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CHAPTER I

INTRODUCTION

The Commission on Population and the American Future
(1972) concluded that more needs to be known about factors
affecting control of fertility, especially among young
adolescents. Although the birth rate for the United States
is generally low, the pregnancy rate for adolescents is
the highest in the world (Guttmacher Institute, 1976).

This poses an interesting question for sex educators. In
& society where the norm is fertility control through
effective contraception, why is it that young teenagers
continue to risk pregnancy? There appear to be multiple
causes for the dramatic rise in adolescent pregnancies

in America, such as (1) earlier physical maturation,

(2) spread of a teernage culture accepting sexual activity
at an earlier age, (3) developmental factors that make the
use of contraception unlikely at this earlier age, (4) possible
lack of knowledge about sex and fertility. PFirst, the age
of menarche in America has decreased from age 15 in the
early 1900's to age 12.2 in 1977 (Zelnik & Kantner, 1977} ,
making pregnancy possible at an earlier age. Second,
American adolescent subculture permits intercourse at

an increasingly early age, sometimes before teenagers



have developed the ability to predict the consequences of
such behavior (Chilman, 1979). Consequently, girls who are
just beginning to develop decision-making skills may need
to make decisions about sexual behavior. Third, young
girls are often unable to see the relationship between
intercourse and pregnancy because they are not yet adept

at predicting long range outcomes. The abilities to under-
stand that one can get pregnant, to make a decision, and

to make the necessary arrangements to prevent pregnancy are
related to cognitive development, education, and the mores
of the community in which one lives (Kantner & Zelnik,
ENTF2] .

It is apparent that consideration of developmental
factors is an important part in planning education. Educators
are aware of the importance of "readiness to learn" and
have used developmentally based methods to increase the
learning of students. According to developmental theory,
adolescents learn abstract ideas better when accompanied by
concrete and personal examples (Erikson,  1969; Piaget,

1969; Glick & Wapner, 1968). The adolescent's own experience
may provide the examples by which abstract ideas may be

more comprehensible. For example, Lindemann (1974) suggested
that a "pregnancy-scare" may motivate teenagers to seek
expert contraceptive advice. Based on such reasoning, the
present study will explore the idea that the time of a

negative pregnancy test can provide a link personal enough



and concrete enough to make contraceptive counseling more
acceptable and useful to adolescents. More specifically,
it is hypothesized that the time of a negative pregnancy
test provides a "teachable moment" when adolescent females
are more likely to accept contraceptive counseling and
choose a method of birth control.

A fourth factor cited as contributing to high pregnancy
rates among adolescents is lack of knowledge. It has been
assumed that unintended pregnancy results from inadequate
and inaccurate sexual knowledge. Still, why have not the
present methods of sex education together with increased
availability of contraceptives lowered the Pregnancy rate
for younger adolescents as they have for women over the
age of 18 (Barnes, 1978)? Recent research implies that
there is little relationship between birth control knowledge
and contraceptive use. Miller (1976) found that although
most females of high school age had some knowledge about
ovulation and the menstrual cycle, few were able to relate
that knowledge to their own fertility. Other studies on
knowledge, attitude, and practice have found very little
relaticn between contraceptive knowledge and birth control
practice among younger teenagers (Kar, Marcus, Rykwalder,
Serko, & Tell, 1979). Thus, it appears that while lack of
knowledge may result in non-use of contraceptives, contra-
ceptive information alone does not promote a high rate of

contraceptive use. This study will examine the relation



between sexual and contraceptive knowledge and acceptance
of a method of birth control by adolescent females.
In addition to the four factors discussed above that
influence pregnancy risk-taking among young adolescents,
the following reasons for failure to use contraceptives have
been reported in many surveys of adolescents (Luker, 1975;
Kantner & Zelnik, 1972; Shah, et al., 1975). These reasons
include reluctance tc admit sexual activity, or to believe
pregnancy 1s possible, inability to communicate with sexual
partner regarding contraception, misconceptions about avail-
ability of contraception, and concern about the side effects
of contraceptive use. This study will explore the effective-
ness of the use of a developmental method of contraceptive
counseling that deals with these issues and misconceptions.
In summary, this research will examine the effects of
three variables: (1) timing of contraceptive counseling,
(2) adolescent's knowledge of sex and contraception, and
(3) the type of contraceptive counseling, (either conven-
tional or developmental) on the contraceptive behavior of
adolescents. The information derived from the study should
be of use to health care providers in planning contraceptive

programs for younger adolescents.



