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become pregnant or caused a pregnancy; age also had the
expected positive effects on these outcomes. The number
of social development barriers significantly affected only
females’ odds of being sexually active (1.5), while being
black (as opposed to Hispanic) increased the odds of cur-
rently having sex among males only (2.4) and increased
the odds of desirable health care outcomes among females
only (2.0).

DISCUSSION AND CONCLUSIONS

This study has several potential limitations. Because pro-
gram and control teenagers sometimes attended different
programs located at the same site, some exchange of in-
formation, or “contamination” of the control group might
have occurred. This would, however, likely diminish dif-
ferences in outcome between program and control students.
Further, our analysis followed these young people for three
years, but the observed advantages among program stu-
dents might dissipate over time.

These data are from New York City sites only, and they
were collected from a sample that was overwhelmingly black
and Hispanic. Thus, the data reported here do not reflect
suburban and rural teenagers or those from other racial or
ethnic groups. The sites in our study also benefited from
the intensive training and support provided by the CAS staff.
Sites that lack such support may find implementing the
program to be challenging and make changes as they see
fit. Indeed, we observed variations in program implemen-
tation, and quality, across sites. To date, not enough time

control students to have had a hepatitis B vaccination, an
often neglected immunization. There were no significant
differences by group assignment, however, in receipt of den-
tal care or a medical checkup in the last year. Program par-
ticipants of both genders were significantly more likely than
controls to report five, or four of the five, desirable health
care outcomes.

Sexually experienced adolescents also were asked about
their reproductive health care–seeking behavior. Among
males, the proportions who had made such a visit were sig-
nificantly higher among program participants than among
controls (74% vs. 46%). While the proportion having made
such a visit was also higher among program females than
among controls, the difference was not significant.

Multivariate Analyses
Because the significant differences at the bivariate level could
have been caused by factors other than the program’s ef-
fects, we present results of logistic regression analyses that
controlled for age, ethnicity, baseline measures of the out-
come variables and social development barriers at intake.
These regressions were conducted for the four most im-
portant outcomes only—that is, having become pregnant
or caused a pregnancy, having used a condom and hor-
monal method at last intercourse, being sexually active and
having four or five of the positive health care outcomes. We
did not assess the program’s effects on the likelihood of a
live birth because so few occurred over the period.

Although we conducted regressions that combined pro-
gram males and females—and found that program partici-
pation was a significant, independent contributor in sever-
al regressions—because the significant findings were created
for the most part by one gender group or the other, we pre-
sent only gender-specific findings. Each regression was first
performed using a dummy variable for the individual pro-
gram site. However, since neither the significance nor the
magnitude of the odds ratios changed when site variables
were included, we excluded site variables from the analysis.

The odds ratios in the first panel of Table 4 (page 250)
estimate the relative likelihood of each outcome among the
program adolescents compared with that among control
teenagers, net of the control variables. The odds of becoming
pregnant were significantly reduced among young women
in the CAS–Carrera program, compared with controls (odds
ratio, 0.3). Further, female program participants had sig-
nificantly reduced odds of currently being sexually active
after three years of program exposure (0.5) and significantly
increased odds of having used a condom and a hormonal
method at last intercourse (2.4).

As in the bivariate analysis, we found no significant pro-
gram effect on these outcomes among males. One outcome
was significant for both males and females: The odds of hav-
ing received good health care were twice as high among pro-
gram participants as among controls (2.0–2.1).

As might be expected, having had intercourse before en-
rollment independently increased the odds that students
would currently be sexually active and that they would have

TABLE 3. Change in knowledge, and percentage of teenagers reporting selected 
sexual, reproductive and health care outcomes, all over three years, by gender and
group assignment

Outcome All Females Males

Program Control Program Control Program Control

Change in knowledge
% increase in correct responses to

knowledge questionnaire 22 11*** 25 14*** 18 6***

Sexual and reproductive
Chose not to have sex under pressure† na na 75 36* na na
Ever had sex 63 72* 54 66* 73 79
Used condom and hormonal method

at last sex† 21 20 36 20* 9 20*
Used condom at last sex† 86 83 84 75 88 92
Became pregnant or caused

pregnancy 10 17* 10 22** 11 10
Gave birth‡ or became a father 4 6 3 10* 4 1

Health care
Received care from setting other than

emergency room 94 83*** 98 91* 90 72***
Had medical checkup in last year 90 86 92 88 88 85
Received social assessment at last

checkup 58 42*** 52 50 65 32***
Had hepatitis B vaccination 86 74** 90 79* 80 67*
Had dental checkup in last year 58 64 61 63 54 64
Received 4 or 5 of above services 69 54*** 74 61* 64 45**
Made a reproductive health visit in

last year† 81 65** 90 83 74 46***

*p< 05. **p<.01. ***p<.001. †Asked of sexually experienced adolescents only. ‡These include two program and
two control females who, at the time of their interview, were in their third trimester and intended to carry to
term. Note: na=not applicable.


