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THE SCOPE OF THIS DOCUMENT

This document is a submission to the Australian Human Rights Commission National Children’s
Commissioner as evidence in support of her 2017 statutory report concerning the well-being and
rights of young parents and their children. It addresses the following points, raised in the request for

submissions:

- The types of early interventions likely to decrease the risk profile and risk trajectory of young

parents, young parents-to-be and their children
- The types of early interventions which improve their capacity for safe and effective parenting

- The types of early interventions which increase their likelihood of becoming economically secure
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RECOMMENDATIONS

1.

To reduce unintended pregnancies in adolescents:
o All young people must have access to comprehensive sex education which promotes
contraception
o Education should be linked to improved access to cost-free contraception (in schools
or clinical services/pharmacies linked to schools)
o Use of long-acting reversible contraception (LARC) must be increased in vulnerable
young people through education and training of GPs, nurses and midwives
Effective programs for adolescent parents and parents-to-be are multi-component and
intersectorial (e.g. education, access to free contraception, antenatal care including
outreach; welfare and social services to support at-risk adolescents and adolescent mothers
to stay in school, or vocational training)
o Nurse home visitation, and psycho-social and parenting support during the antenatal
period through the first 2 years of life, are effective across a range of outcomes
o Strategies should also address the related issues of underdeveloped parenting skills,
substance use, and the potential for partner violence and child maltreatment in
young families
Programs in urban, rural and remote settings require tailored approaches; programs must be
inclusive of all cultural groups (Indigenous and non-Indigenous)
Routine national data collection of births to young parents with data linkage to longer term
health and social outcomes
Health economic evaluation of exemplar intervention strategies in the Australian setting,

taking a societal perspective to build the economic case for action
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BACKGROUND

The scope of the problem

The principal outcome of the National Framework for Protecting Australia’s Children [1] is that
“Australia’s children and young people are safe and well.” Although becoming a young parent,
particularly an adolescent parent, carries risks for parent and child, qualitative evidence suggests
that young people can find the experience of parenting rewarding, when they are not stigmatised
and when they have access to supportive resources [2-4]. It is important to understand the path
adolescents take to parenthood. In a study of sexually active female adolescents in WA, those who
became mothers at a young age did not intend to fall pregnant despite not using contraception, but
considered the pregnancy as “a natural happening” and were happy with the outcome; others who
fell pregnant and went on to abortion often described surprise and unhappiness about their
pregnancy despite not using contraception; and then others who had never fallen pregnant
considered pregnancy likely - and an unwanted event - if they didn’t use contraception [2]. This
suggests that adolescent mothers arrive at parenthood with distinct differences in their perceptions

of pregnancy and parenthood at a young age, than other adolescents.

In 2015, 2.8% and 1.1% of births in Australia were to mothers and fathers, respectively, aged 14-19
years, and 13% and 9% to those aged 20-24 years [5]. Fertility rates in young women have fallen
since the 1970s to historic lows of 11.9 births per thousand girls aged 15-19 and 48 per thousand
women aged 20-24 in 2015 [5]. However, fertility rates in young women are not consistent across
the population, with much higher rates amongst those living rurally and remotely, amongst those
living in socioeconomically disadvantaged areas, and amongst young Indigenous women [6]. While
51% of Australian women report an unintended pregnancy during their lives, 63% of these were
aged 24 years or younger at the time [7]. Nationally, the proportion of pregnancies which are
unintended was recently estimated at 40% [8], and, as in the US [9] and UK [10], unintended
pregnancy in Australia is likely to be substantially more common among adolescents and young
adults. Although unintended pregnancies may not be unwanted, unintended pregnancy is associated

with higher risk of adverse consequences for mother and child [11].

Consequences of young parenting

There are many adverse outcomes associated with young parenting. In Australia as elsewhere, these
include complications for the infant, such as preterm birth, low birthweight, stillbirth and neonatal
death (death in the first 28 days of life); and for the mother, gestational anaemia, urinary tract

infection and pregnancy-induced hypertension [12, 13]. Longer-term consequences include maternal
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mental health problems and, for mother and child, educational underachievement and
socioeconomic disadvantage, which can be life-long [14, 15] and intergenerational [16]. About a
third of Australian adolescent mothers experience rapid repeat adolescent pregnancy (within two
years of the first) [17]. Repeat pregnancy in adolescence further increases the risk of adversity for
mother and child [18]. Young fathers, particularly teenage fathers, have been neglected in research
and policy, and there is very little Australian data about them, including outcomes. A small body of
US and UK data suggests young fatherhood may carry risks, including lower educational attainment
[19] and depressive symptoms [20], but having a partner present and supportive of the pregnancy
may improve maternal and child perinatal outcomes [21, 22]. In adolescent couples, higher paternal
involvement prenatally (e.g. talking about plans for the baby, attending OB visits) is associated with
lower parental stress and higher paternal care-giving during infancy [23], suggesting that early

intervention to encourage paternal involvement may improve outcomes.