Review of the Literature

In this review of the literature, first the relation
of the adolescent's contraceptive knowledge to use of
contraception will be explored. Next, the relation of
Pregnancy risk-taking to normal adolescent development will
be discussed along with the reasons adolescents advance
for not using contraceptives will be presented. Thiwrd.,
historic as well as recent research regarding sensitive
periods for learning will be reviewed and related to the
timing of contraceptive teaching. This section will in-
clude research concerning the effectiveness of using a
"pregnancy-scare" to promote greater contraceptive use among

sexually active adolescents.

Knowledge and Use of Contraceptives

Margaret Sanger founded the planned parenthood clinics
on the belief that lack of contraceptive knowledge is the
primary cause of unwanted Pregnancy. Research by Fursten-
burg, Gordis, and Markowitz (1969), Sorenson (1973), and
Goldsmith, Gabrielson and Gabrielson (1972) have supported
this lack-of-information explanation for the non-use of
contraceptives among sexually active adolescents who say
that they do not want to become pregnant. In the study by
Furstenburg, et al., 90% of the 226 teenagers interviewed
said that they did not have adeguate birth control informa-

tion. Of the subjects in Sorenson's sample, 68% reported



receiving no sex education at home or at school. Gold-
smith, et al. found that, despite attendance at formal sex
education classes, many of the sexually active adolescents
in their sample were ignorant about sexual matters and
birth control. Kantner and Zelnik (1973) noted that those
of their subjects who knew the least about pregnancy risks
were those who were most likely to have early, unprotected
intercourse.

These findings might lead to the conclusion that sex
education is the key to reducing the number of adolescent
pregnancies. However, programs based on this assumption
have not had the intended effect upon younger adolescents'
risk-taking behavior. Miller (1976) found that contracep-
tive knowledge had little effect upon sexual behavior, use
of birth contrecl devices, or avoidance of unprotected
intercourse. He concluded that this knowledge seems to
remain on an intellectual level rather than being trans-
ferred into the behavior of younger adolescents. Cvetko-
vich, Grote, Bjorseth, and Sarkissian (1975) expressed the
belief that the failure of formal sex education to address
the personal aspects of sexual knowledge may account for
the finding of no difference between adolescents who do
use contraception and those who continue to take pregnancy
risks. They believed that sex education must be made personal
to be effective. They suggested that the very act of

stating an idea such as "If and I have sex, I could



become pregnant"” makes the idea personal enough to be
internalized by young adolescents. Other investigators
(Monsour & Stewart, 1975; Luker, 1975; Lindemann, 1974;
Kane, Moan, & Bolling, 1974) have all concluded that

little, if any, relationship exists between levels of
measured knowledge and the contraceptive behavior of young
adolescents. For older women, a relation does appear to
exist. Thus, Miller (1973) found a high correlation between
contraceptive knowledge and use for women over age 18 years.
This finding was in accord with the fact that the birth
rate among older women decreased significantly with the
increased availability of contraceptive information (Gutt-
macher Institute, 1976).

In summary, the literature suggests that while formal
sex education is important, intellectual knowledge about
contraception 1s not enough to prevent unprotected inter-
course among young adolescents. Knowledge appears to be a
necessary but not a sufficient condition for contraceptive

use.

Pregnancy Risk-taking and the Reasons Adolescents Give

For Non-use of Contraceptives

The sexual risks taken by adolescents are, to a con-
siderable degree, inherent in their stage of psycho-social
and cognitive development and in the existence of an adoles-

cent subculture. American tradition has held that the



transition from virgin to non-virgin should occur within
marriage. In the past, this ideal was enforced with taboos
against premarital sexual activity and supported by secrecy
about sexual behavior (Miller, 1980). This ideal has
clearly brocken down in practice. Zelnik and Kantner (1977)
found that first intercourse not only occurs premaritally,
but during the teen years for about 75% of women. The prob-
lem thus created is that normal development eguips adoles-
cents for physical intimacy, but often leaves them without
the interpersonal skills to regulate that intimacy in a
manner acceptable in our culture. One result of such a
developmental gap can be unprotected intercourse and preg-
nancy (Shinke, Gilchrist, & Small, 1979). The problem is
compounded by the adolescent's need to develop independence
from parents. Thus, peer values tend to be more influential
than parental values (Miller, 1980). Additionally, many
varents fail to discuss sexual issues with their children,
making reliance upon peer guidance even more likely (Linde-
mann, 1974).

