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INTRODUCTION

The great number of teenage pregnancies has become
a serious concern in recent years, "experts beliéve it is
a source of both immediate and prolonged family instability"
(Furstenberg, 1980b: p. 1). Research indicates that wcmen
who become mothers while in their mid- or early teens are
more likely than older mothers to have medical, social, and
financial problems during pregnancy énd while rearing their
children (Chilman, 1980).

The purpose of this paper is to describe a program
in an inner-city hospital that is directed toward providing
assistance to pregnant teenagers 16 years of age and under.
It will also consider the perceptions of a small group of
girls in the program who were interviewed after they had
deliverad their babies.

A brief overview of the literature is included to
provide a context for considering the information pre-
sented in this report. Followirg the discussion of the
progrém and interview data, the author offers her recom-

mendations concerning ways of strengthening the program.



I. TRENDS FROM THE LITERATURE ON TEENAGE PREGNANCY

Public opinion is mistaken in thinking that our
nation is ekperiencing a recent epidemic of births to
adolescents. Chilman (1980: p. 794) points out that_the

"birthrate per thousand women fell markedly for 18- and
19-year olds between 1960 and 1976 and somewhat less so
for young women between ages 16 and 17. The rate for l4-
and 1l5~year olds {(though much lower than that for older
mothers) peaked in 1975 and declined somewhat in 1976 and
again in 1977 and 1978. The 1978 birthréte for women ages
18 and 19 was close to the lowest rate ever observed for
this age group." (Also see American College of Obstetri-
cians and Gynecologists, 1979)

What HAS changed since the mid-1960's is a rise in
the proportion of births to unmarried adolescents and,
until fairly recently the birthrate of mothers uader the
age of 16. The acceptance of premarital sex and unwed
parenthcod, legalization of abortion, the drop in the
. onset of puberty, and easier access to ¢ontraception have
made the psycho-sexual development of contemporary teen-
agers very different from that of their parents' gehera-
tion (Kantner, 1977)}. The economics of our fast-changing

society have also placed pressuves on families. Early
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sexual activity does not necessarily lead to early child-
bearing, but the potential begins sooner than for those who
delay the first sexual encounter. Increasingly, young
parents are not marrying early (Sorenson, 1973} Zelnick and
Kantner, 1977).

The delay of marriage creates need for family and
social support, but in most instances has beneficial effects
- over the early teenage marriage. The adolescent mother is
more likely to receive government assistance if she is
single; she is more likely to continue her schooling if she
is single, living with an adult, usually froﬁ her own
family, and if she limits further childbearing.

Furstenberg (1980b), on the basis of a five-year
study_of 320, mostly black, low-income mothers in Baltimore,
makes the case that the teenager's family of origin is a
crucial factor in the subsequent well-being of mother and
child. This conclusion is supported by the study addressed
in the interview and discussion sections reported later in
this paper. Furstenberg acknowledged that, for the rare
girl who married following pregnancy and the marriage
endured, there was little difference between her outcome
'apd that of women who waited until after marriage for
pregnancy. However, for most of the pregnant teenagers
who married the father of the child or someone else, before
or after the child was born, the marriage usually did not
survive through the five years of the study, and many of

the girls moved back with their families.



Chilman's article for the Decade Review issue of

the Jourral of Marriage and the Family (1980) is a current

review of the literature on adolescent pregnancy. Her
summary of correlates of early childbearing for adolescent
parents as distilled from her review is reproduced in

Figure 1. A summary of correlates of early childbearing

for children of adolescent parents is described in Figure

2. One can extrapolate from these data, and Furstenberg
(1980a) supports the conclusion, that family support, by
way of encouraging school attendance, supplementing the
éovernment check, and providing free/low=-cost child care

and housing, helps the young parent continue to develop his/

her personhood.

The Family's Involvement

Normally, the teenage parent is a part of a family,
and if positive relations exist, he/she expects the family
to help provide for his/her children (Lewis and Lewis, 1980).
These same family members are seldom involved in the early
months to influence the course of the pregnancy, they may
have little say in the adolescent's wedding plans or the
otharlparent's involvement with the child (Furstenberg,
1580a, k). The adolescent may expect the head of the house
to fulfill obligations to him/her and accept whatever he/
she presents, even a baby.

In the instance of the adolescent mother keeping

the chiid and remaining at home, the family must readjust
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1. CORMELATES ©F EARLY CHILDGEARING FOR ADOLESTENT PﬂxLNTS

rdu aflvﬁg,--udu escent pregaancy and/or rerenth'cd was one factor in dréppﬁng out

.

An Lnrlv rarrxaqe was clesely associated with dropping cut of school; the crucial
factor wes early marriage vathar than pragnancy oy parenthood.

Adolescent mothers tondsd {0 have done poorly in sthcol ard f0 have had low
schocl interesis and qozls befure preonency occurred.

Adverse educational effgcts for white, but nct black, teenagers were found
especially if they became adeiescent mothers when theywere wyounygar than 17,

Half or more of early school dropouts returnea to school in later 1ife, often in
early middle age.

fvailability of child care, especially by fami'y members, was an important aid
in school return of young mothers,

. Later femily size--Larger family size was likely, especially if first birth occurred
before muther was age 15 or 17, particularly if sh9 was black rd especiaily if she
married.

There was a siight tendency for odolescent pavents to want larjer families than
was true for vlder parsnts.

roiane disruption-- The majority of unmarried adolescent pirents
MRrTied within a iew yo! 0F tne first r11}d s birth: Early ficst marriages with or
without adnlescent preqnancy were more |ikely than later marriagas to dissolve is later
Tife: Early marriage rather than {he tining of the birth appearad to be tha key
Cyaridhle in later marizal disvuntion.
Pernaps very 2ariy childbearing is associated with later marital disruption.
Adclescent motkers vere more likely to return to school if they failed tc marry.

. Marriags and mar:iage disrup

3

. Labor force participation-~Later occupational status, hours worked, and waved ezrmed

were not directly associated with maternal age at first birth.

Timing of first progaancy appeared to have no effect on occupational status of
male partners.

Yourg marrizd men and women exrressed somewhat more job satisfactior than sinyies.

Young marriec women with children were slightly lesc satis{ied with their carear
prospzcts than young married women without children. Ko diffe:enceswere found between
single parauts and single nonparents. Adolescents parzats, by age 30, were samewhat
niore dissatisfied with jobs (30 percent dissatisfied) than young peopia who puostponed
pareathuod.

. Effecis on welfare assistance--Adolescent single motbers were slightly more apt than

adolescent marrieds or nonmothers of similar backgrounds to be dependent on AFDC when
the children were very young, but this higher dependency rate was short-lived.

In later years, women who had been adoiescent mothers were especially apt to be
wzlfare dependent, compared to the general population.

Availabilily of welfare assistance made it possible for a sizable proportion of
adolescent mothers to return to school.

Black adolezcent mothers were more apt than those who were older at first birth to have
grown un in a family that received public assistance. Dependence on public assistance
after a c<hild's birth was most apt to nccur for very young adalescent mothers.

Maternal kehzvior and attitudes with firstborn children--Majority appeared to he as
coTpetant anc caring as older but atherwise comparahle mo.hers (by race and sacio-
economic status).

Majority of mother-infant interactive behaviors were rated as appropriate, but
significantly more mothers with first births before age 18 were rated as overly
prutective or teo inatlentive at child's four-month old testing: rating improved
somevbat at aiaht-moniii cbservations.

No signilicant

ant differances were found between adolescent and postadolescent
mathers o respect (0 accidents occurring to their children,

Ro sigaificent 9iffriences were found -in measured childrearing attitudes or
mataernal perceotions of {he tomperaments of thair infants. Adolescent mothers
were rbanuef to be high o maternal warmth and physical interaction; they were
Tower than oider mothers on verpai interaction.

run Catherine S, Chitman, “"Sccial ang Psychological Research Concerning Adolescent
hitdbeoring: 1076-1500,7 Journal of Marrizae and the Family 42 (NounﬁHer 1950): 800-801.




Figure 2.  CORRELATES OF EARLY CHILDBEARING FOR THE
CHILDREN OF ADOLESCENT PARENTS

. Physica)l health--There appear to be no adverse effects assocwted with young maternal
age if high gquality prenatal and later health care are avzilable,
The health of the child tends to he better if two adults, rather than one are in
the home. :

Cognitive developrment--Significently lower scores for children of adolescent mothers
tend to become minimal when appropriate controls are instituted for adverse evfects
of poverty, racism, and femily headshin. Sons of adolescent parents may be ware
adversely affected than daughters in respect to cognitive development and educatio.1a1
achievement.

' The presence of anoiher adult in the household appears to reduce adverse cognitive
developnent effects seemingly associated with single adolescent parent families.

Socicemotional adjusiments and personal characteristics--No significant differences
were found during irnfancy, cavly rhilcdhood or by age 12 or so,.if appropriate controls
were employed fny effects of poverty, racism, and family headship.

A small, but ststizically significant, proportion of children of adolescent
mothers were rated as having behavior problems (especially sons}.

Overall behaviorai development--A somewhat larger proportion {about 9 percent) of
children of adoiescent mothers compared to about 4 percent of other children were
rated slow in overall development; boys -eemed to be particularly affected.

Infant sons of adolescent black mothers, compared to those of older black mothers,
had higher ratings of slow responses to their mothers,

Edurationa’ achievement of children--No significani differerces were found in some
STiidiZs; 17 others, STight differneces were laraly explained by somewhat lower levels
- ¢* cugnitive development.

At age 7, children of udolescent mothers are more apt to repeat a grade; sons had
somewhat 1ower reading achievement scores; a larger proportion of sons of very young
adolescent mathers were rated as having learning disturbances.

A oreater tendency for schoo! adjustment problems in first grade was likely to
increase uver the years, with severe behavioral school problems more Tikely to be
present by adolescence.

Fanily compesition and structure--There was a greater tendency for marital disruption,
single-parent bousunrlas. and remarriage, so that a child had a stepf‘ather or was can‘:d
for by a grandparent or other relative.

fhere was a slight tendency for children, as teenagers, to repeat the parental
pattern of early childbearing and/or marriage, as well as to have large families. This
tendency remained even after the effects of racism, poverty, and family headship were
statistically controlled.

xm Catherine S. Chilman, "Social and Psychological Research Concerning Adolescent
ildbearing: 1970-1980," Jourral of Marriage and the Family 42 {November 1980): 802.




its lifestyle to incorporate a new helpless person
(Furstenberg, 1980a, b; Russell, 1980). Unplanned as the
teenage pregnancy might be, a "spirit of cooperation in
the household" occurs after baby's arrival. The success-
ful family finds ways to reorganize household chores,
redistribute the household income, fearraﬁge living space,
revamp schedules, and remove barrieré to communication.
This adaptability is notlsimple and the family must find a
workable point between chaos and rigidity. Such restruc-
turing might mean a higher level of‘functioning for the
family unit.

The teenager 1ls physically pregnant by herself, but
the condition affects everyone in the family. Parents may
become grandparents at a too early age. Often they must
handle the disdain or pity from relatives and friends who
make them feel ashamed of their teenager's condition
(Lewis and Lewis, 1980) and cause them to question their
own parenting abilities. 1In most cases, the grandparents
continue to parent their child and the grandchild, also.

In trying o help the young mother retain her youth and not
jump into more premature adult decision-making, the parents
may take over the teenager's mothering responsibilities
(Furstenkerg, 1980a, b). Her dependency and immaturity are
prolonged., She may feel that the baby is awarded the
 attention she had désired. In those instances where the

family may offer free room and board, financial assistance,



dhildcare, transpértation to school, church, and medical
facilities, emotional support, and parental consent for
birth control counseling (a requirement for minors in

some states), the teenage mother may do well to stay at
home. If the family locks upon the first pregnancy as a
mistake that is forgiveable, they méy "rescue" the girl.
Successive births by the same child, a multiple pregnancy
(twins or triplets), a handicapped baby, or another child's
early entry into parenthood makes it harder to cope and
excuse the event once considered an "accident.”

Not only do the parents respond differently to the
teenager involved in premature parenthocod by either allow-
ing him/her adult privileges or by hindering maturity
(Furstenberg, 1980a, b; Russell, 1980; Lewis and Lewis,
1980), but also the other children in the family now have
a baby with whom to compete for attention. There is some-
cne else younger and less powerful as far as decision-
making and authority are concerned, but the baby wields
much power in demanding attention and requiring time,
energy, and material sacrifices,

If the young mother has been "picked on" before,
that distinction may be passed to a sibling (LéWis and
Lewis, 1980}, the new "Identified Patient.” Usually aunts
and uncles are much older than their nieces and nephews,
but teenage pregnanéy may merely introduce a new playmate

or brother- or sister-type into the house.
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The crisis in the teenager's life can spell disrup-
tion in his/her parents' marriage. Their marital relation-
ship greatly determines the cohesion of the family, how
autonomous the teenage parent and the other children are,
how the members are able to achieve individuality (Russell,
1980). One can predict how devastating tﬁe pregnancy will.
be on each person, including the parénts, by noting how
"enmeshed" or "disengaged" he/she is in relation to the
family.

