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Accompanying Materials
This research project was not intended as a pure piece of research but a piece of work
which informed and consequently changed practices in the City of Nottingham. It is
accompanied by two resources – a DVD and supporting sex education materials.

DVD - “Would you really want to be in my position?”
Innovatively, this project obtained funding to allow dissemination of its findings to a
wider youth and professional audience. As a result a 24 minute DVD has been produced
titled (from a quote by one of the young mothers featured) “Do you really want to be
in my position?”. This DVD has already been widely distributed throughout the City and
features a number of young mothers (and one young father). The DVD includes
interviews and case studies as well as statistics from the research. The DVD was
produced by cgvision of Nottingham (info@cgvision.co.uk)
The DVD is available from the Nottingham Teenage Pregnancy Partnership, 0115 915
1962, tpstrat@nottinghamcity.gov.uk.

Sex Education Resource Pack
This resource pack to support the use of the DVD was commissioned and funded by the
Nottingham City Teenage Pregnancy Partnership and has been produced by Navkiran
Nahal and Ebrahim Vorajee.
The resource looks at topics including contraception and pill use, relationships, the role of
fathers, peer pressures, budgeting skills, and the reality of being a young parent. The
material and activities are structured around the following key sections: Aspirations,
Contraception, Delay, Housing and Benefits, Parenthood and Relationships.
The resource was designed after extensive consultation with young people and SRE
practitioners from a number of Nottingham City schools, voluntary sector organisations
and youth organisations; all of whom work with young women who may be at risk of
becoming teenage parents.
Focus groups were chosen from areas with a high levels of teenage pregnancy, namely,
Bulwell (Club One), Aspley (Manning School for Girls) and St Ann‟s (Elliot Durham
School). Other focus group work took place at Beckhampton Pupil Referral Unit (PRU),
who engage with school age mothers and pregnant teenagers from across Nottingham
City.
Consultation and evaluation of the resource was carried out in partnership with the
original focus groups, and an additional PRU (Deanwood) and Base 51, (a support service
for 16-25 year olds).
The production of the pack owes a great debt to Gail Arden (Club One), Pauline
Mackintosh (Beckhampton PRU), Brin Rourke (Elliot Durham School) and Jenny Saunders
(Manning School for Girls), for their contribution that went above and beyond the call of
duty.
The resource packs can be obtained and borrowed from: NHS Nottingham City, Linden
House, 261 Beechdale Road, Aspley, Nottingham, NG8 3EY. Tel: 0115 883 4205, email;
resource.centre@nottinghamcity.nhs.uk Also for information about the materials contact
nav.nahal@collegest.org.uk.
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Introduction
The Infant mortality rate for babies born to teenage mothers is 60% higher than
for babies born to older mothers.
Teenage mothers are twice as likely to smoke throughout their pregnancy and
50% less likely to breastfeed than older mothers – both of which have negative
health consequences for the child.
Babies born to mothers under 18 are 25% more likely to be to have a low birth
weight;
Teenage mothers have three times the rate of post natal depression of older
mothers and a higher risk of poor mental health for three years after the birth.
Children of teenage mothers have a 63% increased risk of being born into poverty
compared to babies born to mothers in their twenties and are more likely to have
accidents and behavioural problems.
Teenage mothers are 20 more likely to have no qualifications than mothers giving
birth aged 24 or over.
At age 30 teenage mothers are 22% more likely to be living in poverty than
mothers giving birth aged 24 or over and are much less likely to be employed or
living with a partner.
Men who become fathers under 23 are twice as likely to be unemployed at 30 as
those becoming a father aged over 23.

Such figures from the Teenage Pregnancy Unit (TPU), the Department for Children,
Families and Schools (DCFS) and the Department of Health (DoH) (see DCFS, 2007 in
particular) indicate some of the worrying trends around teenage pregnancy. Whilst it is
true that levels of teenage conception are relatively high in Nottingham at nearly 72 per
thousand young girls, this does mean that some 928 per thousand do not get pregnant
and we must not overlook that statistic. In addition to this, the majority of teenage births
in the UK occur to women aged 19 with only 6% occurring to girls 16 or under (DCSF,
2007, p. 8). Very few do occur to girls under 16 – and Nottingham is no different from
the UK on that statistic. However, global statistics like this should not underestimate the
significance of every single case and it is an attempt to get beneath the surface of single
cases that this research has been undertaken.
There is a plethora of work around the area of teenage pregnancy and getting to grips
with that was one of our first challenges in undertaking this project. This was true in two
areas – the amount of research being undertaken nationally and internationally, and the
amount of policy guidance and intervention work both nationally and in Nottingham itself.
It is a very rich area, yet, change seems elusive. In this report we do not want to give
the impression that recommendations are simple or are not already in the public domain.
We have tried to make this report specific to Nottingham.
We include in this report two detailed life histories from Emma and Sharon (not their real
names). These have been taken from interview data and anonymised; they are not
embellished, nor fabricated in any way, though they have been anonymised. You will
have to take it warts and all. In addition we have introduced each chapter with a case
summary of some of the many young women we interviewed. We hope this gives a
picture of some of the diversity and adversity in these young women‟s lives and
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experiences. Naturally all names have been changed to protect identities – but every one
is a real person with real feelings and emotions. We do this to add colour to our study.
We also do it because we feel it is so important someone listens to these women.
As we will introduce in Chapter 3, where we discuss the methodology, our interview data
with teenage parents comes almost totally from the women‟s perspective. This is also
largely true of the DVD that accompanies this report titled (from a quote by one of the
young mothers featured) “Do you really want to be in my position?” This is not an
oversight but largely intentional - although in the DVD we do feature one example of a
young family. We wanted to portray life as it was, and in many of these girls‟ lives there
was no man around any longer and consequently no father figure for the children.
However there was a pragmatic issue as well. It was very difficult making contact with
young fathers and we did not consider it ethical to contact the father in cases where the
relationship had finished. This is clearly an area for further research.
The data we use in various tables in this report come from the 2005 teenage conception
data provided by the Governments teenage pregnancy strategy. In April 2007 we
received the 2006 data but this was in its unconfirmed status.
In the time between completion and publication of this report, the unconfirmed 2007
data was released which seemed to indicate a reduction in Teenage Conception rate in
Nottingham. Whilst this might appear to be good news we were not able to incorporate
this data into our work, which had been completed by that time. However, data is always
live and will be in a state of constant flux.
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Understanding Teenage Pregnancy

Emma’s Story
We begin this report by introducing Emma. Emma tells her story of what it was like being a young mother and the
struggles she faced during a period of emotional instability in her life. Emma‟s story brings to light how enormous
courage and determination helped her succeed despite the very real and difficult issues of raising a child when she felt
ill-equipped to do so.

