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mother and her offspring include high rates
of school dropout, low-birth-weight infants,
poor health and poverty.4 In addition, teen-
age childbearing results in considerable fi-
nancial costs to taxpayers and society.5

A significant amount of attention and en-
ergy has been devoted to the prevention of
teenage pregnancy through, for example,
school-based programs to increase condom
use, sexuality education curricula, peer
support and education, and life-option ser-
vices.6 Nevertheless, most interventions
have not been carefully evaluated, and
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Annually, more than 800,000 U.S.
teenagers become pregnant, one of
the highest teenage pregnancy rates

of any industrialized country.1 The majori-
ty (53%) of high school students report hav-
ing had sexual intercourse. Among sexual-
ly active adolescents, slightly more than half
(54%) report having used condoms and 25%
report having used the pill at last inter-
course.2 These behaviors contributed to a
birthrate of 56.9 births per 1,000 15–19-year-
old females in 1995.3 The negative outcomes
of teenage childbearing for the teenage

many studies are limited by methodolog-
ical constraints and the absence of scien-
tific rigor. A review of existing studies of
sex education curricula, contraceptive ac-
cess programs and multicomponent pro-
grams concluded that simple approaches
do not markedly reduce adolescent preg-
nancy, that sexuality education, school clin-
ics and condom availability do not increase
sexual activity and that most programs in-
crease knowledge.7 Although the review
found few scientific studies examining the
effects of abstinence-only programs, pre-
liminary results suggest that they do not
delay the onset of sexual activity or reduce
the prevalence of sexual activity. Further-
more, the review concluded that multi-
component community-wide programs
show promise in increasing contraceptive
use and decreasing pregnancy rates among
adolescents.

Adolescent pregnancy is a complex prob-
lem with multiple antecedents, and it is not
likely that any single intervention will have
much effect. In one promising strategy, com-
munity members collaborated to deliver
multicomponent interventions that address
sexual risk-taking behaviors, social influ-
ences and group norms about unprotected
sex, and that create hope among adolescents
through life skills and youth development
opportunities.8 A multicomponent ap-
proach that includes improving access to
health services for adolescents, increasing
the role of schools in improving adolescent
health and enhancing collaborative rela-
tionships among community partners is
consistent with policy goals to prevent ado-
lescent pregnancy outlined elsewhere.9

Background
From 1993 through 1997, the School/Com-
munity Sexual Risk Reduction Replication
Initiative worked in three Kansas com-
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Context: A significant amount of attention has been devoted to the complex issue of teenage
pregnancy and to programs for reducing pregnancy among adolescents. Careful evaluations of
such programs are needed to ascertain what strategies will be most effective at reducing teen-
age pregnancy.

Methods: A pretest-posttest comparison group design was used to analyze the effects of a com-
prehensive multicomponent school and community intervention on estimated pregnancy rates
and birthrates among young people in three Kansas communities: Geary County, Franklin Coun-
ty and selected neighborhoods of Wichita.  

Results: There were high levels of program activity in all three communities during the inter-
vention period, including teacher training and sexuality education for students. Survey respon-
dents rated highly such project interventions as the extension of school-linked clinic hours to
accommodate student schedules and support groups established in middle schools. Between
1994 and 1997, the proportions of adolescents reporting that they had ever had sex decreased
significantly among all ninth and 10th graders in Geary County, from 51% to 38% among fe-
males and from 63% to 43% among males. In Franklin County, more males in grades 11 and
12 reported using condoms in 1996 (55%) than had done so in 1994 (39%). Age at first inter-
course remained relatively stable in Franklin and Geary counties during the intervention peri-
od. The estimated pregnancy rate among adolescents aged 14–17 decreased between 1994
and 1997 in Geary Country, while it increased in comparison areas. The estimated pregnancy
rates among 14–17-year-olds decreased in both Franklin County and its comparison commu-
nities. The birthrate declined both in one target area of Wichita and in its comparison area from
1991–1993 to 1994–1996. Over the same time period, the birthrate increased in a second tar-
get area of Wichita, while it decreased in the comparison community.

Conclusions: This evaluation of a comprehensive multicomponent program for adolescent preg-
nancy prevention contributes to our understanding of this model and its replicability in diverse
communities. Ongoing program evaluation is important for developing initiatives and for refin-
ing strategies so they respond to local conditions.
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ed direction to the staff, and a financial
sustainability committee helped secure re-
sources to support staff salaries and op-
erating costs for the project during the last
two years of foundation funding. The pri-
mary focus of the project was to promote
healthy choices for middle school and
high school youth. Staff and volunteers
provided alternative activities for young
people, mentor programs, sexuality edu-
cation, peer-support groups and contra-
ceptive access at the school-linked clinic. 
•Franklin County. Franklin County,
Kansas, is a rural, primarily agrarian com-
munity. Its 22,000 residents are 97% white,
2% Hispanic and 1% black. The county has
10 distinct towns, four school districts and
more than 55 churches. The median in-
come in 1990 was $30,000. The five-year
(1989–1993) estimated pregnancy rate of
80 pregnancies per 1,000 females aged
15–19 was higher than the state average.