Often one parent blames the other for "letting the
child get pregnant" or for "letting him get that girl in
trouble."” However, teenage pregnancy is usually not one
parent's fault, the adolescent does make some decisions on
his/her own; Unexpectéd pregnancy may be a reaction to a
family pattern, or system, in which every family member
has taken part. This is especially evident when a loved
one has died or all the children are growing up and moving
away (Furstenberg, 1980a, b}. Unconscious signals may Le
given for a son/daughter to have a baby to replace the
deceased or to delay the "emptying of the nest."

Although the pregnancy may be unwanted, the infant
is, more times than not, wanted and welcomed. The baby
serves as the family's centerpiece of pride. But there
are times when shamg, guilt, money problems, and anger
override joy. Some parents cannot andrdo not accept the
teenager's situation and want nothing to do with their

c¢hild or the grandchild. In those instances the young
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person's plight is exacerbated, he/she must draw on all the
personal strength available and do a great deal of growing
up in a short amount of time, Placing two children (teen-
ager and baby) out on the street either forces the teen
into & trial-and-error adulthood, a marfiage of convenience,
or both children into becoming wards of the state. The
healthy family's guidance and support are vital to the
adolescent's positive self-esteem. Without these means of
assurance, the adolescent may doubt him/herself and tend
toward early pregnancy (Litton-Fox and Inazu, 1980) or
other acting out, rebellious behavior.

The teenage years should be a time of identity
development, further sexuality education, and value struc-
turing (Litton~Fox and Inazu, 1980), but "expecting a
. ¢hild" shifts the teenager into new roles if he/she.takes
on the responsibilities of parenthood. Since the young _
mother keeps the child over 90% of the time (American
College of Obstetricians And Gynecologists, 1979) her
family situation is highly important. Her marital status
affects how much money flows into the household fcor how
many people, whether or not she is totally dependent on
public assistance, and if she completes her education.

If she were married, the couple would probably have little
income, but they probably would not qualify for state aid,
and therefore the girl might drop out of high schoel. The

girl's emotional stability is linked to her coordination
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of various rescurces such as family members, crisis agen-
cies, day care centers, hospital clinics, the sthool sys~
tem, etc. The professional advice and family support she
receives during pregnancy and afterwards is of primary
importance Lo her health and to that of the child {Chilman,
1983). The family, whether it is the girl's family of
origin or her husband and in-laws, provides broader
-access to the world than the single adolescent mother
would usually have. The family supplies transportation for
the girl who does not drive, other peoprle to help raise the
baby, advocates in dealing with unfamiliar institutions,
and the basics of food, clothing, and shelter. When the
outside world rejects her, home, though not parféct, may be
the only refuge that tolerates and takes care of the young
mother and her offspring.

The.teenaqer's relationship to the family of origin
is a central factor in the lives of most teenage parents.
Programs of education and support for both the teenagers
and their families of origin are important for the well-

being of ail concerned.

Physical Health
Medically speaking, the young pregnant female is at
risk for a number of reasons. She is notoriouvs for eating
high calorie~low nutrient food stuffs which hamper the
béby's development as well as her own growth. Her general

hormonal activity has not reached mature levels. B8he hzs
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few means of survival independent of her parent({s), she
does not usually know how to hunt for resources because she
has not yet finished the developmental tasks of adolescence.
Low birth weight babies (less than 5 1/2 pounds) and pre-
mature births are typical of young mothers under 16 years
of aée. Thus, the possibilities of disease, infant and
maternal mortality are great. These are more likely with
successive births before age 20 and with éhort intervals
between births (Lowe, 1977). Many young girls (and some
older women) erroneocusly believe that breastfeeding pre-
vents pregnancy, or that they will not engage in sex soon,
or that one cannot become pregnant again very soon after
delivery, or that contraception is sacrilegious or unsafe
at any time, and another pregnancy results within months or
a few years. The body needs at least twelve months to
fully recuperate after each pregnancy, and the young girl
reguires several years for her body to mature after.it has
expehded so much energy toward the development of
another life.

Young mothers are more prone to anemia, hyperten-
sion, vaginal infection, hemorrhage, toxemia, miscarriage,
poor nutrition, and premature or prolonged labor. The
maternal death rate for teens is 60% higher among teen
mothers than among ﬁomen aged 20-24 (Lincoln, 1977;

Lowe, 1977; American College of Obstetricians and Gyne-

cologists, 1979).



13

Birth Control

Why is it that teens who relate intercourse to hav-
ing babies--all teens are not knowledgeable in this area--
do not make better use of birth control methods? Why do
one million girls wait until they have experienced preg-
nancy before seeking reliable contraception (Furstenberg,
1976)? Of the 10.2 million sexually active girls in 1976,
ages 15-19, 25% did not consistently practice birth con-
trol (American College of Obstetricians and Gynecologists,
1979).

One espoused theory (Furstenberg, 1976) suggests
that the adolescent often decides there is no need to delay
the inevitable. Her mother admonishes her 'to be careful,’
but does not elaborate on what she means or HOW to be care-
ful; Both women expect the adolescent to become pregnant
"anyway" and she does just that, the self-fulfilling
prophecy at work perhaps.

[Tlhe more negative and anxious individuals are

about sex, the more likely they are to risk an

unwanted pregnancy . . . . Negative feelings about
sex are rarely strong enough te inhibit sexual
behavior completely, but they do inhibit the use

of contraceptives by affecting each of four steps

needed for contraception.

' (Byrne, 1978: p. 81)
Byrne identifies these steps as: the assumption that sex
will occur; acquiring the contraceptive; communication

between partners that at least one is planning to use the

contraceptive; the actual implementation.



14

Teenagers do report reverberations of their use of
birth control (Clinkscales and Gallo, 1977; Lincoln, 1977;
Bolton, 19280) as related to Byrné's steps. It is difficult
to admit sexual activity to oneself, especially if the in-
cidents of intercourse are occasional. The partner may be
unaware that the other wants to engage in-sex and/or use
birth control. The other may think fhat revealing that
information could cause the partner tec think of him/her in
an unfavorable light.

Young people crave excitement and sensation; they
Aften feel that birth control will interfere with these for
the following reasons: Planning to have sex is made too
evident by the package of condoms in the wallet, the daily
Pill, or the interruption of foreplay to "protect oneself.”
" Teens may view birth control as protection against the
partner rather than an avoidance of pregnancy and that
attitude is unacceptable in a caring relationship. So they
offer themselves without restriction. Another factor in
choosing not to use birth control is the conviction that
one way to discover the partner's true interest is to risk
pregnancy: "Does he love me enough to marry me?," "Does
she love me enough to have my baby?"

Procuring contraceptives is no simple matter for
teenagers. Pharmacists, medical personnel, and other adults
give those disapproving locks and moralizing oraéions to

make them feel guilty. Many teens cannot ask money from
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their parents without explaing why it is needed, and the
parents usually do not want cbnfirmation that that child is
sexually active, although they might suspect it.

A further motivation to becoming pregnant is the
teen’s perception that the status of parent commands more
respect and power than "teenager" alone. Some teenagers
want to be pregnant in order to assume & more equitable
- relationship with their parents, such as the older sister(s)
has now that she has had a baby (Furstenberg, 19%80a). Or
the girl may be attracted to a "privileged" group of
young mothers.

Lindemann (1974: pp. 13-75) describes three stages
adolescents wander through in the process of Sﬂeking birth
control. The "do nothing" or Natural Stage accounts for
sex without protection. The unpredictable occurrence of
se#, the infrequency, the desire for spontaneity and
naturalness spawns intercourse without birth control. The
Peexr Prescription Stage usually occurs later after the
teenager has had several sexual encounters and begins to
think of the consequences. Friends give advice through
their own experiences, but these recommendations are too
often inaccurate, incomplete, and not presented with the
scientific facts. Knowledge of non-pregnant friends'
sexual activities and persconal "luck" increases the risks
taken, especially when sex is not commonplace |

(Furstenberg, 1976). Most teenagers do eventually get
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instruction from professgionals in school or the doctor's
office. This Expert Stage providses education, discussion
and material, hopefully deterxrving another unwanted
preghancy.

In summary, the obstacles to teenagers' use of
birth control include the defensive attitﬁdes of adults and
teens. These barriers result in lack of awareness and/or
planning by the teenager. Furstenberg proposes a thought
which this auvthor has been most inclined to support.
"[Mlost women who become unwed mothers do not set out to
ﬁave a ¢child out of wedlock," there is no "advance commit-
ment," therefore, no need for birth control. "Such senti-
ment may develop after pregnancy, or it may never develop.
In short, rather than being directed or drawn to it, most
wonen ‘drift' into adolescent parenthood" (1976, p. 392).
The decision not to do anything results in a continued
pregnancy, an easier choice than making a “"real" decision
to abort or make concrete plans for raising a child

(Fosburgh, 1977}.



II. THE TEENAGE OBSTETRICS PROGRAM

History

The Mayor's Task Force on Teenage Pregnancy formed
of medical, social service, education, religicus and other
community leaders prepared a summary paper in 1979 entitled
' "A Few Facts About Teen Pregnancy in Kansas City." It
included the following data: In 1976 approximately 5,300
teenagers were pregnant in Kansas Ciﬁy; 3,000 babies were
born; 1,600 mothers chose to abort, and 700 miscarried.
The Missouri Center for Health Statistics (1980) reported
that Jackson County, Missouri, had 2,042 live births and
1,160 out~of-wedlock births to teenagers in 1978.

The Department of Obstetrics and Gynecology at
Trtiman Medical Center (TMC) has acknowledged the growing
problems of adolescent pregnancy and infant mortality for
several years, and has responded to these issues by imple-
menting several programs designed to intervene during the
prenatal and.posfpértum period of care. 1In 1980, 890 or
41% of the 2,155 deliveries at TMC were to teenage mothers.
Teen deliveries at TMC aécounted for approximately 45% of
all teen deliveries in Kansas City. (See Appendix A for

1978 and 1979 statistics.)

17
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Since 1974, the Kansas City Chapter of the March of
Dimes Foundation has awarded TMC an annual Health Education
Grant providing supplies, educational resources, continuing
staff education funds, travel reimbursement, and salaries
for the Teenage Obstetrics Program (TOP). The program is
designed to address many of the adverse health and social
effects of an early pregnancy on both the young mother and
child as mentioned in the first part of this report. TOP's
obiectives have been to provide the adolescents receiving
prenatal care at TMC a strong working knowledge of preg-
nancy, health and nutrition, labor and childbirth, child
development, parenting skills and infant care, personal
development, and family planning. The purpose is to lessen
the crisis atmosphere which accompanies teenage pregnancy
and make the transition from adolescence to motherhood as
healthy and smooth as possible. Through an ongoing- support
netWork, individual and family counseling and referral,
many needs are handled, such as continued education and
infant medical care. The family has an informed and wider
choice of resources. Of course, the infant's welfare is
also of great importance, and when it is discharged, hos=-
pital staff is satisfied with the plans made for taking
care of the child, which will be mentioned later;

Monies from the federal government havé recently
helped institute a system of free pregnancy testing that is

available for all adolescents coming to TMC. This may be
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the occasion for the first contact between the adolescent
and the health care system and, in turn, with TOP. Many
of the families cannot afford or do not value medical
attention unless there is an emergency. The concept of
routine monthly check-ups is guite new and must be
encouraged.

The target population for 1980-81 was narrowed to
. adolescents l6~years old and under.* The intent behind
eliminating the l7- to 19-~year olde was to limit the case-
load. 1In 1978, there were 801 teen deliveries at TMC, in
1979, 902, and in 1980, 890 (see Appendix A). Since there
is but one TOP worker, the smaller numbers have improved
the level of involvement with every client and her family.
The age limitation also recognizes the differences in needs
at various developmental stages. Older teenagers usually
have other specialized concerns as they approach the end of
schooling and independence. Younger girls are typically
more dependent on their parent(s), more idealistic in their
expectations of the boyfriend, and less likely.to have ever
worked outside of home. They have been exposed to fewer
years of educgtion. However,-it may be well to comment
" that many of the teens, regardless of age, have cared for
small children before, their relatives' children or those
of friends and neighbors. The idea of being responsible

for a little one was introduced to them early in life.