In 1972, Zelnik and Xantner found that 9% of their
sample of 15-year-old girls reported having had unprotected
intercourse. In a subseguent study in 1976, Zelnik &
Kantner (1977) found that the percentage had risen to 19%.
Considering this increase in initiation of intercourse at
an early age, it is clear that more teenagers today become

sexually active before they have acguired the cognitive and



social skills to adequately calculate or cope with the
risks involved (Klein, 1978; Chilman, 1879). It may be
assumed that the majority of teenagers could say that
pregnancy is the result of intercourse when no birth control
is used. The lack of contraceptive use in the face of
such knowledge has been the topic of considerable research.
The fcllowing are some of the most common reasons which
adolescents in the studies gave for non-use of contraception.
The first reason given was "I didn't plan to have sex,
it just happened and I didn't think it would happen again."
Miller (1976) has emphasized that early sexual experimenta-
tion is frequently accompanied by a period of emotional
turmoil in which young adolescents fail to see themselves
as sexually active and deny that sexual activity will con-
tinue. They sometimes see sexual activity as "bad" and
believe that avoiding contraception is the same as avoiding
intercourse. Osofsky and Osofsky (1978) found that females,
especially early in the course of their sexual activity,
are ashamed to use birth control devices or ask their boy-
friends about contraceptive measures. They fear that such
inguiries might give rise to the suspicion that they are
sexually experienced or promiscuous and they are concerned
that intercourse will appear premeditated rather than spon-
taneous. These findings have been supported by Klein (1978),
and Pierson (1978) in their research. Chilman (1979, p. 1)

summarizes these findings in her comment, "adolescents,



10

who are insecure about their own self-worth, would tend
to be unable to face realities about themselves to cope
effectively with mate relationships and use contraception."

Chesler (1980) believes that young teenagers often lack

the ego-strength to say "no" or to insist upon contraception.

Secondly, teenagers say that they thought that they
could not get pregnant. Shah, Zelnik and Kantner (1975)
found that 7 out of 10 of the pregnant teenagers surveyed
gave this reason for failure to use birth control. Almost
31% thought that they were "tco young to get pregnant";
approximately 40% thought it was the "wrong time of the
month"; and the remainder thought that they did not have
sexual relations "often enough" to get pregnant. These
findings were supported in studies by Needle (1977), Klein
(1978), and Chilman (1979).

The third reason commonly given by teenagers for non-
use of contraceptives is the belief that effective birth
control is not available to them. They don't know where to
get contraceptives, whether they can get a prescription,
or even whether they would be allowed to buy contraceptives
at a drug store. They fear that parental permission would
be required, or that health providers would discuss their
sexual activity with their parents (Shah, et al., 1975;
Needle, 1977; Osofsky & Oscfsky, 1978; Chilman, 1979).

The fourth reason adolescents give for non-use of con-

traception is fear of the side effects of using contraception.
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Jorgensen (1976) claimed that a teenager must be comfort-
able with the method of birth control selected or she will
not use it. Her concerns center around change in body
image, making sexual activity unnatural, harming her future
fertility, and having anything foreign in her body. She
worries about the serious medical complications that she
has read about. Osofsky and Osofsky (1978) found that the
young teenagers failed to use birth control because of worry
about side effects such as weight gain, irregular bleeding,
high blood pressure,bsﬁroke, and cancer from the use of
oral contraceptives, and infection and heavy bleeding from
the use of the IUD. They had read about the failure rate
with condom and foam alcone and believed these methods would
be "too messy" or unacceptable to their boyfriends. Little
thought was apparently given to the risk of pregnancy asso-
ciated with failure to use birth control methods.

Finally fear of being "put down" by the doctor or
nurse made their advice seem unacceptable. The Syntex
survey (1980) found warmth, acceptance, sincerity and honesty were
all ingredients in establishing a good relationship with the
adolescent patient. But above all, two things were essential,
namely, assurance of confidentiality, and non-judgmental
acceptance. Such attitudes established an atmosphere of
trust wherein the girl felt comfortable enough to discuss
her fears and to resolve the guestions she had about con-

traceptive use.
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If the above are the reasons given by adolescents for
failure to take contraceptive measures, then they are the
issues that must be addressed by those responsible for
designing programs to prevent unwanted adolescent pregnan-
cies. Adolescents need counseiing to realize that they
will probably continue their sexual activity; that preg-
nancy can andprobably will result if intercourse is unpro-
tected; that effective contraceptives are easily available
to them without loss of privacy; that the responsibility for
the use of contraceptives to prevent unwanted pregnancy
can and should be their own; that the consequences of non-
use of birth control measures are serious and more likely
to occur than are the serious side effects of contraceptives;
and that medical personnel exist who are interested primarily
in them as persons and who desire to help them avoid seriocus

life complications.

