There are many
Government programmes aimed at giving young people a better start in adult life and
these will help, but the specific issue of teenage pregnancy needs a specific remedy as well.

The Unit’s analysis has highlighted two main goals:

B Reducing the rate of teenage conceptions, with the specific aim of halving the rate
of conceptions among under 18s by 2010.

B Getting more teenage parents into education, training or employment, to reduce
their risk of long term social exclusion.

Action plan

13.

The action for achieving these goals falls into four categories:

B A national campaign, involving Government, media, voluntary sector and others to
improve understanding and change behaviour.

B Joined-up action with new mechanisms to co-ordinate action at both national and
local levels and ensure that the strategy is on track.

B Better prevention of the causes of teenage pregnancy, including better education in
and out of school, access to contraception, and targeting of at-risk groups, with a
new focus on reaching young men, who are half of the solution, yet who have often
been overlooked in past attempts to tackle this issue.

B  Better support for pregnant teenagers and teenage parents, with a new focus on
returning to education with child care to help, working to a position where no under
18 lone parent is put in a lone tenancy, and pilots around the country providing
intensive support for parents and child.

NATIONAL CAMPAIGN

14,

13.

Government cannot reduce rates of teenage conception and pregnancy on its own.
To achieve the goals set out above, there needs to be nothing less than a common
national effort to change the culture surrounding teenage pregnancy, involving
Government and professionals, opinion formers and the media, communities,
parents and teenagers themselves, in sending much clearer messages about teenage
sex and pregnancy.

To achieve these goals:

B the national campaign will target young people and parents with the facts about
teenage pregnancy and parenthood, with advice on how to deal with the pressures to
have sex, and with messages that underline the importance of using contraception if
they do have sex; and

B ocal campaigns in areas of high teenage pregnancy will be developed in collaboration
with print and broadcast media and with youth, faith and other organisations, to
reinforce the message.



JOINED-UP ACTION

16. To maximise the impact of the various measures set out above, it will be essential
to put in place new structures that co-ordinate action both nationally and locally.

At a national level:

a new task force of Ministers and an implementation unit led by the Department of
Health will ensure that Whitehall keeps focused on achieving the reduction in teenage
parenthood rates; and

an independent national advisory group on teenage pregnancy will be set up to advise
Government and monitor the success of the whole strategy.

At a local level:

B there will be an identified local co-ordinator to pull together all the local services that have a
role in preventing teenage pregnancy or supporting those that become parents. The local
community will be consulted and encouraged to play a part in achieving the reductions.
There will be extra money from central government to help in high rate areas.

BETTER PREVENTION

17. To reduce the teenage pregnancy rates at all ages, young people have to be
prepared far more effectively for sex and relationships, ensuring that they have the
means to deal with the pressure to have sex too soon. Parents are vital to ensuring
this happens, and they deserve better help in talking to their children. Young men
are half of the solution, yet they have often been overlooked in education and in
designing services. Groups at special risk of teenage pregnancy need special help to
avoid it. Specific measures include:

new guidance for schools on sex and relationships education which helps young people
deal with the pressures to have sex too young, and encourages them to use
contraception if they do have sex;

new school inspection and better training for teachers to bolster the new guidance;

a new emphasis on consulting parents about what their children should be taught
about sex and relationships, and practical help for them to talk to children about
sex themselves;

information campaigns to explain what support is available to parents in talking about
sex and relationships with their children;

focal implementation fund for integrated and innovative programmes (including, for
example, peer mentoring) in high rate areas;

new health service standards for effective and responsible contraceptive advice and
treatment for young people;

clear and credible guidance for health professionals on the prescription, supply and
administration of contraceptives to under 16s, including a duty to counsel them when
they seek advice on contraception;




a new national helpline to give advice to teenagers on sex and relationships and to direct
them to local services;

a national publicity campaign to tell young people they can talk to health professionals
about sex and contraception in confidence;

targeting young men with information about the consequences of sex and fatherhood,
including the financial responsibility to support their children;

sex and relationships education in and out of school will give particular attention to
involving young men;

getting social services to give priority to preventing teenage pregnancy for the children in
their care;

Young Offenders Institutions all offering parenting and sexual health classes;
giving sex and relationships education to children excluded from school; and

improving the overall framework for 16-18 year olds not benefiting from education,
training or employment (this is the subject of the Unit’s next report).

BETTER SUPPORT

18. Teenagers who become parents should not lose out on opportunities for the future.
Young parents should have the chance to complete their education and prepare to
support themselves and their family. Housing policies that have treated very young
parents as if they were already adults need to be reformed. Specifically that means:

better co-ordination so that pregnant teenagers get advice and support to stop them
falling through the cracks;

under 16 year old mothers will be required to finish their full time education, and be
given help with child care to ensure this happens;

16 and 17 year old parents will be able to take part in the Education Maintenance
Allowance Pilots from September 1999,

new help for teenage parents claiming benefit to find a job;

a pilated new support package for young parents to help them with housing, health care,
parenting skills, education and child care;

the solution for 16 and 17 year old mothers who cannot live with parents or partner
must be supervised semi-independent housing with support, not a tenancy on their
own; and

the Child Support Agency (CSA) will target fathers of children of under 18 year old
mothers for early child support action.
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EENAGE PARENTS: SCALE AND TRENDS

There are nearly 90,000 teenage conceptions a year in England resulting in
56,000 live births. Around 7,700 conceptions are to under 16s. This rate is higher
than any other Western European country. The UK has not matched their success
in reducing rates in the 1980s and 1990s. Ninety per cent of teenage births are
outside marriage.

Scale
1.1 In

1997, in England:

almost 90,000 teenagers became pregnant;
roughly three-fifths went on to give birth, 56,000 in total;

almost 7,700 conceptions were to under 16s (about 70 per cent to 15 year olds),
resulting in 3,700 births;

2,200 conceptions were to girls aged 14 or under; and

around 50 per cent of conceptions to under 16s ended in abortion.'

O legal
abortions
B live or still
births
age 13
15,000 10,000 5,000 0 5,000 10,000 15000 20,000

Source: OMS. Figures do not include miscarriages or illegal abortions.

1.2 A significant number of young women conceive more than once in their teens; one in six
teenagers who had an abortion in 1997 had already had an abortion or a live birth, and
2 per cent had both.? One survey found that around one in eight young women who had
their first baby in their teens went on to have a second child before they were 20.3
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2. A SOCIAL EXCLUSION PHENOMENON?

Teenage pregnancy is often a cause and a consequence of social exclusion. The
risk of teenage parenthood is greatest for young people who have grown up in
poverty and disadvantage or those with poor educational attainment. Overall,
teenage parenthood is more common in areas of deprivation and poverty, but
even the most prosperous areas have higher rates of teenage birth than the
average in some comparable European countries.

Risk factors

2.1 Research in the United Kingdom and in other countries shows that young people with a
history of disadvantage are at significantly greater risk of becoming parents in their teens.

Poverty is a key risk factor. Research using the ONS Longitudinal Study has shown
that the risk of becoming a teenage mother is almost ten times higher for a girl
whose family is in social class V (unskilled manual), than those in social class |
(professional).” Teenage girls who live in local authority or other social housing are
three times more likely than their peers living in owner occupied housing to become
a mother.®

Children in care or leaving care have repeatedly been shown to be at higher risk of
teenage pregnancy. Studies of the 1958 UK birth cohort found that women who had
been in care or fostered were nearly two and a half times more likely than those
brought up with both their natural parents to become teenage mothers.” For a more
recent generation, one survey showed that a quarter of care leavers had a child by the
age of 16,'? and nearly half were mothers within 18 to 24 months after leaving care.!’