* Three patients enrolled were older than 16; they
continued contact with TOP after the primary clinic
interview.
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Participants of Teenage Obstetrics Program (TOP)
During the period considered in this paper, August
1980 to March 1981, TOP had enrolled 93 teens, 46 of whom
had completed pregnancy by March when this report was pre-'
pared. Thirty-six babies are 1ivinq‘with their young
mothers and the situations of the remaining 10 are

detaliled Lbelow:

. adoptions 1 baby in foster care 1
miscarriages 4  baby living w/mother 36
abortions 1 baby living w/fathe; 1

client not pregnant 1
client ceased contact
with TOP 1
The above chart characterized the postpartum file.
Of the 47 girls in the prenatal file, 27 live with their
mothers and 9 have two parents in the home. The others
live with other relatives or a firiend. Thirty-seven girls
are experiencing their first pregnancy and the other 6
have 5een,pregnant once before. (TOP has no record of how
many pregnancies the remaining girls have had.) Less than
half of the fathers of thesé expected children are actively

involved with the girls during pregnancy.
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The ages of the TOP clients range from 12-17 years
of age, the mode is 1l6t. Years completed in school range
from fifth to eleventh grade, the mode is tenth grade.
Most of TOP's clients are Black, less than one-third are
White, and one Hispanic is in the current caseload. Nine-
teen girls have visited or enrolled in the school for preg-
nant adolescents. The statistics of thé postpartum file
~closely parallel these prenatal file figures, except more
.girls had completed the ninth grade than any other grade.
(See Appendices B and C for details on prenatal and post-
partum demographics, respectively.)

These are the girls for whom TOP exists. The next

section discusses what TOP does for them.

Procedures of TOP

The teenager's introduction to TOP commonly occurs
at the first obstetrics interview when they meet the TOP
Health Educator/Social Worker (HE/SW). They are also
individually introduced to other support staff in the OB/
GYN c¢liniec. These include a nurse, financial counselor,
and the Women, Iﬁfants, and Children (WIC) secretary. The
clients complete an intake form which deals with the living
situation, school status; and pregnancy status (Appendix D).
They alsc take a written test on child care and development
which allows the HE/SW and a nurse practitioner to assess

‘their knowledge of childrearing (Appendix E). The papers
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are placed in the individuals' foiders in the TOP center
- located in the offices of the Obstetrics and Gynecology
Clinic.,

As contact with the adoclescent continues (via tele-
phone conversations, home visits, subsequent appointments),
the HE/SW often interacts with other members of the
client's family. These families élay key roles in the
" success of the pregnancy. The number of contacts with the
teenager and her family varies depending on how early in
her pregnancy she entered the program, ﬁow receptive the
family is, and how critical the situation. If the girl
does not accept herself and the pregnancy, she is not going
to voluntarily come to the hospital or to TOP and discuss
it. The average number of contacts made by the HE/SW
directly to the adolescent or in her behalf is few (five to
ten) or many (thirty to forty) in number. This is in addi-
tion to the contacts of other support and medical staff.
Some cases require much or a little work, there is not much
middle ground.

Referrals are frequently made to the hospital dieti-
cians, a nurse practitioner, Division of Family Services,
Visiting Nurses Association, ana local social service agen-
cies as the needs become evident. The intent is to help
the adolescent maintain a feeling of responsibility, while
providing her with necessary information to make the

needed contacts.
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A Social Services package . (Appendix F) is distributed
and scanned with the client at the first TOP interview.
These quick reference packets contain céncise information
on: pregnancy development, food for the pregnant teenager,
help in coping with a new babv and with self, and post~
partum exercises, some of the most importént issues sur-
rounding pregnancy. The pregnant girl receives several |
small booklets related to pregnancy from the nurse, s0
many, perhaps, that she is overwhelmed and reads none. The
TOP packet provides a quick, all~in-one, easy-to~read
option which may peak her interest to read or inquire
further.

Nurses on the Nursery and Maternal Care Units alert
the HE/SW when a girl‘lG or younger is admitted onto the
ward. There are some patients who receive prenatal care
elsewhere and come to TMC only for delivery. There are -
occasionally some patients who receive no prenatal care
until the time of delivery. If the girl is not registered
with TOP, the HE/SW introduces herself and enrolls her
into TOP, beginning at that point to provide whatever
assistance is needed.

Oné volunteer educator comes every Thursday morning
for one and one-half hours giving lectures and showing
films on pregnancy.and delivery to patients in the clinic
waiting area. She is a very helpful and appreciated

example of motherhood. She brings her 2-year-old daughter
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with her and she models good parenting. This woman happens
to be pregnant again and the other pregnant women can
directly identify with her.

TOP works closely with the Teenage Parent Center
(TPC), Kansas City district school for pregnant éirls, and
the HE/SW describes the school's procedures to every patient.
The adolescents are invited to explore ﬁhis educational
option which may include vocational training. The HE/SW
often takes them to the school for their first wvisit.

TOP presents films upon invitation to high school and
junior high classes. Films are also used in other public
presentations, in private sessions, and at the Saturday
morning support group.* Pamphlets on birth contfol, sex
education, and other family matters are distributed to
clients and/or their parents and boyfriends as the need
arises. Books may be checked out on a library-type system,
(See Appendix G for listings of these materials.)

Frequently, the client-HE/SW rapport is positive
enough that the adolescent comes to the TOP office without
appointment during prenatal medical visits. She may need

reminding of an appointment and the HE/SW gives her a call.

* TOP is a part of the steering committee of a com-
munity-based support group for teenage parents. TMC
clients are encouraged to attend these weekly meetings.
At present, the group is preparing radio and television
public service announcements to inform the public of the
program and to introduce thought~provcking messages to
teenagers.
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The family may have concerns regarding school, financial,
or family matters and contact ig made over the phone, or
they make a special visit to the office. The BE/SW sees
the mother daily after delivery while she is in the hos~
pitql. Planning is done at this time about the child's
care and the mother's care. This includes such crucial
questions as: Where will each live? Is there an adequate
supply of diapers, milk, and haby clothes? Who will help
the mother with the chiid? Check-up appointments and WIC
appointments are made for mother and child before they
leave the hospital.

The pediatric hospitalrlocated within a short walk-
ing distance of TMC, Children's Mercy Hospital, follows
about one~half of the teen mothers' childﬁen in the Inten-
sive Care Clinic (ICC) after birth. The young age of the
mqther and the baby's usually low birth weight or precari—
ous ‘health condition indicate some social and/or medical
risk Factors, thus the need for a special care unit. The
nurse practitioners and HE/SW from this clinic introduce
thenselvas to the new mothers on the postpartum ward.

They vizit the ward daily so that, if the young mother
chooses to use Children's Mercevy's services, she will bhe
able to identify faces and feel more comfdrtable; ICC
staff contacts the TOP HE/SW for information gathered
prenatally on the adolescent's situation. General follow-

up after delivery is shared between the two hospitals.
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After the baby's appcintment at Children's Mercy the young
mother can come right over to TMC for her personal needs.
Non-ICC babies are seen at other clinics. The follow-

through in those situations is less systematic.

The Clients' Situations

The mature young lady who enters the TOP office alcne
sometimes transforms into a confused, rebéllious, distracted
person in the presence of other family members. Hostility
or dependency is shown in their interactions. If the girl's
mother is present, the girl may lash'out at her because she
- feels she has an ally in the HE/SW or she knows her mother
will not retaliate in public as she would at home. Or she
may allow mom to ask the quesﬁions and do most of the talk-
ing, beginning to relinguish herself of responsibility.
Such abdicating of responsibility may continue also after
délivefy. The majority of TOP's clients come from single
female parent homes (see Appendices B and C). The girls'
natural fathers make only occasional and distant contact.

The relationship between mother {(or mother-£figure)
and daughter is éften heavily damaged even before the
early pregnancy (Bolton, 1980). Discovering that her young
daughter is expecting, the mother usually becomes dis-
tressed and furious; Frequently, the mother, herself, bore
her first child during her school-age years and she pre-

dicts that in fifteen years or so her daughter will be as



27

dissatisfied with her life as she is (Chilman, 1980). Her
own life is being complicated with this additiom, not less
harried as she had hoped at this stage of her life, By the
time the teenager returns home with her baby, grandmother
is calmer, at least on the surface, and she works toward
the best possible rearing of her grandbaby.

Most of TOP's clients plan to fiﬂish high school,
but very few of them have mentioned college. To some
extent their young age limits such futuristic wvision but
the circumstances of many of these girls will limit their
pursuing higher degrees. Most of the responsible ones want
to work part-time and continue their schooling. However, a
l4- o 15~year old can only obtain a menial type of job with
menial pay. This leaves little time for childrearing,
attending school and doing homework, performing household
chores, and sleeping!

TOP clients usually are not interested in the alter-
natives of abortion or adoption. Although they say that
they did not think "it" would happen to them, they soon
begin to accept pregnancy. Time and again the girls give
these almost standard explanations about keeping the child:

1} "My mother didn't give me up or get rid of me,
so why should I do that to my childz!"

2) "I don't believe in abortion."

3) "I figure I did it [became pregnant] so I should
take on the responsibility."

4) "I can't give up my baby after carrying it for

nine months and going through all that [labor
and delivery]."
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In some cases, the girl is using an citen~heard excuse
because she cannot voice what she really feels due to a
lack of verbal skills; or she does not know why she wants
a baby: or she is afraid of the consequences if she tells
the truth. She feels that the baby is reward duc het
after carrying the pregnancy full term, or it is a punish-
ment she deserves for having wrongly indulged in sex. Not
-keeping the.child is usually not an alternative in the young
person's sub-~culture and peer pressure is always an issue.
Adolescents turn from the family to friends for approval.
The teenager may be under pressure frcm othef teenagers to
prove him/herself as é man/woman, to dare to be a part of
the "right" crowd.

TOP interviews have not yet revealed that these taen-~
agers are keeping their babies because they "wanted scmecne
to love and someone to love them" as many popular sources
report. Deeper probing might uncover such raticnalizations,
but this is not a typical reaction of these girls.‘

The voung pregnant girl has major decisions to make,
but she does not have the maturity to see heyond her imme-
diate situation. Her mother's example of early and fre-
'qgent pregnancy was more significant than her threats and
warnings opposing premarital sex or pregnancy. Once preg-
nant, the teenager resigns herself to the fate of

motherhood.



III. POSTPARTUM INTERVIEWS WITH TOP CLIENTS

The above overview of TOP provides background for
the following responses from interviews conducted for this
study with approximately one=-third of the currently enrolled
TOP clients regarding their personal development after hav-
ing children. These girls were chosen on the basis of the
HE/SW's involvement with each girl and knowledge of her
family situation. The HE/SW had had.at least three pre-
and/or postnatal contacts with each of the young mothers.
Six of the interviews were conducted at the clients’ homes,
4 in an office setting, 3 in a hospital clinic room. Each
girl's situation is, of course, unique. However, it was
the interviewer's impression that these 13 were rather
tybiéal of the TOP population at large, although they wefe
perhaps more positively oriented to the project and feel-
ing more secure in their life circumstances than some.
Their agreement to participate in this study could denote
a more open and cooperative segment of the TOP population
than those who refused participation or did not keep
their appointments.

The demographic data for these clients at the time

they registered in TOP are described below*;
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Client lives with: Two parents 3 Grandparent(s) 2
Mother 6 Guardian/
Husband 1 Foster home 1
Number of this First Second Third
pregnancy: N = 1l 1 1

Father of child
involved and

contributing: 7
Age cof TOP Client: 12 13 14 15 16
N = L 1 2 2 7
Last grade 6 7 8 9 10
completed: N = 13 % 4 4 3
Race: Black White Hispanic

TPC visited or enrolled: 8

* Based on information supplied by the client or
from her medical chart.

Interview Procedure

The HE/SW read each item to the respondent from her
copy of the interview form (Appendix H). The HE/SW
instructed the girl to check every answer on her copy that
applied to her. In case none of the answers offered were
applicable, the girl was encouraged to write her own
response next to "Other."” She was encouraged to ask ques-
tions at any time. Appendix H lists the frequency of
responses to each question. - The following paragraphs pre-
sent the findings from the interviews along with a dis-
cussicn of their significance and the author's subjective

impressions concerning some of the situations encountered.
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Findings and Imﬁressions

In March, 1981, when the interviews were conducted,
the ages of the clients ranged from 12 to 16 years, the
ages of their babies ranged from 18 days to 4 months, All
but one of the adolescents were single and most (12) lived .
with their infants. The family situation was satisfactory
to 9 of the girls; 1 indicated parental interference, and 2
suggested that they received much help from their families.
Unsurprisingly, five noted that their family relationships
had improved since they had deliverea. Furstenberg (1980a)
suggests that tensions are resclved and the grandparent (s)
becomes more "solicitous and protective" at the time of teen
pregnancy. Six TOP young mothers felt relationships within
the family had remained the same.

The girl's relationship with her mother is altered
when the girl becomes pregnant. It may change in one of
two ways: she may be treated more as a woman or more as a
little girl who needs her mother's help. Both situations
result in more concerned attention and communication. If
other siblings have enjoyed such a change in status upon
becoming parents, this girl may pattern their steps and
force the family to reevaluate itself. The unexpected
pregnancy is not necessarilf tragic, it may benefit the
family members if they allow themselves to learn and grow

from the experience (Russell, 1980).
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In terms of self-concept, motherhood was noted as
the most important role for ¢ of the teens; teenager was
the identity chosen by 1, daughiter by 2, one respondent
wrote "niece." When commenting on their feelings about
being a mother, some girls chese more than one response to
express their feelings. Fight identified with the response
"It is more exciting than I thought it would be." Two said
they did not feel much different, and only two said they
wished they were not a mother right now. Four chose the
response "Life is hard, but I will pull through." One
wrote, "It's not as bad as I thought. I think I can sur-
vive with my baby."

