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has elapsed to assess which program components are most
important; as more sites adopt the program, sufficient vari-
ations in implementation might allow such an analysis.

Our study, however, clearly documents the effectiveness
among females of a comprehensive program to prevent ado-
lescent pregnancy. Although our analyses cannot determine
the relative importance of the model’s components, the phi-
losophy, structure and specific staff roles may each con-
tribute to the successful long-term relationships that a large
proportion of the young people formed with the program
and its staff.

The CAS–Carrera philosophy emphasizes that working
with young people is “a marathon, not a sprint”; the pro-
gram design calls for “adopting” a group of young people
and then sticking with them for several years. Adolescents
who attend infrequently or only sporadically and those who
have ongoing behavioral problems nonetheless remain part
of the group. The program operates year-round, and staff
are available even during nonprogram hours. All staff re-
ceive training and support in the program’s overall phi-
losophy, as well as in their specific responsibilities and tasks.

Within the overall structure of the five activities and two
services, the CAS–Carrera model looked for creative solu-
tions when participants had trouble staying connected with
the program. For example, although the Job Club compo-
nent provides internships and summer jobs (along with a
classroom component involving discussions of job options

and training in job readiness skills), some participants need
to work even more hours than can be arranged through the
Job Club. To solve the problem of attrition caused by par-
ticipants’ need to work, CAS–Carrera program staff looked
for jobs for them in the immediate program vicinity and
developed some jobs within the agency housing the pro-
gram. In this way, staff could maintain an ongoing rela-
tionship with adolescents who were unable to attend dur-
ing scheduled hours.

Although community organizers are rare in youth pro-
gramming, their role appears to be an important one. These
staff maintain regular and frequent contact with program
youth and their families. Perhaps most important, com-
munity organizers give youth and families a continuous mes-
sage that young people are noticed, valued and missed when
they do not attend. Many youth programs take no action
when adolescents do not attend.

The data show that the program maintains long-term
connections with young people and that this affects young
women’s risk of pregnancy directly by improving their sex-
ual literacy, delaying initiation of intercourse and increas-
ing their use of effective contraceptives. These outcomes
reflect the dual role of the sexuality educator and repro-
ductive health counselor. The group family life and sexu-
ality education sessions provide information on abstinence,
contraception, pregnancy, physiology and gender roles.
Through these sessions, staff also develop a close rela-
tionship with young people, so they are well positioned to
provide support and follow-up as young people make de-
cisions about sex. Again, the model emphasizes a flexible
approach; conversations between the sexuality educator
and an adolescent are more likely to happen over a slice of
pizza in the neighborhood than in a counseling room.

While too few births occurred overall for meaningful
analysis, ongoing follow-up data suggest that a difference
between program and control women in the proportions
who decide to carry pregnancies to term is emerging. Given
program women’s delays in initiating intercourse, their
greater use of effective contraception and their lower preg-
nancy rates, there may soon be significantly fewer births
among program than control females.

The program effects were weaker among young men, per-
haps in part because young men who had had intercourse
before enrolling (i.e., very early in their teenage years) were
the least likely to attend regularly. Strong social norms
among these inner-city young men might also stress the
benefits (or lack of negative consequences) of early sexu-
al behavior and parenthood. Finally, the female partners
of male CAS–Carrera participants did not receive direct pro-
gram support and services unless they were also enrolled.
Perhaps the male participants could not, or did not, repeat
the program messages to their partners. The data suggest
that reaching young men sooner may strengthen outcomes
at earlier ages; indeed, to achieve this goal, CAS has now
implemented programs with 11- and 12-year-olds.13

Although participation in a CAS–Carrera program did not
significantly affect males’ reproductive outcomes, important
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TABLE 4. Odds ratios from logistic regression analyses showing the effects of selected
variables on sexual, reproductive and health care outcomes over three years, by gender

Variable Became Used condom Currently Had 4 or 5
pregnant and hormonal having sex of desirable
or caused method at health care
pregnancy last sex outcomes†

Female Male Female Male Female Male Female Male

Group assignment
Program 0.31** 1.17 2.37* 0.47 0.52* 0.60 2.00* 2.08*
Control (ref) 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00

Had sex before enrollment
Yes 7.45*** 4.13** 0.48 0.60 18.39** 24.08** .na .na
No (ref) 1.00 1.00 1.00 1.00 1.00 1.00 .na .na

Use of  health care before
enrollment
Yes‡ .na .na .na .na .na .na 1.71** 1.86**
No (ref) .na .na .na .na .na .na 1.00 1.00

Age 1.92* 1.91* 1.32 1.72 1.70** 1.97* 0.92 0.83

Race/ethnicity
Black 0.48 1.47 1.03 0.63 1.15 2.41* 1.98* 0.84
Hispanic (ref) 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00

No. of social barriers 1.04 1.60 0.76 1.28 1.54** 1.44 1.09 1.05

*p<.05. **p<.01. ***p<.001. †These five outcomes are having received medical care in a setting other than an
emergency room; having had a medical checkup in the last year; having been given a social assessment at
that checkup; having had a hepatitis B vaccination; and having had a dental checkup in the last year. 
‡Denotes adolescents who reported not using the emergency room for primary care, having had a medical
checkup in the last year and having had a dental checkup in the last year. Notes: ref=reference category. na=not 
applicable, because we did not consider it appropriate to include the “sex before enrollment” variable in the
equation predicting health care outcomes, or the “health care before enrollment” variable in the equations
predicting the reproductive outcomes.