Children of teenage mothers. The daughter of a teenage mother is one and a half
times more likely to become one herself than the daughter of an older mother."?

Educational problems. Studies of both boys and girls in the 1958 UK birth cohort
found that low educational achievement was a risk factor for teenage parenthood.
Studies have found that girls with low attainment and those whose educational
achievement declined between 7 and 16 were at greater risk than those whose
achievement improved or was high at both ages.' In one recent small survey of
nearly 150 teenage mothers in South London, more than 40 per cent left school
with no qualifications — compared with a national average in England in 1997-98 of
6.6 per cent.' Girls who truant or are school excluded are also at relatively greater
risk of becoming pregnant. One small study of 50 excluded girls showed that 14 per
cent had become pregnant during their period of exclusion.'*

Post 16. There is evidence of a strong link between teenage parenthood and not
being in education, training or work, for 16 and 17 year old women. In one study,
almost half of non-participants were mothers, compared with 4 per cent who were
in education, training or work. Further analysis suggested that about a third had
become pregnant while not in education, training or work.'®
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Ethnic minorities

2.4

25

2.6
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Multiple risk factors may also explain the over representation of some ethnic minorities
amongst teenage parents, an issue which some ethnic minerity groups highlighted in the
Unit's consultation.

There are no comprehensive statistics on either live births or abortions by ethnic group
because the mother’s ethnic group is not recorded at birth registration or abortion.
Information is collected on the mother’s country of birth, but this does not identify
women from ethnic minorities who were born in this country. However, we do have some
information from the Labour Force Survey,® the Policy Studies Institute’s report - The
Fourth National Survey of Ethnic Minorities, 1994°® and ‘Health and Lifestyle Surveys’,*’
conducted by the Health Education Authority (HEA). All of these surveys show that three
ethnic minority groups in particular - Bangladeshis, African Caribbeans and Pakistanis -
are at substantially greater risk of teenage parenthood than the national average.

The reasons for these variations are very complex, and further work on this should be a
priarity for future data gathering and research (see Annex 7 on the new research and
information programme).

For some groups, the main driver may be traditions of early childbirth within marriage.
A 1994 survey of Pakistani and Bangladeshi women in their 20s who had had a teenage
birth found that over 90 per cent were or had been married, compared with 55 per cent
for white women.?® Surveys have reported that Pakistani and Bangladeshi women are
least likely of all ethnic groups to have had sex before the age of 16.%°

The link between disadvantage and early parenthood will also impact disproportionately
on ethnic minority groups. For example, 41 per cent of African Caribbean, 82 per cent of
Pakistani and 84 per cent of Bangladeshi people have incomes less than half the national
average compared with 28 per cent of white people.*® Peaple from some ethnic minority
groups are disproportionately likely to be in the acute risk groups listed above, for
example in the care system or excluded from school. A number of groups consulted by
the Unit said that sexual health services were frequently not designed in a way that would
reach specific ethnic minority groups.

9]









2.10 But the match is not exact and deprivation is not the whole story. There are variations
between seemingly equivalent areas, so Shropshire’s teenage conception rate is more than
70 per cent higher than Cambridge and Huntingdon’s*? and Figure 10 shows that even
the most affluent areas usually have teenage birth rates that are higher than the national
rates in, for example, the Netherlands or France.

= Metherlands = = = France = = Germany
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Outcomes

3.7

3.8

There are many individual success stories, where parents and children cope well and do
well in the long run. But more often than not, the effects of long spells on benefit, poor
education, no work, stress and relationship breakdown have a long term negative effect
on teenage parents.

As a group, teenage mothers and their babies experience significant health deficits:
B Teenage mothers are 25 per cent more likely than average to have a baby weighing

less than 2,500 grams.*¢

B The infant mortality rate for babies of teenage mothers in the first year of their lives
is 60 per cent higher than for babies of older mothers.*”

W Mortality rates for both infants and children in the 1-3 age group are highest for
mothers in the under 20 age group.*®

B Post-natal depression is three times as common amongst teenage parents, with four
out of ten teenage mothers affected.*”

Teenage mothers are only half as likely as older mothers to breastfeed.*

B Children of teenage mothers are more likely to suffer accidents — especially
poisoning or burns — and twice as likely to be admitted to hospital as the result of an
accident or gastro-enteritis.*!










































5.10 Maintained secondary schools are required by law to make provision for sex education for
all registered pupils. Sex education is not fully defined in the law, but it must include
education about HIV/AIDS and other STls. Parents have a legal right to withdraw their
children from sex education, except those parts that are within the Mational Curriculum
(the Mational Curriculum covers teaching about hormeonal forms of contraception which
affect the body, such as the Pill or injections). Around 1 per cent of parents use the right
to withdraw their children. Many of those parents see this right as an important way of
ensuring that their children are brought up in accordance with their faith or culture.
Removal of the right would require a change to legislation, which is not currently being
considered.

Guidance

5.11 The DiEE issued guidance in 1994 on the content and purpose of sex education.'® This
guidance made a number of points about process and factors that schools should bear in
mind in designing policies. But it had little to say about what materials or information
were appropriate at what stage. This advice gives considerable latitude to schools on the
scope, quality and time spent on SRE, and this fact is reflected in the comments received
by the Unit from young people, teachers and parents.

Practice

5.12 In most schools SRE forms part of wider provision often grouped under the title Personal,
Social and Health Education. This is not part of the NMational Curriculum. It is a developing
discipline for which no specialist qualification exists.

5.13 In primary schools, practice seems to vary widely. Some schools do nothing, with the
result that girls start their periods with no idea what is happening to them and a small
minority become sexually active before they have received any sex education at all. On
the other hand, some primary schools provide detailed and extensive programmes from
quite early ages.

5.14 Most of the teachers who teach SRE or the wider PSHE are primarily teachers of another
curriculum subject, although the school nurse or other health professionals can play a
valuable role in promoting and teaching SRE; their clinical training and pastoral activity
giving them added credibility with pupils when discussing sex and contraception. With
the consent of the governors, some school nurses also provide confidential advice to
pupils on a range of issues, including sex, and can act as a bridge to GP and
other medical services for young people including, where appropriate,
emergency contraception.

5.15 SRE is not automatically included in OFSTED inspections. Inspectors may inspect lessons if
they are being taught while other inspections are taking place, but this is not mandatory.












6.1

6.2

6.3

6.4

The average age at which young people start having sex has been getting younger. It is
now 17; forty years ago it was 21 for women and 20 for men.'%

Figure 21 shows how the numbers of young people sexually active by age 16 doubled
between 1965 and 1991, with the rise most striking for girls. Some more recent estimates
put the numbers sexually active before age 16 as high as one in three'??

The HEA estimate that among sexually active 16-19 year olds, just over a quarter of boys
and nearly a half of girls had had two or more sexual partners in the last year.'™

B male

@ fernale

1964 1975 1891

Source: Schofield 1965, Famell 1978 and Jobhnson et al 1994,

Some of the fall in age of first intercourse may reflect falling ages of sexual maturity,
thanks to improvements in general health and diet. There is no consensus on exactly
what the average age of puberty now is for young women but teachers consistently
report more girls starting their periods in primary schools,'” and one study estimates
the figure to be 10 per cent.’® Girls themselves report a wide range of ages for starting
periods — from 8 to 15, with an average of 12 years and 7 months.'"
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7.8

7.9

(i) Clinics and doctors

In 1996-97, 76,700 girls under 16 attended family planning clinics, while 31,000 were
registered with a GP for family planning services (there may be some double counting in
these figures).'* Even where teenagers are aware of their rights under the law, a range of
practical factors can then inhibit them from using the services that are available:

B Llocation and opening hours are critical for teenagers who may be tied to a school
timetable and rely on public transport. One researcher has suggested that teenagers
are more likely to use contraception if they are within a 30 minute bus ride, or
20 minute walk of a clinic."*® For others, it is important to be able to use services
that are further from home and where there is no chance of being recognised.