In large measure, the stories of success stem from
supportive families, especially the grandmothers. Life is
not extremely difficult for many of the girls right now,
motherhood is exciting. But, the author questions the long-
term effects on the grandmother, or the other family member
who is responsible'for the adolescent and her baby, as he/
she copes with extra sacrifices.

In regard to life outside the home, 6 girls had
returned to an academic envivonment, and all the others
planneéd to complete high schsoi or the General Equivalency
program at some time in the future. If these mothers con-
tinue their education, it will not be hassle-free, parti-
cularly if they marfy (Furstenberg, 1976, 1980b; Chilman,
1980). Most of the teens must miss. school to keep the

baby's routine or emergendy apbointment. Those
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adolescents deferring their education to be at home with
their children may feel guite out of place if they return
to school after one year and are no longer members of their
regular class. They may subsequently drop out. | -

The respondents had little trouble answering ques-
tions about other peer relations. Eight girls were dating;
5 of these were dating the baby'srfaﬁher. Four girls indi-
cated they did not wish to date at this time. One girl
agreed with her elders' choice for her not to date. Eight
planned to begin using birth control in the near future,
and 4 already were using preventive measures. Ten respond-
ents checked that other girls at their age should not have
babies, but 4 thought that they were better off than
non-mothers. | |

One young mother told the interviewer that she was
"scared, just not ready to date again." Those dating
probably receive much support from their families in terms
of babysitting, encouragement, and money. Life is not so
simple for the 4 girls who have decided to abstain from
dating and having sex for a period of time. Having a baby
has firmly demanded a change in their iifestyles and atti-
tudes. They are no longer responsibility-free, but tied to
their children and the duties therein. It will be inter-
esting to see who, indeed becomes pregnant again before age
20 or marriage, whichever comes first. At the time of the
interview 3 respondents already expected to become preg-

nant before age 20.
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The main source of incoms for 7 respondents was
money from the government (Aid to Families with Dependent
Children, AFDC) as it is for most teenaée mothers (see
Chilman, 1980). Most of the other girls were involved in
the initial processing stages of their AFDC applications,
3 received help from the father of the child, 5 stated thaﬁ
they could not survive financially without their family'§
help. Two girls had part-time jobs at the time of the
interview.

If funds for Medicaid, AFDC, WIC, youth employment,
and child care are removed, possibly more of these mothers
will report "I do not know how my child and I are going to
survive." Nye and Lamberts (1980) suggeét that "the more
the stigma is eliminated from school-age childbearing, the
" more single parenthood is accepted, and the more financial
support and other services are provided to school-age
parents, the more school-age parents we shall have (other
variables constant)." TOP's respondents do indicate that
motherhood will not affect their relationships at school
or church and most of them are not working. However, if
society should choose to attempt to prevent early preg-
nancies by cutting the budget for these spécial programs,
would not we be sacrificing babies already born and
punishing teens who are already mothers? It is not in the
compassionate tradition of this country to force starva-
tion, lack of medical attention, and abandonment. It is

apparent from the present number of early pregnancies that
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that making life a little rougher is not a strong deterrent
to teens to avoid preﬁnancy. Knowledge of the problems of
early childbearing and changes in value systems before the
first pregnancy would be more effective, yet, more arduous
to implement.

Except for the girl whose child was in foster care,
the mothers had kept or indicated that fhey planned to
attend their babies' first checkup appointments. They were
accepting the responsibility of seeing to the children's
medical needs.

One question on the structured interview form asked-
the girls to chéck the adjectives which described their
emotions since becoming mothers. The five most ﬁopular
answers were happy (11), loving (10), glad (8), thankful (8),
ana.scared'(G). Although many of the mothers have positive
feelings,4—6 checked that they were nervous, confused,
worried, or scared. Adolescence is a stormy period and
motherhood increases the silent stress for somé teenage
parents, they have little freedom to be children themselves.
There have been minor crises for these new mothers. As
they grow alongside their children, the young mothers'
ability to cope will be tested as will their families'
flexibility. Can the satisfactory home situation last as
expenses rise, as patience wears thin, and as disagree-~
ments surface between the mothers as to how the infant

should be reared?
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The persons upon whom these young mothers had most
relied during the previous 6 months often were the same
persons they would rely upon in the future, Father of the
child, aunt, friend, and grandmother were listed, but
mother was the most common response. One girl said she did
not know who she could lean on for supporf-in the upcoming
months. Pregnancy was traumatic for this 12~year old, an
- incest victim who placed the child in foster care, and for
others: the l6-year old having her third child and debating
with the idea of adoption, which she rejected; for the 15~
year old whose natural mother sent her away ﬁhen she learned
of the pregnancy and has not seen her or the baby since.
(See Appendix I for illustrative profiles of certain cases,)

The author does not feel that the full impact of
early childbearing has hit some of the girls because they
have had cushioning; they do not have total responsibility
for themselves or their children. One might conjecture from
the statements of older women who were young mothers, that
over time the adjustment tasks of motherhood will result in

the teens interviewed painting different pictures than now.



Iv., SUMMARY AND RECOMMENDATIONS

As compiicateﬁ a task as comprehensive adolescent
pregnancy programs can be, they are nevertheless crucial.
They are also few in number around the nation. Included
in recommendations for a program are: day care, employ-
ment counseling, abortion counseling and assistance,
counseling of the teenage father, low cost/free contracep-
tion and training in how to acquire énd use it, the most
rare and most needed services (Lincoln, 1977; Jaffe, 1877).
Reycroft and Kessler (1980) recommend thét an effective
adolescent pregnancy clinic should house "midwives, nurses,
physicians, social workers, health educators, psychologists,
and nutritionists." They advocate access to a special-care
nursery, Lamaze childbirth classes, breatfeeding instruc-
tion, pre- and post-delivery, continuing education. programs,
day care, maternaléand paternal education, and vocational
technology training.

To house all these services under one roof is a
tremendous and costly enterprise. In cooperation with its
médical facilities and referral resources, TOP helps the
community fulfill most of these requirements. Besides the
programs already mentioned, the free childbirth preparation

and parenting classes are conducted by the nurse
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practitioner in the clinic, breaétfeedinq is addressed by
the nurses and the volunteer during her presentationé. The
Teenage Parent Center has recently openéd an eight-infant
capacity day care center within the school itself with
hopes of expansion in the near future. The hospital's
pregnancy termination unit staffs a counsélor with whom TO?
has good relations, the workers refer patients and consuit
one another easily.

TOP does not actively seek out the teenage father,
bdt is open to him if he contacts the office or accompanies
the young mother. Some girls and their families want no
further contact with the young man and cannot or will not
offer information to help locate him. Neither does the TOP
HE/SW have the time td conduct such seaxches. The fathers
might be more relaxed about contacting the TOP office if
there were a male staffperson with whom they could communi-
cate and the girls' families were more amenable. But, of
course, some males lose interest in the girl who "gets
herself" pregnant. (See Haas, 1979.) Sexuality education
and socialization for boys is guite lacking.

“TOP's employment counseling referrals are few and
inadequaté, the ideas given to clients or boyfriends are
usually for summer or temporary jobs, or those from a basic
layman's knowledge. Although TMC is not the setting for
employment counseling; it would be a positive move for TOP
to‘build up its list of references outside of the hospital

in this area.
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Any service provider addressing the socio~psycho-
logical needs of teenagers learns that young people have
problems or want to talk outside of the.regular office
hours. For any program providing service to adolescents and
their families the author suggests a 24-hour hotline number
and adequate staff available every day ana night, not only‘
for crises, but for information. Oné of the 1imitations'of
TOP's small staff is that the HE/SW is usually unavailable
at night and on weekends. Having time for self is important
for the social service professional, but the client may need
to hear a familiar voice at any time. A hotline for teen
parents could be helpful to the clients and the teens' work-
ing parents who cannot contact TOP during the normal business
hours. An all-hour service is convenient for almost every-
one and it could strengthen the outreach of the sponsoring
adolescent pregnancy program. This requires a great deal of
commitment from the staff since the hours will be irregular.
Money, a supervising system, workers, publicity are age-old
matters with which to be reckoned.

Furstenberg (1976; 1977) notes that any type of pro-
gram promoting birth control needs to be long-term to
reduce thé threat of another unwanted preghancy. Continued
contact with the hospital, in case of problems or guestions,
and postpartum disqussions on the woman's success with
contraception encourages use. TOP and the clinic encourage
the use of birth control by having the patient talk to the

nurse practitioner, physician (at the postpartum checkup),
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and the Health Educator. They supply patients with
medically prescribed contraceptives, information, and names
and places of where to go for birth control for which no
prescription is necessary. The adolescents are free to call
or visit at any time for check-ups, refills, or discussion.

Follow~up calls to the home after hospital release
are fruitful as they detect problems in-the transition from
TMC to home; but a home visit within one week postpartum,
after the four~week check-up, and at six months would con-
tinue that support and educational system even longer., A
peéson(s) with some nurse's training and social services
background would be the best contact(s) at this time to
answer medical, infant care, and readjustment quéstions. If
TOP does not make the follow-up contact, too often the
adolescent does not avail herself of further TOP help.
Possibly the girl sees TOP as a hospital facility fulfill-
ing her needs as long as she is a client; once she is
basically out from under the doctor's periodic care, she may
not feel that she has the right to contact TOP. This hesi-
tation is the reason why outreach and meeting the girl in
her own territory is so important. She must believe that
TOP is available to her even when she is not pregnant.

Educating and counseling the client is basic to TOP.
However, work with the family is also considered important.
The office schedule and routines of the adolescent énd

family frequently clash leaving little time for extended
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family involvement except over the.télephone and that gives
the HE/SW only a one-dimensional view, without the non-verbal
cues that tell so much. All the help given to the client
may be undermined at home where she spends much more time,
The adolescent hears and reads many half-true tales regard-
ing the dangers of contraceptives or the devastating pain of
delivery. It takes a long time to convince her of the
-positive effects of birth control and the differences in
each pregnancy and delivery for every woman. AS shqwn in
the interviews, the girls perceive home as more helpful than
the professionals. This is why TOP tries Fo'teach the
family how to be self-sustaining. The family should be the
long~-term support system for the young mother and child.
Teenage parenthood can certainly be a time of pleasant anti-
cipation and pulling together for the family (Russell, 1980).
A comprehensive TOP should include interviews with the
family or interviews with the parent(s) and adolescent at
least once during each trimester of pregnancy to monitor the
family adjustments. If the family has not truly recognized
the girl's condition in the early months and what changes a
baby will bring, by the seventh month there is little oppor-
.tpnity for denying that she is visibly pregnant and the
situation must be dealt with openly. Many hours are needed
from staff, adolescent, and family in addition to the regqu-
lar clinic visits. Another in-house counselor is needed in

sone cases for extended work with individuals, families, or
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several families together. Having the person as an intrin-
sic part of the program instead of referring the reluctant,
frightened, and time-limited family to what it might call a
"shrink," would increase the chances of regular

sessions. The family may reject someone new in another
location and they would reiject the image 6f the "crazy" or
“sick" family. Therapy and education, as a part of TOP,
could more easily address such subjects as parenting,
reactions to divorce, intrauterine and infant death, dis-
cipline, and value~teaching for teenage parents and their
parents, who have a very complex time struggling with early
pregnancy and childbearing.

General family life education classes will soon
begin in the OB/GYN clinic waiting room on a twice weekly
schedule using audio-visuals and presentations. Teenagers,
their parents, and the fathers of the children will be
included in the audience.

It is the author's contention, based on these inter-
views and experiences with TOP, that a decrease in adoles-
cent pregnancy in the 1980's is possible if:

1) +the number of adolescents continues to decline

2) there is improved contraception technology and
consistent use before one year or more of
sexual activity has occurred

3) stigma-free sexuality education is taught in the
school systems and supported by parents

4) there is less media attention to sex related
advertising and presentations

5) +the nation and its families were able to find
economic stability at a functional level
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6) parents and professionals (legislators, medical
staff, social workers, pharmacists, teachers,
etc.) were more attuned to teenagers needs
and were well-informed, easily available, and
not condescending or balittling; this may
require increased funding for family life edu-

“cation for the community and professionals.