The lead agency for the project in
Franklin County was a satellite office of a
regional drug and alcohol prevention cen-
ter. The project was staffed by a full-time
project director, two full-time communi-
ty mobilizers and a part-time office assis-
tant. An advisory board provided staff
with overall project support and with as-
sistance in working with groups that op-
posed some of the project’s goals. The pri-
mary focus of the project was on the
development of healthy children and fam-
ilies. Staff and volunteers placed great em-
phasis on sexuality education for youth
and parents, peer-support programs for
males and females, family communication
and alternative activities for youth, espe-
cially after-school and summer programs. 
•Wichita. The third project site was locat-
ed in a low-income neighborhood  of Wi-
chita, Kansas, the largest city in the state,
with a population of 304,000. In 1991, Wi-
chita had an adolescent birthrate of 65
births per 1,000 females aged 14–17.

The lead agency, a grassroots commu-
nity organization, targeted its efforts in two
zip code areas in northeast Wichita. These
areas were selected due to their high teen-
age birthrates and their proximity to the
agency. Agency staff also considered the
population size of the target areas as com-
pared to that of the South Carolina com-
munity where the program model origi-
nated and the limited resources that were
available to address teenage pregnancy in
each area. Staff worked primarily through
the agency, four target high schools and
two middle schools to involve youth and
community members in the project. The
project was staffed by an executive direc-
tor, a full-time coordinator, one full-time

munities10 to replicate the School/Com-
munity Model for preventing adolescent
pregnancy. An evaluation of this model re-
ported significant reductions in pregnan-
cy rates among 14–17-year-old females in
a rural South Carolina county where the
program was in effect.11 A secondary eval-
uation funded by the Centers for Disease
Control and Prevention (CDC) confirmed
that the reductions in pregnancy rates were
due to the synergistic effects of multiple
interventions.12

As replicated in Kansas, this multi-
component school- and community-based
model had broad objectives: to reduce
teenage pregnancies, to delay the age of
first intercourse and to increase contra-
ceptive use among sexually active teen-
agers. The primary components were en-
hanced sexuality education for teachers
and parents; comprehensive, age-appro-
priate sexuality education from kinder-
garten through 12th grade (K–12); in-
creased access to health services;
collaboration with school administrators;
use of the mass media; increased aware-
ness and involvement of the entire com-
munity in teenage pregnancy prevention;
peer support and education; alternative
activities for young people; and involve-
ment of the faith community. 

To implement the initiative, project staff
forged alliances among a variety of com-
munity sectors, including school and health
department officials, the faith community,
the media and local businesses. These con-
nections helped to establish or to modify
numerous programs, policies and practices
to be consistent with the mission. 

Participants and Context
Kansas Health Foundation provided three
Kansas communities with approximately
$400,000 over four years to reduce the risks
associated with adolescent pregnancy. The
overall efforts of these three community
partnerships are the focus of this report.
•Geary County. Geary County, Kansas,
which is adjacent to a large military base,
has a population of 30,353; it is 66% white,
23% black, 6% Hispanic and 4% Asian
American, with small numbers of Native
American residents as well. The median
income in 1990 was $24,000. In 1993, Geary
County had the second highest estimated
teenage pregnancy rate in Kansas (69 preg-
nancies per 1,000 females aged 14–17).

The lead agency in the program was the
county school district. The project was
staffed full-time by a project director, a
community mobilizer and an office assis-
tant, and by student interns from a near-
by university. An advisory board provid-

community mobilizer and a part-time of-
fice assistant. Additional agency staff also
supported specific program activities. The
agency’s advisory board provided over-
all support for project staff. The primary
focus of the project was on healthy choic-
es for youth and families. Staff and vol-
unteers placed great emphasis on alter-
native activities (especially after school and
during summer breaks and school holi-
days), peer-support groups for both males
and females, sexuality education in the
community for youth and parents, life-op-
tions programs (such as mentoring, tu-
toring and peer leadership), and media at-
tention to problems and solutions
associated with adolescent pregnancy. 
•Support and evaluation team. Kansas Health
Foundation also funded research and eval-
uation teams at the University of Kansas
and the University of South Carolina to
support and evaluate the initiative. The
Kansas University Work Group on Health
Promotion and Community Development
provided on-site technical assistance in
such areas as program planning, imple-
mentation of program components, com-
munity development and institutional-
ization. Researchers in this group designed
and implemented the evaluation to pro-
vide ongoing feedback on the process and
on intermediate outcomes of the initiative,
as well as to track more distant (i.e., long-
term) outcomes.13 Evaluation and techni-
cal assistance teams met regularly with site
staff and leadership to discuss progress,
to provide assistance and to help celebrate
accomplishments. The University of South
Carolina provided overall guidance and
support for model implementation. 

Theory of Change
The theory of change, which provided the
context for the community evaluation and
intervention, hypothesizes that there is a
relationship between the environment and
both the program’s process (how it func-
tions, for example) and intermediate and
more distant outcomes.14 That is, changes
in the estimated pregnancy rate and as-
sociated risks and protective factors are
associated with implementation of com-
munity actions and interventions, such as
adjusting clinic hours for students. Final-
ly, appropriate interventions can only
occur with an understanding of the com-
munity context and with local planning. 