Timing of Contraceptive Teaching

The issue of critical periods of development and learning
has been of interest to scientists for some time. As long
ago as 1872, William James, in his "Textbook of Psychology,"
suggested that there is a crucial period, sometimes short,
when, and only when a behavioral pattern can develop. While
most experimental studies have been conducted with animals,
some of their data appear to be applicable to humans as well.

For instance, Harlow and Harlow (1962) used monkeys as
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subjects for their studies because the relatively long
period of development of the monkey is analogous to that
of the human child. This similarity permits generaliza-
tions to human behavior. Their data clearly suggest that
learning which occurs at the developmentally crucial period
is internalized with ease and behaviorally expressed at
the appropriate time.

More recently, developmental psychologists working
with human subjects have continued to espouse the "teachable
moment" theory of development, but viewed it more as a
point on an ongoing developmental process rather than on a
now-or-never time schedule (Erikson, 1969; Freud, 1969;
Havighurst, 1950; Piaget, 1969). Developmental growth is
dependent upon experiences which promote or block learning.
The practical implications of this theory for use in teaching
adolescents is that learning can be promoted by enhancing
experiences with a teaching method that leads to growth in
responsibility and avoiding experiences which tend to
block learning. Barnes (1978) suggests that since individuals
differ in their need and readiness for learning and change,
health educators must be sensitive to teachable moments.
They should assist individuals to become aware of the need
and potential for change, provide relevant information, demon-
strate "how to do it," make the action socially acceptable,
and offer support and follow-up until the action is internalized.

The theory that cognitive development occurs in a
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sequential manner unless experience intervenes to promote or
block learning underlies Lindemann's (1974) conclusions. She
found that young women usually go through three stages of
contraceptive use: (1) the natural stage when no contra-
ception is used, (2) the peer stage when ineffective methods
are experieménted with, and finally (3) the expert stage in
which a professional is consulted and effective, consistent
birth control measures are accepted. She calls this the
"prescriptive process.”

Kantner and Zelnik (1972) hypothesized that early in the
course of sexual activity less effective methods of birth
control, if any, are used. They found that amongadolescents,
only those 18 to 19 years of age were likely to use medically
prescribed methods of birth control. For younger adoles-
cents, knowing about birth control was not synonymous with
being aware 0of the need for it. The problem is that while
sexual activity can continue with a low level of self-
awareness, the use of contraceptives is a conscious, fully
aware act. Just as the possibility of becoming pregnant is
not a part of the adolescent's self-concept, neither is the
possibility of using contraceptives, according to Lindemann
(1974). She believes that a "pregnancy-scare" is the major
propellant in the decision to seek effective contraception,
as it forces the teenager to realize the possibility of
becoming pregnant and to recognize self as sexually active.
Even the pregnancy of a friend can have this effect and

can trigger openness to contraceptive use, if the barriers,
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both subtle and concrete, are not too difficult to overcome.
The only direct reference in the literature to the
relationship between a negative pregnancy test and subse-
quent contraceptive use was by Evans, Selstad, and Welcher
(1976) who explored adolescent contraceptive behavior and
attitudes following abortion, childbearing or a negative
pregnancy test. Evans, et al. provided conventional contra-
ceptive counseling for all study participants, but did not
specify the theoretical approach used in their counseling.
They found that knowledge and use of effective birth con-
trol methods by teenagers was much greater 6 months after
abortion or delivery, than after a negative pregnancy test.
The latter continued to take risks and subsequently 17%
became pregnant. Among those willing to accept contracep-
tive counseling, many did not make use of birth control methods.
More recently, research by Chesler (1980), Klein (1978),
Miller (1980), and Polsby (1974) have emphasized the impor-
tance of linking contraceptive counseling to the adoles-
cent developmental process. Counseling should recognize
the reasons adolescents give for non-use of birth control
if the counseling is to be acceptable and personal enough
to be useful to them. It is also important to recognize
that the logical reasoning required to foresee the conse-
guences of behavior is a cognitive skill which develops
in varying degrees among adolescents. Polsby (1974) con-

tends that, with these circumstances in mind, a well
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developed program to prevent adolescent pregnancy must
include cognitive factors which are more complex than a
simple intellectual discussion of types of contraceptives
and directions for their use. Conventional sex education
is too narrow when it imparts only specific knowledge of
sex and contraception. The healthy develcpment of cne's
sexuality involves the total development of the individual
as a feminine person (Chilman, 1979).