Society may disapprove of the act of premarital sex
among adolescents, but it should not condemn and shut out
the persons who do engage themselves sexually. Nurturance
of the young ones now means a more positive outcome for
everyone in the future, including the adults who will have
aged and possibly become dependent on a humanitarian power
structure. Society's task in curbing the feared "epidemic"
of teen pregnancy begins with the offering of viable alterna-
tives--meaningful and decent paying jobs, other means of
sexual release without full intercourse, emphasis on school
activities that appeal to more students. One of the best
methods of controlling unwanted parenthood is through
developing proper role models in the family and at the com-
munity level to aid the teenager's maturation process,

especially if he/she is already dealing with pregnancy

before being physically, emotionally, or financially prepared.
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Appendix A

Truman Medical Center
Teenage Delivery Statistics

Age 12 13 14 15 16 17 18 19 Total
1978 N = 1 5 15 57 128 151 225 219 801
1979 N = 0 6 17 90 99 190- 253 277 802
Total Deliveries 1978 N = 2,149 Teens N = 801
1972 N = 2,108 Teens N = 902

Births with Medical

Complications

at Delivery 1978 N = 183 Teens N = 131

1979 N = 224 Teens N = 131
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Appendix B

Client Demographics -- Prenatal Filex*
Total ~~ 47

Client lives with: Two parents g . Grandparent (s) 2

Mother 27 Other relative 3

Husband 3 Friend 1
Number of this pregnancy: First Second

N= " 37 6
FPather of child involved
and contributing: 21

Age of TOP client: 12 13 14 15 16 17

Last grade completed: 5 6 7 8 .9 10 11
N=1 1 1 12 12 18 L

Race: Black White HisEanic.
N = 35 11 1

TPC visited or enrolled: 19

* Lack of available information in some categories for some
clients accounts for the difference in totals.
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Appendix C

Client Demographics -~ Postpartum File¥*
Total -- 46
Client lives with: Two parents 11. Grandparent(s) 1
Mother 25 Other relative 4
Husband 2 Guardian/
Foster home 2
Number of this pregnancy: First Second Third
N = 39 ) 4 1

Father of child involved
and contributing: 22

Age of TOP client: 12 13 14 15 16 17 18

Last grade completed: 6 7 8 9 10 11
N

n
[
bt
=
o
=
~J
©
8]

Race: Black White Hispanic
N = 32 10 2

TPC visited or enrolled: 19

* Lack of available information in some categories for some
clients accounts for the differences in totals.
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Apvendix D

TOP Intake Form

Name Hosp, # ' Ist Visit
bdddress ; . Zip Cnde:k“-' Thone#

Birthdate Age. __GR___P____AB___ LMP__ EIC )

Referred From " ) ' - A - Self

Bducaticnal Level Grade; / Last School Attended

School Referral ?ES . NO Yhere

Previous Prenatal Care YES NG Where

Living Situation: Both Parents Mother/Father ONLY Grandparents Child's Father

Relative/iho_ Other "~ **NEEDS HOUSING REFERRAL: YES NO Action

W.I.C. Referral: YES NO Actions’

P

LY
~

INITIAL INTERVIEW PRENATAL CARE NUTRITION HEALTH EDUCATION

; 7
BIRTH CONTROL BRINGING BABY HOME LABDR § DELIVERY TOUR 7

POST PARTUM OTHER INSTRUCTIONS

s o 2 _ PROGRESS NOTES *Dated .

ttual Delivery Date - ~ _____A.D.C, Referral: YES___ MO

OSING NOTES:
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Appendix E

Pregnancy and Child Care Test

PLEASE CIRCLE THE ONE ANSWER THAT YOU CONSIDFR TO BE MOST
CORRECT FOR EACH QUESTION.

1. When a young infant cries, mother should:
A) let him cry sc as not to spoil him
B) spank him
C) attend to him as soon as possible

2. How much does a mother need to gain during her pregnancy?
A) 5 pounds
B) 10 pounds
C) 25 pounds

3. A baby knows the meaning of the word "no" by the age of:
A) 2 months
B) 6 months
C) 12 months

4. The part of the body where the baby grows for 9 months,
inside the mother, is called the: .
A) ovary
B) uterus
C) vagina
D) fallopian tube

5. Choose the following answer that is not a sign of labor:
A) strong, regular contractions
B} ruptured bag of waters
3 braxton-hicks contractions
) bloody show

6. Sexual activity can be continued throughout pregnancy

unless:
A) there is vaginal ‘bleeding
B) threatened premature labor
C) if bhag of waters has ruptured
) it becomes uncomfortable for the woman or if the

doctor instructs no sexual intercourse
E) all of the above

7. What else is needed to make a baby besides a woman's egg
and a place in the woman for the baby to grow?
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11.

12,

13.

14.
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A) a happy marriage
B) an IUD

C) a sperm

D) menstruation

A child learns to walk around the age of:

A) 1/2 year
B) 1l year
C) 1-1/2 years

baby's temperature is taken with a rectal thermometer.
normal temperature is:

A} 97.6 degrees

B) 98.6 degrees

C) 99.6 degrees

>

A monitor is placed around a woman's tummy while in the
Labor Room to record contractions and the baby's heart
beat:

A) for all women

B) only in emergencies

¢y if the labor has gone for more than 10 hours

Smoking, drugs and alcochol used during pregnancy:
A} has no effects on the baby if not used heavily
B) should not be used at all during pregnancy to
assure the best health for mother and baby
g is okay to use if the mother is eating a well-
balanced diet

While in labor during a contraction it is helpful to:
A) squeeze the handles on the table and hold your
breath until the contraction is over
B) relax and practice a special way ¢of breathing
C) drinkplenty of fluids

The pregnant mother needs some of these foods every day:
A) milk, vegetables, breads, and cereal
B) milk, vegetables, breads, and sugar
C) milk, vegetables, breads, and oil

Which type of birth control method does not require a
doctor's prescription?
A) the pill

B) IUD
C} diaphragm
D) condom

It doesn't matter what the mother eats because the baby
will be born the way it was meant to be.

) True

B) False
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17.
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20.
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22,

23.

24,
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A child learns to talk:
A) when his mother responds to his sounds by smiling,
talking, and being affectionate ’
B) once he begins preschool
C) automatically, whether his mother speaks to him
or not

After a woman has a baby:
A) she can get pregnant any time
B} she cannot get pregnant until she has at least
one period
C) she can get pregnant unless she is breastfeeding

A newborn baby:
. A) ' does not need to be talked to because he cannot
understand language
B) does not need to be held much because this leads
to spoiling
C) cannot bhe spoiled before it is 6 months ¢ld

A danger sign of pregnancy that should be reported imme-
diately to the doctor is:

A) vaginal bleeding

B) ruptured bag of waters

C) infection, fever, or chills

D) all of the above

Pregnant women should:

a) avoid much exercise two months before delivery
B) remain inactive throughout pregnancy to avoid
miscarriage :

C) practice special exercises to prepare for labor

Most children are fully potty-trained:
A) by 1 year
B) by 1~1/2 years
C) when they are 2 years or older

A child should begin to have his shots:
A) at 2 or 3 months
B) when he's ready to go to school
C) only when he is sick

To avoid gaining too much weight during pregnancy a
mother should:

A) skip meals during the day

B) not eat bread

C) try to eat balanced meals and avoid sweets

A baby should be:
A) dressed with less clothes than adults
B) dressed with the same amount of clothes as adults
C) dressed with more clothes than adults
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A baby recognizes his mother:
A) within one week
B) by 3 or 4 months .
C) not until one year

At what time of the month can a woman become pregnant?
A) during ovulation
B) any time of the month
C) when she feels horny

Breast feeding: _
A) does not require any special preparation
before the baby is born
B) is not as good for mother and baby as bottle
feeding '
C) is healthy for mother and baby

Following a proper diet during pregnancy is:
A) too hard to do ,
B) not important
C) important for both baby and mother

When coming to TMC to have a baby:
a) you are not allowed to bring anyone with you
B) you are encouraged to bring a close friend or
relative to coach
C) you can have as many as four friendswith you at
one time

Some birth control methods are safer than others. Which
of these is the safest?

A) pill

B) IUD

C) abstinence

D) condom & foam
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Appendix F

Social Services Package

Sectlon II: Nine Months Of Pregnancy

_t v,
1 lJames Dingleldar, M.D.*
i "

Counsclors may be asked questions by the pregnant woman concerning the
actual size and physical chamctcmt:cs of the unborn baby. A bricf month-by-
month outline of prcgnancy is provided below for thc counselor's guidance and
rcfercncé: in dealmg with thcsa questmns -

’*."',' RN 15’:3‘! First Month o =

Followmg lhc union of the cgg and sperm in the midportion of the fallopian
tube, the. ferhhzcd cgg moves into the womb (utcrus} and begins to grow and
. divide into cells. A portion of these cells develop into the membranes that make
up the amniotic fluid sac surrounding and protecting the growing embryo. Another
portion of cells invades thé receptive soft lining of the womb and forms the- vital
placenta’ (or afterbirth) whlch is connected by the umbilical cord to the cnlarging
embryo.’ Through this narrow life-line, the embrye is able to extract the vital
nutrients from the woman's blood stream that are cssential to its growth, as well
as to exchange oxygen and Teturn waste products to the maternal circuiation,

As prénatal development continues, a third and smallest portion of cells in the
femhzr:d ovum (egg) bccomc the center of attention as these cells subdivide into
three Iayers bf body ussue The inner (endoderm) layer soon forms the gastro- .
intestinal systcm. the urinary tract, and many of the glands for internal sccretion
such as Iwcr, gallbladder. pancreas, and thyroid. The middle (mesoderm) layer
forms t‘hc muscolo skeletal system, the kidneys, the blood circulation #nd the con-
nective. tissues. The ouler (ectoderm) layer will bect.mwe the brain a.d nervous
syslem, the 'cyens, and lhc =km and ns subdivisions of nails, tooth coveiings, sweal
g!ands. and hair, | e .

Afler one. month's g& w-'th the embryo measures about cne-quarter inch from
hcad toa lcmporary tail. A primitive urinary tract and digestive tract have formed
and groivth is bcmg prumoted through a rudimentary blood vessal circulation sup-
porled by pulsallons from a tubular group of muscle cells which will eventually
form the adult heart. Sprouts of tissue whmh mark the site of fulun: arms and

lcgs ca be |’ccogmzed at thxs stage. B
l|'|'i 2 L3 .'

_ Second Month ... © . . :
M lhv. cnd o[ mghl wceks. the growing cmblyo has achieved a trunk length
_of ncarly an inch. The prominence of the head emphasizes the maturation of the
ntnfous system at this stagc of growth. The growing blood vascular systcm is
. how prov:dmg conhnucd nutrition to the recognizable finger and toe buds on the
: .arma and lcgs The exlerml sex organs arc still in an indifferent stage of develop-
- ment, éud lhc sex of lhc embryo is not recognizable, but other characteristic
_fcaturcs such as the cyes. cars, nose, and mouth can be apprccmlcd

{
. l'~! I1|
j BE u! !l ‘) .:

o d)ames b.ng!eluer is an Assistant Professor in the Department ef Obstelrics and Gyne:ology at
U.H.C. Schaoi of Medicine,

Vi : i, g "
iI:;g't roe _

.
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] ] .
i ) Third Month ‘ \ ‘
The rapidly growing fetus has achieved a weight ofinearly an ounce '\[ thc
conclusion of the third month and is now around thice inches in lcnglh Thc
nervous syslem begins to coordinale movements of the growing muscle lmucs
which are able to provide the fetus with active movements in its fluid surroundmgs'
It now is able to react to changes of light, sound, and temperature as well as to
skin sensation. The heart beat can be recorded by sensitive sound-amplifying | dc-f '
vices or by refined electrocardiographic apparaius. The first baby teeth begm io ]
form at this stage and nails appear on finpers and toes. Fetal sex is still somcwhat '
ambiguous, but can be recognized by an expert. Yox thB 1T
Although the felus is now capable of swallowing amniotic fluid, it still dérivés
its nutrition through the umbilical cord lifc-line and the all-essential placcma
which has connnucd to grow on lhc side waii of the enlargmg utcrus ! k-

i b "h, " '
! - t qurth Month i PRI
i

At the end of tfie fourth month, the fetus is six inches in length and ncar]y
a quarter of a pound in weight. It moves quite frecly within the amniotic sac with -
enough activity that some women may be aware of these movements. Thc cmphnms
of fetal growth throughout the remainder of pregnancy is increasingly on¢ of size
and specialization since the appearance of nearly all of thé organs in an adult has
now occurred and can be found in the fetus. The most critical stages of nglh
end development, those most sensitive to the dﬂtrucuve ontside influence: ! of
drugs, irradiation, infections and maternal disease, have .becn passed. The fe{al
bone skeleton i clearly visible on X-ray (should one be ‘ordered madverlcnlly) 3
Diagnostic studics on the amnictic fluid from around the fetus can be done at this
stage lo detect diseases or cond:lmns such ag the Rh negauve blood disorders. J:_'.
e z o byl

" : Fiﬂh Month IR R & S &

The uterus has cnlargcd to a level above the navel of the mother by lhc end "
of this month, land most pregnant women can feel the movements of the dne -
pound, ten inch fetus quite readily. The external sex is now easily ascertained and : .
the appearance of the body hair, nails, and eycbrows resemble closely thase of a Il
fulI term infant. The lungs have been formed for some time and the fetus moves .*
quantities of amniotic fluid to and fro in the respiratory system. Oxygen brealhmg RTINS
cnpamty al this stage is too meager to pcrmlt lndcpendent outside existence fnrj :
morP than & few minutes. _; v é" c e 1"r' ‘ ' ;] S BRAY
i': T [ e Dy v, wat e i:'-f'-"‘.f:-‘n-.' 1 ; ' .

t o TR LYY Bp Sixth Month i ! ’J AN &

An addmonal month of maturity provides nearly a doubling in wetght for thc‘ i
twelve inch fctus, although lung development has still not progressed far cnuugh- !
to permit commuad outside existence for more than a few rare’ infanis born! 1at ::_
his stage of prcg-nancy The fetus is now sufficiently developed, for one of thé ﬁm

xfernal cfforts to change lts environment in order to pcrrmt continued hfo——a

I"‘

blood transfusion<=can now be mnde into lhe abdomen of a fetus that ls ﬁﬂ'cctcd SO A
[!y Rh negative lsrnzn!nzal:or}l discase,” © 0 Tt T i ",f ! H‘ M { l a',
- ‘ : b 4 .d’ *
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|
, . Seventh Month ¢ et

. A smali percentage of infants born al this

stage may survive in a modern,

~miensm care premature nursesy, Hyaline membrane disease of the Jung zfilicts the

_gieat m'xjomy of them and seldera permits continued eutside life for more than a

wa hours i.r .