My mum was twenty-three when she had her first child. She was married to my dad when they were
nineteen and she had my sister when she was twenty-three. I was sexually active very young. I had my
first sexual experience when I was twelve and I lost my virginity when I was thirteen so I‟d been
sexually active for quite a long time and I had a boyfriend who was a lot older than me. My boyfriend
was twenty-seven when I was sixteen and we‟d split up and I‟d just met somebody when I was out and
about because I used to get drugs from him and I ended up sleeping with him a few times and I got
caught pregnant on my seventeenth birthday. I guess I knew that I could become pregnant. I didn‟t
particularly want a baby but I didn‟t know where I was going with my life. I was very much here, there
and everywhere. I was using drugs and drinking quite heavily. I left school when I was sixteen and I‟d
been doing a course for about a year and I didn‟t really want to do it and I was drifting really. I‟d know
all the facts and I‟d known them for ages because my mum had always made sure that we knew them. I
wasn‟t taking any form of contraception at the time. When I was seeing the guy long term then I was
on the pill but when that relationship finished I just stopped taking the pill so I didn‟t use any form of
contraception when I got caught.
I told my dad first because I‟d been living with my dad because they‟d split up and he said that he
thought so because I hadn‟t been using any Tampax and I thought: how does he know? So he took me
down to the doctors. I‟d already told my sister – she was away at university and she kept writing to me
two or three times a week asking if I‟d told mum yet. Once my dad found out I went to the doctors but
I don‟t think I had a good experience at the doctors because the guy that I saw just said that he
would book me into the ante natal clinic and he didn‟t offer any advice and I later learnt that he was a
catholic and he never spoke about terminations or anything like that. I think maybe if I‟d have had a
different doctor that might have been a route I would have taken because I was just in such a state
of shock that I went wherever people sent me. I don‟t think I ever really made the choices myself. I
don‟t think they were my choices. It was the path of least resistance to carry on with the pregnancy.
So when I went to tell my mum she didn‟t take it very well at all because I just broke down when I said
the words „pregnant‟ or „baby‟ or when she asked me if I‟d thought about my options.
When I was sixteen my mum kicked me out and we‟d been in battle for quite a few years really so I‟d
been living with my dad. I‟d just gone to her house to tell her that I was pregnant and she just said “Go
away! I can‟t speak to you!” She wanted to kill me because I couldn‟t tell her what I was going to do or
who the father was or how I was going to look after it. She was angry with me not because I was
pregnant but because I hadn‟t thought about it. She wanted to sit down and talk about the options and
think about terminations and things like that but I was unable to speak properly. I was shocked and I
suppose I was so upset because by telling my mum it was real then. Once my mum knew that‟s when it
was real for me. By this time I was about eight weeks and I‟d missed three periods.
When I missed my first period I didn‟t really notice. My life was mad at that time and I‟d be out until
four or five in the morning and get back and have a few hours sleep or I‟d sleep all day. At one point I
was awake for six or seven days on amphetamines and I didn‟t have any sleep and my body didn‟t feel
like my own anyway. Then I got a job and I got a bit more normality in my life so then I was sort of
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thinking what‟s happened. So then I took a test. To be honest it was seven in the morning and I was
going to work and I just threw it in the bin and didn‟t think about it. I just didn‟t know what to do. And
it was a fortnight later when my sister came home from uni and she came to where I was working and I
told her and she frog marched me to the family planning clinic to get it confirmed. I thought it was
going to be alright. I had such low expectations of my life anyway. I was depressed and taking lots of
drugs and hanging round with people that weren‟t going anywhere.
I had really low self-esteem. I can‟t really put my finger on why that was the case. I didn‟t have any
ambitions so it was like an inevitable thing. About the same time that I found out that I was pregnant
a lot of my friends started taking heroine so that kept me away from that – a life of drug addiction
and prison and crime so I‟ve lost my friends. My baby‟s father is still an addict. I think he was about
twenty-five when I got pregnant. He already had another child. He was in prison for the first two and
half years of Liam‟s life and when he came out he spent a few months out before going back into
prison. When Liam was first born I took him to the prison to see his father but after that I just
couldn‟t be arsed to do it. What‟s the point?
When Liam asks about his dad I‟m truthful and he knows everything that I know. He came out of prison
when Liam was five and he came to stay with me for a bit because he didn‟t have anywhere else. But
within two weeks of him being out of prison he was using heroin again so I had to get rid of him. We
split up when he was about one and I am not in a long term relationships at the moment.
When I went to the doctors and that he was a bit crap but I‟ve always found doctors crap anyway. Any
nurse or midwife that I saw was fine. I can remember sitting in the ante-natal waiting room and there
were three other girls from my year at school there so we had a bit of a giggle in the corner. And in
the hospital, again, I found the doctors were also a bit crap. They always seem to be preoccupied with
something other than you whereas the midwives and the nurses, whether they are male or female,
seem to be interested in your wellbeing and what is happening to you. The doctors always seem to be
interested in looking at your chart or at a computer rather than looking at you. But the midwives were
very supportive.
But the doctor for me was awful because I was in labour for a long time and then it stopped and they
gave me the drip to get me going again and they said they‟d let me push for an hour and then if I
couldn‟t do it they‟d help me. I was pushing for an hour and three quarters and the midwife kept saying
to the doctor that she needed some help but the doctor kept saying „five more minutes‟, over and over
again. In the end I was exhausted and the doctor said that they were going to give me a spinal
injection and I didn‟t know what that was and I asked my mum – because my mum was with me – and she
said it was a epidural and I said that I didn‟t want an epidural and he said that they‟d have to cut me
then – so they just cut me. But by that time the midwife was getting so frustrated with the doctor
and she was saying over and over: „She really does need some help‟ and he was saying: „In a minute.‟
They‟ve got no idea of what it‟s like.
I didn‟t do so well at school. I got two C‟s and the rest were D‟s, E‟s and F‟s. I didn‟t go to school very
often. For the last year I hardly went at all. I was truanting all the time. My dad didn‟t know where I
was when I weren‟t at school. I wasn‟t living at my mum‟s. I was truanting before I moved out of my
mum‟s and it was harder then but when I was with my dad he works continental shifts which is twelve
hour shifts so if he wasn‟t there I‟d just stay in bed.
I think we had sex and relationship education once at school. It was all about Tampax and things like
that - we had that in primary school. I think we did the science of it but nothing about relationships.
When I was younger I wanted to work in child care. I don‟t know why I went off the rails. It would be
easy to blame it on my parents and their relationship breakdown and it did affect me deeply but I was
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always a bit weird. My parents‟ breaking up did affect me; my whole world was turned upside down. I
was fourteen when they split up. I had a really difficult relationship with my mum for a while as well.
Even though at one point me and my mum both felt like we hated each other I always knew I‟d go with
my mum because my dad was never really interested. And I thought that my mum needed the support
because it was my mum leaving this twenty-three year old marriage and everybody thought she was the
home wrecker but she just felt that she had to leave so I felt that my mum needed my support more
than anything. Because everybody was saying how sorry they were for my dad when actually he‟d just
been a complete tosser for years and years and my mum just couldn‟t take it anymore. So she had to
leave her house which she had been helping to pay for all those years. And my sister fell out with my
mum because she thought that my mum was in the wrong and my mum had my little brother to look
after so I thought I needed to support her.
After I had the baby, I went back to my mum‟s. My dad said that he thought I should go and stay with
my mum for a bit. But by this time my relationship with my mum had completely changed and we are as
we are now because now my mum is my best friend. By the time I‟d had the baby we‟d got to that point
so those few months of pregnancy had made all the difference. I grew up I think. And I realised that
she did love me and she wasn‟t just this awful woman who wanted to ruin my fun. I think I realised that
she was right all along. She proved she loved me by being there and supporting me.
When I came home it was coming up to summer and I thought I‟d want to go to college in September
because I thought it was time that I did something so I applied to do maths GCSE and English and
science and I thought if I got some good results in them then at least I‟d have something. But through
the summer it was nice having the baby and you can do a lot of walking about. I went back to college
but it didn‟t last. I wasn‟t realistic about child care. Instead of getting some organised child care my
friend said: “oh, I‟ll look after him. And I thought: of course they will. But it wasn‟t realistic and it
didn‟t last longer than a few months. But it did start me off thinking that I needed to get some more
education. You don‟t appreciate the demands it makes on your time and your patience and your ability
to concentrate.
Well when Liam was one I was homeless and I was in a hostel and I met these people who ran a cleaning
firm so I worked for them just part time – ten or fifteen hours a week – to earn some money which
was great because it was the first time that I‟d gone out and did my own thing since I had him and
that gave me the confidence to apply for college. I decided that I wanted to work with young people so
I went onto an access course. I just went to the college. I was older then and Liam was coming up to
three. I think I had developed some more life skills so I just went and found out about it. And I did
start it but I never finished it, I‟m afraid. But as part of that I had to do a placement so I was looking
round for a job and I found a job which involved working with young people and I was going to use that
as my placement. So that‟s how I started working with young people and then once you start you find
that other jobs keep coming up which you can apply for. I ended up doing different sorts of jobs all
working with young people in the area of health. Then I just saw this job advertised in the paper and I
applied for it and I got it because I‟ve got loads of experience of working with young people. But then,
when it closed down, I was jobless for a little while just doing admin and messing about and it was
really soul destroying and then a temporary worker who had been working here got herself a
permanent job so they just slotted me in here.
I think my future looks grim! No, I feel that because Liam goes to secondary school in December and
I‟m seeing a bit of light at the end of the tunnel. Don‟t get me wrong: I love him to bits and I wouldn‟t
be without him. But I look back now and I‟ve spent my entire adult life looking after a child and I‟m
desperate to have a bit of freedom. A bit of travelling; a bit of what it was when I was younger. I
thought I‟d not have another baby yet because I need to sort out some sort of career and I‟m still
struggling financially but I guess anybody would be who is trying to run a house and a child on one
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income. So I just want to do some of the things that I feel I‟ve missed out on. And now I‟ve got an
eleven year old I can‟t really see myself having another baby.
I don‟t think the government can achieve their targets to reduce teenage pregnancy. I can understand
why they would want to reduce teenage pregnancies especially for the under sixteens, but I think the
way they are going abut it is all wrong. They want young people to be educated about sex and to be able
to make these decisions but they won‟t talk to them about sex until they are at least fourteen or
something. Liam is eleven and he‟s still had no sex and relationship education in school but he knows
everything because I‟ve told him. But my mum‟s friend‟s son went up to secondary school last
September and he didn‟t even know where babies came from. He‟d gone through the whole of primary
school without even knowing the scientific facts. I believe that we should start educating children at
five about relationships – not about sex but looking at relationships and having it as a constant thing
throughout their primary school. When they are in Year 5 I think they are emotionally capable of
understanding what sex is especially in this day and age. It‟s on the tele; it‟s in all the magazines; they
know what it is anyway but they are getting a warped media sense of it.
Children are under pressure to start having sex. I was desperate to start. I was a complete slut. I
couldn‟t wait! I‟d been such a plain little thing that nobody noticed and then I blossomed into an
attractive girl and I liked that power.
I know there are these facts and figures about which I find difficult to swallow although I‟m sure its
true but it‟s difficult for the girls here to read that babies of teenage parents are more likely to die
of cot death and they‟ll have more accident and emergency visits. But I find that hard to accept
because Liam was never ill once and he‟s never been to accident and emergency. But when you get all
those figures you think: “How dare you!” There must be some statistical facts there but I think it‟s
very unfair because I think those statistics are more about the financial condition. The younger you
are, in general, the less money you are going to have and I think that is what it‟s about. But there is
still this emphasis on the family unit and that‟s the only way to live and I find that offensive.
If I had my time over again would I have done things differently? It‟s very difficult to answer that
question when you have a child but I think if I didn‟t know my son now I probably would have not made
that decision. I don‟t know. I do feel resentful sometimes and that‟s an awful thing to say but I do. But
if I think about it: what would I have done with my life if I hadn‟t had him? My life has been so hard
but it would have been worse if I hadn‟t had him. So having a baby at seventeen isn‟t easy. No. I don‟t
care what anybody says about benefits and bloody council houses and hand-outs. That is so much crap.
And it‟s still hard now that he‟s eleven and yet he‟s really independent and he can cook and look after
himself and he doesn‟t whine and whinge. It‟s relentless. I‟ve always said about motherhood: it‟s not
terribly challenging but it‟s totally relentless. You never stop.
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Executive Summary
This Executive Summary is intended as just that – a summary of this report – and not an
alternative to it. We have tried to pull out the main elements and recommendations but we
urge all those who have got this far to engage with the full report using this summary to help
you through that.

A. Background
1. This project looked at the occurrence and issues behind teenage pregnancy in Nottingham.
There are some very strong medical reasons why teenage pregnancy is an area demanding
effective social intervention. It is accepted that teenage pregnancies are more likely to lead to
medical problems or complications. Post partum, teenage girls have a higher incidence of
depression – some studies suggest up to 40% - which is higher than for teenage girls
generally - and that they are often socially isolated, meaning they lack the networks and
support which they might need. Clinical research has also suggested babies born to teenage
mothers have a higher risk and incidence of: accidents, burns, gastro-enteritis, congenital
abnormalities, central nervous system abnormalities.
2. Two very interesting features emerge from the 2005 teenage conception statistics in
Nottingham:
i. the rate of under-18 conceptions in Nottingham (71.7 per 1000) is the 5th highest in
the UK after Lambeth (84.3), Hartlepool (77.5), Manchester (71.9) and Southwark
(71.8).
ii. the proportion of under-18 conceptions leading to abortions in Nottingham (33.2%) is
the 5th lowest in the UK after Blackpool (23.9%), Hull (30.4%) Stoke (32.0%) and
Peterborough (32.2%).
3. Although teenage conception rates have reduced nationally since the 1970s, these figures
have hardly significantly altered since 1998. Rates for Nottingham have remained fairly
consistent - apart from a dip in 2001 and a hopeful dip on 2005. Both U18 and U16 figures
show similar trends here.
4. Teenage pregnancy is not a contraceptive problem, nor is it an information problem.
Teenage pregnancy is a social problem. Consequently, policies that focus on improving the
provision and better use of contraception, and upon providing more information by whatever
means will fail unless they tackle the underlying social problem. At the root of the social
problem are young men and women who have not been helped to have a strong sense of self
and individual worth. We feel this is a fundamental conclusion from our data and poses
significant problems for policy makers – because it is often not what policy makers want to
hear.
5. Whilst one of the aims of the project was to explore the perspectives of young fathers, this
group was difficult to identify, so they are under-represented. This however is not merely a
methodological problem, but is reflective of the fact that in many cases, the fathers are no
longer there.

B. Data
6. One of the main aims of the study was to find out detailed information and personal stories
that lay beneath the surface of the high levels of teenage pregnancy in Nottingham City. We
explored the issue from a range of perspectives including young mothers, health professionals
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working with teenage mothers, family support workers and education professionals. In addition
to interview data from professionals and young people, we administered a survey in 9
Nottingham secondary schools involving 1,385 young people. The survey questions intended to
ellicit young people‟s views on a range of life style issues including sex and relationship
education in school.
7. There are specific groups of vulnerable young women who were difficult to gain access to: –
those in care, those with severe mental health disorders those experiencing alcohol and
substance abuse and those involved in crime. They remain highly vulnerable groups for which
particularly sensitive data gathering techniques would need to be used. These groups of
vulnerable young people would seem to be key to understanding some aspects of sexual
behaviour and need more focussed research.