B The Unit was often told in its consultation that young people are intimidated by the
atmosphere of many places that provide contraceptives. Young people have told of
not being allowed to make an appointment with a GP without a parent present; of
feeling that staff disapproved and made that clear; and of being given a ‘ration’ of
condoms that was smaller than they needed. Better advertising, accessibility and
improved privacy were seen by some as advantages of family planning clinics'*’
compared with GPs, but others believed that family planning clinics were for married
couples, or those who are about to get married.

B These problems were often acute for young men who saw services as run by and
for women.

B GPs receive a fee from the Department of Health for providing contraceptive
treatment to women, but not men. So there is no financial incentive for GP practices
to provide for better sexual health for men (and their sexual partners) through the
provision of advice, counselling and condoms.

B In many cases, the Unit heard of youth workers who provided condoms informally
to teenagers, where they were unable to get them from other sources.

(iii) Inconsistency in using contraception

Having the confidence and discipline to use contraception can be another struggle.

The Unit heard tales of young women who carried condoms but did not want to produce
them for fear of seeming calculating or promiscuous; and many young men who don’t
like them and women who lack the confidence to insist on using them. Generally, many
young people seemed to regard contraception as more ‘taboo’ than sex. Alcohol is
another factor: in one study, two-thirds of people who said drink was the reason they had
first had intercourse used no contraception.'*?

7.10 Poor skills in talking about sex, negotiating relationships and taking responsibility for the

outcomes may be a significant factor in the UK's high rates of teenage pregnancy.
Interestingly, one study found that a far higher proportion of Dutch boys - two and a half
times as many as their British peers — discuss contraception with their partners before
sex.' A US study in 1989 found that men often saw contraception as a purely female
concern, yet 40 per cent of women said they relied on men to use contraceptives.'
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grandparents provide financial support but the 1998 PSI study suggested that while some
family ties remained strong after news of the pregnancy, others deteriorated severely.'*®

Housing and family

9.15 For many, support from families is in the form of housing. Seven out of ten 15 and 16
year old mothers, and around half of 17 and 18 year olds, stay at home."® The rest tend
to live in care or social housing (council or housing association properties). One study of
young mothers under 20 found that, a year after the birth of their baby, one third were
in social housing tenancies with a further third on the waiting list."”® Studies have shown
that homelessness was twice as likely by the age of 33 for teenage mothers as for older
ones.'”! The Unit heard from many people that teenage parents were likely to be housed
in poor accommodation on large estates often away from family or other support.
Teenage parents were six times as likely as other households to live in areas dominated
by local authority housing.'”?

9.16 For many young mothers, a flat of their own with a young child is an isolating
experience, when they are already isolated from their peers by being a parent.'” Some
specialist housing and models of good practice do offer more adult and peer support,
child care, and help with education training and work, but these are not widespread.

Relationships

9.17 For many, lack of parental support is compounded by relationship breakdown. One study
found only around a half of teenage mothers were still in a relationship with the father a
year after the baby’s birth. The rest were usually single and without a steady partner.'”™

9.18 One study followed a group of 174 teenage mothers over 15 years: this found that only
20 per cent of the fathers were still in touch at the end of the period, though for a further
12 per cent there was still contact with an ‘early substitute father’.'™

9.19 More generally, research has shown that all partnerships entered into in the teenage years
are much more fragile than later partnerships. Half of all partnerships entered into in the
teenage years had broken up by the age of 33 compared with 1 in 5 of those formed in
the mid twenties.'™

Health

9.20 Four out of ten teenage mothers suffer from depression within a year of giving birth - almost
double the rate for single women of the same age living at homme.'”” Teenage mothers are
around twice as likely (8 per cent v 4 per cent) to perceive themselves as being in poor
health compared with women who remain childless in their teens.'” Individuals report a
range of stresses including conflict with their own parents, stress of child care on
relationships, problems budgeting, going short of food to feed the child; and feeling
stigmatised by others. For some, problems are compounded by a second unwanted pregnancy.



Parenting

9.21 In the Unit's visits, some mothers said the arrival of a child was an opportunity to show
and receive the unconditional love that they needed, and for some it was a spur to get
serious about life, for example by giving up petty crime, or starting to value education
more. But most of the teenage mothers the Unit spoke to said that they found parenting far
harder than they would have thought possible, and felt ill-prepared for the realities of it.

9.22 A study of 14,000 children born in Avon in 1991-92 produced some evidence to suggest
that coping problems were more common among teenagers than older parents. For
example, teenage mothers in the study were less likely than average to engage their
children in activities such as visits to the library or teaching nursery rhymes, and the
children watched more television than their peers. When their babies were 8 months old,
the teenage mothers’ score on accident prevention was lower than other mothers”.'™ In
the population as a whole, accidents, especially poisoning and burns, happen more often
to the children of teenage parents than to other children. They are much more likely to be
admitted to hospital after an accident or with gastro-enteritis in the first five years of life.'8¢

Support

9.23 Many of these problems might be less acute if there were more co-ordination of support
for vulnerable young parents. Sure Start will help with some aspects of this as it comes
on stream, but at the moment support peters out soon after the birth. Annex 2 gives
further details.

9.24 The midwife usually stays in touch for at least the first 10 days, but may visit for up to
28 days if she feels that the mother and baby require this. When the baby is about
10 days old, the health visitor carries out a home visit and first assessment of the family's
holistic health needs. Thereafter, the health visitor may have contact with the teenage
mother and her baby in a variety of settings, for example in the home, baby clinic or
parenting group. Social services will usually only play a role if the mother or child are
particularly vulnerable. Voluntary sector groups offer valuable support in some areas, but
access to these groups is not spread equally across the country. In the majority of cases,
the family is the only source of adult support available.

9.25 Research has shown that young fathers often want to stay in touch with their children and
play a proper part in their upbringing.'® Yet in a small case study on teenage parenthood,
focused on a London borough in 1998, it was found that there were no established networks
for men or fathering, and that there were few young fathers groups existing in London.'®

Looked-after young parents

9.26 Teenage mothers in or about to leave care face many of the same sorts of problems as all
new teenage mothers - learning to be a parent, finding somewhere to live, getting back
into education, finding some child care. They are, however, even less likely to have
consistent adult support to back them up and will be more likely to have to move.

9.27 Launching a 16 or 17 year old care leaver with a baby into their own flat with minimal support
is a recipe for disaster. But there is a short supply of both foster carers and suitable
supported accommodation. Semi-independent units with consistency of staff support and
some autonomy are often the best option.
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Impact

The A PAUSE programme is continually evaluated via the Year 11 questionnaire.
Results evaluating the overall effects of the school programme, assessed against local
and distant control schools, demonstrate that pupils aged 16, who have received the
programme, increased their knowledge about sex, contraception and S5Tls; were less
likely to believe that sex is important in relationships; were less likely to be sexually
active; were more tolerant of the behaviour of others; and nearly twice as likely to
say that sex education was "OK’.