". "l ] ‘: 1 !

(\l-[.‘,t . 'I'i
1

Eighth Month

~ At the end of the eighth month, the average premature newborn weighing
ground four pounds will have an excellent chance for successful independent out-

side is:‘ Amnio CED'CSIS (sampling the amniotic fluid via a small nccdle passcd
lhmugh the uterus) may provide information which can predict the probable
'umvan chun»cs.l.u the infant born four weeks prematurcly. On occasion, ihe
ab s;em siati miay sclect an early delivery when the intrauterine environment is

.shnwn to be unfavorable, as with problem prcgnanmcs complicated by diabeles,

tdxemla, and I"(hi sensitization. _
El Y one

st Ninth Month

N b &

r Fully mature ‘infants usually weigh over six pounds, are 18-20 inches long

and generally emerge fully capable of independent phys:cal cx:stcncc. provided
lhcy are-given adequate nutrition, warmth and protection, '
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.

YOU'RE ON YOUR WAY & .
Having a Lalay is along, exciting “jouney.”
5_'_11‘? Thete aire luens and changes, guirde-

id posts ard waming signals 10 biing
’,3 you salzly io the biith of your pgby.

", 5 s ¥ i

Vehat shouidf you do?

. m Assoon as you think

you'ie Mon the way," ask

sotonone who knows—

adoctor.

& Don't be a know-it-allt Evan il you've made the

same trip belore, scothe doclor early and ollen.

Every picgnency is diffarent.

and loinsure that your baby will be as (J\ﬂ

heallhy as poszible,

The risk ol having a baby born belore itis duc—

or & baby thziis crippled, or retarded, or boin dead—

istoss if you have carly jpronatal care..

4

»

PNC FROTECTS YOU AND BABY
PreMatal Care—belore-ihe-haby-is-born A
care—is the best way 1o keep you healthy o

YOUR BABY IS MADE OUT OF YOU

That's whyil's irnposiant for you 1o see a ducipr carly,
So he can examine samples of your blood and urine lo
fearn many things about your heallh. So he can check
your blond pressure, eyes, ears, nose, threat and laeth,
So he can examine your ches! and breasts, your abdo-
men and pelvis. itwen'l be painful, and the doclor must
know, .
The doctor will 2iso ask aboul the {ather's health, He'll
wantto know about his parents, your parenis and about

olher relatives. Telt him all you know or can find oul. |

‘
WHAT YOU EAT IS IMPORTANT °
Gaining weighl is normal when you're pregnant, but
be sure o keep it normal. You doa'l have 10 “z2atl for
two.” The average normal gain is 24 1o 28 pounds,

depending on your weighl belore pregnancy.
Ask your docior for advice about diet,

58
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BEVARE OF IALDICIHES, TGHICS, DRUGS

Don't take gryshag thed has oot becn prescribed by
your doclor, eepecinily far you, curing this pregnancy.
Look on aay pill, powder, 1abhel, czzsule, liquid medis
cine of home emedy as a possibic danger lo your
baby—urniess the doctar prescribes il

Checek vilh him eaily cbout the salely of any preserip-
fion ynu had before youbecaine pregnent. Never loueh
madicing prescribed lor other members of your family
or lor friends, . ;

KHOW THIS “NO™ LIST - .
Avoid é';erj'lhing on this lisl unless your doctor orces
ong of more 1o freat 2 condilion yau have discuzsoed
with him, '

FED!CIMNES w "PEP" PILLS » LAXATIVES = TRAN-

QUILIZERS = ASPIRIN or any ofher “PAIN RE- -

LIEVER" = MINEBRAL QIL = NIEDUCING PILLS =
BAKING SCDA = MERVETONIC » SLEEPING

. \
JRAVEL TIPS TOWARD A =7 = BIRYH... /
See adoclorealy to protectyour healih | :
and the baby's. He will type your bload \
and, in certain ¢ases, your husband's. |

Prolection against Rh blood discase
is now possible.

Tell any other daclor you consull thal.
you are, or think you may be, pregrant.
He necds lo know this 1o decgide whelber
: X-rays or medicalions
are sale for you,

)

blake sure (hal
your childten and
all the child:en in
your communily are
var.cinaled against
rubella {Gorman measles),

because when a ¢hild spreads rubcella 1o a pregnant
woman, her unbotn baby may be severely damaged.

Y

PILLS 8 VITALIIN SUPPLEMENTS, §
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q Preanaacy.
v e 4

L |

If you are a 1eenage girl who is gning 1o
have a baby, you prohably know that your
baby takes body-bailding materials from
what you eat during the 9 months of vour
preguancy. It's up to you to eat encugh
food to preovide IFL'Jr your baby's growth
and development and to meet your owr.
total daily needs.

The earlier you get health care, the
beteer it is for you and your baby. You
increase the chances that your pregnancy
will go smoorthly if you visit a docter or
clinic early in pregnancy, retuen for
regular visits, and fallow professional
advice about taking care of yourself during
this period,

E VL |

What You €at is Importont

Eating the right kinds and amounts of
foods at the right time helps you feel
good, look pood, and have a lot of energy.
Even more important when you are preg-
nant, eating the right kinds of food will
add 1o your chances of having 2 normal,
healthy baby.

Gain in Weight ’
Every girl should gain weight during preg-
nancy. The desirable average gain is 24
pounds, within a range of 20 to 25 pounds.
This amount provides for growrth of the
baby and changes in the mother’s body
that support and "protect the baby.

The way you gain weight Is just as ira-
portant to the healthy developinent of
your baby as the total number of pounds.
It is best ta gain a small ar ennc of —eighe
each weeksYoucando rF resting the
kinds and amounts of foc » hsted in the
food guide un page 4.

Ne matter how muach or how lirtle you
weigh when ;o ger pregnant, you shou'd
try to gain about 1 pound 2 month in
early pregnancy-—or a total of 3 pounds
during the first 3 monrhs. From the
fourth month undl delivery, you should
try to gain abour three-fourths of a pound
a week.

This means that even if you are over-
weight, you should not try to lose weight
during pregnancy. If you need to reduce
afier your haby is born, you cun get help
from a nutritionist or a doctor.

If you are underweight when you get
pregnant, gaining weight may not be easy
for you, but the effort will be worthwhile
for your baby. Afrer delivery, it is likely
you will keep some of the weight you

ave gained.

If you are of normal weight st the be-
ginning of pregnancy, you probubly will
get back o normal weight within a month
or two after your baby is born.
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Seras Ciamples Of
Fow -foods ork
Far & Fregnant Teenager

End Her Baby
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=R = R T LR L VRN A
Foods 2 Nutrients How Used . =
Milk, cleese Celcium, Build bunes and iceth

. phosphorus
Frotein ad growth of new *issue
and repuiv of body cells
&
Meat, chicken, fish, Protein Aid growth of new tissie
i2gs, dried pea: and and vepair of body cells
beaws, nuts, peanut butter ) :
- Iron Prevent aneniia
Fruits, vegetuables Mincrals, Make body cells work
vitaning properly
Whole-grain or enriched Carboliydrates  Provide energy
breads, cercals, Mincrals, Make body cells work
cereal products vitaniing bproperly
Protein Aid groiwcth of new tissue
aud rcpaiy of body cells
Fats, oils " Calories Pravide cnergy
Sugars, sweeets Calories Provide energy
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Hutrients Needed During
Pregnancy .
Foods give you nutrients and calorics that
your body nceds for good hezith. -

Nutrients-—proteins, carbohydrares,

minerals, vitamins, and fats: —are discussed -

on page 10. You nced the same nutrients
during pregnancy as before “vwre. ancy.
The chart on page 3 shows b - ¢ foods,
the nutrients they supply, and cach nutri-
ent’s role in pregnancy.

To ger the nutrients you newd when you
are pregnant, select a variety af foods
every duy. The food guide can
help you in making your cheices.

Calories

Energy value of food is measured in
talories. Calories are needed for groweh
and body function as well as for energy.
The number of calories you need varies
according to your size, age, and activicies,
When the total energy value of th: food
you ear is more than the encrgy you use
for exercise and sctivities, you will gain
weight; when the reverse is troe, you will
lose weight,

When you become pregnant, you will
neced about 300 more calories each day
than you needed befare. The extra calories
can easily be supplied by such fuods as one
extra glass of milk plus a sundwich or a
pudding. Or you may eat larger zmounts
of sume of the foods that you ordinarily
eat. This means you do not need larger
amounts of a/f foods when you are preg-
nant.

It is important, however, 1o eat the rec-
ommended number of servings of meat
or meat substitutes, fruits and vegetables,
miltk and milk products, and bread and
cercals—so that you get enough nutrients
fac your baby's growth and for your own
healeh.
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Milx and #ilk Products

It takes four o five S8-ounce glusses of
milk or milk preduces daily to give you
the calcium you and your baby need whil

you are-pregnant. Choose milk that has
¥ preg

vitar..in D added. Part or all of the =ilk
may e whole milk, buttermilk, evaporan
mill,, dry whole milk, dry skim milk, or
fluid skim milk. You can also use the mil
in beverages such as hot chocolaie, in
so.ips, in puddings, and over cereals.
Remember to include all ferms of milk 1
vour meals as well as all the milk you
drink when you count the amount of mil
you gee exch day.
These amonnts equal the calcirn in one
S-ouice glass of niilk:
I cup of buttermilk
1 eup of ligurd skim milk
V2 cup of craporated milk (undilated)
2 one-inch caber or 2 slices af cheese
4 tablespoons of powdered skim milk
4 tablespaons of poudered whole wilk
I cup of yogart
These amonnts equal 1/3 cup of milk:
Yo cup of cotlage cheere
Vi cup of ice cream
If you do nor like or cannot drink milk,
discuss this problem with a nutritionist o
your doctor.
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Weat, Fish, Poultry, Cogs,
Dried Rzans
Meat, fish, poultry; eggs, and dried beans
and peas, nuts, and peannt barter supply
pretein. You need two servings of protein
foods daily 10 get enough protein while
you are pregnant. When you use dried
beans or dried peas or cereals as main
dishes, combine them with ok oo 2 sonall
ameunt of meat to increase the proein
value of the meal.
Caunt as one sevving:
2 or 3 vunces of lean vieur. Some examplec
are: ’

I hamburger

2 thin slices of beef. purk, ar lamb

1 lean perk chop

2 rlices of lyncheon meat

2 bhot dops .
2 or 3 onnce: of fish. Sume eximples are

1 whole small fish

I small filler

173 can (6% ounces) of tuna fisk
2 to 3 ouncers of chicken, turkey, or cther
poxliry. Somne examples are:

2 slices of Lpht or dark meat

1 chicken leg

Ve chicken breast
Count as one-half serving:

Vato Y cup of cooked drivd Leans or peas

2 to 3 tallespoons of peanut butter

1 or 2 one-inch cubes of cheese

I or 2 slices of cheere

Vi to Y2 cup of cottage cheese

1 egg

63

Fruits and Vegetables
Fruits and vegetzbles contain vitamins,
mninerals, and fiber, a nawra! Jaxative.
Dwring pregnancy, you need to c:.n_f})ur or
more servings every day. A serving %
about Y1 cup of fruit or vegetable or Y2 cup
of juice. You may use fresh, frozen,
canned, or dried fruitsand vegetables.
Eat at lcast one serting of a good source
of vitwuin A every other day:

Apricots

Broceali

Cantaloape

Carvots

Dok groow tufy vegerables —ckard, col-

lards, hole, sustard greems, sphnaich,

tarssip yrecns
Srcer potitoes

Wiister cqganash
Eat at least one serving of a good sonrce
of v amin C erevy day: -
Broceoli
Cantaloupe
Crange or orange fuice
Grapefruit or grapefruit juice
Ruw cabbage
Green pepper, sweet red popiper
Fruit juice drink with vitamin € added
Fresh tomatcer
Dark green leify 1opetables —chand, col-
Lards, Lale, leaf lettuce, worstand grevis,
spinach, turuife greens
Fresh strauberses, blactbomios, raspherier
Watermelon

Sclect tico other sevvings every duy from other
segchebles and fruits:

Beets Bananas
Curn Grapes
Lettuce Peacher
Peas Pears
Potatoes  Pincapple

Apples Other regetallos and fraits
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Breads and Cercals
Breads and cereals give vou mincrals and
vitamins as well as the coergy you need.
Whole-grain breads and cereals provide
fiber, a pawaral Jaxative, Check the labels
on breads, cereals, and ceieal products o
m.ke sure that they are eivher made with
whole wheat or whole-grain flour or sre
enriched vith mineials and vitamins,
Eat five or six servings of whole grain
or entichied breads, cereals, and cereal
products every day during pregnzncy.
Count as vne serving:
1 slice of bread
1 muffin
1 roll, birewit, bamburger bun, or
hot dog roll
1 tarrilla
Ve to Y cup of cocked or ready-to-cat
cereal, swch o0 earmedl, favina, grits,
coraflakas, shrodded wheat
Vi 2o ¥ cup woadles, spaghctti, vice, or
MLCUATONS

Other Foods .