It is likely that the increased perinatal and longer-term adverse consequences for young parents and
their children are confounded to a large extent by pre-existing risk factors such as poverty, low
educational achievement, smoking, marginalisation (including racial discrimination, particularly for
Indigenous adolescents), poor social support, and behavioural and mental health disorders. Even
where these factors predate the pregnancy, the additional adversity of having a child as an
adolescent is likely to accentuate their impact. In addition, there exists strong evidence that,
independent of these factors, outcomes are poor for infants of very young mothers (<15 years or <2

years post-menarche) [24].

Strategies which delay childbearing by 2 or more years in young adolescents are likely to improve
outcomes for their offspring. These strategies and others designed to support, engage and reduce
adversity in adolescent parents and their children, will ensure they have the best chance of leading
healthy, economically secure and productive lives. Therefore, to achieve better outcomes for
adolescent families, policy must recommend strategies effective in: 1) preventing/ delaying
adolescent pregnancies, and 2) directly improving outcomes for adolescent parents and their

children.
EXEMPLARY EVIDENCE BASED PROGRAMS

To guide thinking about the issues around programs to delay pregnancy and improve outcomes,

here are two successful examples of programs from the United States and United Kingdom.

EXEMPLAR 1: The Children’s Aid Society-Carrera Program wasa year-round after-school

program with a comprehensive youth development program involving job clubs, academic skills,
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family life and sexuality education, developing personal art skills, recreational activities,
group/individual counselling, contraceptive education, and free medical care. It was evaluated
in a socio-economically disadvantaged urban area of New York City over a 3-year period: 500
teenagers were randomly allocated to intervention or control (standard recreational program)
and followed for 3 years [25]. Reported pregnancies in the intervention group were a third of

those in the control.

EXEMPLAR 2: The 1999-2010 UK Teenage Pregnancy Strategy (TPS) [26] was a complex, inter-
sectorial and multi-component intervention informed by available evidence from its inception
and throughout its implementation and funding period. The TPS rested on four main pillars: a
whole-of-government approach of “joined-up action” at national and local levels; improved
prevention efforts through sex and relationships education and access to contraception; a
national multimedia communications campaign; and coordinated support for young parents.
The program reduced objectively measured teenage conceptions (births and abortions) and
improved outcomes for young mothers over a sustained period of time, at the national level
[27]. The reduction in teenage conceptions was 6.2% per £100 spent by the program, and the
prevalence of young mothers participating in education, work or training doubled over the time
of the program [27]. Interventions to support young parents were mainly conducted under two
programs, Sure Start Plus and the Family Nurse Partnership [28]. The Family Nurse Partnership
program was a preventative program of intensive, structured home visiting by specialist family
nurses from before 28 weeks’ gestation to age two [29]. Sure Start Plus was funded as 35 local
pilot programs for support in housing, health, parenting skills, education and childcare for
pregnant women under 18 years and parents under 20; the keystone was a program
coordinator who provided holistic one-on-one support for the young parents, and brought in

tailored specialist support as needed, from the antenatal period onward [30].
PREVENTING/DELAYING ADOLESCENT BIRTHS

There have been many decades of work with programs aiming to reduce adolescent pregnancies,
and we now have a much more established understanding of which types of programs work. We
searched the published literature for systematic reviews of interventions and report here results of
interventions evaluated in randomised controlled trials (moderate evidence) and in several instances
meta-analyses (strong evidence). Systematic reviews of interventions where impact on pregnancy

incidence was captured [31] demonstrate that:
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Strong evidence exists for the effectiveness of combined interventions (education with

improved access to contraception). For example, school-based sex education linked with

facilitated access to contraception (provided free of charge in school or via linkages to
co-located services) reduces adolescent pregnancies [32, 33]. While education alone
does not appear to impact pregnancy rates, there is strong evidence for the

effectiveness of comprehensive risk reduction education strategies on other pregnancy

risk behaviours. These are educational strategies which aim to simultaneously reduce a
range of risk behaviours linked to sexual and reproductive health outcomes (e.g.
initiation of sexual activity, number of partners, effective use of condoms and other
contraceptives.) Comprehensive sexual risk reduction education may occur in school or
the community [33] and aims to provide young people with the knowledge, attitudes,
skills and confidence to make informed decisions about their sexual and reproductive

health [34, 35]. Interventions designed to facilitate only access to contraception, for

example, free access to condoms at school without sex education, have strong evidence
that they lead to increased use of contraception (further evidence is needed for impact
on pregnancies). Of note, abstinence-only educational strategies do not show evidence
for impact on pregnancy rates or any other pregnancy-risk behaviour [33]. In addition, as
they target only the non-sexually active sub-group of the adolescent population, they
neglect an opportunity for whole-of-population education and risk reduction.