C. Key issues
Teenage pregnancy as an issue
8. Nevertheless we do need to ask one basic question of our data – why is there such a link
between levels of teenage conception and multiple deprivation? Is it some pathology based
upon the characteristics of people who inhabit such areas – that they form some underclass?
Or might it rather be a result of what being forced to live in areas of deprivation does to one‟s
aspirations, expectations and self-respect.
9. To explore this connection between teenage pregnancy and deprivation we looked below the
surface and examined attitudes, patterns, explanations and strategies. Both the wider
literature and the data we collected cast doubt on a “rational action” model of young people‟s
sexual behaviour.
10. Exploring teenage pregnancy is a challenge to understand diverse communities and
cultural practices – because without an understanding there is little hope for influencing or
empowering young women. This diversity is also a key factor in teenage conceptions; there is
no one main picture but a range of contexts, lifestyles and outcomes and any programme
needs to be able to understand and respond flexibly to this diversity.
11. There does not seem sufficient support for such marginalised groups in and around the
areas that need them. There is certainly a culture of young motherhood in parts of
Nottingham, and a tendency to reject abortion as a solution to unexpected conception.
However our qualitative data suggests we need to separate these out into crudely two areas:
responses to pregnancy and attitudes to sex
12. For many of the young girls we interviewed, family life is pressurised and chaotic and this
plays a significant part in their overall development. Yet family support between the ages of 718 is relatively absent in their lives. What we feel is missing are the support frameworks,
which young women in more affluent communities might receive as a matter of course.
13. The roots of teenage sexuality and identity, teenage sexual behaviour and risk evaluation,
and teenage conception and family backgrounds are each the result of a combination of
various factors which are difficult to unravel. Hence an effective response and set of policy
initiatives also has to reflect that complex diversity and involve a variety of interventions
ideally in a coherent way.
Sex and relationship education
14. From the evidence we have, some pupils‟ experience of SRE is falling short of these
demanding expectations especially concerning the expectation that they “learn to respect
themselves” and “understand human sexuality” whilst they “understand the reasons for
delaying sexual activity”. However it is doubtful whether schools can achieve this especially
when confronted with the complex lifestyles of many young people in the hotspot areas.
6

Understanding Teenage Pregnancy
15. Young people who go on to become parents do not seem to have a clear and accurate
understanding of their own bodies, nor do they seem to have a grounding in understanding
risk - including risks of pregnancy, infection and post-natal disadvantage. Most worryingly
there seems to be insufficient attention given to the nature of adolescent relationships, and the
development of both female and male identities.
16. Throughout our data collection school SRE provision came in for criticism. Young people
often felt it was inconsistent, that teachers were often not happy or confident to teach it. In
some cases SRE programmes in schools are still under some form of development. However
given the long standing nature of teenage conception in Nottingham, it seems incongruous
that this area of the curriculum is still “under development”.
17. It is also questionable whether teachers are appreciative of young people‟s sexuality or
sexual habits. Do teachers see year 10 and 11 pupils as already engaged in sexual activity
some being quite likely to become pregnant? Furthermore it is not clear that teachers are fully
aware of the nature of young people‟s relationships in a way that helps them support young
people to understand themselves.
18. Most school SRE programmes do not appear to directly involve parents and the lack of
awareness of the importance of familial communication might be one of the underlying reasons
why many programmes do not result in changes in young people‟s behaviours
19. Four things are clear however. First, there is not an appreciation of the local specificity of
the local needs of young people. Second, there is a widespread lack of relationship education
in SRE. Third, there is a clear lack of a local focus or slant in SRE in hotspot areas. Fourth
schools and teachers should not be handed the main or sole responsibility for young people‟s
social, sexual and relationship education.
20. These four elements seem to be requiring a dedicated team working across schools and
within the community to provide support, advice and guidance to young people and their
families. Also it requires more attention to local issues of teenage pregnancy and personal
relationships and support for parents on how to deal with relationship issues with young
people.
Health care
21. There is some unhelpful fragmentation between the professional services that deal with
young mothers. There is fragmentation between the educational professionals including
Connexions and the various arms of the health service (GPs, community midwives, hospital
midwives and school nurses) but there is also fragmentation between the health professionals
themselves.
22. There is also a widespread perception amongst many young mothers that there is a lack of
sympathy and understanding amongst hospital staff and midwives.
23. Terminations in Nottingham are at a relatively low level. As the young people this relates
to have busy and sometimes chaotic lives, they may not know they are pregnant (or may
resist admitting they are pregnant) until it‟s late in the pregnancy thereby not giving them
sufficient time to make a decision about an abortion. Terminations after 12 week gestation
cannot be undertaken in Nottingham/shire meaning young girls will need to travel to
Birmingham or further afield. This is a considerable barrier to many young women and to an
outsider appears cruel and punitive.
Data management
24. At the very outset of this project we were quite frustrated – if not astonished - by the
difficulty we experienced in obtaining good quality data locally. We naïvely thought detailed
local data would be held by the Teenage Pregnancy Partnership and managed by the Strategy
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Manager. This seems not to be the case and is not just an issue related to confidentiality.
There are issues over data sharing and intelligence – something recognised by the
Government Teenage Pregnancy Unit as not confined to Nottingham (personal communication)
25 We were asked early on to explore the associations between teenage pregnancy and school
attainment (through Key Stage attainment data), engagement (through attendance and
exclusion data) as well as detailed local demographic data but this proved impossible. We were
unable to get data from the PCT linked to data from the Local Authority; in spite of a spirit of
support from individuals in the PCT and LA, obtaining data proved impossible.
Funding
26. It comes as no surprise that there are numerous complaints over inadequate funding and
we are not naïve enough merely to suggest all one needs to do is throw money at the problem
and it will go away. However aside from concerns over the level of funding, a main issue was
over the short term and insecure nature of many funding streams. It is clear the high levels of
teenage pregnancy are a deep seated problem in Nottingham and have remained static for
years. Funding needs to be systematic and sustained rather than opportunistic and short term
if it is to have major effect on teenage pregnancy rates.
Aspirations – education and hope
27. The trajectory leading up to early sexual intercourse and subsequent pregnancy is highly
related to broader social and economic factors. High educational aspirations, good quality
housing and employment opportunities all contribute to the development of a strong selfimage. Our research here strengthens this view. To reduce teenage pregnancy one needs to
help girls to think differently about themselves.
28. Schools in the hotspot areas do face severe challenges – and it is no coincidence that there
are three City Academies currently under development in Bilborough, Bulwell and St Ann‟s.
The school experience of many young girls was very negative. Most “didn‟t like school”, most
did badly at GCSE, many had poor attendance. All in all the system failed these young women.
29. Our detailed qualitative work with young women indicates a need for greater and sustained
careers information and guidance,
30. As we have said several times in this report, a key to reducing teenage pregnancy is to
strengthen the self-image of young women and men – to help them in feeling better about
themselves. This not only requires better schools and youth service but also requires an
appreciation of the broader social engagement and development of social capital amongst the
young people. This means providing activities for young people, to create more opportunities
for feeling positive and making a contribution to society.
31. This research underlines the importance of the direct involvement of senior officers and
managers within the City; health, education and social services and greater attention at all
levels. Not only will attention to reducing teenage pregnancy have an influence on the lives of
some 300-400 young women, it will also impact on the development of a skills base, and the
future of employment prospects for women locally. This in turn will help the local economy, but
also will indirectly influence the engagement of subsequent generations of young people.
The Asian community and teenage pregnancy
32. We were asked to explore the Asian dimension to teenage pregnancy in Nottingham, and
this posed us some challenges. Parents, professionals and young people from the Indian and
Pakistani community of Nottingham were approached to give their views on teenage pregnancy
and SRE taught in LEA schools but we found it difficult to provide robust data.
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33. For the future, such a study should take into consideration the needs of ethnic minorities in
the light of factors such as their low confidence, lack of subject knowledge and lack of
integration in society in comparison to other communities, which made it more difficult to
engage with them on such a sensitive topic. There was little time for relationship and trust
building and educating people on what the study was about, especially more so when many
people were not sure what the SRE curriculum entailed and also as the teaching of it varied in
each educational institution.
Educational attainment and teenage conception rates
34. We analysed data from the ONS to explore structural links and issues that might lie behind
the high rates of teenage pregnancy in Nottingham City. The data set comprised TP rates, IMD
score and various GCSE rates for all Wards in the UK. The main issues for Nottingham are the
particularly poor rates of multiple deprivation, particularly poor GCSE rates for girls attaining at
5A*-C Looking overall.
35. Given the levels of deprivation in some parts of the City and the associated low rates of
good GCSE scores in some localities, Nottingham‟s rate of teenage pregnancy is arguably lower
than it “ought” to be based on predictive regression models. This might suggest the local
strategy is having some effect on depressing the rates in some areas but that the influence of
other social and educational factors is inhibiting the effectiveness of the strategic work.

D. Recommendations
Recommendation 1 – Developing the Community
What these communities need is a support framework which understands the community and
works with families to develop a better self-understanding of the community but more
importantly to encourage and empower local people. This might be a city team of family and
relationship advisors or counsellors who would play a strategic role in local community
development. This team needs to cut across and draw together education, social work, youth
service and health service to provide a coherent service to help families understand the
contexts in which young people live and grow.
Recommendation 2 – Publicity and Dissemination
There is a need for greater public and professional understanding of teenage pregnancy within
the local hotspot areas so commentators, policy makers, teachers, health workers etc all have
a clear grasp of the culture and context within which teenage pregnancy occurs. There needs
to be a campaign to explore the situation of young mothers – to dispel social myths. There
may be a role for local media here.
Recommendation 3 – The Asian Community
Given the limited inroads into Asian and other communities we were able to make in this
project, there needs to be some work providing support. It seems essential that such support
is seen as coming from within the communities.
Recommendation 4 – The SRE Curriculum
The clear weaknesses in the delivery of effective SRE programmes should be seen not as a
threat but as a challenge to find a curriculum which fits young people‟s needs and interests.
This is not happening for large numbers of young people in Nottingham at the moment. Local
SRE programmes could be improved by a greater focus on: adolescent and teenage
relationships and on teenage sexual behaviour
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More work needs to be undertaken locally exploring SRE as cognitive development rather than
information giving. This needs to feed into the delivery of SRE to inform content and structure
of SRE programmes.
Recommendation 5 – The SRE Delivery
Developing sex and relationship awareness should not be seen as the sole responsibility of
schools where currently teachers have the main or sole responsibility for a seemingly
impossible job. The relevant authority needs to work across the City and across services to
ensure there are programmes offered within the community as well as in schools, but that we
should not expect schools to shoulder the main or sole
responsibility for sexual and
relationship education in the City. Schools do have a major role to play, but so too do
Children‟s Services, the youth service and the health service. SRE programmes need to start
early and need to be appropriate for the age but also developmental in nature. There needs to
be a City wide intervention pulling together these four areas and working together in an
integrated targeted and strategic way. This intervention should identify who can provide what
and when and where and should have both short term and long term priorities for delivery and
development.
This programme should incorporate and draw on experts and on local teenage parents and
should work with young people to ascertain what they want in SRE programmes. There is a
need to engage young people in designing and providing SRE programmes.
Recommendation 6 – Developing Communication
A key strategy and something which seems lacking locally is the development of real teenagerparent communication over sex and relationships. Parents need to be more centrally involved,
engaged and supported.
Recommendation 7 – Working with Teenage Boys
Increased attention should be paid to teenage boys, their attitudes, and sexuality. There
should be avenues to explore their opinions and the role they play in the issue of teenage
pregnancy. They are very much under-represented within this report and also absent from the
lives of many of the young mothers we spoke with.
Recommendation 8 – Dealing with Vulnerability
This report points to a real issue of teenage vulnerability in midwifery and there needs to be a
project both to inform those working in obstetrics, midwifery and in the community and to
inform young women of the realities of giving birth.
Recommendation 9 – Data Coherence
There is clearly a need for more integrated data management cutting across the various
services – especially education and health. The lack of detailed data is hampering development
of an effective strategy.
Recommendation 10 – Data Availability
Once quality integrated data is available, steps need to be taken to allow it to be used,
analysed and processed for local research and policy making.
Recommendation 11 – Funding Stability
Locally there does appear to be a dilemma of providing established funding streams to provide
services to make a real difference. The issues underpinning teenage pregnancy are long
standing, deep rooted and intergenerational. There is a need to look to establishing more
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stable and longstanding funding stream to support programmes and intergenerational culture
change.
Recommendation 12 – Learning from Initiatives
There is a need to look at ensuring the City becomes a learning organisation to evaluate and
learn from strategies which may be short lived.
Recommendation 13 – Developing and Building Aspirations
Young people in Nottingham need high quality education in well equipped and resourced
schools and colleges, good prospects for employment and a sense of worth. Some examples of
programmes that might help:
additional out of school study facilities in libraries and community centres;
local learning mentors more in evidence;
programmes of out of school and non school activities
good careers information and guidance.
Recommendation 14 – High Level Engagement
We feel the direct involvement of senior officers and managers within the City health,
education and social services and greater attention at all levels is of importance.