Methodology
Dependent Variables
We used several dependent variables to
evaluate the initiative’s process and its in-
termediate outcomes and more distant



served on the project board or a commit-
tee, and individuals who project staff want-
ed to keep informed or who were sup-
portive of the project’s goals. The survey
listed the potential community and sys-
tems changes to be sought by the project.
Members were asked to rate the impor-
tance of each proposed change as it relat-
ed to the mission of the initiative—reduc-
ing adolescent pregnancy. A five-point
Likert scale (with one representing “very
unimportant” and five “very important”)

outcomes. Three process measures were
tracked—the importance of project goals,
member satisfaction and project imple-
mentation (Table 1).
•Importance of project goals. To build con-
sensus on and to set priorities for changes
outlined in the project action plan, com-
munity members involved in the initiative
completed a paper-and-pencil survey
about the project goals.15 Those surveyed
were community members who had par-
ticipated in project activities or who had

was used to rate each proposed change.
•Community member satisfaction. Re-
searchers used a mailed member satis-
faction survey to assess community mem-
bers’satisfaction with the development
and functioning of the projects.16 The sur-
vey contained specific questions related
to the day-to-day functioning of the pro-
ject, including leadership, planning, ser-
vices, community involvement and
progress toward accomplishing project
goals. Community members rated their
satisfaction using a five-point Likert scale
(with one representing “very unsatisfied”
and five “very satisfied”). 
•Project implementation. Several measures
were associated with project implemen-
tation and replication, including com-
munity actions, media coverage, services
provided, community health education,
sexuality education provided to students
and teachers, and resources generated. A
monitoring and feedback system was
used to track these measures.17 Project staff
reported events and services to evaluators
on monthly log forms, which were then
coded and summarized. Evaluators clar-
ified log entries by conducting semi-
structured interviews with project staff.
Archival records, such as meeting minutes
and newspaper articles, were also used to
help verify log entries. For 95% of in-
stances of community services and
changes, there was an interobserver agree-
ment of 91.4% (Kappa = .893).

We also measured three intermediate
outcomes of the initiative—community
change, the importance of intermediate
outcomes and critical events.
•Community change. Community and sys-
tems changes (new or modified programs,
policies or practices that were consistent
with the mission) were tracked to assess
implementation of interventions that
might reduce the risk of adolescent preg-
nancy. Project staff completed and sent
monthly event logs to evaluators.18 Eval-
uators coded log entries and summarized
and graphed the data. Semistructured in-
terviews and archival records (e.g., meet-
ing minutes) were used to clarify and ver-
ify information reported in the logs. 
•Importance of intermediate outcomes. Com-
munity members and experts in the field
of teenage pregnancy used a paper-and-
pencil survey of outcomes to assess the im-
portance of community changes facilitat-
ed by the project.19 Evaluators created a
survey listing each community change that
had been measured using the monitoring
system. Respondents rated the importance
of each community change in reducing the
risk for adolescent pregnancy. Respon-
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Table 1. Selected measures used in evaluation of the School/Community Sexual Risk Reduc-
tion Initiative, by definition and measurement instrument, Kansas, 1993–1997

Evaluation measure Definition Instrument

Process measures
Importance of project goals Constituent ratings of the Paper-and-pencil survey

importance of project goals
to the mission

Member satisfaction Member satisfaction with the project Paper-and-pencil survey
functioning, including the leadership, 
the planning, the implementation and 
the use of resources

Project implementation Monthly log forms, semistructured
interviews and archival records

Community actions Actions taken by program staff or others
acting on behalf of the initiative to bring 
about new or modified programs, policies 
or practices within the community

Media coverage Coverage of the initiative or its projects in
newspapers, on radio and television, 
and in newsletters

Services provided Events that are designed to provide 
information and instruction or to develop
the skills of people within the community

Community health Services provided to adults to educate
education them about the risk factors associated

with adolescent pregnancy

Sexuality education Sexuality education delivered to persons 
under age 20 and to teachers 

Resources generated Acquisition of funding through grants, 
donations or in-kind gifts

Intermediate outcome measures
Community change New or modified programs, policies or Monthly log forms, semistructured

practices consistent with the mission interviews and archival records

Importance Constituent ratings of the importance of Paper and pencil survey
community changes to the mission 
of the project

Critical events Events identified by participants as Semi-structured interviews
critical to the initiative’s development, its 
strengths, its challenges and its future 
directions

More distant outcome measures
Reported behavior change Changes in reported health behaviors, The Youth Risk Behavior Survey

including sexual activity, contraceptive and the Adolescent Curriculum
use and age at first intercourse Evaluation

Estimated pregnancy rates The number of births plus fetal deaths Archival records available from
for females aged 14–17 plus abortions divided by the population the state health department

of females aged 14–17 multiplied 
by 1,000

Estimated birthrates The number of births plus fetal deaths Archival records available from 
for females aged 14–17 divided by the population of females the state health department

aged 14–17 multiplied by 1,000
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males aged 14–17.* Data were secured
from the state health department. Because
Kansas abortion providers are not re-
quired to report the abortions they per-
form to the state health department, the
occurrence of abortion in the state may be
underreported. Census data from 1990
were used for subsequent population es-
timates. Since abortion data were not
available at the zip code level, the birth-
rate was used for each target area in Wi-
chita and the respective comparison areas. 