WEST WALKER PRIMARY SCHOOL, NEWCASTLE

Situated in one of the poorest parts of Newcastle, the school aims to prepare children
to become responsible and valued members of society and to take an interest in them
as individuals and show genuine caring when they talk about themselves and their
lives. The school takes an innovative approach to teaching PSHE, by incorporating it
in the literacy hour and other curriculum areas. For example, using well known
characters from literature to challenge whether stereotyping is fair, such as ‘Stig of the
Dump’, a character who is outside the ‘norm’, but who is trustworthy and fair.

Approach — Unit members saw an example of PSHE in the literacy hour when they
visited the school. The lesson was about a young girl who had been influenced by her
‘friends’ to commit a crime. The class studied a piece of text involving a heated
conversation between the girl and her parents. Working from the text, the class were
asked to think about what motivates pecple to behave in certain ways, to analyse the
attitudes of the mother, the father and the girl herself and to consider the different
emotions and feelings of the characters at different points in the discussion.

Role playing - the exercise also included role playing to encourage the children to
think about issues from others’ points of view, After studying the police statement,
one of the children, playing the part of the young girl, was questioned by the rest of
the class acting as police officers. The aim is to expose pupils to a range of feelings
and experiences.

Visitors — the school encourages members of the local community to visit the school
and, through discussions with pupils, allow the young people to gain insights into the
feelings of those with whom they may not otherwise come into contact. For example,
a group of disabled people recently visited the school and pupils were introduced to
sign language.

Community - the school is very actively involved with the local community and a café
on the premises is regularly used by parents — helping them to become fully involved
in the life of the school. The school plays an important role in encouraging parents to
undertake training and further education in their own right. Attached to the school is
a community facility in which parents can train to be classroom assistants, créche
workers or to develop their computing skills. The school also employs a worker who
is able to discuss parenting issues and family difficulties with parents.

Impact

Tnl'z‘:choul has received excellent OFSTED reports and has been particularly praised
for the quality of its PSHE. In addition to strengthening PSHE, the school has increased
its SAT scores — helping to treble the scores of its pupils in English, maths and science
in the last three years. From being half empty only a few years ago, West Walker now
has a waiting list.
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TEENSTARS - LINCOLN MULTICULTURAL MIDDLE SCHOOL, WASHINGTON D.C.

The programme is delivered by the Latin American Youth Center, a local multi-
cultural, multi-service community youth organisation. The Teens Trained Around
Responsible Sexuality (TEENSTARS) project is a school-based prevention project
whose goal is to prevent teenage pregnancy through promotion of abstinence and
to establish a comprehensive and integrated approach to the delivery of services to
students and their families.

Holistic approach — a combination of sexuality education, social skills enhancement,
family activities and a public awareness campaign. The target population is 9-14.
The programme uses the ‘Sex Can Wait’ curriculum for the school-based element.
This element is led by an adult facilitator, not a regular classroom teacher.

Core members - typically four or five young people, aged 17-26, assist in the
classroom. Around a third of these mentors/assistants have previously taken part in
the programme themselves. They also play a part in the regular course of the school
day, helping individual pupils with English and maths skills. Many of the core
members have gained specific skills and increased their own confidence and self-
esteem through working with the project and the majority are now going on to
college and employment.

Content = the activities in each five week project are designed to begin to teach young
people life skills that can help them to act in their own best interest in all areas of
their lives. There are three particular areas of emphasis: Knowing Myself, Relating to
Others, and Planning My Future. The emphasis is on addressing many different forms
of risk-taking behaviour (such as substance abuse) and making the link between these
and unintended pregnancies and 5Tls. Although the programme does not specifically
cover contraception, the Latin American Youth Center does provide a separate clinic
for teenagers where they can receive advice and services.

Community base — one of the great strengths of the programme is the existing links
that the Youth Center has with the local community. Set up over 30 years ago to
support the local ethnic minority communities, the Center has extremely well
developed links with local schools, health services, the local radio station and local
training services and employers. The Center sees its work in preventing teenage
pregnancy as a continuation of its main work of raising self-esteem and self-reliance
in the local community.

Impact

Pre and post programme tests have been developed to measure participants’
knowledge and attitudes to STls, sexual activity, abstinence and other topics, and
initial results from these tests are encouraging. A six month follow up test will be used
to measure further changes in behaviour and attitudes. The Center is hoping to get
the Pan-American Health Organisation and George Washington University involved in
some further evaluation programmes. Efforts to involve parents in the programme
have so far been largely unsuccessful. In recognition of this, the Center is planning
new ways of reaching parents, including a programme of active outreach.




PROJECT REACH YOUTH, INC (PRY), BROOKLYN, NEW YORK

PRY was founded in 1968 as a volunteer driven, homework help programme. Since
that time the organisation has grown to become a major player in the field of youth
leadership development, education and outreach. The organisation has a staff of
around 100 and is funded mainly through donations from private foundations.

In 1989, PRY developed a peer education programme which aimed to curb the
spread of HIV/AIDS amongst adolescents through raising knowledge and skills and
changing attitudes. The result, project SAFE (Speak out on AIDS Facts and Education)
now trains over 250 peer educators a year, who in turn reach over 5,000 teenagers in
schools, teenage hang-outs and leisure facilities, care homes and juvenile justice
facilities. The focus of the project now includes the issues of pregnancy prevention
and violence reduction.

Peer educators — are recruited from the communities in which they will be working,
often from particularly high-risk populations - those involved in the juvenile justice
system and those who are habitually out of school. Before being trained in the specific
issues of pregnancy and HIV prevention, the peer educators take part in intensive life-
skills training covering issues such as gender roles, diversity, conflict resolution and
decision making. Peers make a one year commitment before participating in the
programme, In return, their work can count towards school grades and they receive
stipends during their time with the project. They also receive formal accreditation as
peer educators on completion of their training. Over the course of their participation,
peer educators themselves improve their academic outcomes, begin to prepare for
college and a career, and take an important leadership role in their community.

Peer video production — in addition to the regular peer education work, a number of
young people are working with a local community arts organisation to produce a
video on the issue of teenage pregnancy and parenting. At the same time as
interviewing their friends, adult members of the community, and medical and social
service workers, the teenagers also have the opportunity to explore their personal
attitudes to this issue.

Peer Theatre Company - trains advanced peer educators in acting and theatre skills
aver a series of 12-14 weeks. Together the young people develop a production which
includes a series of sketches exploring issues such as peer pressure, dating,
relationships, stereotypes and substance abuse, which can then be presented to local
young people and other members of the community. After the production, the
young people remain in character to field questions and share information with the
audience. Initial training for the company came from The NiteStar Program, itself a
theatre-centred educational programme for young people, based in the Adolescent
Medicine Division of a large local hospital.

Impact

Evaluation techniques have included pre/post testing, observation and feedback, as
well as more formal independent evaluation set up with the help of a local college.
Further evaluation is currently under way. Anecdotally, there is no doubt that
involvement with the SAFE project has been of great benefit to many of the young
people who receive the peer education. Initial results suggest that attitudes and
feelings had changed in the peer educators, and that their self-esteem had increased.
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BRONX CENTER, PLANNED PARENTHOOD OF NEW YORK CITY, INC

Planned Parenthood of New York City runs sexual health clinics and community based
programmes to promote sexual health, prevent teenage pregnancy and to prevent
5Tls including HIV. They have three promising programmes running in the Bronx and
are also beginning to engage local businesses in their campaigns to reduce teenage
pregnancy. The Bronx has very high rates of teenage conceptions (168 per thousand),
live births (79 per thousand) and abortions (80 per thousand) amongst young women
aged 15-19 years (1996 figures). There is also a very high level of joblessness and
poverty amongst the mainly African-American and Hispanic population.