E. Further Research
This project has identified a number of areas where future research might be helpful in the
Nottingham area. However, whereas this project was by design focussed on the hotspot areas
the following projects are offered as more fruitful cross City studies:
1. Longitudinal studies of young parents and their children exploring youth trajectories,
employment and training and child development and attainment.
2. A detailed in-depth study of the effectiveness of school based SRE programmes across
the City, exploring pupil and teacher attitudes, effectiveness, engagement of parents
and community as well as alternative models for delivery.
3. Parental understanding of child sexuality and sexual behaviour across the city.
4. The effect of parental and peer and communication programmes on sexual behaviours.
5. The experiences of teenage fathers and fathers of children by teenage mothers.
6. Local attitudes to abortion - access to services, analysis of data including ethnicity and
repeat terminations.
7. The experiences of children in care in relation to teenage conception.
8. Teenage pregnancy and ethnic communities in Nottingham.
9. Exploring the role of GPs in contraception and advice services for young people - how
can we improve contraception use? What do young people want from local GP's?
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Carly Ann

Background and family
Carly Ann is 17 and lives between Long Eaton and Bestwood – staying with friends and lived in
foster care before that. She has one child who is 2. She is not in touch with her parents. Her
mum has 6 children. Carly Ann has been in foster care for most of her life. She was separated
from her other siblings at the age of 9. Her mother wanted to get to know Carly Ann when
social services told her that she was pregnant. She gets some support from the baby‟s father‟s
mum. Her ex-boyfriend is involved with drugs and has no contact with his mum because of
this. Social services tried to take her baby away. She was being „watched‟ when in hospital to
see if she was doing things right. She delivered her baby at her gran‟s house. Her mum was 16
when she had her first baby.

Sexual history
Carly Ann first started having sex at 14 when she felt under peer pressure to start having sex.

Relationships and conception
Carly Ann is no longer in contact with her child‟s father who stayed around until she was about
8 months pregnant. He has nothing to do with her child. She was 15 when she had her baby.
Found out that she was pregnant following a bungee jump. She had been experiencing
morning sickness but did not know that she was pregnant. She was not using contraception at
the time. She is unable to take anything with oestrogen in due to her mother‟s issues with it.
She never considered an abortion „I wouldn‟t do that. If you‟re old enough to have sex and get
pregnant, you‟re old enough to look after a child‟.

School and qualifications
She had a private tutor at home when she was living in Nottingham. She used to lock the tutor
out of the house. She did not get any GCSEs and does not intend to go back to school or
college. She had a tutor because she was permanently excluded from one of her schools for
arguing and throwing things in classrooms. She had a little bit of SRE but she was only told
about periods. She went to a PRU at some point prior to moving to Nottingham.
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1. Background to the Project
While it is now widely accepted that youth input plays an important role in the
planning process of pregnancy prevention programming, the research that
informs much of the planning process is often overwhelmingly quantitative,
relying on statistical interpretations to identify program successes and
failures. Qualitative research focuses on a more subjective approach to
understanding an issue, and does so by listening to the voices of participants
rather than by evaluating the actions of subjects. Qualitative research does
not present statistically significant conclusions about specific actions or
behaviours, but rather it attempts to discover the “why” behind actions and
behaviour. Ideally, the two approaches to research will each contribute to a
better understanding of teen pregnancy and prevention. (Government of
Ontario, 2007, p. 11)

1.1 The context of the study
That quote from the Provincial Government of Ontario neatly sums up our purpose in this
project. We were charged with trying to get beneath the figures to produce some
understanding of the phenomenon of high rates of teenage conceptions in Nottingham. To gain
an understanding, we felt we needed to design a fundamentally qualitative study based on
interviews and focus groups with a range of people – teenagers, teenage parents,
professionals in health and education. However, we also felt we needed to base that qualitative
and interpretative understanding on some “hard” descriptive data. So we took the decision to
see this as principally a mixed-methods study.
We also saw this project not as an academic exercise, but principally as one that would inform
the practitioners and policymakers and this report mirrors that desire. One consequence of this
was to seek to represent the outcome not just as a piece of text (this report) but also as a
piece of participatory action. Consequently - we sought and gained - additional funding for a
DVD to be used with teachers, young people and other professionals. In this way, this project
can talk to many more people and can hope to help to improve lives.
This is however a local study and a relatively small scale one at that. We feel on the basis of
the level of funding we have managed to achieve quite a lot. However we were not able to
undertake a detailed comparative study although in some of the quantitative analysis we are
able to compare the statistics on Nottingham against other similar cities.

1.2 The context of the problem
One Nottingham is the Local Strategic Partnership for Nottingham City. One Nottingham has a
particular responsibility to ensure that there is real improvement in the outcomes for
disadvantaged communities, especially in education, health, crime, employment, housing and
liveability. Reducing the teenage pregnancy rate, particularly in the hotspot wards is one of the
One Nottingham‟s key priorities. An outline plan has been developed, mainly concentrated on
ensuring that mainstream services make an effective contribution to reducing teenage
pregnancies and meeting quality standards. Nottingham City Teenage Pregnancy Partnership
has recently been reviewed and revised with the aim of ensuring that it is also fit for the
purpose of leading work to meet the challenge of reducing very high teenage pregnancy rates
prevalent in the city of Nottingham. Three Hotspot Priority Action Teams (PATs) have been
established in the areas with highest levels of teenage conceptions to stimulate activity at the
local level.
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The Nottingham City Teenage Pregnancy Partnership needs to ensure that services meet
quality standards. These must be based on nationally and locally recommended good practice
and integrated with the Quality Standards for Nottingham Children‟s Services, but also be
tailored to local needs in consultation with young people, the local PATs and the Nottingham
Teenage Pregnancy Partnership. This project fits in with the Teenage Pregnancy Partnership‟s
approach to the assessment of services more widely. As part of the Every Child Matters agenda
the Government is also committed to encouraging parents and young people to adopt more
healthy life choices including reducing the under 18 conception rate, and reducing the rate of
diagnosed Sexually Transmitted Infections (STIs) amongst under 16 and 16-19 year olds. This
research then fits within that policy area. In putting this project brief together we provided
structure and costings for research in Nottingham on the occurrence, patterns and strategies
for the alleviation of teenage conception. The aim of policy is also to increase the participation
of teenage parents in education, employment or training to reduce their long-term risk of
social exclusion.
However, the context of the problem has to be seen within a wider social phenomenon of the
increasing sexualisation of society, represented not least in the earlier onset of sexual activity
among the youth. However, we also need to see the cultural significance here for those
communities where the rates of teenage pregnancy are highest.
There seems little doubt that first sexual intercourse remains an event of immense
social and personal significance. (Wellings and Bradshaw, 1994, p. 68)
Well it might; but this immense significance of first sexual intercourse might rather represent a
more middle class perspective. It is clear that the reported age of first intercourse has been
dropping over recent decades. In the British National Survey of Sexual Attitudes and Lifestyles
(Wellings and Bradshaw, 1994) it was reported that where the median age for 55-59 year olds
was 21, that for 16-24 year olds it was 17. This however was data collected in the 1980‟s; we
might reasonably expect this trend of earlier first intercourse to continue. This survey –
including other research reported - suggests the greater accessibility of contraception is not
the only or main factor in reducing the age of intercourse and that indeed we need to look for
other factors (p. 80).
There is a strong correlation between social class and age of first intercourse, and evidence
that the number of sexual partners also relates to social class. Yet there is evidence to indicate
that early intercourse is a greater risk factor in cervical cancer than the number of sexual
partners (p. 82).
Where intercourse occurs before 16 nearly half of young woman and more than half
of young men report no method used either by themselves or their partner. …this
might reflect a lack of confidence to seek contraceptive supplies or advice or
alternatively the sporadic nature of sexual activity in this age group. It emphasizes
the particular vulnerability of this group to unwanted pregnancies. (p. 87)
The tendency also is for woman to report having first sex with an older partner – something
very clear in our data also.
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Bryony

Background and family
Bryony is 17 and has lived in Bilborough for the past 4 years with her gran, granddad, uncle
and her child. Prior to this she lived in Strelley. Her mum split up from her dad when she was a
baby. She had a closer relationship with her mum than how it is at present. They fell out when
her mum got back with her husband whom Bryony doesn‟t like, but things got a bit better
when Bryony was having her baby. Her mum was 18 when she had her first baby.

Sexual history
Bryony had been with her baby‟s father for three months before they started having sex. She
first had sex with another boy at the age of 14 who she felt had used her – he dumped her
afterwards. She had been with this boy for a couple of days. They had sex at his parents‟
house when they were out.

Relationships and conception
Bryony had been with her child‟s father who is now 20, for about four/five months before
getting pregnant. She had been using condoms but not all the time. She got her condoms from
a friend of her mothers, but each time she used them they split. When her child was conceived
Bryony had used a condom, bit it had split. She wanted to get the morning after pill but „it was
a Sunday and everywhere was shut‟. She never thought about getting rid of the baby – „I
don‟t believe in abortions‟. She is no longer with her baby‟s father.

School and qualifications
Bryony attended Manning School but didn‟t like it. Although Bryony thought that she might be
dyslexic, teachers felt that she wasn‟t trying hard enough. She didn‟t take any GCSEs because
she fell pregnant whilst at school at the age of 16. Prior to this, her attendance wasn‟t very
good. SRE wasn‟t that good. Bryony did take an electronic doll home but put it in her wardrobe
because she didn‟t like it. She thinks young mums should go in and tell young people what it‟s
like having a baby at a young age. She is starting a NVQ Level Beauty course.
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2. Teenage Conception
2.1 The nature of the problem
There are some very strong medical reasons why teenage pregnancy is an area demanding
effective social intervention. It is accepted that teenage pregnancies are more likely to lead to
medical problems or complications – such as anaemia, pre-eclampsia, and mortality – both
infant and maternal. An earlier study of teenage mothers suggested some 25% only consulted
medical advice from for example GPs and midwives after 3 months and almost 20% 5 months
(Simms and Smith, 1984) – many had not realised they were pregnant (ONS, 1998, p. 24).
Rates of breastfeeding are lower in mothers under 20 – which results in possible health issues
for the baby.
Post partum, teenage girls have a higher incidence of depression – some studies suggest up to
40% - which is higher than for teenage girls generally - and that they are often socially
isolated, meaning they lack the networks and support which they might need.
Clinical research has also suggested babies born to teenage mothers have a higher risk and
incidence of: accidents, burns, gastro-enteritis, congenital abnormalities, central nervous
system abnormalities. Furthermore, socially babies born to teenage mothers are more likely to
experience parental separation and to go on to become teenage parents themselves.
We are all aware of the importance of this issue to Nottingham, and particularly to its young
people. The figures for teenage conceptions for the UK from 1997 – 2005 are provided by the
Office for National Statistics and are given as “rates per 1000 female population aged 15-17”
rather than percentages. The tables below provide the context for teenage conceptions in
Nottingham in 2005 when compared to other areas. Nationally, the East Midlands does not
compare too badly when compared to other Government Regions in the UK. (Note that these
figures cover only official births and legal abortions. Spontaneous and illegal abortions are not
included).
Across the country at local authority level, teenage conception rates vary between 20.0 per
1000 in Wokingham to 84.3 in Lambeth. However such aggregate figures give us little
understanding of the complex patterns at work across different localities of the UK. In addition,
the data do not represent clear cut absolute figures given the difficulties in accurately
identifying local populations. We have used figures produced on the 29th November 2007 by
the Office of National Statistics and the National Teenage Pregnancy Unit.
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Note
Conception data is produced annually, based on the calendar year in which the conception occurred. Conception data
includes pregnancies that lead to either an abortion or a birth, which explains why it is not reported until 14 months
after the calendar year it relates to. Hence information about a conception that occurred in December 2005 - which
resulted in a birth - would not be recorded until approximately November 2006 (9 months gestation, followed by a six
week period in which the parent is legally required to register the birth). The Office for National Statistics (ONS) then
takes 3 months to check the data, before publication in February of the following year (in this example, February
2007). This means that the latest data we had available whilst writing this report was for 2005 which was released in
February 2007. Thus we have used the 2005 confirmed teenage conception data throughout this research.
The new but unconfirmed 2006 data was released by ONS in February 2008, and shows the teenage conception rate in
Nottingham increasing slightly from 71.7 per thousand to 73.6 per thousand. This result in Nottingham City having
the 3rd highest teenage conception rates nationally showing a 1.5% reduction since the baseline year of 1998. The
2006 data will be confirmed in Autumn 2008 and will confirm the population estimate for 2006 by which rates are
finally calculated.
We would caution against making too drastic interpretations of such volatile and non-robust statistics as placement in
national league tables since small changes in the statistic (rate of teenage conceptions) can result sometimes in large
changes in ranked positions.
Data related to teenage conceptions is complex and often provided in different forms with different comparisons. This
explains some of the differences in structure of some of our tables.