Contraception must be effective, which means it should be easy to access and used

effectively. Increased condoms and hormonal contraceptive use both reduce
pregnancies. Long-acting reversible contraceptives (LARC) are those that require
administration less than once a month, and, in Australia, comprise the etonogestrel
subdermal implant, levonorgestrel and copper intrauterine devices (IUDs) and the depot
medroxyprogesterone acetate (DMPA) injection [36]. Implants and IUDs are the first-line
LARC methods because they require a single act of administration for years of
contraception. LARC use was significantly associated with reduction in the rapid repeat
adolescent pregnancies in an Australian sample compared with other forms of
contraception, or none [37]. Strategies demonstrated to reduce rapid repeat pregnancy
include post-birth contraception counselling, including offering LARC to teenage
mothers postpartum in hospital settings, combined with outreach and home visitation,

which supports contraception continuation along with other positive benefits [37-39].
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3. Moderate evidence exists that multi-component interventions, (see exemplars) can be

effective but are generally more expensive than single-component interventions and
hence all potential outcomes must be captured for economic evaluation.

4. Moderate evidence exists that youth-friendly clinical services reduce pregnancy and

related sexual? risk behaviour [40]. Youth-friendly clinic qualities include confidentiality,
accessibility, peer involvement, staff with specialised training, sufficient consultation
time, cultural competency and integration in the community. Data from a cluster
randomised controlled trial in Australia, where intervention GP practices undertook
enhanced screening for youth health issues, demonstrated a reduction in self-reported
pregnancies at 12 months [41].

5. Evidence on effectiveness of in-school clinics on pregnancy rates is lacking due to weak
study design but data from the US points to improvements in some pregnancy-risk
behaviours. It has been recommended that school clinics must provide contraception to
be effective. [42, 43] Of note, some Australian states have school nurses but this is by no
means universal and their scope is very limited in terms of clinical service provision.

6. Peer-led education strategies have not shown effectiveness in reducing pregnancy,
although better studies are required [44].

7. Programs which improve parent-adolescent communication about sexual health may
improve some pregnancy-risk behaviours, but there is not enough evidence to conclude
effectiveness in reducing adolescent pregnancy [45].

8. The impact of state policies around consent to access contraception and sex education
was examined in one systematic review in the United States. They were not found to be
effective at reducing adolescent pregnancies, while demographic and political affiliations
of the state were associated with adolescent pregnancy [46]. In Australia, the laws
around these issues vary [47], and consistency would assist in facilitating initiatives to

improve access to contraception for minors (e.g. through schools or pharmacies).
IMPROVING OUTCOMES

1. Improvement of antenatal health. Programs to educate young pregnant women about

healthy pregnancy, enhance social supports, and facilitate access to health care and services
have been shown to lower the risk of low birthweight, but not to reduce preterm birth [48].
Clinics providing antenatal care to adolescents should also be youth-friendly clinical services,

as discussed in point 4 of the previous section.
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Improvement of parenting skills. Parenting interventions are short-term programs intended

to improve functioning as parents, the relationship between parent and child, and child
emotional and behavioural outcomes. Moderate evidence exists that such programs
improve parent responsiveness to the child, infant responsiveness to parent, and parent-
child interaction [49], suggesting that parenting programs may have value for these families
in the longer term.

Home visiting. Programs where services are delivered to families in the home (home visiting
programs) have been shown to improve a broad variety of maternal, child and family
outcomes for vulnerable families, including those with adolescent parents [50]. The success
of such programs must be carefully evaluated within their national context, however, as a
recent trial of the Family Nurse Partnership program, highly successful in the United States,
found no effect greater than usual care in the UK [51]. A likely reason for this discrepancy is
that UK usual care includes home visiting [29].

Reduction of tobacco use. Smoking and exposure to second-hand smoke during pregnancy

carry extensive risks for mother and child [52], and second-hand smoke exposure during
infancy and childhood increases risks of Sudden Infant Death Syndrome, respiratory tract
infection, ear infection and asthma [53]. Around 35% of adolescents smoke during
pregnancy compared to 13% of pregnant adults [6, 54], with higher rates among pregnant
Indigenous adolescents [13]. While smoking in pregnancy has declined among all mothers,
the smallest declines have been in teenage, Indigenous, and rural/remote mothers [55].
Similarly, while smoking cessation rates in pregnancy have been rising, teenagers,
Indigenous women, and remote residents are less likely to stop smoking during a pregnancy
[56]. Evidence-based strategies for cessation in adults include counselling, pregnancy-
specific self-help materials, referral to QuitLine, problem solving and facilitating social
support [57], but data are lacking regarding efficacy in pregnant adolescents, including
comparative efficacy. Multi-faceted interventions may be needed to address the complex
relationships underlying motivation for smoking and use of other substances, such as
partner substance use, mental health issues, and history of trauma and violence [52].