Teen Advocates - twenty local young people aged 14-20 have been recruited through
church and faith groups, local settlements and community organisations and carefully
trained to be peer educators. They use interactive theatre presentations and discussion
with the audience to educate about sexual health and pregnancy prevention. The
Teen Advocates are exceptional at engaging young people because they are from the
community and use teen language and realistic situations in their skits. Performances
are in schools, churches and other community bases and have included:

B It’s up to You Boo’ — a skit about abstinence. How do you decide when you are
ready to have sex? How do you decide what is right for you? Watch as Sandy
makes a difficult decision.

B ‘Maybe Baby’ - a skit about self-esteem and decision making. A young girl who
feels she is lacking in love from family and friends is on the verge of making a
decision that will change her life forever.

There has been only one drop out from the group and all the peer advocates report a
very positive effect on their own education and achievement. The skits are very well
received and enjoyed by audiences and the collation of immediate feedback forms
shows a positive effect in developing confidence in dealing with sex and relationships.
This group has performed before over 1,000 teenagers in the past year.

Parent Education - the adult role models all come from the same area of the Bronx but
have had many different life experiences. Some adults came to the programme as
established community leaders, such as PTA presidents and church choir members,
while others had histories of addictions or other problems before becoming a part of the
programme. They have been recruited through community centres and housing projects
and trained to help parents talk to their own children about sexuality and relationships.
Participants must complete a rigorous four month training programme on child and
adolescent development, birth control, and sexual health, as well as running workshops
and special events in the community for other parents and young people. Parents are
paid for their participation in the training and for running workshops. This has proved a
successful way of engaging members of the community because they understand the
challenges and barriers faced by their peers.

Sisters — the staff of the Bronx Center run 12 week groups for the sisters and daughters
of teenage mothers. Research indicates that this group is at a four to six-fold risk of
becoming pregnant at an early age. The groups discuss growing up and dating,
relationships and staying healthy and future plans and decisions.

Impact
Research on the Teen Advocates indicates that their knowledge about sexual health

issues has increased dramatically and that their general risk-taking behaviour has also
been positively affected by their work. Teenagers who have seen a Teen Advocate
workshop report an increased intent to discuss sexuval health topics, including birth
control and condoms, with their partners and friends following the workshop.
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ADOLESCENT SEXUALITY AND PREGNANCY PREVENTION PROGRAMME
CHILDREN'S AID SOCIETY, NEW YORK

First set up by Dr Michael Carrera in 1985, the programme works by integrating
sexuality and family life education with academic support, career training, health care,
counselling, sports and a guarantee of admission to college for every young person
{or their parent) who completes the programme. It starts at age 12 and can continue
past high school, giving young people compelling alternatives to pregnancy and the
tools to achieve their goals. Currently operating in 20 states, the programme is run on
a franchise basis, with community leaders who express an interest in developing a
programme in their area being provided with the necessary training and support.

Programme content — there are five main activities in each programme, as well as
healthcare services:

education - including homework clubs, intensive tutoring and extra lessons;
career guidance and job training - including practical, paid, work experience;
art and drama — developing the creative talents of young people;

family life and sex education — age appropriate sexuality education; and

sport - building discipline and self control through individual sports.

All the young people receive free, high quality medical care, access to mental health
specialists and general health care advice.

Intensity — the programme operates six days a week, young people arrive straight from
school and stay for between two and five hours depending on their age. All the
programmes have an active outreach element so those who ‘default’ on the
programme can be quickly encouraged to rejoin.

Participants — those encouraged to join are young people who have all the indicators
for future failure - poor school attainment and often families where substance abuse
and violence are common. The young people often come from communities where
there is little experience of regular employment. Stipends are earned by all young
people through the Employment Program (usually every two weeks), on the condition
that they open a bank account - a further aid to developing their future.

Location — the Children’s Aid Society has developed and helped implement 12
programmes in Mew York and 33 programmes in other cities in the US. Based in
existing community facilities such as youth clubs or leisure centres, all are financed
from private donations. Although the programme is similar to ‘after-school” clubs, it
does not directly involve schools.

Parents — are closely involved with all stages of the programme. Parents must enter
into a contract with the programme providers to enable their children to participate.
Parents are encouraged to attend at least once a month. There are opportunities for
discussions between workers and parents about talking to their children about
sexuality, as well as ongoing meetings and personal support. The community workers
employed by the programme are fundamental in carrying out this work with parents.

Impact

Two separate evaluations have shown that young people involved in the programme

stay in school longer, delay sexual activity longer and attend college at higher rates than

their peers. Compared to the US teenage pregnancy average of around 1 in 10, those
young women leaving the programme have only a 1 in 25 risk of teenage pregnancy.
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INWOOD HOUSE, MEW YORK

Inwood House provides information and support to teenagers in developing the skills
and self-esteem they need to resist negative peer pressure and lead independent,
productive lives. It runs a range of programmes aimed at preventing teenage
pregnancy and providing support for pregnant and parenting teenagers.

Sexuality education - Teen Choice is a comprehensive sexuality education programme,
including counselling and parent outreach, teacher training and recreational activities.
Project IMPPACT (Inwood House Pregnancy Prevention and Care for Teens) is an
abstinence-based education curriculum. Both projects follow a small group mental
health model led by masters-level social workers. The groups, which include both
boys and girls, meet weekly over a one or two semester period. The goals of the
programmes are to assist adolescents in making a healthy transition to adulthood;
delay the onset of sexual activity for those who are not yet sexually active and
increase positive decision making amongst those who are sexually active; to reduce
the incidence of pregnancy and STls; and to assist parents and their children in
communicating with each other about sexuality.

Boys and young men - there are also programmes which work specifically with boys
and young men to deter them from becoming teenage fathers with mentoring,
counselling and meaningful after-school activities. For teenage fathers there is a
Young Fathers programme to provide support in education and finding employment
as well as parenting classes to enable the young men to take on their share of
parental responsibility.

Supporting parenting teenagers — Inwood House supports pregnant teenagers with a
maternity residence for homeless, pregnant teenagers, where they receive pre-natal
care, balanced nutrition, educational programmes, and parenting classes, as well as
peer to peer mentoring to address the realities of being a teenage parent. The
mentors gain self-esteem by serving as positive role models. The Adolescent Parents
in Training programme provides a support network, educational and vocational
counselling, independent living skills training and parenting classes once the
teenagers become mothers. For those teenage mothers in foster care who could
still benefit from the guidance of a family environment, Inwood House provides
mother/baby foster homes. Child care services are provided to enable mothers to
continue their education and training.

Impact

Evaluation of Project IMPPACT looked at a wide range of variables including locus of
control, self-esteem, parental relationship and communication, attitudes towards
teenage sex and pregnancy and sexual behaviour. In addition to pre and post
programme testing, there was a one year follow-up. It found that a small group/mental
health programme contributed to attitudinal and behavioural changes consistent with
postponing sexual activity and preventing pregnancy. The post-programme testing

has found that, although students who were sexually active before the programme
began increased their knowledge of sexuality, there had been little comparative change
in their attitudes and sexual behaviour. Inwood House is currently engaged in a
comparative follow-up evaluation comparing the impact of the Teen Choice
comprehensive programmes and the Project IMPPACT abstinence-based programmes.
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Approach - the Young Men’s Clinic reaches out to young men through a variety of
means. During the clinic’s first couple of years, staff from the clinic co-sponsored
summer basketball tournaments, videotaped young men playing basketball in local
playgrounds, and offered them the opportunity to watch the video in the clinic -
giving the workers the chance to introduce the young men first to sports health and
then to more general health issues, including an emphasis on reproductive health.
Currently, the clinic social worker reaches out to adolescent and young adult males
through a variety of methods which are less labour intensive such as periodic mailings
to neighbourhood educational and social service agencies and involvement in
community coalitions. The worker conducts brief health education group activities in
the family planning clinic waiting room to encourage and enable female partners who
are visiting the clinic to refer their male partners to the Young Men’s Clinic. The group
focuses on testicular cancer amongst young men; asymptomatic chlamydia;
communication in relationships and general information about men’s health services,
including how to make an appointment. Men accompanying their partner for
reproductive health visits are engaged in private discussions and then offered
appointments to the clinic.

