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here has been significant activity in the field of teen pregnancy

prevention in the last decade. In response to the AIDS epi-
demic, many programs have been developed that are aimed at prevent-
ing not only pregnancy among teens, but also sexually transmitted dis-
eases (STD) and HIV/AIDS. Basic research into the couses and
consequences of the problem has continued apace: since 1990, 2,272
publications—an average of 325 publications per year—have been
published as books or in peer-reviewed journals. Abstracts of these
1990 through 1996 publications are now available on a single,
searchable CD-ROM (Infermation Resource on Adolescent Health,
1997).

Evaluation research into the effectiveness of amelioritive or pre-
ventive intervention programs has also moved forward. During the
last 5 years, there have been at least nine articles reviewing published
evaluations of over 100 teen pregnancy and STD/HIV/AIDS preven-
tion programs (Card, Niego, Mallari, & Farrell, 1996; Centers for Dis-
ease Control and Prevention, 1996; Frost & Forrest, 1995; Institute of
Medicine, 1995; Kirby, 1995, 1997; Kirby el al., 1994; Miller, Card,
Paikoff, & Peterson, 1992; Moore, Miller, Glei, & Morrison, 1995
Philliber & Namerow, 1995). A recent article reported results from a
meta-analysis of 32 outcome studies on the primary prevention of
adolescent pregnancy (Franklin, Grant, Corcoran, Miller, & Buliman,
1997).

Bridging the gap between research and practice, a new
resource—the Program Archive on Sexuality, Health & Adolescence
(PASHA)—has just been established (Card et al., 1996). PASHA is
making publicly available, for use by practitioners, service providers,
and teachers, 23 promising teen pregnancy and STD/HIV/AIDS pre-
vention programs, All the programs in PASHA have been shown by
evaluation research to be effective in changing sexual risk-related
behavior—or attitudes, for programs aimed at middle-school
youth—in at least one site. In addition to disseminating the curriculum
and associated materials from these promising programs, PASHA is
providing evaluation-related instruments and technical assistance to
encourage the replication, creative ndaptation, and reevalustion of
these interventions,
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Program development efforts have tackled new frontiers. Many
communities have embarked on community-wide teen pregnancy pre-
vention initiatives, with collaboratives composed of schools, commu-
nily groups, and family planning clinics established to coordinate
these broad efforts within the community. The Centers for Disease
Conirol and Prevention (CDC) has awarded cooperalive agreements
to 13 community-wide coalition partnership programs to demonstrate
that community partners, in communities with o population of
200,000 or more, can mobilize and organize community resources in
supporl of community-wide, comprehensive, risk-specific, effective,
undl sustainable programs for the prevention of initial and repeat teen
pregnancies. The community-wide coalition parinership programs
are located in the following cities: Boston, Massachuselts; Chicago,
Nlinois; Jacksonville, Florida; Kansas City, Missouri; Milwaukes,
Wisconsin; Oklahoma City, Oklahoma; Philadelphia, Pennsylvania;
Pittsburgh, Pennsylvania; Rochester, New York; San Antonio, Texas;
San Bemardino, California; Winter Park, Florida; and Yakima, Wash-
ingion (Centers for Disease Control and Prevention, 1996).

Interest has begun to focus on broader youth development pro-
grams, programs such as the Teen Outreach Program, the Quantum
Opportunities Program, Upward Bound, the Youth Corps, and the
Youth Incentive Entitlement Pilot Project (YIEPP) aimed st helping
youth with the transition to adulthood by providing comprehensive
assislance in the educational, work, and social domains. Although
these programs have not focused on sexuality per se, evaluation data
appear lo indicale varying levels of success in reducing sexual risk-
taking behavior, pregnancy, or childbearing (Hahn, 1995; Jastrzab,
Blomquist, Masker, & Orr, 1997; Jastrzab, Masker, Blomquist, & Orr,
1996; Myers & Schirm, 1997; Olsen & Farkas, 1987; Philliber
Research Associates, 1996).

The 1990s have also been marked by efforts to refocus the issue
away from the prevailing problem or disease model to the more posi-
tive challenge of how a nation teaches its children what healthy and
responsible sex means in the adolescent and young adult years
(National Commission on Adolescent Sexual Health, 1995).

All these efforts have coalesced into increasing national attention to
the issue of adolescent pregnancy prevention. With encouragement
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from the president of the United States, the privately funded National
Campaign to Prevent Teenage Pregnancy was incorporated in 1996.
The campaign is aimed ai reducing the pregnancy rate among leenage
girls, 17 and younger, by one third by the year 2005. In 1991, the preg-
nancy rate for girls 14 and under was 3.2 per 1,000 and for girls 5 to
17 years old, it was 74,6 per 1,000 (National Campaign to Prevent
Teen Pregnancy, 1996).