Reduction of use of alcohol and other drugs (AOD). Prenatal exposure to alcohol causes

neurodevelopmental disorders and is associated with decreased size at birth, and infants
chronically exposed to methamphetamine or opiates prenatally have characteristic
withdrawal syndromes at birth [58]. Australian data are sparse regarding AOD use among
young pregnant women and parents. Health care providers are recommended to screen all

pregnant patients, irrespective of age, for AOD and tobacco use [52, 59]. Young pregnant
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women and mothers who use AOD experience societal scrutiny with respect to their
capacity to protect their children and are exposed to the risk of losing custody [59, 60],
which must be considered in implementing screening and in planning interventions.
Adolescent mothers are more likely to use AOD and less likely to complete treatment than
adolescent females who are not parents [61, 62], and young mothers do not appear to
“mature out” of substance use [63, 64]. Less is known about AOD use among young fathers,
but young men may increase alcohol use after becoming fathers [65]. Partner AOD use and
smoking are highly correlated and young fathers’ substance use behaviour may influence
young mothers’ [66]. HCP motivational interviewing techniques have been shown to reduce
substance use in adolescents generally [67] and may be of use with young parents.

6. Addressing family violence. Physical and sexual maltreatment during childhood are

associated with subsequent adolescent pregnancy [68]. One fifth of pregnant Australian
adolescents experienced violence from a partner or family member before age 16 [69].
Partner violence is common in adolescence and young adulthood [70, 71], and young
mothers may be at higher risk [72], possibly because of relationships between partner
violence and reproductive coercion [73]. In addition to the obvious risk to maternal well-
being, exposure to partner violence may have negative effects on infant development [74].
Women abused as children may be more vulnerable to intimate partner violence and at risk
of neglecting or abusing (maltreating) their own children [75], and exposure to intimate
partner violence is increasingly recognised to pose health, developmental and social risks for
children [76]. Substance use, particularly alcohol use, increases the risk of intimate partner
violence and child maltreatment [77]. Programs teaching parenting skills to young mothers
or fathers may directly address the risk of child maltreatment, but do not generally consider
the risk of partner violence. The Young Parenthood Program [78], a ten-week co-parenting
counselling intervention for pregnant adolescents and the fathers of their children,
decreased the risk of intimate partner violence at 3 months postpartum, but the authors
noted that substance use, especially paternal, complicated program delivery and outcomes.
There is a clear research need to develop a scalable multi-pronged intervention that
addresses the joint problem of parenting skills, substance use, and the potential for partner

violence and child maltreatment in young families.

Economic evaluations of intervention strategies

There are no published economic evaluations of pregnancy-risk reduction education using Australian

data. Economic evaluations from US studies indicate that comprehensive risk reduction education
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programs are generally cost-effective when long term impacts of adolescent childbirth are
considered on health and productivity [33]. When other outcomes are taken into account, such as
health care costs related to STI/HIV prevention, educational retention, and pregnancy, then
interventions are found to be cost-effective to the point of cost-saving. With education programs,
there are a wide range of intervention types, target samples, and duration which impacts on costs.
However, even the more targeted, costly interventions were found to be cost-saving, where this
analysis was done [33]. Other work across a range of different countries (Europe, Africa, South East
Asia) has also confirmed that comprehensive sexual health education programs are cost effective
and potentially cost-saving. They were found to be more cost-effective when delivered through
schools compared with community and when linked with a youth-friendly clinical service for
contraception provision [79, 80]. More evidence is needed on the full impact of such programs from
a societal perspective, including non-health outcomes such as improved employment potential, and
higher future earnings of program participants. Finally, for school-based programs, the impact on
school resources where the facilities, staff, or time from the school systems may be used for these
programs, must also be costed. With respect to postpartum LARC, US trials have shown that
postpartum implant [81] and IUD placement [82] in adolescents are cost-effective, with higher costs
to the state from repeat pregnancy than from LARC placement. Australian data are being collected in
the Australian Contraceptive Choice Project (ACCORd) trial [83], which will compare GP practices
trained with online “LARC first” training and rapid referral pathways versus usual care, including

health service use costs and disability-adjusted life years.
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