2.2 Under-18 Conceptions in the East Midlands Region
The next table (Table 1) from the ONS shows us the crude rates by Government Region.

Region

Rate per
1000

England

41.1

Wales

45.7

South East

34.2

East of England

32.7

South West

34.2

East Midlands

40.2

North West

46.4

Yorkshire and The Humber

47.7

West Midlands

45.3

London

44.6

North East

49.6

Table 1 - Rates of Under-18 Conception by Government Region (2005)
Source: Office of National Statistics
However, when the East Midlands and more broadly the Midlands regions are broken down and
Nottingham factored out, the picture becomes more worrying (Table 2a). In addition,
comparing Nottingham with Humberside and Yorkshire again shows the depth of the problem
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faced in Nottingham. Furthermore, the rates of abortion by Local Authority in the areas around
Nottingham show another interesting trend.

Under 18 Conceptions 2005
Rutland

13.3

Nottinghamshire
Derbyshire
Lincolnshire
Northamptonshire
Leicestershire
Leicester
Derby
Nottingham

%
leading
to TOP

Under 18 Conceptions 2005

*

36.0

46.6

36.7

40.3

34.8

44.1

41.9

44.1

30.7

51.6

54.5

35.0

54.6

*

71.7

33.2

* Data not available being suppressed for
reasons of confidentiality

%
leading
to TOP

North Yorkshire

26.7

46.9

East Riding

32.0

52.3

York

42.6

44.1

Calderdale

42.4

47.3

Kirklees

43.4

38.4

Bradford

51.1

35.0

Leeds

49.2

44.1

Barnsley

54.1

36.2

North Lincolnshire

48.0

43.5

Rotherham

49.5

41.0

Wakefield

50.8

38.3

Sheffield

51.7

43.2

Doncaster

60.3

41.2

N East Lincolnshire

66.4

37.2

Kingston upon Hull

71.5

30.4

Table 2a – Rates of Under-18 Conception and Abortion (2005)
Source ONS
Two very interesting features emerge from these statistics:
1. the rate of Under-18 conception in Nottingham (71.7 per 1000) is the 5th highest in the
UK after Lambeth (84.3), Hartlepool (77.5), Manchester (71.9) and Southwark (71.8).
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2. the proportion of conceptions leading to abortions (33.2% of teenage conception) is
the 5th lowest in the UK after Blackpool (23.9), Hull (30.4) Stoke (32.0) and
Peterborough (32.2).
However we can also see the resistance to change byt looking at the changes in under 18 rates
across the East Midlands (Table 2b)

LA

1998
Rate

Provisional
2006 Rate

%
Change

Nottingham

74.7

73.6

-1.5%

Leicester

64.6

61.2

-5.3%

Derbyshire

41.6

35

-15.8%

Northamptonshire

45.9

38.4

-16.3%

Rutland

16.9

13.8

-18.4%

Nottinghamshire

46.4

37.1

-20.2%

Leicestershire

38.8

29.2

-23.0%

Derby

63.8

46.1

-27.8%

Lincoolnshire

50.1

35.9

-28.2%

Table 2b – Changes in Under-18 Conception rates in East Midlands 1998-2006
Source: ONS
We do not provide a detailed quantitative analysis of the data here (and as this report was
being completed the latest figures suggested a greater reduction in Nottingham‟s figures).
Yes the data do suggest there is a twofold problem – the level of the under 18 rates and the
resistance of reduction.

2.3 Nottingham ward rates for under 18 conceptions
However, we can get a closer level of detail by looking at conception data by ward. Figures
produced by the Office for National Statistics show that there are marked differences across
Nottingham (See Table 3) for the occurrences of teenage conceptions. (We provide this data
in a different form to other tables due to a request to observe the sensitivity of the actually
rates and totals). As this reposrt was being ifnalised we were in the process of obtaining the
2008 ward level data but we did not receive that in order to undertake an analysis for this
report.
However this data does suggest there is a need for more understanding of local geography in
order to more fully comprehend where and how policy and strategy might be engineered.
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Local Authority Ward

Approx
odds1

Compared
to
Wollaton2

Wollaton West

1 in 44

1

Berridge

1 in 24

1.8

Bulwell Forest

1 in 22

1.9

Clifton North

1 in 21

2.1

Sherwood

1 in 20

2.2

Leen Valley

1 in 18

2.4

Wollaton East and Lenton Abbey

1 in 18

2.5

Clifton South

1 in 15

2.9

Dales

1 in 14

3.1

Mapperley

1 in 14

3.2

Bridge

1 in 13

3.2

Dunkirk and Lenton

1 in 13

3.4

Bilborough

1 in 13

3.4

Basford

1 in 13

3.5

Radford and Park

1 in 12

3.8

Bulwell

1 in 12

3.8

Bestwood

1 in 10

4.1

Arboretum

1 in 10

4.3

Aspley

1 in 8

5.1

St Ann's

1 in 8

5.2

Table 3 – 15-17 Year-old Ward Conception Rates 2002-2004
Source: Office of National Statistics (Conception rates)
1. This shows roughly 1 in 44 girls aged 15-17 become pregnant in Wollaton, whereas in St Ann‟s the rate is 1 in 8.
2. The frequency of teenage conceptions in St Ann‟s is 5.2 times more than in Wollaton.

It should be remembered that these are births to 15-17 year old girls and given the very small
numbers of under-16 births (i.e. those between 13 and 15) we might expect these to be
concentrated amongst the 16-17 age group. However, we do not have such figures broken
down sufficiently to clearly identify this.

2.4 World 15-19 conception rates
It may help to look at world TP rates to see where the UK is placed both in global terms but
also in European and Western European terms. We might want to consider to what extent the
particular problem in Nottingham is but one facet of a broader national problem
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Table 4 - Births per 1000 Females 15-19 years
Source: Singh and Darroch, 2000 cited in Leishman and Moir, 2007, p. 9)
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2.5 Under-16 conceptions
The Under-16 conception date show lower but similar trends over the past 7 years of data –
again rates are per 1000 (Table 5).
1998

1999

2000

2001

2002

2003

2004

98-04

Derby

12.0

11.4

9.5

9.3

9.3

7.3

9.7

-18.8%

Leicester

13.5

9.6

10.3

5.8

7.3

9.7

7.6

-43.7%

Nottingham

11.9

13.7

13.4

11.1

15.0

13.1

11.1

-6.3%

Derbyshire

7.6

6.9

6.9

7.6

5.5

7.6

6.9

-9.7%

Leicestershire

6.7

5.5

4.9

6.4

4.8

6.0

5.9

-12.4%

Lincolnshire

10.0

8.4

7.5

7.3

7.2

7.2

6.3

-36.5%

Northamptonshire

8.9

7.9

10.2

8.4

8.5

6.6

7.7

-13.0%

Nottinghamshire

9.4

7.7

7.4

7.5

7.7

6.0

7.2

-23.9%

East Riding

8.4

6.6

7.2

6.1

7.1

4.5

8.1

-2.7%

Kingston upon Hull

16.4

11.7

12.2

13.5

14.0

15.9

15.1

-7.8%

NE Lincolnshire

13.2

13.0

11.5

11.2

11.4

10.3

13.3

0.8%

North Lincolnshire

11.7

10.6

7.8

7.4

8.7

11.6

8.3

-29.6%

York

5.0

4.7

6.8

7.0

6.7

5.8

4.8

-4.9%

Barnsley

13.6

8.7

9.3

10.5

10.4

10.6

9.8

-28.4%

Doncaster

15.8

13.6

12.8

11.1

13.4

12.0

15.4

Rotherham

11.4

12.4

7.8

10.8

10.6

8.7

6.2

-45.6%

Sheffield

11.8

11.9

11.2

10.9

12.0

10.1

10.6

-10.3%

Bradford

9.6

8.2

8.0

8.4

9.1

9.4

7.7

-19.3%

Calderdale

10.4

12.5

7.8

10.9

6.0

9.2

6.2

-40.5%

Kirklees

10.1

7.5

7.8

6.4

8.6

7.7

7.2

-29.0%

Leeds

9.4

10.4

8.0

8.9

9.3

8.7

8.9

-5.5%

Wakefield

10.7

11.2

8.6

8.1

10.9

7.3

10.5

-2.1%

-2.3%

Table 5 – Under-16 Conceptions in the UK 1998-2004 by Local Authority
Source: ONS
Although the absolute number of girls here is quite small, each one tells a story. Striking in
this data is the final column which indicates widely differing trends over the region from a drop
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of -45.6 in Rotherham to a rise of 0.8 in NE Lincolnshire. Nottingham shows only a small drop
over the 98-04 period but the drop from the high in 2002 to the low in 2004 is a more healthy
26%. It is difficult however to see trends in this data.
Although teenage conception rates have reduced nationally since the 1970s, these figures
have hardly significantly altered since 1998. Rates for Nottingham have remained fairly
consistent - apart from a dip in 2001 and a hopeful dip on 2005. Both U18 and U16 figures
show similar trends here (see Table 6).

Year

U18
U18
U16*
Persons Rate/1000 Persons

U16
Rate/1000

1998

380

74.7

11.9

1999

363

74.4

13.7

2000

348

72.9

13.4

2001

316

68.6

11.1

2002

381

78.3

15.0

2003

375

74.1

13.1

2004

376

73.2

11.1

2005

364

71.7

Table 6 – Nottingham Under-18 and Under-16 Conception Rates (1998-2005)
(Source: ONS 2006)
*These figures are not provided due to the small numbers and potential for identification.