PROGRAM EVALUATION

Of the new developments described above, the one with the argua-
bly greatest potential for reducing the teen pregnancy rate has been
the growing acceptance—among funders, service providers, practi-
tioners, and researchers alike—of the importance of conducting scien-
tific evaluations of the effectiveness of teen pregnancy prevention pro-
grams. Growing consensus has emerged that program development
should be guided not only by what might work (based on moral, ideo-
logical, personal, or political beliefs) but also on whut does work
(based on rigorous scientific evaluation). The importance of support-
ing evaluation efforts with appropriate funding has been recognized as
well.

FACILITATING PROGRAM EVALUATION:
A CORE QUESTIONNAIRE

To facilitate the evaluation of teen pregnancy and teen STD/
HIV/AIDS prevention progmms, we have worked with 19 expert
researchers, evaluators, and program administrators to develop the
Prevention Minimum Evaluation Data Set (PMEDS). A minimum
evaluation data set for evalunting a group of topically reluted inter-
ventions is a core set of baseline and outcome measures collected in
similar fashion by programs sharing a common goal or set of goals.
The PMEDS instrament described in this article offers a set of such
measures, in written survey questionnaire format, for the evaluation of
programs aimed at preventing teen pregnancy and teen
S‘I‘D.:"HI\FM.IDS. Because these prevention programs tend to be quite
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varied in their approach, ranging from Just Say No pmgmn;a 1o sex
education programs to contraceptive provision programs to life-
option enhancement or youth development programs, PMEDS is
orgunized as a core set of data elements common to almost all preg-
nancy and STD/HIV/AIDS prevention programs (the primary ques-
tionnnire) and as a serics of optional sections (the supplementary
modules), each appropriale for one or more specific kinds of preg-
nancy or STD/HIV/AIDS prevention programs.

All teen pregnancy and STD/HIV/AIDS prevention programs,
despite their diverse goals, objectives, participants, approaches,
resources, and ecological factors, must provide answers 1o similar
questions if they are to produce valid evaluations of their effectiveness
in reducing sexual risk-taking behavior,

. Who are the program participants? Who constitules the target audi-
cnce for the intervention? What do these clients bring to the program
in terms of previous experiences; exposure to similar programming;
and current relevant behavior, skills, knowledge, or attiludes?

2. What are the program’s goals and objectives? What does the program
wanl to accomplish in terms of developing, strengthening, or chang-
ing behavior and/or skills knowledge and attitudes within the target
group?

3. What is the treatmeni or intervention? What program ectivities are
contucted to bring about the hoped-for developments and changes in
the participants?

4. Did the program accomplish its short-term objectives and long-term
goals? What was the result or impaci of the treatment program on par-
ticipants’ subsequent behavior, skills, knowledge, or attitudes? Did
this impact vary for different subgroups of participants (e.g., boys
versus girls, younger versus older teens, White versus Hispanic ver-
sus African American teens)?

5. What was the comparative impact of the program? Did the program
accomplish its objectives more effectively than: (a) another similar
progeam; {(b) no treatment at all; (c) the program as constituled before
this new inlervention; or (J) a standard obtained from a national,
regional, or local comparison?

PMEDS was designed to help program personnel answer these pro-
gram evaluation-related questions with well-tested items covering
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important aspects of a wide variety of program models, thus saving
duplication of effort in instrument development while contributing to
the development of a shared pool of common evaluation data.

DEVELOPMENTAL HISTORY AND METHIODS

The first edition of PMEDS was developed in 1989. It was based on
the collective research and evalualion experience of a group of |9 expert
researchers, evaluators, and program administralors who participated
in & national evaluation conference sponsored by the Henry J. Kaiser
and Hewlett Foundations and chaired by Dr. 1. J. Card. Most of the
original PMEDS items were taken from questionnnires that confer-
ence participants had used and found acceptable in their own studlies.
PMEDS was initially published by Sociometrics Corporation in 1989
as part of a monograph titled “Evalunting Programs Aimed at Prevent-
ing Teenage Pregnancies.” It was reprinted in 1993 as part of Sage
Publications' Handbook of Adolescent Sexuality and Pregnancy:
Research and Evaluation Instruments (Card, 1989, 1993).

In 1996, Sociometrics revised PMEDS for the PASHA, sponsored
by the U.S. Office of Population Affairs, and for the Guidebook:
Evaluating Teen Pregnancy Prevention Programs, sponsorcd by the
Centers for Disease Control and Prevention. This edition (a) stream-
lines the structure of PMEDS" primary questionnaire so that the same
survey can be used at all data collection points; (b) adds a table of con-
tents; (c) updates the wording of some questions to reflect recent
national surveys such as AddHealth 1994-96, the National Survey of
Adolescent Males 1990-91, and the National Health and Social Life
Survey 1992; (d) incorporates mensures of STD/HIV/AIDS-related
behaviors and attitudes; (&) enhances the layout and design of the
instrument; () includes as an option a diskette with WordPerfect and
Microsoft Word for Windows files of the instrument; and (g) locuses
the outcome mensures on 13 key criteria of elfectiveness developed

for the PASHA, as described below.