In conclusicn, this review of the literature may be
summarized by the following statements: (1) adolescent
contraceptive behavior is influenced by a complex inter-
action of developmental factors which can block effective
use; {2) lack of sexual and contraceptive knowledge is an
important but not a primary reason for non-use of contra-
ceptives among younger adolescents; (3) sensitive periods
for learning have been identified in animal studies, and
presumed by educators using "readiness" as a guide to pro-
mote learning in humans; (4) contraceptive teaching, in
order to be translated into behavior should be given to
young adolescents at a teachable moment and should use a
develcpmental method of counseling; (5) research is needed
to determine whether the time of a negative pregnancy test
provides such a teachable moment and whether the use of
developmental counseling at such a time leads to more

effective contraception by teenagers than does conventional

counseling.
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Statement of the Problem

The general purpose of this study is to answer three
questions. First, can "teachable moments" in the sexual
development of adolescents be identified and can they be
used to prevent unplanned pregnancies? Second, is the amount
of sexual and contraceptive knowledge related to the effec-
tive use of birth control methods by adolescents? And,
third, will a method of contraceptive counseling based on
acdolescent developmental theory be more useful than the
conventional method of contraceptive counseling in aiding
younger adolescents to practice contraception effectively?

Specifically, the following hypotheses are tested.
Hypothesis 1: Sexually active adolescents are more likely

to accept contraceptive counseling at the time
of a negative pregnancy test than at the time
of a routine medical visit.

Hypothesis 2: Adolescents who are counseled at the time of
a negative pregnancy test will become more
effective users of contraceptives than adoles-
cents counseled at other times.

Hypothesis 3: The amount of knowledge about sex and con-
traception does not necessarily distinguish
between adolescents who are and those who
are not effective users of contraceptives.

Hypothesis 4: Adolescents counseled by a "developmental"”

method are more effective users of contra-
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ceptives than are adolescents counseled

by a conventional method.

Rationale for the Study

America has the highest adolescent pregnancy rate in
the world, including the underdeveloped nations (Guttmacher
Institute, 1976). According to the United States Census
Bureau, approximately 1 in 10 school=-aged girls becomes
pregnant each year. Births to girls between the ages of
14 and 18 have increased by 75% in this country since 1961.
It is estimated that over one million girls 15 to 18 years
©ld and another 30,000 girls under age 15 will become preg-
nant this year. Of these, about 58% will choose to carry
the pregnancy to term, and the majority of the remainder
will choose abortion. In fact, about one-third of the 1.3
million abortions in the U.S. last year were obtained by
adolescents (Stanford Research Institute, 1979).

These alarming statistics do not adequately describe
the consequences for the girls, their babies, and society.
The medical risks for girls under age 18 are generally higher
than for women in their twenties. They are at greater
risk for anemia, toxemia, and complications during delivery.
Their babies are more likely to be premature or of low
birth weight and three times more likely to die in the first
vear of life than the children of women 20 to 24 years of

age (Goldstein, 1980). The social risks are just as



disturbing since 8 out of 10 teenagers who become unwed
mothers drop out of school. Conseguently, it is unlikely
that they will ever attain the skills to earn an adeguate
living for themselves and their children. Last year it
cost American taxpayers 8.3 billion dollars in welfare and
related outlays for adolescents who chose to deliver their
babies out of wedlock (Stanford Research Institute, 1979).
Nor does marriage solve the problem since over half of

the marriages of pregnant teen-agers end in divorce.
Emotional depression is not an uncommon result of teenage
marriage and the suicide rate is high (MacKenzie, 1980).
For these reasons, the development of procedures that
decrease the incidence of teenage pregnancy is highly

desirable.



CHAPTER II

METHOCD

Subjects and Setting

The subjects for this study were selected from among
adolescent members of the Northwest Kaiser Permanente
Medical Care Plan (KPMCP), located in Portland, Oregon.
There are approximately 27,000 members aged 13 to 18 years,
most of whom are enrolled through their parents' subscrip-
ticn to the Plan. The demographic and socioeconomic
characteristics of the subscribers correspond very closely
to those of the Portland Metropolitan population as a whole,
except that KPMCP members are slightly better educated
and have slightly higher family incomes (see Table 1).