Because in recent years the rates of teenage conception have failed to reduce significantly, it
continues to give the government cause for concern – particularly since 1997 because of the
various connections identified between teenage conception and social deprivation:
Teenage conceptions tend to be both a symptom and a cause of social deprivation.
They become a cycle of deprivation. (Jowell, 1997)
For this reason, Nottingham is a key location in the drive to understand, and reduce teenage
conceptions.
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2.6 Termination of pregnancy
In 2005, the under-16 abortion rate in Nottingham was 3.7 per 1000 women and the under-18
rate was 17.8 per 1,000 women, both the same as in 2004 (ONS, 2006). Whilst in 2005 the
abortion rate for those ages between 15-44 in Nottingham (19 per 1000) was lower than both
Derby (23) and Leicester (22), it has a slightly higher U18 rate (23, 22, 19). The differences
here are barely significant.
A different comparison, the percentage of teenage conceptions which result in abortion, in
Nottingham remains fairly fixed at around 30% as data from the TPP illustrate in Table 7: is
Nottingham City % breakdown of Teenage Conceptions resulting in Live Births and Terminations
this not a figure?
1998-2005

120

100

%

80

Terminations

60

Live Births

40

20

0
1998

1999

2000

2001

2002

2003

2004

2005

Year

Table 7 – Teenage Live Births and Terminations (1998-2005)
Source: Nottingham City Teenage Pregnancy Strategy.
It is clear, and our data supports this, that many local young women do not agree with
abortion – something which is known to be linked to low aspirations and very noticeable in
research undertaken with young people in deprived wards (See Tabberer 1992, 2000). In
addition it is was reported to us from several sources, including GPs and representatives of the
local PCT that there were barriers to obtaining a termination in Nottingham. In particular
abortions after 12 weeks were not available in Nottingham/Nottinghamshire and those seeking
terminations would have to travel to other cities such as Birmingham. It is a little difficult to
separate out whether low rates of terminations are due to the impact of this barrier or to
underlying rejection of that as a solution and we do not claim to have been able to undertake
that analysis in this report.
Wakefield, Leeds, Birmingham and London are the only areas that have private services
offering abortions – though there are possibly others mostly run by Marie Stopes or BPAS.
However we do need to put these in perspective since “few people realise how common place
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abortion has become. Currently around a quarter of all pregnancies are terminated” (Gillham,
1997, p. 3).
In addition, the percentage of TOP is considerably lower in Nottingham than in the East
Midlands or across England as can be seen in Table 8.

England

% TOP

E Midlands

% TOP

Nottghm

% TOP

1998

41089

42.4

3632

39.0

380

28.4

1999

39247

43.5

3219

40.2

363

30.3

2000

38699

44.8

3198

39.5

348

32.0

2001

38461

46.1

3075

40.7

316

32.6

2002

39350

45.8

3177

41.3

381

34.6

2003

39553

46.0

3320

42.3

375

36.5

2004

39593

46.0

3368

40.9

376

31.6

2005

38683

46.9

3362

41.8

355

33.3

1998-05

-11.8

-17.5

-7.2

Table 8 - Terminations as Percentage of Conceptions (1998-2005)
Source: Nottingham City Teenage Pregnancy Strategy.
We have however not explored terminations in this report partly because it was not in our
brief, but also because it was much more sensitive area to explore. This is not to give the
impression that terminations are not a key issue – because it clearly is. However, in the scope
of the project we felt unable to do justice to this issue. There is however a real need to
understand the stories behind termination of pregnancy because again there is a well
described link between the rate of YTOP and the local social conditions.
Young women living in socially disadvantaged areas are less likely to opt for an
abortion if they get pregnant (FPA, 2007).
We would see this as a possible area for future local research.

2.7 Understanding the local nature of teenage pregnancy
It is now widely recognised that teenage pregnancy and early motherhood can be associated
with poor educational achievement, poor physical and mental health, social isolation, poverty
and related factors. It is also increasingly clear that socioeconomic disadvantage can be both a
cause and a consequence of teenage parenthood. (HDA, 2001, p. 1)
A report by the Office of National Statistics looked at the teenage conception from the
standpoint of the health of the mother and the child:
Teenage mothers continue to present challenges to social policy and remain of
topical interest to the media. In 1996, 7% of all births were to girls aged under 20.
25

Understanding Teenage Pregnancy
On average children born to teenage girls have lower birth weights, increased risk
of infant mortality and an increased risk of some congenital anomalies. They are
less likely to be breastfed and more likely to live in deprived circumstances. These
factors in turn influence their health and long term opportunities. (Botting et al,
1998, p.18)
In recognition of this problem the Government set a target to reduce teenage conceptions by
50% by 2010 (using 1998 as a base year). In line with other Local Authorities Nottingham
seeks to reduce its teenage conceptions by 55%. This is not an easy task given the relative
stability in the rates of teenage conceptions - yet there is valuable research indicating some of
the characteristics of the issue. There are a number of thorough international reviews of
research (De Ridder, 1993; Dienso et al, 1999; NHS, 1997; Stout, 1989; Zoritch, 1998) which
can provide some comparative data, but to effect change locally it is important to know how
local strategies can be most effective. A report for the Joseph Rowntree Foundation argued
that:
It is really important to understand the nature of the teenage pregnancy in a
specific area, which may be a different problem to that experienced elsewhere.
(Tabberer et al., 1999)
What is clear from several sources is the strong correlation between early teenage conception
and a number of other social and personal factors (ONS, 1998, p. 21). Groups who are more
vulnerable to becoming teenage parents include young people who are in or leaving care,
homeless, young people whose parents have separated/divorced, those who are
underachieving at school, children of teenage parents themselves, members of some ethnic
groups, involved in crime, living in areas with higher social deprivation. Whilst this is not
surprising to anyone with experience in the field, it begs a question relevant to policy makers.
Why does each or any of these factors lead a young girl to be more likely to become pregnant?
Why is a girl from social class V ten times more likely to become a teenage mother than a girl
in social class I (ONS 1998, p. 21)?
Some research locally has highlighted some of the factors impacting on young people‟s choices
and decisions in relation to their sexual behaviour (Diaz, 2005). There is also considerable
research nationally into the causes, effects of teenage pregnancy, and much interest in
strategies and policy which can influence young people‟s choices. Such factors include for
example, educational and vocational aspirations, attitudes and family history, all of which
impact upon the direction and the focus of local and national policy.
A major study in the North East (MacDonald and Marsh, 1995, p.141) reports:
According to the Social Exclusion Unit (1999b, p. 28), „the first conscious decision
that many teenagers make about pregnancy is whether to have an abortion or
continue with pregnancy'. Further, and in support of Burghes and Brown (1990),
some interviewees explained how they became parents as a result of contraceptive
failure. Once pregnant, few reported seriously considering adoption or abortion:
„young people in more deprived areas appear to disapprove strongly of abortion‟
and Teesside has the fourth lowest national percentage of conceptions to under 20
year olds that lead to abortion (SEU, 1999b: 59)
Another study (Turner, 2004) found that
there was no evidence that young women from disadvantaged areas view teenage
motherhood as beneficial and as a means to economic independence and adult
status. Rather... once pregnant, women from disadvantaged areas are more
likely...to reject abortion and perceive fewer negative implications of being a
mother. (Turner, 2004, p. 237)
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However, Arai (2003) suggests that policy makers
find it hard to believe that young woman often in the least auspicious
circumstances might actually want to be mothers. Young women may not say as
much; to do so is to invite censure in an age in which it is considered strange to
want to have children so young ... policy makers come from class backgrounds that
celebrate the idea of `being in control'...the apparent fatalism of young mothers
partly reflects their class background, with its relatively limited life options, but it
also reflects a genuine desire for a maternal role. (Aria, 2003, pp. 212-213)
It would appear that some young people's outlooks on parenthood derive from more localised,
class cultural experiences and values and this is crucial to understanding the complicated,
ambiguous accounts (MacDonald and Marsh, 2005, p. 144). The issue of whether or not young
people “plan” their lives is of much concern here – something which crops up frequently on
research on youth and youth transitions. Rather there is a “resigned attitude to the future”
because plans “never work anyway” (Macdonald and Marsh, 2005, p. 144).
In a further study, Craine writes about how lone parenthood affects young mothers as
something which is
less the product of irresponsibility than the result of a fatalistic ethos generated
within a context of institutionalised economic and social insecurity'. (Craine, 1997,
p. 143)
A study by Phoenix also discussed an attitude of „not minding whether or not they conceived‟
(Phoenix, 1991, p. 64), something which was most prevalent among those with the poorest
employment prospects. However the possibility of abortion is often not considered. In a study
for the Joseph Rowntree Foundation undertaken in Doncaster, one of the most sociallydeprived areas of England, which like Nottingham has one of the highest teenage pregnancy
rates, found that “almost all of the teenagers had been shocked to discover they were
pregnant. And because it had taken them a while to discover they were pregnant, many only
had a few weeks to decide whether to continue or to seek an abortion”. Many teenage girls
continue with unplanned pregnancies because their families and local community are opposed
to abortion (BBC, 2000).
A hope for a more positive future comes from the Social Exclusion Unit which concludes
that a young woman who “sees a clear future for herself through education and work” is
less likely to become a parent at an early age than one who sees “no reason not to get
pregnant” (SEU, 1999, p. 22 cited in MacDonald and Marsh, 2005). In addition, providing
educational opportunities is one way of supporting teenage mothers l ocally:
Gill Glazzard*, who runs the Beckhampton Centre, said a continuing education was
the key to breaking the cycle of teenage pregnancies. (BBC News, 2001)
The Nottingham City Strategic Plan 2004-2007 (NCC, undated) provided the following
floor targets which will need to be key elements of any attempt to identify the effectiveness of
current activity.
Nottingham has very high rates of teenage conception, and while there has been
good progress on bringing these down, the targets set are highly challenging. The
Teenage Pregnancy Strategy is led within the City Council Education Department†,

*

Although Head in 2001, Gill is no longer the Headteacher of Beckhampton PRU.

†

Now Children‟s Services.
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working closely with the Nottingham City PCT and reporting to the Children and
Families Strategic Partnership. Almost £300,000 NRF supports this work.
There is some good partnership activity to address teenage conception and sexual
health amongst young people in the city, including:
a) A new Chlamydia screening service is operating in areas of highest need. This is
NHS funded to the tune of £350,000 annually. This combines screening with
additional sexual health advice and family planning, with new supporting
mainstream service input into these contacts.
b) The Healthy Schools programme, covering all city schools, is specifically focusing
on teenage pregnancy. In addition, the Healthy Schools PCT lead officers are
targeting action at the schools in areas with the highest 10% for conceptions, to
train teachers through national SRE education standards.
c) Nottingham City Primary Care Trust (PCT) and the City Council youth service ran
two community-based pilot teenage sexual health services in areas of high teenage
conception rates. Young people and key stakeholders were involved at every stage.
From this a joint systems approach was developed that ensures that services are
appropriate and credible to meet the sexual health needs of young people in each
area. Some of these services ran successful peer education schemes that allowed
young people to deliver sex and relationship education alongside staff. There are
currently nine Contraception and Sexual Health services for young people in
Nottingham based on this model.
Source Nottingham City Council, undated, pp. 51-52
Furthermore, the Nottingham City Strategy aims to reduce the rates of teenage conception in
the worst wards by 25% by 2010 (p. 38). This is a challenging target – particularly in the face
of the current stasis in the figures. However three key elements are considered central to
young people‟s attitudes and behaviour – the way they encounter sex and relationship
education in schools, their developing adolescent relationships and their relationships with
their parents. The work undertaken in this project took cognisance of the Strategic Plan of the
Nottingham City Council and other organisations involved, such as One Nottingham. In
particular, work focused on the 5 local hotspot areas (Aspley, Bulwell, Bilborough, Bestwood
and St. Ann‟s) and involved the Teenage Pregnancy Partnership and Strategy Manager.

2.8 The social context of teenage pregnancy in Nottingham
A report by One Nottingham identifies the depth of the problem and the difficulty in
understanding why Nottingham rates are so high (One Nottingham, 2005). Two major factors
at work being levels of deprivation and low educational attainment. However there is also the
momentum factors – the recurrence of teenage birth (20% estimated repeat pregnancies to
under 18s) and the history of maternal early childbirth.
Recent press reports have pointed to Government failings on reaching targets to reduce
teenage pregnancy rates (“Ministers fail on teenage pregnancy”, Sunday Telegraph, Sunday
30th December 2007, p. 1). The message in this discourse is that “sex education is backfiring
as numbers hit highest level for almost a decade”. But more significantly reproduces the
arguments offered by organisations such as the Family Education Trust which go roughly as
follows:
There has been a systematic removal of every restraint that used to act as a
disincentive to underage sex.
The easy availability of contraception adds to the pressure on young girls by
normalising under-age sex.
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Girls who can obtain contraception are more likely to become sexually active.
Government polices keep parents in the dark about children‟s sexual activity.
These are easy claims to make and can produce stark headlines. However, without any strong
empirical evidence, such arguments may merely serve to exacerbate the problem. What is
required is a deeper understanding of the phenomenon and the local conditions which
contribute to it. The maps below show the distribution of rates of Under-18 conceptions around
the City and the levels of multiple deprivation and it is very clear how closely these two are
connected. Rather than answer the question of the roots of high levels of teenage conception,
this merely raises more questions. Clearly these questions over causality, patterns, influences,
outcomes etc would require a more detailed analysis than we were able to undertake at this
stage. They do remain however as questions for further research.