Design
A pretest-posttest comparison group de-
sign23 was used to assess the overall im-
pact of the project in each of the three com-
munities. A case study design24 was used
to track process and intermediate outcome
measures.

We used a process outlined by Koo and
colleagues25 to select comparison sites. For
each target area, we selected counties or
zip codes that had similar estimated preg-
nancy rates or birthrates for 15–19-year-
old female adolescents, using the five-year
estimated pregnancy rate (1987–1991) for
Geary and Franklin counties and the four-
year birthrate for the Wichita target areas.
For Franklin County, 14 Kansas counties
had similar rates. For Geary County, six
counties were selected. For the target areas
in Wichita, six and seven zip code areas
were selected for target areas A and B, re-
spectively.

We compared the target and compari-
son areas on several demographic and so-
cioeconomic variables. For Franklin and
Geary counties, the variables were the five-
year estimated pregnancy rate for females
aged 15–19 (1987–1991), the proportion of
nonwhite residents, the population per
square mile, the per capita personal in-
come and the unemployment rate. For the
target areas in Wichita, the variables ex-
amined were the four-year birthrate for
15–19-year-old females (1989–1992), the
total female population aged 10–19, the
proportion of nonwhite residents, the me-
dian household income and the proportion
of persons with an income below the fed-
eral poverty level.† To facilitate compar-
isons, we conducted a principal compo-
nents analysis of five socioeconomic
variables.26 After rotation of the principal
components, analysis yielded two inter-
pretative factors that explained the vari-
ance among the comparison and target
areas. The variance explained by the fac-
tors ranged from 73% to 89%. 

We plotted the scores for each target and
comparison area that resulted from the
principal component analysis and calcu-

dents also were asked to rate the combined
contribution of all changes on a five-point
Likert scale (one representing “very unim-
portant” to five “very important”), and to
include comments when appropriate.
•Critical events. Evaluators conducted 25
semistructured interviews with key in-
formants in the community to identify
events associated with the project that had
occurred (such as a presentation on ado-
lescent pregnancy prevention by an in-
ternationally recognized expert, and a
community-wide event focused on ado-
lescent health issues), to document a his-
tory of the initiative and to discern the
value of the initiative to the community.20

The informants were community mem-
bers identified by project staff as being in-
volved in the initiative. Interviews, done
by telephone or in person, were approxi-
mately 1.5 hours in length and were con-
ducted 2–3 years after the project received
its initial funding. The interviewers asked
questions about critical events that oc-
curred during the history of the initiative,
about the strengths of and challenges
faced by the project, about lessons learned
and about their future hopes for the effort. 

Finally, three distant outcome measures
were tracked—reported behavior change,
and pregnancy rates and birthrates.
•Reported behavior change. Students’self-re-
ports of abstinence or sexual intercourse,
age at first intercourse and contraceptive
use were assessed using the Adolescent
Curriculum Evaluation21 (ACE) and the
Youth Risk Behavior Survey22 (YRBS). The
ACE focuses on knowledge, attitudes and
behaviors associated with adolescent preg-
nancy and sexually transmitted diseases.
It was administered in Geary Country in
1994. The ACE consisted of 65 multiple-
choice items at a seventh-grade reading
level and took approximately 35 minutes
to complete. The YRBS is used to track
leading health risk behaviors reported by
young people; the 1993 school-based ver-
sion of the survey was administered in
Franklin County in 1994 and 1996 and in
Geary County in 1997. The YRBS consist-
ed of 84 multiple-choice items at a seventh-
grade reading level, and was designed to
be completed in 45 minutes. Because the
sexual behavior questions in the ACE and
YRBS either are the same or are similarly
worded, we could make preintervention
and postintervention comparisons. Since
permission to implement the survey was
denied in Wichita, data for this area were
unavailable.
•Estimated pregnancy rates and birthrates.
A more distant outcome measure was the
estimated pregnancy rate per 1,000 fe-

lated the distance in the principal com-
ponents space between the target county
(or zip code) and each of the other poten-
tial comparison areas. We selected com-
parison areas with the shortest distances
from the target areas. These analyses re-
sulted in five comparison counties for
Franklin County, three for Geary County,
two comparison areas for Wichita Target
Area A and four comparison areas for Wi-
chita Target Area B. None of the compar-
ison areas was contiguous to the inter-
vention areas. 

Statistical Analyses
We calculated the change in the average
annual estimated pregnancy rates or birth-
rates in the target and nonintervention
areas from before the intervention
(1991–1993) to during the intervention
(1994–1996). To assess the statistical sig-
nificance of the differences in the rates, we
calculated a z-statistic, adjusted using
methods outlined elsewhere.27 Because we
had three-year time periods, we assumed
a design effect of 1.66 (the value by which
we divided the unadjusted z-statistic to
obtain the adjusted z-statistic). 