Range of services — a wide range of primary health care services (for example physicals
for employment and sports participation) are provided during the clinic’s two sessions,
with a focus on sexual and reproductive health. Invitations to be screened for 5Tls

are extended to all sexually experienced men. Volunteer medical and public health
students, physicians and social work staff assess young men’s physical and psycho-
social needs. Intensive individual health education including role playing is provided
to enable men to increase their use of condoms as well as their support and open
communication with sexual partners about contraception and 5Tls. Short term case
management is provided by the social worker for men needing connection with
employment, educational, mental health, or other services.

The clinic creates an inviting ‘male-friendly’ service environment, for example by
showing entertainment and sports videos in the waiting room, as well as by
conducting at least one health education activity in the waiting room at each session.
The clinic tries to maximise ‘teachable moments’ during which men can increase their
reproductive health knowledge, and critically examine their own behaviours as well as
the beliefs, attitudes, and values underlying those behaviours. Waiting room group
activities encourage men to role play health protective skills such as using a condom
and communicating with a sexual partner.

Impact

Formative evaluation of interventions is conducted on a regular basis. For example,
a quasi-experimental evaluation of outreach groups working in family planning clinic
waiting rooms showed that men were twice as likely to be referred to the Young
Men's Clinic by their female partners during the months when targeted groups were
offered as compared to months when they were not. As a result of these findings,
waiting room activities have become a routine part of the family planning clinic
operation. The clinic has been able to show that among the subset of males who in
calendar year 1995 made both an initial and follow-up visit, reported condom use at
last sexual encounter increased from 32 per cent to 47 per cent, and that there was
an increase in the proportion who reported talking with their sexual partner about
birth control use, from 43 per cent to 67 per cent.




TEEN TOT CLINIC, UNIVERSITY OF MARYLAND, BALTIMORE

Managed through the Division of Pediatrics and Adolescent Medicine at the
University, in addition to medical and nursing staff, the clinic employs a full time
masters-level health educator, social worker and nutritionist. The clinic takes a broad
psycho-social approach to its work. In addition to contraceptive advice, there is
intensive counselling, classes in parenting skills and the development of relationship
skills. This includes outings, such as picnics, parties and family fun days, to gain the
involvement of grandparents and siblings. The clinic works with many of those who
live in the poorest parts of the city, and who suffer from many of the associated
problems, including substance abuse, violence and sexual abuse.

Aims - to:
B decrease repeat conceptions to pregnant and parenting teenagers;
increase immunisations in infants;

facilitate the young maother’s return to education; and

to improve the parenting skills of the mother.

Access and services - the opening times of the clinic include evenings to enable
mothers to attend without missing either their education or employment. Long term
injectable contraceptives are increasingly popular. They remove the need for those
young women who use the clinic and whose lives are often disorganised to remember
to take oral contraception. One such injectable contraceptive, Depo-Provera, is used
by over 30 per cent of young women at the clinic.

Qutreach — the University also has links with a walk-in clinic in a local shopping mall
which increases accessibility for young people. The clinic undertakes very positive
outreach to keep in touch with young wemen whe use the service. This includes
getting the young woman’s permission to contact her via the school, by letter and by
telephone - this enables staff to ensure that young women are reminded to re-visit
the clinic for further services and advice. Staff are available 24 hours a day.

Teen Tots Dads programme - is an extension of the Teen Tot Clinic. It aims to
strengthen the father’s role as a parent and to promote safer sexual activity. The
programme provides retreats to take the young men out of their normal environment.
A specialist worker is employed. Work is done around relationships and building self-
esteem. Many of the young men have never received positive fathering themselves
and need to develop the understanding and skills to father, The programme helps the
young men address issues of education to build their prospects and supports them in
finding employment, offers addiction counselling, transportation to the programme
and 24 hour access to the facilitator. The programme targets the partners, or ex-
partners of those young women who use the regular clinic.

Sisters programme — there is also an outreach programme for the younger sisters of
pregnant and parenting teenagers. The main cost for the clinic is providing
transpartation to bring the younger sisters to the programmie. In order to improve
health and social outcomes, a clinic is also run for the parents of teenage mothers to
help them support both their child and grandchild.

Impact

A lf::tml group evaluation for the programme is currently being established. However,
there are already a number of positive indicators — the outreach programme has led to
80 per cent of the young women maintaining consistent contraceptive use one year after
first coming te the clinic, which compares favourably with only 29 per cent where
outreach is not involved. Eighty per cent of the Depo-Provera users were also consistently
using condoms. After two years with the clinic less than 12 per cent of mothers have had
another child. In addition, there are a number of other general health benefits — 100 per

cent of 2 year old children, whose mothers attend the clinic, have been immunized.
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ANNEX 2: GLOSSARY OF GOVERNMENT PROGRAMMES WHICH
IMPACT ON TEENAGE PARENTHOOD

The UK's first government strategy on sexual health was launched earlier this year.
Over the next year, the Government will work in partnership with health services,
voluntary and community groups and professionals to develop a framewaork which will
set a programme of action on sexual and reproductive health for all health authorities
and local authorities in England. The framework will be published next year. (Lead
department: Department of Health.)

The NHS will work with local authorities and other local partners to develop a Health
Improvement Programme (HImP) to be in place by April 1999. The HimP will identify
priorities to improve the health and health care of the local population. It may be
appropriate to include teenage pregnancies and teenage parenthood as local priorities
for action. (Lead department: Department of Health.)

The first wave of 11 Health Action Zones {(HAZs) was announced in 1998 and a
second wave of 15 HAZs in April 1999, targeting special efforts on areas of
deprivation and high health need. They aim to reduce health inequalities and
modernise services, Each HAZ has identified priorities within its area, which may
include measures to prevent teenage parenthood and services for young parents.
(Lead department: Department of Health.)

There are a number of new flexibilities which are being introduced into primary care.
Primary Care Groups will, from April 1999, introduce increased accountability for
primary care provision. There may be a need for targeted incentives to improve access
for young people to contraceptive advice in primary care through, for example,
appropriate training for GPs and their staff. (Lead department: Department of Health.)

Sexwise was established by the Department of Health in March 1995 as part of the
Health of the Nation action towards reducing under 16 conception rates. It offers free,
confidential telephone advice with the opportunity to talk to a trained adviser about
sex and personal relationships and currently receives about 2,500 calls per day.
Sexwise has proved very popular which means that a substantial number of callers

are unable to get through. (Lead department: Department of Health.)

NHS Direct is a telephone advice line, staffed by nurses, which gives patients advice
on how to look after themselves as well as directing them to the right part of the NHS
for treatment if they need further medical help. Originally available in three pilot
areas, the advice line has now been extended and will be available across the country
by the end of 2000. (Lead department: Department of Health.)

The Quality Protects programme and other associated initiatives will improve the
outcomes for looked-after children in particular and children in need generally and are
likely to lead to lower teenage conception rates among this group. The programme
will be delivered by local authorities who were asked to submit their action plans to the
Department of Health by January 1999. (Lead department: Department of Health.)