Figure 1 – Teenage Conceptions and Levels of Deprivation in Nottingham
Much is unclear around teenage conception, but as the Figure 1 above provides testimony, one
thing is certain:
Teenage motherhood remains overwhelmingly a working class affair. (Hudson and
Ineichen, 1991)
The connection with teenage conception and class/poverty is internationally recognised. Apart
from concerns to protect the innocence of young children, there is an international interest in
reducing social exclusion and seeing the interconnection between this and the phenomenon of
teenage pregnancy. This may in part be because teenage pregnancy increases financial
dependency on the state, but many liberal states also see it as a way of reducing the
consequent social exclusion.
However, the link between deprivation and teenage pregnancy needs to be explored critically,
since “inegalitarian societies tend to foster low expectations for their disadvantaged youth”
(Daguerre and Nativel, 2006, p. 8) which provides support for the argument previously put by
UNICEF that “children from poor families are much more likely to have low educational
achievement to become teenage parents themselves and to have less success in the labour
29

Understanding Teenage Pregnancy
market” (UNCEF, 2000, p. 12). Generally young mothers have higher complication rates,
maternal morbidity and mortality, prematurity, low birth weight, still birth and death, drop out
of school earlier, and less likely to go to college. This however is connected via deeper social
and economic structures.
The young people with fewest resources, those who are poorer, less educated, nonwhite, from the least stable families and who have the poorest life chances are the
ones who are most apt to become sexually active when they are young. (Voydanoff
and Donnelly, 1990, p. 41)
The nature and the root cause of the causal relationship seems to be less well articulated in
literature and policy pronouncements. It has been argued that such young people are lacking
in long term goals (Moore and Rosenthal, 1993, p. 158):
A less esoteric formulation is that early pregnancy is the end link in a chain of
events starting with social or family deprivation and leading through boredom
feeling of rejection or depression to gratification of personal needs by heterosexual
activity and childbirth. (Schaffer et al., 1978)
Because they left school at an early age and are likely to have more children their
ability to find employment in more higher status jobs and earn wages is diminished
as they have to use their earning to support a family; long term welfare
dependency is a consequence of early childrearing. (Moore and Rosenthal, 1993, p.
159)
However “given the unemployment rate amongst working class teenagers it becomes
meaningful to ask not why so many pregnant teenagers but why so few?” (Ineichen, 1986, p.
392). One cannot of course stereotype or pathologise young people – because not all teenage
girls living in deprived communities go on to become pregnant. Throughout this report we are
at pains to stress the heterogeneous nature of the population. Yet all is not necessarily gloomy
because there can be light at the end of the tunnel:
All is not lost though and there is some evidence that “resumption of education by
the mother and entry into a stable marriage appear to influence positively the
child‟s later academic performance”. (Moore and Rosenthal, 1993, p. 161)
This interconnection between teenage conception and relative deprivation was a key theme
running through this project and forms a fundamental plank of our subsequent
recommendations. There are several contributing and influential factors (Leishman and Moir,
2007, p. 52; see also Miller et al., 1997; East and Felice, 1992; East, 1996; Sieving et al.
2006;) each of which are important to monitor;
living with a single parent
weak parental supervision
parental history of adolescent childbirth
having older siblings who have a history of adolescent conception
family breakup
low socio-economic status
peer pressure
low academic attainment
poor school attendance.
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2.9 The father’s place in teenage pregnancy
As we are at pains to say in various places in this report, the role of the fathers of the babies
of teenage mothers is crucial – but was difficult for us to explore. This is not necessarily for
reasons of local characteristics but a realisation of a wider phenomenon. It has been
recognised that “the lives and experiences of teenage fathers have often received less
attention from researchers, practitioners and policymakers” (Leishman and Moir, 2007, p. 18).
However some evidence is growing of how this issue might be better understood (Robinson
and Barret, 1982; Springham and Durant, 1996; Rhein et al., 1996 cited in Leishman and
Moir). Whereas teenage fathers might have been ignored because little information is available
and no statistics are collected, it is clear that they do need support (Quinlivan and Condon,
2005).
Berrington et al. undertook a study for the Department of Health (Berrington et al., 2005)
using the British Cohort Study (BCS70) 1970 cohort. Some findings from that study are useful
when looking at large scale tendencies – however they do tend to illustrate what many already
know or might guess:
Men who become father in their teens are twice as likely to live in social housing to
be unemployed and receive benefits, more likely to have lower educational
qualifications and to earn less …More than twenty percent of teenage fathers have
never lived with their child compared with just 6 percent of older fathers.
(Berrington et al., 2005, p. 6)
There are local support services for young fathers such as NACRO‟s “Young Men's Sexual
Responsibility Course” which aims to support workers to engage with young men to explore
issues relating to relationships and sex to increase their involvement in decisions about
relationships,
contraception,
sexual
health
and
pregnancy
(See
http://www.nottinghamhealthyschools.org.uk/sre/notices.html). However, these might not be
able to address the problem of accessing all young men or those who might be significantly
older than the teenage mother. What we do know is there is a need for more focussed work
with young men and with those at risk of becoming fathers and with those young men who are
fathers and need support. There is also considerable need for more research.
A very useful review of literature on young fathers is available on the website of the
Fatherhood Institute (2008).
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Chrissy

Background and family
Chrissy is 17 and lives at home with her mum. Her mum and dad have split up. She is
currently pregnant with her first child and has nine weeks to go. She has a close relationship
with her mum who Chrissy thinks is proud of her achievements. Her mother was 19 when she
had her first child.

Sexual history
Chrissy did not feel under pressure to start having sex. She started having sex at 15.

Relationships and conception
Chrissy didn‟t start periods. She thought that she was unable to ovulate because of her low
body weight and therefore couldn‟t get pregnant. She had been told that she wouldn‟t be able
to conceive and was due to have hormone injections to get her periods started. She was three
and a half months pregnant before she found out. She had been with her boyfriend for just
over two years but had split up by the time Chrissy knew she was pregnant. He is 21. Her exboyfriend questioned whether the baby was his. It was too late for a termination by the time
Chrissy had her pregnancy confirmed, but she wouldn‟t have done that – „I don‟t think I could
have coped with it mentally. It would have broken me‟.

School and qualifications
Chrissy experienced a lot of bullying at school. She believes the problems were caused by the
admittance of pupils from a secondary school in the Meadows which was closed down –
„completely different backgrounds. Completely different races. They talked their own language.
Honestly they were completely different people‟. She left at the age of 15, having lost lots of
weight and developed an eating disorder. SRE in school was crap. Chrissy left school at the
end of Year 9. She would like to go into social work eventually.
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3. Methodology
3.1 Data gathering
In this section we outline our methodology and describe the different data sets we explored.
The study took a mixed methods approach; in-depth interviews were undertaken (Section 3.2)
and a detailed survey of young people‟s attitudes was undertaken in Nottingham City
secondary schools (Section 3.3). One of the main aims of the study was to find out detailed
information and personal stories that lay beneath the surface of the high levels of teenage
pregnancy in Nottingham City. We explored the issue from a range of perspectives including:
young mothers
health professionals working with teenage mothers
family support workers
education professionals.
Whilst one of the aims of the project was to explore the perspectives of young fathers, this
group was difficult to identify, so they are under-represented. This however is not merely a
methodological problem, but is reflective of the fact that in many cases, the fathers are no
longer there. There is less research and many unanswered questions on the role of the father,
often “the invisible partner in the act of procreation and parenthood” (Moore and Rosenthal,
1993, p. 161). However research suggests, and our data support this, the father of the baby
born to an adolescent mother is often not an adolescent himself (Parke and Neville, 1897).

3.2 Interview data
The majority of the data presented in this report is based on interview data. A number of
interviews were conducted with young mothers, health, social work and education
professionals and those involved in Sure Start centres.
Initially gaining access to young mothers and fathers proved difficult due partly to the
protective environments surrounding the data but also because the girls were distributed
around the hot spot areas with little organisational structure through which we could make
contact. However the Management Information team at Connexions Nottingham City mail shot
all 500+ young women on their database who had been or were pregnant. We need to point
out here that were it not for the support of the MI team at Connexions Nottingham, we would
have been unable to make contact with teenage mothers in any significant numbers. This
highlights the difficulty of obtaining data for research in the locality.
As a consequence of this mail shot, we received over 50 replies from young mothers (by text
message in most cases) indicating that they would be willing to participate in the study. We
arranged interviews with those who we were able to contact. Naturally since the sample was
self-selecting there is a potential bias in the sample.
We had particular difficulty contacting young fathers for this study – and this group remains an
area in need of future research restricted by the limited nature of this project. However, this
was not only a methodological or operational problem. In many cases the fathers were no
longer involved and in others the fathers were significantly older than the mothers. We
therefore took a decision – a pragmatic one – to focus our interviews on the perspectives and
experiences of the mothers.
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Table 9 provides an overview of the interview data collected.
Interviews conducted with…

No.

Young Mothers: Individual interviews

52

Young Mothers: Focus group interviews

18

Parents of school aged children: Focus group interview

6

Asian Parents: Focus group

6

Year 10 and 11 pupils: Focus group interviews
Health professionals: Focus group or individual interviews

113
10

GPs working in TP hotspot areas

6

Social professionals: Focus group or individual interviews

7

Education professionals: Individual or paired interviews
Total numbers interviewed

16
234

Table 9 – Numbers Interviewed by Group
Consequently, we have rich data for a significant group of young people. However, there are
specific groups we found difficult to gain access to. These were those young women who were
particularly vulnerable – those in care, those with severe mental health disorders those
experiencing alcohol and substance abuse and those involved in crime. These are likely to be
young people who would not want to respond to our request for contact and information.
These groups however are significant when trying to gain a full understanding of the problem
of high teenage conception rates. They remain however highly vulnerable groups for which
particularly sensitive data gathering techniques would need to be used. These groups of
vulnerable young people would seem to be key to understanding some aspects of sexual
behaviour and need more focussed research.

3.3 Survey data
In addition to the interview data, we also administered a paper based survey in 9 secondary
schools administered by Nottingham City. This involved 1,385 young people. The survey was
constructed into five sections based on the Every Child Matters outcomes:
Be healthy
Stay Safe
Enjoy and Achieve
Make a Positive Contribution
Achieve Economic Well-Being.
The survey questions intended to ellicit young people‟s views on a range of life style issues
including sex and relationship education in school. We report this in detail later. The survey
thus gives us insights into all young people‟s attitudes across Nottingham.