To assess the statistical significance of
the change in reported sexual activity and
condom use, we stratified the data by gen-
der and grade and calculated a two-tailed
Pearson chi-square. 

Research Findings
Process Measures 
•Importance of goals. Response rates for the
project goals surveys of community mem-
bers ranged from 23% to 50%. (The survey
was long, which may have caused the re-
sponse rates to vary among communities.)
The respondents’ highest-rated items in-
cluded: forming new programs and pro-
viding services related to the mission, such
as support groups and parent networks
at the Geary County site (4.9 on the scale);
adopting effective sexuality education cur-
ricula in Franklin County (4.4); and de-
veloping public service announcements
to discourage youth participation in risky
behavior in Wichita (4.4). In Geary Coun-
ty, project members tended to give the
lowest ratings to items related to enhanc-
ing access to contraceptives, such as in-
creasing the number of supermarkets that

*The estimated pregnancy rate is the number of births,
fetal deaths and abortions divided by the population of
females aged 14–17 multiplied by 1,000. We targeted
14–17-year-olds because our focus was primarily on
younger teenagers who were more likely to be uninsured.

†The variables for the Wichita target areas and Geary and
Franklin counties differed due to the availability of data
by zip code areas versus by county.



purchasing contracep-
tives in small rural
areas.* Staff and leader-
ship also identified
media interventions,
such as radio call-in
shows, billboards and
public service announce-
ments, as important.

Services, including
health screenings for
children, job fairs and
meetings of support
groups, tended to be
among the first steps to-
ward program imple-
mentation. There were
high levels of project ac-
tivity initially, although
some tapered off over
time; this suggests that
project staff may have

been successful in “handing off” some ser-
vices to appropriate agencies and indi-
viduals in the community, to allow more
time for facilitation of community change.
Additionally, early services were linked
to building credibility in the community.

Each site also provided high levels of
community health education activities
(84–127 instances) and sexuality education
programs to students (7,000–45,000 con-
tacts with students and 400–2,700 hours
of instruction). Community health edu-
cation activities included workshops for
parents about talking to their children
about sex. Teacher sexuality education
also was strong, with university-spon-
sored graduate-level classes (4–6 semes-
ter-long classes) and training sessions
(8–13 training sessions per site, varying in
length from one-half day to two days.).
Approximately 100 teachers were trained
at each site. Each site implemented week-
ly educational sessions for students in
schools, biannual graduate courses for
teachers and numerous workshops for
community members. Some teachers par-
ticipated in more than once course.

Intermediate Outcomes
•Community change. During the four-year
grant period, each of the three sites facil-
itated more than 100 community changes
(106–139). These included a variety of pro-
grams, policies and practices, such as es-
tablishing support groups, extending the
hours of the school-linked clinic and mak-
ing referrals to agencies. Increased rates
of community change tended to be asso-
ciated with the hiring of staff, leadership
transitions and the completion of action
planning. The numbers of community

sell contraceptives (3.0) and installing con-
dom vending machines in gas stations and
convenience stores (3.2). 
•Member satisfaction. Satisfaction surveys
were distributed approximately one-and-
one-half to three years after the projects
were initiated. Response rates ranged
from 35% to 58%. The items with the high-
est ratings tended to be in areas associat-
ed with staff, leadership and program de-
velopment, such as the strength and
competence of staff in Franklin County
(4.7) and leadership in Geary County (4.5),
graduate training for teachers in Franklin
(4.6), and sensitivity to cultural issues in
Wichita (4.0). Lower-rated items, although
still reasonably positive, included partic-
ipation of people from diverse back-
grounds and use of the media in Franklin
(3.9 each), facilitation of sexuality educa-
tion in the schools in Geary (3.6) and fair-
ness with which funds and opportunities
were distributedin Wichita (3.4). 
•Project implementation. The data used to
track project implementation and replica-
tion indicate that each site demonstrated
high levels of community activities
(219–307 instances), media coverage
(210–305 instances) and services provided
(279–653), as shown in Table 2. Communi-
ty actions included calling the local super-
market to solicit support for a Family
Movie Night, meeting with peer leaders to
develop rap sessions for educational pre-
sentations and contacting local pharmacies
to develop a program to address the social
consequences sometimes associated with

changes shown in Table 2 include all com-
munity changes, regardless of whether
they were a one-day event or an ongoing
policy change.
•Importance of intermediate outcomes. Com-
munity response rates to the outcome sur-
vey ranged from 48% to 58% (not shown).
Items that received the highest importance
ratings included extending clinic hours to
accommodate student schedules in Geary
County (4.6), establishing support groups
in middle schools in Franklin County (4.7)
and creating a referral system for adjudi-
cated teenage fathers to participate in pro-
ject activities in Wichita (4.1). The least im-
portant changes from the perspective of
respondents were placing condom vend-
ing machines in fast-food restaurants in
Geary County (3.7) and preparing bill-
boards in Wichita (3.1). 
•Critical events interviews. Some of the crit-
ical events described by participants were
the receipt of the grant award, the devel-
opment of the sexuality education cur-
riculum, the hiring of staff and the hold-
ing of high-profile events (e.g., a sexuality
education training workshop). Rated as
strengths of the projects were collabora-
tion among initiative partners, the estab-
lishment of programs for males and fe-
males, strong and committed leadership
and staff, open and positive communica-
tion, and teacher training. Continuing
challenges noted by participants includ-
ed securing financial sustainability, main-
taining active community involvement,
gaining more media attention and reduc-
ing staff turnover.