Complere your meals with salad dressings,
corn oil or other vegetable cils (used for
cocking), margarine made with
unsaturated far, butter, supar, and Jdesserts.
Soft drinks, candy, and other sweets
should be a once-in-2-while 1reat. Eating
too many sweets may keep you from
getting necessary nutsicnts and cause you
to gain toe much weight.

Water.

People cannot live without water. It helps
vour body cells work preperly and keeps
your temperature nonmal. You need o
drink 6 to 8 glasses of water or other
fluids each day during your pregnancy-—-
the same amount chas s reconminended for
adults every day.
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Feal Flans

Small Meals
You will probably be more comforiable
during the last 3 monrhs of pregnancy if
you do not overload your stonuch at any
one meal. You may want to try eating
small meals six rimes a day-—zt breakfase,
midirarning, noon, midafrernoon, dinner
time, and in the cvening. Follow the guide
in seleciing minimeals to make sure that
v include the number of servings of the
asic frods needed each day.

Mi'c and a sandwich made with meat,
chick=n, fish, vogs, peanur burer, or
cheese are excellent minimeals. Other
iders are milk and fresh fruirs, fruit juices,
che se and coackers.

Choese the Foods You Like
Tne folluwing meal plans are samples to
show how 10 get enough nulrients cach
day during pregnancy. M¥hen you plan
your meals, choose foods thae you Iike snd
that fit into your fumily’s cating patierns.
Add enough milk, fruits, vepetables, and
protein to give you the amounts the food
guide recornmends. A nutritionist or your
doctor can help you fir the plans to your
own necds. *

if you are not gaining weight ar the
recommended rate, eat extra servings of
breads, cereals, protein, and other foods. If
you are very active, you will need to
increase the amounts of foud suggested in
the guide,

Size of Serving:

Bread: | slice

Cereal: V2 1o Y cup

Fruits and vegetables: ¥ cap or ahowt
4 serving sprons

Fruic juice: small glass (4 10 6 oxncesd

Butrer ur margarine: 1 teaspooun

Meate, fish, or poultry: 2 to 3 vanees
1} or2 preces)

Mitk: Lirge gluss (8 vnnices)

SAKPLE JACAL FLANS .
First Day 7
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BREAKFAST
Qrunge

Scrambled vgg
Muffin B
Margarine or butter

Mtk

MIDMORNING SNACK
Milk

LUNCH

Homborger with ban
Fainans

Cookties

AUDAFFERENOON SNACK

lce cream cone

DINNER
Truna-nvodle cirserole
Grecn peas

Jellied fraat salad
Bread

Margarine or butier
Apple cobliler

Milk

EVENING SNACK
Frife juice
Opes-face toasted cheese sandicich




SAMPLE MERL PLRNS

s

SERPLE MERL PLANS
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Second Day Third Day
BREAKFAST BREAKFAST
Grapofriedt balf Tenato jurce
Cereal Cotiage choese
Toust Toust

Alirgarine or buiter Mirgzriie or butter
Milk Mile y

MIDAMORNING SNACK
Cheese and crackers

Ailk

LUNCH -
Ham and cheese sundwick
Celery siicks
C Apple
Milk

MIDAFTERNUON SNACK
Pizza

PO R —

DINNER

Baked chicken

Rice

Spinach

Chucolate pudding
T Mib

EVENING SNACK
Hot 'dag with roll
Lemanade

MIDMORNING SNACK
Heot chocolste

LUNCH

Bologna sanduwich
Currat sticks
Grapes

Milk

"MIDAFTERNGUN SNACK

Pezunt butter rairdwich
Lemonade

DINNER

Spaghesti with meathally
Mixed green salad

Bread

Margarine ar buiter
Canned peaches aind inokier
Alilk

EVENING SNACK
Orange
Milk



Came 2thier Cencerns
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Morning Sickness

Even when you don't care about food
because of morning sickiess, remember
that it is important to ear correctly for
vour baby's sake. Morning sickness imay
occur in the early purt of pregnancy, and
it generally goes away by the end of the
third moanth. Earing small amov o0 of
food throughout the day may help reduce
the sick feeling. Many girls find it helpful
10 eat a cracker or dry twast before they
get out of bed, and then o remain flat
and still in bed for a short time.

Follow your doctor's recommiendations
abuut morning sickiess; don't take any
medicine for it withour your docror’s
prescription.

Cranings

If you feel like eating clay, Jaundry starch,
or other rhings thap are nor really foods,
discuss rits with a nutritionist or & doctor.

Vegetariun Diets

A vegetarian diet thar includes milk and
eges, cereals, and nuts can be adequate for
a pregnant woman. However, a vegetarian
diet without eggs and milk muy not
provide zli the putrients needed during
pregnancy. M you zre on a vegetarian diet,
discuss food choices with your doctor or a
nuiritionist.

Rnemia

Anemia is an illness that develops when
there is not enough iron in the budy 1o
take care of red blond cells. In the United
Srates anemia 15 commoen amonyg wenage
girls who do not ger cnough of the irn
they need cvery day from the foods they
cat, 3

Aremia can usually be treated
suce sssfully if it is found before
comalications develop. This is one of the
many reasons that every pregnant girl
should see a doctor as soon as she knews
she is pregnant.

When a teenage girl becomes pregnant,
she nceds extra iron for heeself wnd her
baby. To make sure pregnane, gicls get
enough iron to provent ancmid, many
doctors prescribe bath iron tablets and
folic acid rablets. Follow your ductor’s
recommendations abcut raking iron and
{ulic acid,

Cigoreties, Rlcohel, and Drugs
Almost every substance nsed by o
pregnant mother reaches her baby. The
safest baby is the one whose mother does
not smoke, drink, or use drugs rthat are
not prescribed. Even for girls who smoked
or drank or took drugs a lot before they
got pregnant, cutting down will help.

Food fissistance

If you don’t have encugh money tw buy
the food you need, talk w0 a staff member
of your clinic, city or county heaith
department, or social service (public
welfare) department about agencies 1n
your community that may be able to help
you.
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(B GPS K,
THAT MiET
YOUR BODYS
CHANGING
INEEDS

0o posiure helzs your b ody edapt to
Pregnsey end oy Laip aved hack-
aches 28 well. Hore, leur excicises
frorn the Nickolsus Technique de.
sigred to help alizn your Dody and
stizich your € ne s0 sl your pos-
fure will imZrcva. As tine goés on,
at lo dacrense the nuimbar
of repeiiticng or Co ergreises moie
slereddy, Remamber 1o chegk (hese or
sy other excigises with your doctor.

Decp brecthing

- Always begir with this. Lie on flogr as
shown, Eraw up hnees unlil you fes)
your Lack touching ihe Boor, Tern teet
inward; feel a siraighl fine running
through tach hip, hnee and fool.
Bring chin down; relzx shoulcers,
Place hands on ebdomen, eltows rest.
ing ©n the floor. Rilax forso, Inhale
tor a sicw tount ¢f Lwo, mouih open,
feeling &bdorminal muscles rise and

P
2 chest und ur per body, Ex-
hale sics ,y an third count; an fcarth
ceunt, contrzcl shdom'ta’s and fress
loxer bork honly oy a‘ﬁS\ the floor,
Rejreal six limes,

crfisndin

S

LSRN
s ?"fn-mq:y:.‘:'
The spmul’ d:ctch
Siill in the beealhing posilion, place
arms everhesd on the 1leor, pilios up,
arnis peratlel tnhale sloxly for two
counis. This lirme, as you exhzle, pull
ahdominsl mueries toward 1he loeer
back and tuck pele . under slightly,
pressing spine agair 51 1he Tlaor. At the
samme lime, reach Lehind you, arms
enainst 1he floor, chm puiled down
and rieck long, Re pca[ 5ix lirnes.

The sitting orm ond leg stretch

Sil up 25 shoan, legs aboul hipwidih
aper!. Back should ba slr2ight; 1ry to
1ce| you: breastbone litting toward
the ceiling. Inha'le dueply &nd reach
upward, LE{'ping chouiders relzied,
nack free ol lension, abdomen re-

Gettina Rack in Shane

. foriable, Sieo at w
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S .d L\rmg "r 4
W0, e juthed in. STtw
ly bend .v'.\_ud urtilyeusre rezmhing
pest l'\e !cr-s &'ms and leas pytatel
Krep | t=5‘12 end feel fioved, n,
hale az ty Lep'n e rel
turn. Da thls graduzlly; s the nnthe
progress, place your jeps larther apart
to make tha forward reech more com- -
ar point you
1ee] you zre forcing. Fepeal six Urnes,

Porfect pozture

Sleng with fza) hip-width spart, vweighl
on the kalls of your leel, heels sesling)
fightly on the ficor, arms resting naly
rally al your eidzs, Lilt your chest, e
t2x your shoulders and 1oy lo gel The
1ee.m!, of a long rpine. Inhale o exly,
relaring the zhdanen slignyly as you
expand the chesl and bath muscles
Exhale as you comiract he ahdaming
rruscles and tuck the pzlvis under,
mairiaining a lifled chest and head)
Repcal inhaling &nd eshaling 1w
Thes.

Sracial exorcises may nnt be neceossary iF you ar: up

and about within

a fow days a2Tter delivory.

Exercises

recormended to you should be done in oaderation to helo

these parts of your body that expanded durina rrennancy
However, the exercises should nnt be

retarn to normal.
Sﬁarteﬂ without tho doctor's raco—
will take time to roroin your strepath,

srndaticn.

flemephar | it
so dontt averdg!

Five to ten minutes cnce or twice a cay is adequate in the

beginniun.

HOTES

NOTES

HOTES HOTES

HOTES




PARENT DROP-IN CENTER =
COLD INDEPENDENCE COURT HOUSE
112 WEST LEXINGTON, SUITE 204 '
"INDEPENDENCE, MISSOURI 640’30
(81612522539
'Dfrector ' 2 Alinda Dennis
Assnstant D:rector . ~ Linda Shadden

W R L e WA SO i O

Serving parents in Eastern Jackson
COU nty, Missouri, . 7.‘.:.1.;_._;,;‘-..::.'.-;;.‘7::.;::-47;.::
Pron oting the p051t|ve uspectf of
zpan?ntmg : ST

He iping fam!hes cope Wlh the pressure
and stress of pa entho' d L

Helpmg pa:ents develop sk1i1 and
confidence in their role as parents.

Children are welcome when parents
come to the Center. Child care will be
available while parents are mvoived in
Center activities.
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A GFT—AWAY SPOT FOR PARENT S TO

—-relax meet and talk w1th other parents

--attend educ,atlcmal programs on a
variety of topics around parenting

—participate in discussions abott child
Jdevelopmentfand issues of parenting

——share concerns and ideas WIih staft
—learn new sk:lls g T

—find and utlhze other com"munity
| resources eatanl s o SRR

—have some time apart from the
chilaren while thoy are supervised by
experienced caregivers

Initially the Center will be openj two

days a week. However, as the Center
grows we hope to exterd the hours

Hours - f LR !
. Tuesday & Thursday |
2 11:00 a.m. to 4:00 p.m. i
Every parent or parent-to-be is welcome

to drop in the Center. if you're
interested, join in an acitivity or
program ... or just spend your time,

relaxing with us. We're eager to meet
you! Stop by to see us soon.




'CRISIS AND REFERRAL 1 INE
+252-8388

‘;".‘.Parents who feel they are !ostrg cnntrol o¢ need
iomeone to listen are asked to call this number
or confidential counseling.” Anyone needing
nformation about child abuse may call for help.