The Healthy Living Centres initiative was launched at the end of January 1999 by the
New Opportunities Fund. This initiative will receive £300 million from Lottery Funds to
target the most deprived sections of the population in order to reduce health
inequalities and improve the health of the worst-off in society, by 2002. It will be
flexible enough to allow for innovative proposals and the different needs of each
community, with local key players working in partnership. The type of projects which
might be funded could include reproductive health groups and parenting classes.
(Lead department: Department of Health.)

Education Action Zones are local clusters of schools - usually a mix of not more than
20 primary, secondary and special schools - working in partnership with the local
education authority, parents, businesses, TECs and others. The partnership will
encourage innovative approaches to tackling disadvantage and raising standards. (Lead
department: Department for Education and Employment.)







Measures to help teenage parents prepare for work and help with fi
With resources of £190m, the New Deal for Lone Parents (NDLP) offers a personal
advisor service delivering a comprehensive package of advice and support on searching
for a job, training and child care opportunities tailored to meet the needs of individual
lone parents. It is aimed at lone parents whose youngest child is of school age, but
parents of younger children are welcome to join. The NDLP can help with child care
and travel costs for those who participate in training or attend job interviews, whilst
assistance to cover training fees may also be awarded. (Lead departments: Department
for Education and Employment, Department of Social Security.)

The New Deal for Communities (NDC) is designed to tackle multiple deprivation in
the very poorest neighbourhoods. It aims to offer people the opportunity of real and
lasting change by improving job prospects; bringing together investment in buildings
and investment in people; and through better neighbourhood management and
delivery of local services. NDC has resources of £800 million over the next three years
to support this programme which aims to bring together local people, community
and voluntary organisations, public agencies, local authorities and business in an
intensive local focus to tackle the problems inherent to these neighbourhoods.
Seventeen local authority districts have been selected as eligible Pathfinder Areas,
because their problems are very severe, and are now developing their local
programmes. More areas will be included in the programme in later years. (Lead
department: Department of the Environment, Transport and the Regions.)

The New Deal for 18-24 year olds aims to help young people who have been
unemployed and claiming Jobseekers’ Allowance for six months or more to find work
and to improve their prospects of staying in work. Local partnerships will work
together to bring down levels of long term unemployment and to improve the
employability of young people in each area. (Lead department: Department for
Education and Employment.)

Under ONE (formerly Single Work Focused Gateway), people of working age coming

into the benefits system will be given support and help in removing barriers to work.

The first pilots begin in june 1999, (Lead departments: Department for Education and
Employment, Department of Social Security.)

The Working Families Tax Credit will be a new tax credit payable to many working
families on low or middle incomes and will include a child care tax credit. It will be
introduced in October and will replace Family Credit. It will be paid through the wage
packet from April 2000. (Lead departments: Department for Education and
Employment and Her Majesty’s Treasury.)

Under the National Childcare Strategy, a Green Paper Meeting the Child Care
Challenge, published in 1998, set out the Government's plans for good quality child
care for all children aged 0-14. The Strategy is being taken forward at local level
through the Early Years Development and Child Care Partnerships. (Lead
department: Department for Education and Employment.)




‘Measures which support pregnant teenagers and young parents

The Department of Health has provided funding for the Mational Children’s Bureau
to develop a self-help guide Time to Decide, to support young people in care when
making decisions about pregnancy. It includes information about adoption, fostering,
abortion, caring for themselves and a new baby, and the further help and support
needed to do this. (Lead department: Department of Health.)

A new £540 million programme called Sure Start co-ordinates help for families in
greatest need to ensure that their children get the best possible start in life. Help will
begin with a visit to every local family from an outreach worker within three months
of the baby’s birth, in addition to other support currently provided. Sure Start will
support parents as much as children and may include training for work and help with
parenting problems. The first programmes will be up and running by early summer
1999 and by 2002 there will be over 250 Sure Start programmes across England.

A new National Family and Parenting Institute will provide the best possible advice
and information on all aspects of family life — particularly the role of parents - to
government and to groups working to help families across the country. (Lead
department: Home Office.)

The Child Support scheme supports the principle that parents should take the main
responsibility for maintaining their children. Child support can play an important part
in helping young people understand the responsibilities of parenthood by spelling out
the costs of raising a child. (Lead department: Department of Social Security.)

The Housing Investment Programme is the process by which capital funding is
allocated to local authorities to build new housing. Local authorities submit their bids to
the Government Offices for the Regions who decide how much funding each local
authority receives. (Lead department: Department of the Environment, Transport and
the Regions.)

Some teenage parents live in supported accommodation which provides a range of
special services to meet their needs, such as mother and baby hostels where full time
help and support may be given. The Government is introducing new arrangements
for funding supported accommaodation from April 2003 and will allocate a budget to
local authorities which will encourage local services to work together to meet clients’
needs. (Lead departments: Department of the Environment, Transport and the
Regions, Department of Health and Department of Social Security.)
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ANNEX 4: GUIDANCE TO PRIMARY AND SECONDARY SCHOOLS
AND ADVICE FOR TEACHERS

Revision of DfEE circular 5/94

Education Act 1993 Sex Education in Schools

The guidance for primary schools should cover:

how school governors need to comply with the requirement to have a school policy
on SRE and must consult with parents when drawing up the policy. There should be
targeted consultation with parents before the transition year about the detailed
content of what would be taught;

whether and how the school might be used as a base for offering support to parents
in talking to their children about sex and relationships and how to link this with
what is being taught in school;

education about relationships such as friendship and bullying and the importance of
self-esteem in the early primary school years;

the importance of age appropriate methods of teaching, and how the
developmental differences among children, particularly in the transition year, may
require support and training for teachers answering questions that are not best dealt
with in front of a whole class and the provision of individual and small group
teaching for some children;

clear parameters on what children should be taught in the transition year
immediately before moving to secondary school - to include bodily changes related
to puberty, such as periods, and how a baby is conceived and born (this should be
linked to education about relationships); and

guidance for schools on what action should be taken if they have concerns about a
child’s level of sexual awareness or activity, including the help that can be called on
from other agencies. This should be linked to the locally agreed child protection
procedures.

There will be occasions when a primary scheool teacher is directly approached by a
primary age child who is sexually active or is contemplating sexual activity. The current
DIEE circular 5/94 states that the teacher should immediately inform the head, who in
turn should ensure that the child’s parents are informed.

The new guidance should:

make clear that each school should designate a member of staff (this could be the
SRE teacher, or other member of staff with pastoral responsibility or on-site health
professional) to whom teachers can go with a child who is in, or contemplating, a
sexual relationship; and the designated member of staff should make sensitive
arrangements, in discussion with the child, to ensure that parents or carers are
informed and that child protection concerns are addressed and that, where
appropriate, help is provided for the child and family.
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For secondary schools, the guidance should again stress the importance of
consultation with parents. It should also clarify the principles of good practice
for content and delivery.

On content this would include the need to:

W set sex education within a broader base of self-esteem and responsibility for the
consequences of one’s actions;

W give young people a clear understanding of the arguments for delaying sexual
activity, reasons for having protected sex, and the ways of resisting pressure to have
unwanted sex; and

B provide full information about contraception and how it can be accessed, including
information about local services; give young people the confidence and skills to
judge what kind of relationships they want and put that into practice, avoiding
being pressured into unwanted or unprotected sex (this should link with issues of
peer pressure and other risk-taking behaviour such as drugs, smoking and alcohol).