It may be assumed, therefore, that the adolescent members

of the Plan comprise a fairly representative sample of

the adolescent population of the area, insofar as socio-
economic status is concerned. In reference to race, also,
KPMCP adolescents resemble the broader population. According
to the 1970 U.S. Census report, the adolescent population

of the Portland Metropolitan area was 2% black, 96% white,
and 2% other. A 1971 survey conducted by the KPMCP

research department revealed that 3.3% of the adolescent

members were black, 2% were non-white and the remainder were



21

white.

Subjects were obtained from those attending any of the
five Kaiser Clinics in the Portland Metropolitan area. Be-
cause there are some regional differences in the areas in
which clinics are located, it may be assumed that there are
some differences in the populations attending each clinic.
Clinic A is located in what is commonly regarded as a middle
to upper middle class area, with both gynecological and
pediatric clinics. Clinic B is in a poorer, inner-city area
and has both gynecological and pediatric clinics; and
Clinics C, D and E are clustered in a middle class area.
There is a gynecological clinic at Clinic C, and pediatric
clinics at Clinics D and E. Plan members may use any clinic,
with all records filed at a central department and sent to
the clinic upon request. Laboratory tests are performed
at a central location, and results are available at any
clinic upon reguest.

Among the clinic services available to adclescent
health plan members are medical examinations, contraceptive
counseling, prescriptionsg, and pregnancy testing. A girl
may obtain a pregnancy test without referral by medical
personnel or permission of her parents. The girl needs
simply to bring a sample of urine to the clinic laboratory
and to telephone the next day for the results. The number of
tests requested each day is highly variable. During October,

1980, anywhere from 1 to 15 adolescents reguested pregnancy
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tests each day, and of these tests, from 1 to 8 were

negative. The pediatric nurse practitioners report that
they examine 2 to 4 adolescent females each day and the
pediatricians see several others for various complaints.

The sample for this investigation was drawn from clients
in these two categories, those receiving medical care and
those reguesting pregnancy tests. To be eligible for
participation, the girl had to be from 13 through 18 years
of age, unmarried, sexually active by self report, but not
desiring a pregnancy and not using contraceptives regularly.
All adeclescents who received negative pregnancy tests during
the period of November, 1980, through January, 1981, and
who met the criteria were contacted to participate in the
research. Similarly all girls who were in clinic for routine
medical visits and who were identified as meeting the cri-

teria were asked to participate.

Data

Data were gathered by means of interviews, through the

administration of tests, and examination of clinic records.

Measurement of the Independent Variables

The three independent variables of this study were timing
of an offer of contraceptive counseling to an adolescent,
the adolescent's knowledge of sex and contraception, and

the type of contraceptive counseling given. Counseling



Table 1

Socioeconomic Characteristics of Kaiser Permanente Medical

Care Plan ({(KPMCP) Subscribers and the Population of the

Portland Standard Metropolitan Statistical Area (SMSA)
Characteristic KPMCP SMSA
Per Cent Per Cent
Occupation
Professicnal/technical 25 & 21 &
Managerial 7 8
Clerk/sales 14 15
Semi-skilled 11 T
Crafts 11 11
Laborer 4 4
Service 8 13
Public assistance 21 17
Education
0-8 years 6 19
9-11 years 8 17
High scheol 27 35
Some college 29 15
College graduate 13 8
Post college 17 6
Family Income
Under $10,000 26 31
$10,000-14,999 17 i)
$15,000-192,999 22 22
$20,000-24,999 16 18
Over $25,000 19 12
Sources: Kaiser Research VPept. Study (1971); also

U.S. Census Bureau

(L8871}
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was offered at either of two times, namely, following a
routine medical visit (scored 0), or following a negative
pregnancy test (scored 1).

The second variable, knowledge of sex and contraception
was measured by the Reichelt Sex Knowledge Test (SKT). See
Appendix A for copy of this instrument. This 44-item test
was designed to evaluate sex education programs in high
schools. It has been used with 1,190 teenagers, some as
young as 13 years. The test primarily measures sexual
and contraceptive knowledge, although a few questions
about sexual attitudes and sources of sexual information
are included. It is worded to be easily understood by
adolescents, althouch it avoids use of subcultural slang.
It requires approximately 10 minutes to complete. The

student responds "true," "false," or "don't know" to each
item, permitting the scorer to distinguish between lack

of information and misinformation. The score is calculated
by the number of correct answers so that higher scores re-
present greater knowledge of sex and contraception. Scores
may vary from 0 to 42.

Content validity of the SKT was established by deriving
the items from available scientific literature, and by sub-
jecting the instrument to review by a panel of health pro-
fessionals (Reichelt & Werley, 1975).