More Distant Outcomes 
In Geary County, students in grades 9–12
completed the ACE in 1994 (N=1,004) and
the YRBS in 1997 (N=952); the respective
response rates were 73% and 68%. In
Franklin County, students in grades 9–12
completed the YRBS in November 1994
(N=710) and in November 1996 (N=817),
with response rates of 68% and 79%. De-
mographic characteristics of survey re-
spondents remained relatively stable
across the assessments in both Geary and
Franklin counties. 
•Sexual intercourse. In Geary County, stu-
dents’ reports of ever having had sex de-
creased significantly among females and
males in ninth and 10th grades between
1994 and 1997 (Table 3). Among female
adolescents, the proportion who had ever
had sex decreased from 51% to 38%
(χ2(1)=8.781, p=.003); among males, it de-
clined from 63% to 43% (χ2(1)=16.479,
p=.0001). In Franklin County, students’ re-
ports of ever having had sex did not
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*In a rural community, adolescents may feel uncom-
fortable purchasing contraceptives at a pharmacy where
he or she may be known. Providing a more discrete way
to buy them may increase purchases.

Table 2. Number of activities associated with project implemen-
tation, by selected process and intermediate outcome evaluation
measures, according to project site

Evaluation measure Franklin Geary Wichita
County County (pop.
(pop. (pop. 304,000)
22,000) 30,353)

Process measures
Community actions 307 219 263
Community health education 105 84 127
Sexuality education for students

No. of contacts with students 7,000 45,000 13,000
No. of hours of instruction 700 2,700 400

Sexuality education for teachers*
No. of teachers 109 100 92
No. of courses 5 4 6

Instances of media coverage 210 305 270
No. of resources generated† 80 65 380

Intermediate outcome measures
Instances of community change 106 139 138
No. of services provided 653 279 434

*Some teachers in each community took more than one course. †Such as grants and in-kind
contributions.
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1,000 from 1994–1996 (during the inter-
vention). During the same time period, the
estimated pregnancy rate for Geary Coun-
ty comparison areas increased, from 60
pregnancies per 1,000 to 69 per 1,000.

For Franklin County, the estimated preg-
nancy rate decreased from an average of
41 pregnancies per 1,000 females aged
14–17 to 37 per 1,000. During the same time
period, the estimated pregnancy rate for
Franklin County’s comparison areas also
decreased slightly, from 39 per 1,000 to 37
per 1,000. Compared with changes in the
respective comparison counties, the de-
creases in Franklin and Geary counties
were in the expected direction, but were
not statistically significant. 

Changes in birthrates were mixed for
the two target areas in Wichita. The birth-
rate in Target Area A decreased from an
average of nearly 106 births per 1,000 dur-
ing 1991–1993 to 92 per 1,000 during
1994–1996. The comparison areas for Tar-
get Area A also showed a decrease dur-
ing the same time period, from 81 per
1,000 to 80 per 1,000. The birthrate in Tar-
get Area B increased from 50 per 1,000 to
55 per 1,000 during the same time period,
while the birthrate in the comparison areas
decreased from 47 per 1,000 to 46 per
1,000. Estimated pregnancy rates for all of
Kansas increased from 34 pregnancies per
1,000 females aged 14–17 to 38 per 1,000
between the two periods.

Discussion
Overall, the findings from the replication
of the school and community model in
Kansas were encouraging. We detected
slight (though often not statistically signif-
icant) decreases in estimated pregnancy
rates and birthrates, there were some pos-
itive changes in reported behavior, and rates
of community and sys-
tems change were strong
and steady. Further, com-
munity satisfaction with
project functioning was
high, and changes facili-
tated by each project
were considered impor-
tant. Each site faithfully
addressed model imple-
mentation and facilitated
positive change on a
number of levels. Over-
all, the projects were well
received in their respec-
tive communities. Project
staff and volunteers in-
troduced programs, prac-
tices and policies that had
previously not been pre-

change significantly from 1994 to 1996, ex-
cept that female adolescents in grades 11
and 12 reported a significant increase in
sexual activity, from 54% to 68%
(χ2(1)=7.132, p=.0075). This increase in re-
ported sexual activity was unexpected, es-
pecially since 10th graders reported a
higher level of sexual activity than 11th
graders (not shown). These changes may
have been due to the small number of par-
ticipants and to an increase in gang activ-
ity before the 1996 survey. (Sexual activi-
ty with a certain number of partners was
part of the initiation into female gangs.) 
•Condom use. In Franklin County, more
males in the upper grades reported using
condoms in 1996 (55%) than in 1994 (39%)
(χ2(1)=4.656, p=.031). No other changes in
condom use in Franklin or Geary Coun-
ty were statistically significant. 
•Age at first intercourse. Age at first inter-
course remained relatively stable for both
Geary and Franklin counties from 1994 to
1996. In Geary County, the proportions
who reported that first intercourse took
place either at age 14 or at 15 increased
slightly among males (from 34% to 36%)
and among females (from 55% to 56%). In
Franklin County, this proportion decreased
slightly among males (from 40% to 34%)
and among females (from 57% to 52%). 
•Estimated pregnancy rates and birthrates.
The pregnancy rates and birthrates esti-
mated for young women aged 14–17 de-
creased slightly (Table 4). For Geary Coun-
ty, the estimated pregnancy rate decreased
from 63 pregnancies per 1,000 females
aged 14–17 during 1991–1993 (preinter-
vention) to an average of about 56 per