PARENT AlDEb

Tramed vo! unteers who work on a one-toone'
rasis with families ‘who request help,‘ :

. PARENTS ANONYMOUS GROUP

CAPA sponsc,s the Independence ("hapter of

“arents Anonymous. Parents Anonymaous is a self-
elp ‘group for parents who feel they have or
night develop a child abuse problem. P.A. meets
»n a weekly basis at a local church. Babysitting is
wovided. Cail 2.:?-8388 for addltiOPJa u‘um"nahon
n the group : 5 : e -

i‘ pusuc AWARENESS

The CAPA Dlrector prowdes ongoing educauon
ind training to schools, agencies, hospitals, and
sther professionals. The CAPA Education
-ommittee has speakers available to present
wograms for any interested community group.
‘he committee also develops materials to be used
0 increase public awareness and emphasnze
weparation {or parenthood. * v

PARENTING DISCUSSION GROU PS

CAPA conducts discussion groups with rew
sarents thrcugh our local hospitals. The purpose
of the groups are to focus on_the reahties of
sarenthood and dispel the mvths L aan BT

sy . @ ;!. E P .

'of a child by h'.s pd'm.i or gJardxan lt r'na*,,r be

-cver dlSClphn"‘ L
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i!d abuse is lcp"atnd mstreaument or nea!ert

PhYS!CAL el
heatmg, shikmg, bur !

k Fhﬂ)lmlﬂﬁgw_ e
i no love,‘support, guidance ~* .7,
constant belittling
o ‘._"verbal attacks Dl o "

"awere abused therrselves

L RS _SEKUAL e
"molestatlon incest, rape

: g.htldfuu:e is an ep1dem|c in the United States
toaay In Missouri alone in 1979, 48, 4‘!2 ch1¥dren

E were reported for ch|ld abuse or neglect.

Every parent has the potentlal to abuse a child
at ‘some time. Child’ abuse occurs every vhere,
\n\h famthes in all walxs of life Most apusive
parents are ordlnary propie. Relatively few are
"crmmdi” or mentally ill.. Many abusive parents
Often they aie under

Sstress and unable to cope with thiir problems.
-'JThe:r ch: d’s behawor may trlgger tﬁe ab use, hut it

: ‘.ls not the cause. il ss

“is

Most parents who abusée the:r ch:ldren wanl to
stop and feel lntense gmlt about lt I\ow there is
someplace to tum B A :

sl 4k u

WHAT Is BEING DONE? |

5, r.ThE Chl!d Abuse Pleventzon Assomatson {CAPA)
; private, - not- for-proflt organization

-,:establi;'ehed in june 1975, to combat the child

abuse, problem, CAPA is made up of a
professional director and assistant director as well
as volunteers from the community who offer their
concern and energy to families in need of help.
All volunteers receive training and back-up from
the CAPA Director. CAPA receives funding
through Eastern Jackson County United Way as
well as private donations from community groups
and individuals. This allows CAPA to prowde all
.,serwres free of charge e

o -
5 .,l ‘ ',$‘ . ‘

ST AR




Appendix G

TOP Resourace Materials

BOOKS

The Pregnant Adolescent. ¥Frank G. Bolton, Jr., Sage Publica-
ticns, 1980,

Motherhood and Mourning: Perinatal Death. Larry G. Peppers
and Reonald J. Knapp, Praeger Publishers, 1980.

The Parent's Guide to Teenage Sex and Pregnancy. Howard R.
& Martha E. Lewilis, St. Martin's Press, 1980.

Teenage Pregnancy: The Problem That Hasn't Gone Away. The
Alan Guttmacher Institute, 1981.

PAMPELETS AND ROOKLETS

"Sex and Birth Control for Men," Tom Zorabedian, Emory
University Family Planning Program, 1275,

"The Joy of Birth Control," Stephanie Mills, Emory University
Family Planning Program, 1980.

"School~Age Parenthood," Ivan Nye and Martha Lamberts,
Washington University Cooperative Extension, 1980.

"Not Only for Parents," The American College of Obstetri-
cians and Gynecologists, 1980.

FILMSTRIPS

"wiolence in the Pamily," Human Relations Media, 1978.

‘"Teenage Pregnancy and Prevention," Human Relations Media, 1980.

"The Gentle Art of Saying No," Sunburst Communications, 1979.

"His Bahy, Too: Problems of Teenage Pregnancy," Sunburst
Communications, 1980.

7l
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"Sexual Values: A Matter of Responsibility," Sunburst Com-
munications, 1978. '
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Appendix H

Teenage Obstetrics Program Follow-Up Interview

Check all blanks which apply to you

age [ _12 13 14 15 _16*
1 T 2 2 7

How old are you?

: # of children 1 2 3
How many babies have you had? [ N=1l T Tr]

How 0ld is your last baby? [18 days - 4 months]
Which statements best describe your present living
situation:

I live alone

I am married [1] single [12] divorced

I live with my mother [9] father step-mother
step-father grandmother [2] grandfather aunt
uncle older sister older brother foster family

I live with friends

I live with the child's father's family

Other [1]
Which statements best describe your baby's present
living situation?

The baby usually lives with me 4-7 days out of the
week [12]

The baby usually lives with me less than 4 days out
of the week

The baby lives with my mother father step-mother
step-father grandmother grandfather aunt

uncle older sister older brother adoptive
family  foster family [1]

The baby lives with his/her father
Other

*Nuvbers in brackets reflect distribution of responses given to the
question.
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Which statements best describe your feelings about your
home? '

I am very satisfied [9]

I plan to change the situation within 6 months [1)

I am not happy, but cannot change my living situation
right now.

I receive too much [l], much [2] little help in caring
for my child

My family and I get along worse better [5] the same

- [6]1 since I had a baby

Which of the following best describes your most impor-
tant role: (Check one) '

teenager [1]1 daughter [2] girlfriend wife mother (9]
sister granddaughter other [1]

Which statements best describe your feelings about being

a mother?

It is more exciting than I thought it would be [8]

I really wish I were not a mother right now [2]

I do not feel much different than before I had the baby [2]
It is too much work and worry for me right now

Life is hard, but I will pull through [4]

Other [1] |

Which statement best describes your present school

situation? (Check one)
I go to school almost every day [5]

I will return to school within one week [3] one month
one vear [2]

I do not plan to return to school

I do not like school, but will return so that I can get a
good job [2]

I am working on my GED [1]

I will be working on my GED within one week one month
one year

Other [2]

Which statements best describe how vou think people at
school {(will) relate to you as a mother?

People accept [4] do not accept me

Being a mother makes no difference [7]
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My relationships at school will improve [1] get worse

The school will make special arrangements for me since
I have a baby [2]

Other
Which statements best describe your feelings about your
interest in males?

I am seeling the baby's father more often than any other
guy [5]

I am seeing other guys [3]

T have nothing to do with guys right now by my choice
[4] by someone else's choice [1]

I want to find someone who will take care of me and my
baby [2]

Other
Which statements best describe your feelings about other
girls your age who do not have babies?

They are jealous of me now that I have had a baby
They geﬁ to go out and have fun more than I do [1]

I am better off [4] worse off than other girls who do
not have babies

More girls my age should have should not have [10]
babies

Other [2]
Which statement best describes your present feelings
about sex and having another baby?

I have not thought much about having sex or having
another baby [5]

I plan to begin using birth control [8]

I will probably have another baby before I am 20 years
0ld by my choice [l] by mistake [2]

I am using birth control now [4]
I do not plan to have sex before I have a husband [2]

I will have sex before marriage, not use birth control,
and take my chances

Other

Which statements best describe how you think people at
church (will) relate to you as.a mother?
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People accept [5] do not accept‘[l] me
Being a mcther makes no difference [4]
My relationships at church will improve get worse [1]

The church will make special arrangements for me since
I have a baby [1] :

Other [2]
Which statements best describe your present feellngs
about your baby and the church?

I want [7] do not want my baby to be raised in the
church

I do not care one way or the other
I plan to attend another church with my baby [1]

I want [9] do not want my baby baptized/christened/
blessed '

Other [1]
Which statements best describe your present financial
situation? ‘

I receive money from the government [7]. the baby's
father and/or family [3] my family [3] my job [2]

I do not know how my child and I are going to survive

I can get everything I need [3]

I could not make it without my family's help [5]

Other

Which statements best describe your feelings about
employment?

I do not need to work right now [2]

I cannot work because there is no one to watch the baby
I do not plan to look for a job for several years [1]

I will be able [4] will not be able to get the kind
of job I want when I get ready to work

I can make special arrangements with the job tc help
with my situation [1]

Other [5]

Has the baby had his/her first doctor's appointment?
Yes [10] No [1]
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Did you or will ycu gd to that appointment? Yes [12]
No [1] :

.

Which words best describe your feelings since you have
heen a mother?

nervous [4] upset loving [10] glad [8]
happy [11] popular [2] lonely [2} confused (5]
tired {5] worried [4]} scared [6] thankful [8]
cther :

Who has been most helpful to you within the last 6 months?

friend [1] other [3]
mother [92] aunt [1]
father of child [2]

Who will you most likely turn to for support and direction
within the next 6 months?

friend [1] mother [7] father of child [4]
don't know [1]



Appendix I

Case Profile 1

TOP's youngest client was the victim of incest before reaching
her twelfth birthday. R. was afraid to tell anyone that her
step~father had molested her. When summer came and her mother
and aunt went on vacation, R. stayed with her grandmother who
noticed her body changing. Abortion was no longer an option
by this time, and R. had chosen to place the child for adop-
tion. Her family stuck by her decision and her version of

the story.

DFS was notified and following an investigation Mrs. R, and
daughter were required to begin counseling after separat:ng R.
and the step~father.

With the excuse that her sister's house was closer to TPC,
Mrs. R, shipped her daughter off to live with her aunt. Even-
tually R. began rejecting her appearance, she did not want to
be active at all. The aunt stood by her and tried to encour-
age a more healthy self-concept.

R.'s mother could not give much support. She met with sericus
emotional problems coping with this tragedy. Mrs. R. was
cooperative and acting appropriately after the initial news;
she ordered the step-father from the house. Yet, in two weeks
she stopped calling or visiting R. regularly. She was gradu-
ally being laid off from her job and was suffering financially.

R. became very attached to the male child born. After delivery,
he was placed in a temporary foster home. When R. realized
that adoption meant that she would never see her son again,

she chose to keep him in foster care, enabling her to visit
with him once per month.

Mrs. R. basically chose to follow strict DFS demands that R.
and the step-~father have no contact, but Mrs. R. and the other
children moved back in with him, leavingR. with Mrs. R.'s
mother. Mrs. R. visits R. frequently.

R. began counseling sessions with a psychiatrist on a periodic
basis.,. '
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Case Profile 2

B. (l5-years o0ld) was obviously a well-behaved, obedient,
bright, only child when she and her mother visited TOP on ‘
Friday afternoon. She was pregnant by her 22-year old boy-
friend. For nine monthsB. hid the truth from her mother.
She permitted the boyfriend to think that she was doing well
physically. In actuality, B. had no prenatal care and for-
tunately, no complications. Her knowledge of human sexual-
ity, growth and development stemmed from reading, classes in
school, and previous talks with her mother. ;

The fear of her strong mother had preventedB. from confiding
in Mrs. B. She was afraid of the unknown consequences, but
the actunal results were traumatic. The week of delivery B.
confessed her pregnancy bkecause she realized that she needed
to deliver in a hospital. The pediatric hospital examined B.
for “"stomach cramps," and at this time informed Mrs. B. of
her daughter's pregnancy. Needless to say this mother was
shocked, and then absolutely furious. All cof a sudden she

" was expected to accept responsibility for a baby she did not
carry, plan for, or want.

At this point Mrs. B. had to cease her own denial process.
Although she had continuously questioned B.'s menstrual
regularity, and although she often asked, "Are you pregnant?"
she denied being conscious of her daughter's condition.

With no resources independent of her mother, B. had decided
to place the baby for adcption. Mrs. B. refused to raise .
"a child that was not [hersl." Adoption agencies would have
been contacted the following Monday morning if B. had not
delivered a female infant that night.

The father of the child offered tc keep the baby because he
did not want hie child teo be raised by strangers. He had a
job and had mentioned marriage to B., but she knew she was

not ready for another major step. His family was supportive
and encouraging. B. and her mother had agreed to this as a
possilkle sclution at their first visit, but Mother had changed
her mind. She did not think this young man should take care
of a baby, but the decision was not hers by law. Having
proven theilr concern and capability, the father and his
immediate family took the baby to their home, and B. was
happy that she had not lgst her opportunity to see her own
daughter grow.
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ABSTRACT

The dramatic rise of teenage pregnancy in the late 1970s
has caused great concern among families, professionals, and,
recently, the legislative branches of government. The
Teenage Cbstetrics Program (TOP},; privately funded, has
provided counseling and education to hundreds of pregnant
teenagers throughout its seven years of existence. Asso-
ciated with an inner~city hospital in the midweét,-clients
sixteen—years 0ld and younger receive careful prenatal
medical attention, while social needé are addressed. The
Health Educator/Social Worker of the program involves
several resources to aid the teenager, including family
members, a special school for pregnant girls, and various
social service agencies. This report offers an overview of
national statistics and research regarding teenage preg-
nancy. It then describes TOP procedures. Results of poét—
delivery interviews about lifestyle and self-image, con-
ducted with thirteen of TOP's recent young mothers,

are included.