The third independent variable, the form of contracep-

tive counseling, had two nominal values, "conventional"



counseling (sccred 0) and "developmental” counseling
(scored 1). Conventional counseling is that counseling
described by the KPMCP nurse practitioner protocol, and
is similar to that taught at the University of California
and the California State University at Los Angeles for use
by nurse practitioners. Conventional counseling includes
four steps, (1) assessment of individual contraceptive
risks on the bases of the health history, physical examination,
and pap smear, (2) discussion of methods of birth control,
{9y prescriptlion for a speoific contraceptive, and [4) In-
structions regarding use of method prescribed. (See
Appendix B for copy of the Protocol.)

Develcpmental contraceptive counseling was formulated
by the investigator. The protocol is as follows:

1. Compliment the girl for her maturity and responsi-
bility in seeking birth contrel information.

2. Emphasize that intercourse is a choice, not a
necessity, but that contraception is an essential part of
the choice to have intercourse when a pregnancy 1is not de-
sired. Discussion of the probability that pregnancy will
occur if no birth control is used. Personalization of
the discussion by encouraging the teenager to say, "if
and I have sex, I could get pregnant”" and "the problems
that could result if I were pregnant right now would be

’ , and .

3. Discussion of birth control as a sign of promiscuity
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or sexual experience, and its effects on spontaneity.

The "goodness" of birth control use if sexual activity

is to occur will be discussed. Specific ways to bring up
the subject of contraception with male partner will be
explored.

4. Discussion of the right to access and use of birth
control, and personal responsibility for its use.

5. A review of responses to the Sex Knowledge Test,
with discussion of erroneous ideas.

6. History, physical examination, pap smear, and
assessment of any special individual contraceptive risks
are performed, taking time to explain the procedure and
its purpcse.

7. The risks and benefits of the different methods of
contraception are discussed and the girls' ability to
make decisions about the most appropriate method of birth
control for herself are to be supported.

8. Specific instructions for use of the method chosen
are given along with a prescription and information about
obtaining a new supply. At least one other "back-up"
method is discussed.

9. Follow-up instructions are made specific with
instructions regarding coping with any problems that may
arise.

It may be noted from the protocol that developmental

counseling is similar to conventional counseling with respect
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to the four steps of assessment, discussion of birth con-
trol methods, prescription of a specific contraceptive,
and instructions in use of that method. However, develop-
mental counseling differs from conventional in that it is
based on developmental theory and on empirical research
into the reasons given by‘adolescents for failure to use
contraceptives. Such reasons include "I didn't think I
could get pregnant" (see item 2 of protocol), "It is 'bad!'
to be prepared for intercourse or to seem experienced"
(item 3), "I didn't think I could get birth control without
my parents' permission or I didn't know where to get it"
(see items 4, 7, and 8), and "I felt put-down by professionals"
(see items 1 and 4).

Some specific elements of developmental theory have
been incorporated into developmental counseling. First,
Schinke's (1979) principle that verbalization may be employed
to improve the adolescent's developing ability to foresee
results of behavior is reflected in item 2 of the protocol.
Second, developmental counseling accepts Piaget's view {(1969)
of adolescence as a period when the young individual de-
velops ego-strength and sense of personal competence.
Chilman (1279) and Cvetkovich, et al. (1975) claim these
traits are fundamental to the assumption of sexual reéponsi—
bility by the adolescent. Developmental counseling promotes
growth in these areas by supporting the adolescent's decision

to learn about birth control methods (item 1), confirming
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her choices in sexual matters (items 2,3,4, and 7), teaching
acceptable ways of insisting upon protection from pregnancy
(items 2,3,4, and 8) and discussing her personal responsi-
bility for the use of contraception (items 2,4, and 7).
Since there may be "gaps" in the adolescent's growing body
of knowledge, the counselor discusses any incorrect answers
on the SKT (item 5), and explains the physical assessment
process (item 6), again promoting the teenager's sense of
personal competence. The developmental counseling format
has not yet been validated but it was designed in accordance
with current thinking and research to be effective with
younger adolescents in an area where conventional methods

have not proved entirely successful.