sent in the community.
Project staff used evaluation data to build

consensus on a place to begin the inter-
vention, to identify strengths and challenges
with project functioning, to set the agenda
for future directions of the project and to
track implementation and replication of the
school and community model. The data
helped project staff and leadership to keep
steering committees and advisory groups
informed of project activities, to respond to
community criticism (such as complaints
that the sole focus of the project was on sex)
and to garner public support for sustaining
project efforts once grant funding had
ended. The data also showed that the pro-
ject focused more on a holistic approach to
sexuality and youth development and not
just on “mechanics.”

The data helped redirect efforts, when
needed. For example, when they broke
out community change data by risk fac-
tor, the staff at one site realized that they
were not implementing many changes re-
lated to school performance and began
targeting efforts in this area. Data also
were used to enhance information that
teachers and parents received about the
sexuality education provided to students.
One site used the Sexuality Information
and Education Council of the United
States topic areas28 to show that the ma-
jority of sexuality education provided was
in the areas of personal skills and rela-
tionships and not in the more controver-
sial areas of sexual behavior that the com-
munity resisted.

Although each context was unique, pro-
ject areas exhibited similar patterns of ac-
tivity. Each had high, steady rates of com-
munity change and services provided.
Every site implemented sexuality educa-
tion for teachers, using a variety of meth-

Table 3. Percentage of students who ever had
sex and percentage of sexually active stu-
dents who used a condom at last intercourse,
by gender and grade, according to county and
year

Measure Geary County Franklin County

1994 1997 1994 1996

EVER HAD SEX
Females
Grades 9–10 50.6 38.4* 33.3 40.2
Grades 11–12 73.1 72.5 54.1 68.2*

Males
Grades 9–10 63.2 43.3* 29.9 31.1
Grades 11–12 66.7 56.6 56.9 64.1

CONDOM USED AT 
LAST INTERCOURSE
Females
Grades 9–10 44.7 46.2 46.5 53.5
Grades 11–12 37.6 39.4 36.0 43.0

Males
Grades 9–10 58.2 54.3 56.6 52.8
Grades 11–12 49.1 48.1 39.2 54.6*

*p<.05.

Table 4. Average estimated pregnancy rates and birthrates (and
ranges) for females aged 14–17, by intervention and comparison
area, according to time period 

Area Preintervention Intervention
(1991–1993) (1994–1996)

Average estimated pregnancy rate
Kansas 34.1 (31.0–36.8) 37.9 (37.4–38.5)
Geary County

Program area 62.9 (55.2–69.0) 55.6 (49.5–62.1)
Comparison area 60.3 (52.4–65.9) 69.2 (60.6–74.4)

Franklin County
Program area 40.7 (29.7–57.8) 36.9 (33.0–39.6)
Comparison area 38.8 (33.4–42.8) 36.5 (32.9–43.6)

Birthrate
Wichita Target Area A

Program area 105.5 (96.9–117.9) 91.6 (74.3–113.1)
Comparison area 81.4 (73.7–90.7) 79.5 (66.5–90.7)

Wichita Target Area B
Program area 50.3 (33.1–77.2) 55.2 (36.8–66.2)
Comparison area 46.8 (45.4–49.3) 45.7 (41.8–48.9)

Note: See Table 1 for the definition of estimated pregnancy rate and birthrate.



implementation and replication of some
components of the model particularly dif-
ficult. While experience in working with
organized opposition was required, peo-
ple with such experience were not always
on hand at both the community and sup-
port-team levels.

Evaluating multicomponent school- and
community-based projects is a complex
task.29 First, the effects of comprehensive
interventions that seek to address broad
health outcomes (such as adolescent preg-
nancy) are often delayed; thus, it may be
difficult to establish a causal link between
interventions and changes in health out-
comes. Because of this, it is important to
identify and track intermediate outcomes,
such as community change. Continued
analysis of community changes facilitat-
ed by similar initiatives will help inform
the working hypothesis or theory of action:
Community changes that are of sufficient
amount, intensity and duration and that
reach at-risk groups are related to positive
changes in more distant outcomes.

Second, the monitoring system used to
track the intermediate outcomes  captures
only events that were facilitated and re-
ported by key informants (usually paid
project staff). In addition, completing
monthly logs takes time, and sometimes
staff members are too busy implementing
programs to complete logs as thorough-
ly as needed. Also, mobilization and
change that occur as a result of earlier
community efforts may not be captured.
For example, a number of new programs
were created at all three sites, and some
programs that were then taken on by oth-
ers in the community may have resulted
in additional community changes. For ex-
ample, a support group for teenage moth-
ers initiated by the project evolved into a
mentoring program for teenage mothers
and a preschool program for their children
supported by local hospital staff.