As part of its work identifying promising prevention programs, the
PASHA developed = set of criteria for measuring program elfeclive-
ness. Evidence of a demonstrated, positive impact on one or more of
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the following fertility-related and/or STD/HIV/AIDS-related risk
behaviors in teens was required for inclusion in the collection,

+ Posiponing sexual intercourse

» Decreasing the frequency of sexual intercourse

= Decreasing the number of sexual partners

* Increusing contraceplive use al first inlercourse

= Increasing contrnceplive use at most recent inlercourse

= Incrensing consislent contraceptive use among the sexually active at

every inlercourse

Prevenling pregnancy

* Increasing use of effective STD/HIV/AIDS-prophylactic method at
furs! intercourse

* Incrensing use of effective STD/HIV/AIDS-prophylactic method at
most recent intercourse

* lIncreasing consistent wse of effective STD/HIV/AIDS-prophylactic
method ol every inlercourse

« Substitution of lower risk sexual behaviors for high-risk behaviors

. Fncrensing STD/HIVIAIDS prevention-related behaviors (i.e.,
increased condom purchasing, increased voluntary condom carrying)

» Preventing STDo/HIV/AIDS

For programs aimed at children 15 or younger, demonstrated, positive
impact on fentility-related and/or STD/HIV/AIDS-related refusal/
negolistion skills, intentions, values, and attitudes was accepted as
preliminary avidence of the program’s promise, Measures of the
above effectiveness criterin have been incorporated into the present
cdition of PMEDS.

COMPONENTS

As previously mentioned, PMEDS is divided into two sections: a
core primary questionnaire and a set of supplementary modules. Items
n the primary questionnaire are recommended for all prevention pro-
grams. The supplementary modules offer optional items that a pro-
grim may wish to consider including in its questionnaire, depending
on the match between the module’s content and (a) the program’s lar-
get population (e.g., a program may decide to include items in the
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module on high-risk behavior if it serves a high-risk target population)
and (b) its goals, objectives, and intervention approach (e.g., a pro-
gram may decide to include items measuring the quantily and quality
of parent-child communication if it includes intervention components
aimed at enhancing such communication).

The primary questionnaire. Because the primary questionnaire is
intended to include only core questions—ones that virtually every teen
pregnancy prevention program would include in any evaluation—it is
relatively short: 59 questions in 14 pages. Any given respondent could
respond to as few as 33 questions or as many as 54. Because it is
intended for all programs, the primary questionnaire avoids questions
that are highly sensitive or that address behaviors that are rare among
the teen population in general.

The questionnaire can be self-administered, group-adminisicred,
or administered individually by an interviewer, It has four sections:
demographic background, nonbehavioral outcome measures, behay-
ioral outcome measures, and sample intervention-measurement
items. The short nonbehavioral section is devoted to attitudes, values,
plans, and intentions, the intermediate variables through which many
programs attempt to change behavior, However, the greatest emphasis
is given to the behavioral measures in the third section because behav-
ioral outcomes are, ultimately, the ones that prevention programs have
to affect if pregnancy and STD/HIV/AIDS are to be avoided. Behav-
iors covered include the exercise of refusal/negotiation skills, sexual
activity, contraceptive use, pregnancy and parenthood, STD/HIV pro-
tection, and STD/HIV infection. Table 1 provides an outline of the pri-
mary questionnaire,

The supplementary modules. In contrast to the primary question-
naire, the supplementary modules focus on topics that might apply to
some programs but not to others. The modules fall into the same four
sections that comprise the primary questionnaire. Thal is, some mod-
ules focus on demographic background measures that expand the cov-
erage of the primary questionnaire. Among these modules, for exam-
ple, are ones on education, religiousness, and drug use. Other modules
address nonbehavioral outcomes (e.g., knowledge of sexualily, absti-
nence attitudes) and others address behavioral outcomes in more

@
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TABLE 1
Outline of PMEDS Primary Questlonnaire

A, Duckgrenend md'r:hhdhﬁrmuﬂun_'!;: questions in this firsl zection
3 aazess basle d
Bruphic chamciedstics of pasticipants {&.g. nge, yoor In school, recefethaicity). In ;m:iu::n!

research, these ilems have shown relioble relations ith :
comes, Cinsiructs covered: ”H W wr’ aad STD-related out-