On delivery, guidance would cover issues such as:

M how to consult parents in advance and help them to build their skills in talking to
their children;

B how people other than teachers (school nurse, other health professionals, youth
workers, peers, teenage mothers and fathers) can be involved in SRE lessons;

B use of single sex groups, individual sessions and special arrangements for different
ethnic and faith groups; boys should be engaged at least as much as girls;

B developing peer education and mentoring; and

B how those who miss SRE lessons can catch up on another occasion, including the
need to ensure that it is covered in education for those out of school.

It is desirable that any young person who is having sex or contemplating doing so talks
to their parents or carers about it. The law allows health professionals to see and in

some circumstances treat young people confidentially, and part of this process includes
counselling and discussion about talking to parents. One of the recommendations of this
report is that young people should be more generally aware of the law in this area and of
local services to which they can go. Good SRE in schools has a role in delivering this
information.

MNonetheless, there may be cases where a teacher learns from an under 16 year old that
they are having, or are about to have, sex. In these circumstances, schools ought to be in
a position to takes steps to ensure that:

B  wherever possible, the young person is persuaded to talk to their parent or carer;

W any child protection issues are addressed; and

B that the child has been adequately counselled and informed about contraception.






ANNEX 5: LOCAL CO-ORDINATION

What is local co-ordination meant to do?

Local co-ordination should develop a local strategy that would cover not just sex
education and health services but also all services for young people at risk of teenage
pregnancy. It would be expected to:

B identify a local profile of the picture of teenage parenthood, and groups and areas
with high rates, in particular focusing on groups that are known to be high risk
nationally;

B conduct an audit of services to include preventive services, PSHE in schools, advice
and contraception and sexual health services, as well as availability of suitable child
care provision, housing, education, training and employment opportunities;

B consult and involve local communities by establishing local advisory groups (to
include all the key local stakeholders, including community groups, parents, young
people, media, and faith groups) to meet with and advise statutory agencies to
promote community involvement and help develop and implement action plans
towards the national goals;

B take forward the Government’'s wider proposals for PSHE and link to Healthy
Schools Initiatives; and

B link to other local plans and initiatives such as Health Action Zones and Education
Action Zones, Healthy Living Centres, New Deal for Communities Pathfinders, Single
Regeneration Budgets, new NHS Walk-In Centres, Excellence in Cities and Sure Start.

Who will co-ordinate?

The local authority and the health authority will jointly be expected to identify a named
co-ordinator for the strategy and involve a minimum range of listed agencies (Primary
Care Groups, education, health, social services, housing, careers, Early Years Development
Partnerships, TECs and further education, Employment Service and Benefits Agency).

What does local mean?

The co-ordinator will work to local authority boundaries (LEA and social services
boundaries). This would be coterminous with groups such as the Early Years Development
and Child Care Partnerships, Youth Offending Teams and the new arrangements for care
leavers, where the links are vital.

Benchmarks

The national goals will be divided up by local authority boundary and all areas will have
a benchmark. There will be consultation with local co-ordinators about the procedures for
setting and measuring benchmarks.






























ANNEX 7: RESEARCH AND INFORMATION PROGRAMME

To provide information for, monitor and evaluate the national strategy for reducing the
rate of conceptions amongst under 18s and for reducing the risk of long term social
exclusion for teenage parents.

The Department of Health will co-ordinate the programme in partnership with other
Government Departments and the HEA, overseen by the ministerial task force.

There are five main strands suggested:

(i) Better information on variation in teenage conceptions and parenthood
(i) Evaluation and monitoring of the national strategy

(iii) Evaluation of pilot programmes of Sure Start plus

(iv) Technical support for local groups

(v) Dissemination

(i) Better information on variation in teenage conceptions and parenthood

The national advisory group, the ministerial task force and local partnerships require the
best information on the national and local variations in teenage conceptions and births.
They need good baseline information on the profile of young parents and the outcomes
for their children. Currently, there are gaps in the available information. For example,
those campaigning on the issues of looked-after children and ethnic minority health and
exclusion issues have drawn attention to the lack of information about the proportions of
teenage conceptions and births which are to children formerly in care and to different
ethnic minority groups.

B The Department of Health will review the collection of information on teenage
conceptions and births, assessing whether routine systems across government could
be improved and feed into the current ONS review of birth registration data with
the aim of improving national and local information on variation.

B The Department of Health will commission secondary analysis of existing or
forthcoming data sets to provide additional information about variation in teenage
conceptions and parenthood and their outcomes (for example existing and
proposed longitudinal data sets, and cross-sectional surveys such as the new
Mational Survey on Sexual Attitudes and Lifestyles).

(ii) Evaluation and monitoring of the national strategy

The national advisory group, the ministerial task force and local partnerships will require a
programme of evaluation and monitoring to assess the progress of the national strategy
in meeting its goals.

The Department of Health will commission studies on:

B the impact of the preventive package of measures on the rates of conception

including attitudes, sexual activity, knowledge and communication about sex,
use of contraception, use of services; and
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HEA Regional Seminars: Lambeth, Southwark and Lewisham Health Authority & City and
East London Health Authority; Sandwell Health Authority; Mewcastle Health Authority
Lancaster Farms Young Offenders Institution, Lancaster

Let's Talk About Sex Project, Leicester

Centrepoint Young Mothers Project, Lewisham

Lewisham Young Women's Project, Lewisham

NHS Executive, Liverpool

Wirrall Brook Advisory Centre, Liverpool

Archway Leaving Care Project, London

Hammersmith and Fulham S5ocial Services Department, London

Royal Borough of Kensington and Chelsea Social Service Department, London
Ministry of Social Affairs and Employment, the Netherlands

Ministry of Health, Welfare and Sport, the Netherlands

MNetherlands Family Council (MGR), the Netherlands

Rutgers Foundation, the Netherlands

Stichting Steady project, the Netherlands

West Walker Primary School, Newcastle

Children's Aid Society, New York

Commonwealth Fund, New York

Ceorge Washington High School, New York

Grand Street Head Start Programme, Mew York

Healthy Steps Programme, Cornell University Medical Centre, New York

Inwood House, Mew York

Madison Square Garden Boys and Girls Club, the Bronx, Mew York

MiteStar Program, MNew York

Planned Parenthood Mew York Inc, Teen Pregnancy Programme, S Bronx, New York
Project Reach Youth, Brooklyn, New York

Young Men’s Clinic, Columbia University & Mew York Presbyterian Hospital, Mew York
YWCA Access to Opportunities Project, Northolt

The Strelley Project and Outreach Service, Nottingham

The Shepherd School, Mottingham

MNEWPIN Teenage Mothers' Project, Peckham

Haverhill Young People's Outreach Project, Suffolk

Central Youth, Young Person’s Advice Centre, Stockport

Choices Project, Strabane

The Teenage Clinic, 5t George's Hospital, Tooting

St. Michael’s Fellowship *52°, Tulse Hill

Advocates for Youth, Washington D.C.

American Enterprise Institute for Public Policy Research, Washington D.C.

Child Trends Inc., Washington D.C.

Covenant House, Washington D.C.

Department of Health and Human Services, Office of Adolescent Pregnancy Programmes
& Office of Family Planning, Washington D.C.

Mational Campaign to Prevent Teen Pregnancy, Washington D.C.

TEEMNSTARS, Lincoln Multicultural Middle School, Washington D.C.

The Latin American Youth Center, Washington D.C.

The Children’s Hospital, Washington D.C.

The Mayor’s Committee on Reducing Teenage Pregnancies and Out-of-Wedlock Births,
Washington D.C.

Teen Life Choices, Ward 7, Washington D.C.

Primary Care Condom Distribution Scheme, York

Easingwold School, Yorkshire
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