Further, having staff complete logs may
influence the level of activity and accom-
plishment at each site. It is unclear how
well the effects of the projects would gen-
eralize to a project not collecting monthly
monitoring information. Finally, commu-
nity changes were not weighted; one-day
events and ongoing activities were re-
ported in the same manner on graphs and
charts. However, during site consultation,
staff were encouraged to seek longer term
and potentially more powerful changes in
communities and systems. Future research
with community initiatives will explore
strategies for weighting community
changes and presenting data to assist with
local decision-making.

ods, and experienced similar difficulties
with groups opposed to some of the pro-
ject’s goals.

Replicating the school and community
model presented several challenges. Al-
though communities had accepted grant
funds for this purpose, there was some re-
sistance to the idea of rote replication,
since each community was quite different
from the rural community where the
model was first implemented. This re-
sulted in many conversations about the
core components of the model, the ratio-
nale for implementing particular compo-
nents and strategies for doing so.

Because each community was different,
it was important to recognize and ac-
knowledge that some minor adaptations
of the model were necessary. For example,
in South Carolina, the originator of the
model taught most of the graduate edu-
cation courses. Since the same instructor
could not teach the graduate courses in the
replicating communities, the course con-
tent, topics and emphases differed, both
between Kansas and South Carolina and
among the three Kansas communities.

Differences among lead agencies also
complicated program implementation.
For example, where the school district was
the lead agency, it was easier for project
staff, who were employees of the school
district, to facilitate the administration of
the youth surveys than it was for them to
increase access to contraceptives. In con-
trast, where the grassroots organization
was the lead agency, staff found it easier
to arrange culturally appropriate work-
shops and activity sessions in an inner-city
neighborhood than to arrange annual sur-
veys of youth sexual activity in the pub-
lic schools. 

In addition, Kansas represented a dif-
ferent political and social climate at the
time of program replication than that
which existed when the model was de-
veloped. In the political and social condi-
tions of the early 1980s, staff could seek
Medicaid funding for health services and,
initially, worked with the schools to in-
crease sexuality education. Currently, it is
more acceptable to work with families and
with varied sectors of the community than
it is to place the sole burden of sex educa-
tion with the schools. In addition, with the
new focus on managed care and on con-
taining rising health care costs, seeking
Medicaid funding was not a viable option. 

The controversial nature of some strate-
gies for preventing adolescent pregnan-
cy (e.g., increasing access to contraceptives
for young people and providing compre-
hensive sexuality education) also made

Third, although this evaluation moni-
tored an independent variable, it is diffi-
cult to determine the intensity and reach
of the intervention. The dose-response re-
lationship is unclear. We do not know how
many students came into contact with each
component or community change. The
monitoring system did not identify the
number of people affected or mobilized by
an event. Although the “dose” of the in-
dependent variable is not possible to esti-
mate at this time, reanalysis of the moni-
toring data suggests that about one-third
to one-half of the community changes fa-
cilitated in each community are ongoing. 

Fourth, although the surveys of goals,
member satisfaction and importance pro-
vided key information to project staff and
leadership, the surveys were not sent to
random samples of respondents; they were
sent to community members identified by
staff as active in the initiative. The results,
therefore, may have been more positive
than if the surveys had been sent to ran-
dom samples of community members. 

Our findings are also limited by a lack of
comparisons for intermediate outcome and
behavior measures. Because of the intensive
nature of the log monitoring, we could not
get comparison communities measures for
intermediate outcomes. Further, not all
Kansas communities collect data on youth-
reported sexual behavior, knowledge and
attitudes. Consequently, the Kansas youth
data could not be disaggregated, and there
were no comparison communities for the
self-reported behavior.

Annual estimated pregnancy rates and
birthrates did not account for annual
changes in population. In addition, be-
havior data on sexual activity were self-
reported. However, CDC-recommended
consistency checks for the YRBS were con-
ducted to eliminate inconsistent respon-
ders. Moreover, two different behavior
surveys were used in Geary County to
gather information about reported sexu-
al activity and contraceptive use. How-
ever, the data analyzed in this report were
taken from almost identical questions on
each survey. And because it was not pos-
sible to track individual students who par-
ticipated in the survey, we do not know
the extent to which survey respondents
participated in the intervention.

Finally, with a short time period (four
years) in which to establish and imple-
ment a comprehensive multicomponent
school- and community-based effort, any
positive change in reported sexual be-
havior and the estimated pregnancy rate
would be encouraging. Large changes in
behavior and the estimated pregnancy
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multicomponent school and community-
based projects. The results of this work
and additional case studies31 and analy-
ses will help inform future community ini-
tiatives for prevention of adolescent preg-
nancy. In this particular initiative, the
intermediate and more distant outcomes
of the project were promising, prompting
the Kansas Health Foundation to provide
additional funds to continue to explore
whether such a multicomponent program
model is effective and can be transferred
to other areas. 
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