1. Gender
2. Age
X. Hinlulste
4. Schoul complesed
5. School ennullment
fi. Mocelethmicily
7. Mutler's education
H. Living armngement
II.IHmhhMu.mr:rJ.wﬁm meusures. This second section probes leens’ refusalinegotiation
skills, intcntions, expectations, values, snd atlitedes conceming abstinence, sexual eetivity,
comraceplive/prophylactlc use, and pregnancy. The questions are sultable for use with all l
tect peeganncy and STEVIIIV/AIDS prevention programs. However, we porticularly recom-
snend them for programs serving younger tecns ages 15 and below, for whom questions sbow
actual behaviors may be inoppropriate. Constructs covered:
1. Values, ititudes
a. Bezi age to marry
b. Youngest oge to marry
c. Number of children wanted
o Best age va have first child
. Youngest age, first child
I. Dest oge, first sex
. Youngest oge, first sex
h. Sex before masrioge all right?
i. Responsible person fer contrucepiion
j. Nuying baby in high schoal
k. Sexunl altijudes
2, Intcnlions, expectatlons
8. Nuirber of sexual parteers in leen yeans
h. Plans for sexual intercourse
&, Plans for contracepiive use
d. Methods intend Io use
C. Behwrvinrad criterion measures. This third section includes measures of specific behaviom
reparding scaual nctivity, contraceptive/prophylactic use, pregaancy, and pareathood, As

naited nharve, these ilens mey not be o date f
Cunstructs covered: PReopaale for some groups, particulrly younger teens.

I, Hefusalnegotintlon skills
. Communieniing about sex
b, Saying “no”
¢, Stopping sex
il. Conununicating shout conimeeption
<. Insisting on cantraception

feonilmued)
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TABLE 1 Continued

2. Sexund activity
& Seaually experienced?
b Frequency, 6 months
¢. Number of pariners, ever
o, Number of pariners, § moniha
8. Ago il firsl sex
I. Prequency, 4 woeks

1. Contrecepiive use
& Method used, fint intercauma

b. Method used, most recent Intercourse
. Canglstent use, & montha
4. Pregnancy and parenthood
u. Ever pregnani
b, Number of pregnancics
c. Number of live birtha
d. Ago st firsl pregnancy
o. Pregnant now?
5. 5TD prolection
& Method, finst intercouns
b. Meihod, most recent latercourse
. Conslitent use, § months
6. STDVHIY infectlon
& STD Infectlon, ever
b. STD infecifon, 6 manths
€. HIY infection, ever
d. Know someane with HIV infection )
D. Examples of treatmentAnterventlon elements and dusage. bn any evalution study, it i es-
gentisl to measure the aciunl Intervention to which teens are exposed. Because the questions
will vary with the nature of the Interveation, each program will necd o construct its wwn set
of items, This fourth and finel sectlon provides o sample struciure for wriling measures of the
sctunl program ectivitles as well as the amount of exposure teena recelve. Consiructs covenl;
1. Number seaslons attended
2. [a program lnst yesr?
3, Componenis recelved

detail (e.g., first birth control use, high-risk sexual behaviors). ltm'ns
of greater sensitivity are also found in the supplementary modules. For
example, some modules address behaviors (such as anal sex) that are
likely to be relevant only for some subpopulations. The supplemen-
tary modules are also designed to reflect the varying approaches or
short-term outcomes that programs may take. For example, some
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modules focus on sexuality education, abstinence, parent-child com-
munication, sexual values education, and peer influence. Table 2 pro-
vides a list of the constructs covered in the supplementary modules.

AVAILADLE FORMATS

Recognizing that PMEDS may be used for evaluating a diverse
array of interventions and by individuals with varying amounts of
evaluation-related experience, the instrument is offered in two for-
mats: paper and floppy diskette. These formats vary in the degree to
which they allow for customization of the instrument and provide
buckground information about evaluation research in general and
development of the PMEDS tool in panticular.

ILLUSTRATIVE USES

To illustrate the varied ways in which PMEDS can be used, four
case studies are presented.

Vallejo Teen Age Pregnancy Prevention (TAPP) Program. In the
fall of 1996, the city of Vallejo, California, received a 5-year state
grant to implement and evaluate pregnancy prevention activities for
youth. Located in the northem tip of the San Francisco Bay area, Val-
lejo has been cited as having a significantly higher incidence of ado-
lescent births, relative both to the state of California and to the county
in which it is located. The TAPP project team selected two well-
known programs for the intervention: SMART Moves and Postponing
Sexual Involvement (PSI). SMART Moves will be implemented bya
local boys club that provides academic enrichment and recreational
opportunities after school. The full, 10-day PSI curriculum will be
implemented in 6th-, 8th-, and 10th-grade public school classrooms.

'fo adapt PMEDS for the TAPP evaluation, we needed to incorpo-
ride measures relating to SMART Moves' emphasis on aleohol and
drug prevention as well as academic achievement. Values and atti-
ludes toward abstinence are also essential to the project’s objectives
and, consequently, the evaluation survey, In addition, project staff