Measurement of the Dependent Variable

The two dependent variables were acceptance/nonacceptance
of contraceptive counseling, and effective/ineffective
use of contraceptives related to the type of counseling
used, the timing of the counseling, and the adolescent's
knowledge of sex and contraception. The first variable,
acceptance/nonacceptance of contraceptive counseling by
the adolescent was determined by the adolescent's accepting
and keeping a clinic appointment for contraceptive counseling
(scored 1). Adolescents who refused or broke the appoint-
ment were assigned a score of 0. The second variable, effec-
tive/ineffective use of contraception, was determined by

a review of the chart. Adolescents who returned to clinic
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in 2-3 months for follow-up, who phoned in for prescrip-
tion refills, or who otherwise were recorded as saying that
they took oral contraceptives regularly, had IUD in place,
used foam and condom or a diaphragm regularly, or did not
have intercourse were considered effective users of contra-
ceptives. Those who did not return or call for prescrip-
tion refills or who were recorded in the chart as saying
that they were sexually active and not using a form of
birth control regularly were considered as ineffective
users of contraceptives. They received a score of 0,

whereas effective users received a score of 1.

Design

The design for testing the first three hypotheses
was ex post facto and correlational since the independent
variables could not be manipulated. In the first and
second hypotheses, the independent variable, timing of the
offer, was determined by the subjects' requests for pregnancy
tests or routine medical visits. In the third hypothesis,
the independent variable was the adolescent's knowledge of
sex and contraception before counseling. Both of these
independent variables were beyond the control of the in-
vestigator. The fourth hypothesis was tested through use
of a true experimental design. The method of counseling
was manipulated with each subject randomly assigned to dev-
elopmental or conventional counseling. The temporal aspects

of the entire investigation are sketched in detail in Figure 1.
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Procedure

At the time this research was commenced a clerk in
the Kaiser central laboratory each day prepared a list of
pregnancy test results and transmitted this list to the nurses
who answer the telephones in the gynecological clinics. The
telephone nurses then asked the screening gquestions of each
adolescent who had a negative pregnancy test to determine
if she met the study criteria. (See screening protocol
in Appendix C.) If she did, she was offered a contra-
ceptive counseling appointment. If she refused, a record
was kept of this fact. If she accepted, she was given an
appointment with a nurse practitioner, randomly selected
from among the 6 OB-GYN and 2 pediatric nurse practitioners.
The nurse practitioners were randomly assigned to employ
a conventional method of contraceptive ccocunseling or the
"developmental" method of counseling. Each nurse practi-
tioner reserved one time slot each morning, and one time
slot each afternoon for adolescent counseling so that
appointments might be made as soon as was convenient for
the adolescent.

Each adolescent attending the clinic for a routine
medical visit was asked by the clinic nurse to complete a
confidential screening guestionnaire in the privacy of
the examination room (see Appendix D for copy of the

guestionnaire). The guestionnaire was not included in the
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chart, but was reviewed by the attending physician. If

he determined that she met the study criteria (sexually
active and unprotected from pregnancy) he offered her con-
traceptive counseling by giving her a "TEEN COUNSELING"
card with the phone number of the telephone nurses.

She was instructed to call that number to reguest Teen
Counseling. The telephone nurse responded by offering an
appocintment with one of the nurse practitioners. The
physician disposed of the guestionnaire before leaving the
examination room, and made a note of the name and chart
number of adolescents offered counseling on a form (see
Appendix F). ©No other information was on the list. The
lists of names were collected by the investigator and

kept in a locked drawer,

At the time of the appointment the Reichelt Sex Know-
ledge Test was administered first so that the results might
be used in counseling the adolescent. The score was recorded
on the form listing the names and chart numbers of all
adolescents counseled (see Appendix G). The test sheet was
destroyed before the adolescent left the clinic. After a
physical examination, counseling was given according to
the method assigned to the nurse practitioner. If the
adolescent desired a prescription, it was handled in the
usual manner. A follow-up visit was scheduled for 2-3 months
later. See diagram of the procedure in Appendix E.

Approximately 3 months after the beginning of the study
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the charts of all adolescents offered counseling, whether
they accepted the offer or not, were reviewed. It was
noted whether or not the adolescent had returned for the
follow-up visit, and whether or not she reported using

the prescribed contraceptives regularly. All other state-
ments in the chart regarding level of sexual activity,

pregnancy, and use of contraceptives were likewise recorded.

Analysis of the Data

A variety of methods were used to analyze the four
hypotheses. The first hypothesis tested the relationship
between the time contraceptive counseling was offered and
the adolescent's acceptance or non-acceptance of that
counseling. The number of adolescents accepting and the
number refusing counseling at the time of a negative preg-
nancy test were recorded as were the number accepting
and the number refusing counseling at the time of a routine
medical visit. Chisquare was used to test the significance
of the difference in the numbers accepting and refusing at
the 2 times. The second hypothesis regarding the relation-
ship between the time of counseling and the effectiveness
of contraceptiv<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>