3.4 Data analysis
The interviews and survey provided a rich source of data. We analysed the interviews in
several ways: case summaries, key statements and qualitative analysis.
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3.4.1 Case summaries.
We produced brief 200-300 word summaries of each case which provided us with a snapshot
of the key aspects of the girls‟ experiences. The main themes covered were:
Background and family
Relationships and conception
School and qualifications
Policy perspectives.
These summaries allowed us to uncover and articulate the diversity of the girls‟ backgrounds
and attitudes as well as to spot similarities. We have used these case summaries to interweave
each chapter in this report.
3.4.2 Key phrases
In order to gain some understanding of similarities across the sample, a number of key
phrases were constructed. These were derived and paraphrased from the actual words of the
young mothers, or were actual words used. Each individual transcript was matched against the
key phrases and a grid of responses constructed. This enabled us to explore the young
mothers‟ experiences across the main themes of the study.
3.4.3 Qualitative analysis
We undertook a qualitative content analysis of the interview data which allowed us to identify
common themes and diverse perspectives. We constructed a summary of the data obtained
from interviews with the 52 young women. We present this data slightly differently because we
want the data to speak for itself. Hence we have provided summary boxes providing the
distribution of responses to some of our questions. This gives a feeling for the diversity of
responses we received and we hope can provide food for thought for all those involved in
providing services for teenage mothers. Our feeling is that it is possible this data slightly
presents a more positive view than that we would obtain from a fairer cross section of young
mothers.
We identified 12 major themes in our interviews looking at the personal contexts of the girls,
their pregnancy and experiences of contraception, school and sex and relationship education.
In each section we draw attention to the key issue and patterns which we feel are worthy of
consideration giving as they do an insight into the young mother‟s lives. We present these in
the various sections
3.4.4 Survey analysis
All pupil surveys were coded and inputted into the package Statistical Package for the Social
Sciences (SPSS14) and subsequently analysed. For each section a frequencies count was
obtained. In addition, we carried out some cross-tabulation to explore some of the emerging
gender issues that had arisen during the focus group interviews.
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Lisa

Background and family
Lisa is 19 and lives in Clifton with her mum and dad. She had her son at 18 after conceiving at
17. Lisa enjoys being a mum. Lisa describes her mum and dad as great and they look after her
child whilst she is at university during the day. Her mum was 21 when she had her first child.
Lisa is one of three children.

Sexual history
Lisa started having sex at 16.

Relationships and conception
The baby‟s father is 27 and is no longer in a relationship with Lisa having split up 6 months
ago. He is still involved in the life of the baby. Was taking the pill but it didn‟t „agree‟ with her.
She fell pregnant whilst using a coil. Lisa didn‟t think that she could be pregnant because she
had been using the coil. She thought her missing period was due to stress with exams. She
was 10 weeks pregnant by the time she found out. Her boyfriend was supportive but not as
much as she would have liked. He didn‟t want Lisa to keep the baby but that was „never an
option‟ for Lisa. She never seriously considered a termination. She had been with her boyfriend
for a year and a half before getting pregnant. Would rather have waited until about 25.

School and qualifications
Lisa went to one school and then moved to another. She wanted to go to a good school to get
a good education – „a drive to get out of Clifton‟. Lisa noticed a difference in the attitudes of
other pupils – pupils at her new school wanted to learn. Lisa is currently in her second year at
The University of Nottingham. She achieved 2 As, 5 Bs, 2 Cs and a D at GCSE and 3 A levels.
Lisa‟s attendance at school wasn‟t that great because she preferred to learn by herself at
home. Doesn‟t remember any SRE lessons at secondary school but limited amounts at primary
school.
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4. Understanding the Local Situation
From what I can see, the girl is not always engaging very well in school. Her dad is absent not
living in the family home and even if he is living in the family home, he‟s not very involved.
The girl is often not engaging in school she‟s often bullied and doesn‟t like school. Virtually
every girl, apart from this tiny percentage, have no hobbies. So they‟re quite into looking nice,
quite into being fashionable, not in the house very much, not sitting around meals at home,
not much involvement from the parents, particularly, so it‟s not like they are all going out
together and doing things. They are not made to stay in so they‟re out wandering, they‟re
nicking off school, they‟re bored, they‟ve got nothing to do so they are hanging out and having
sex is one of the things they do. Having sex is a right of passage. They all have the
impression that it‟s almost like breathing or eating and that the pregnancy seems to be not
related to the sex. (Educational professional)
We interviewed a wide range of health professionals in this project as well as social care and
education professionals. We interviewed six GPs, five female and one male, each working in a
practice in a hotspot area, two school nurses, two community midwives, two SureStart
representatives and two family support workers - all working in teenage pregnancy hotspot
areas. In addition we talked to some Connexions staff including Personal Advisors, people who
worked in local health and Healthy Living Centres.
Naturally GPs and midwives were able to provide us with considerable clinical information, but
across the health sector all were also quite consistent in the perspectives on a range of other
related issues. We have integrated the perspectives of health professionals across the main
themes they felt significant and have presented them in the rest of this report. School nurses
and Connexions Personal Advisors were able to provide us with explicit information about the
specific services and situations they dealt with in schools. What we present here and in the
following sections is a thematic analysis of the perspectives offered to us by the people we
interviewed.

4.1 Professional perspectives on the local issue
One of my frustrations was a 15 year old girl. She came in with her mum to be put on the pill.
She was at the wrong point of her menstrual cycle to start taking it straight away. So I made
sure the instructions were clear that she had to take the first pill on the first day of her cycle
and I gave written instructions to talk to her mum. She was told she would have to use
condoms till the first day of her period and where to get them from and so on. She went away
and decided to have sex and so she decided it was best if she started the pill mid-cycle and
surprise, surprise, it didn‟t work. And she was gobsmacked when she was pregnant four weeks
later. Her mum said it was because she didn‟t take it properly but obviously wasn‟t in control.
This was an apparently intelligent girl but who was not connecting with it all.
(GP Bulwell)
The GPs and midwives interviewed all had some experience with teenage pregnant girls, but
mostly saw girls from 15 upwards, very few pregnancies were identified amongst girls younger
than 15.
I should think I see at least half a dozen a year. It might sometimes be the same
ones though. (GP)
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But it‟s not common for a thirteen or fourteen year old to become pregnant. Fifteen
or sixteen but not thirteen or fourteen. (GP)
The main issues GPs and school nurses saw as relevant focussed on the provision of
contraception, but also on several wider social issues and there is very much a dilemma here –
as reflected in a comment from a GP:
It‟s very strange in that all over the place – in magazines, the television and films –
there is sex everywhere, but nobody wants to talk to young people about it. There
is a taboo about it and I have come across quite a lot of parents who don‟t want
their children to be told about sex because they don‟t want their child to lose their
childhood. (GP)
This reflects a view seen in the literature which reminds us that “we live in eroticised societies
where traditional established conventions such as the loss of virginity as a taboo and the
postponing of sex before marriage are being broken” (Daguerre and Nativel, 2006, p. 8, citing
UNICEF, 2001).
I think society has a lot to do with this because there is a lot of emphasis on being
grown up and being a man or being a woman. I mean there are lots of girlie
magazines where - I can‟t tell you what they are now but it used to be, like, “Just
Seventeen” and various other ones when I was a kid that girls were reading and it
was about love and relationships and things like that and, at the end of the day, it
seems like everyone is being forced into all this. If you‟re a kid you should be
playing out – playing dobby; playing Lego. (Social/health worker)
I used to work in a newsagent and some of the magazines these young girls were
buying! They were all about orgasms! When I was a girl I only had Bunty! (Local
parent)
As a result “the ability to help prepare teenagers to cope with sexuality is crucial to young
people‟s well-being” (Daguerre and Nativel, 2006, p. 8). There is much to suggest that this
distinction is crucial to the structure of policy strategies and consequently is crucial to an
understanding of teenage pregnancy in Nottingham.
A significant argument from health professionals suggested that whereas a social welfare
dependency perspective on teenage pregnancy seemed to permeate current policy, what is
needed is to adopt a more social development stance which focussed more on young people‟s
social and sexual development and transition into adult roles. Throughout this report we have
felt it important to stress the considerable diversity in the teenagers‟ background and outlooks.
This diversity has policy implications as well as implications for professionals if only because it
requires responses to teenage pregnancy which reflect this diversity. This is a factor in
teenager and parental immediate responses to conception.
Their reactions were mixed. Some of them were devastated and some of them were
delighted. (Community Midwife)
In addition, the social conditions and needs of the teenage girls varied, and those working
most closely recognised the individuality to these needs.
They don‟t stand out as “advantaged” or “disadvantaged”. They stand out as some
people need housing; some people may need Social Services referral because they
haven‟t got family support and they are living on a friend‟s floor. Some other
person is living in a mansion but her mum is loosing the plot because she can‟t
understand what‟s going on. So the situations are quite different and we try and
cover the individual needs of each client. (Community Midwife)
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What comes across very clear in talking to a range of professionals is the awareness of the
diversity of the situations within group of young women in the teenage pregnancy group. It is
less clear that practice and policy has fully caught up with this diversity as much as it needs to.

4.2 Local services
GPs and other health workers were particularly exercised by the issue of the provision of
services locally and this seemed to indicate a tension between what local people believed
should be provided locally and the level of services that were assumed appropriate. Naturally
as we can sense in the quotes below, there will be evaluative judgements made by health
professionals who are drawn largely from more affluent backgrounds than the residents in the
hotspot areas. Yet there is also an underlying realism here – that life is financially challenging
for many of these families which creates in itself evaluative frameworks which might seem
strange or odd to other economically comfortable groups.
They want the City Hospital to have a full service because it is accessible and they
can afford the transport. Queens is too far away. Yet we are not too far from
Queens and you tell them to go to Sherwood and Queens and then Birmingham and
it is a huge barrier both financial and conceptually. They might go to Portugal for
holiday but from the point of view of accessing health care they are angry that
Nottingham does not provide a service. In our deprived community here, they do
not want choice, they just want to go to the City Hospital. Getting to Birmingham is
a genuine problem – if you already have a baby. (GP)
They do not do later abortions here in Nottingham. One said she could not afford to
travel to Birmingham. (GP)
They don‟t have the money to get down to Victoria Health Centre. They don‟t have
any spare cash and what spare cash they have they probably spend on cigarettes.
They‟ll club together to buy a packet of cigarettes for the day rather than use the
money to get down to Victoria Health Centre. (School Nurse)
But when you think that Victoria Health Centre closes at six o‟clock there are still a
large amount of teenagers who can‟t access that because they can‟t get there on
time. If they‟ve got to get home on a school bus after finishing school and then get
a service bus into town then they can‟t get there on time. (School Nurse)
All through this project we encountered cases where the restricted provision of local services
resulted in pragmatic life changing decisions. In one case, a girl under 16 decided, with the
support of her mother, that it was easier having a baby than going to Birmingham for a
termination. To many, this will seem an odd, aberrant and even grossly irresponsible attitude.
However it is precisely the framework within which many decisions are reached and as such
needs to be understood and responded to in a constructive way.
Furthermore, there is concern over the position of the fathers. Whilst there was considerable
criticism all round about a widespread lack of responsibility by the fathers, there was also an
argument that this was often encouraged by the system.
I mean some of the young men really want to be good fathers. I think the services
for young fathers are virtually gone. I think the whole of the agenda is focused on
teenage girls. (Health Worker)
In addition to the geographical distribution of local services, a surprising perspective was the
way many young women reported feeling in their relationships with hospital midwives.
Whereas we were provided with many examples of teenage mother receiving much support
from community midwives, the experiences of many young women in hospital was apparently
much different and much more negative.
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They gave us stories about midwives who totally ignored them and some of the
dads that were working and had taken a day off work to be there for the midwife
and she didn‟t even address him, you know just treated like, you know you‟re not
meant to be here anyway and we‟re not going to engage with you. (Health Worker)
They wouldn‟t have any eye contact with the boyfriend as if he wasn‟t there. And
often we will get girls complaining about their treatment in the health service and
we will advise them on how to deal with these situations and to ask pertinent
questions of the midwives. (Community Midwife)
Those working in the community seemed to have a much more developmental role in
supporting young women through difficult and challenging life situations.
It‟s about getting the services out into the areas which are most deprived. I think
our role is to try to empower young people to think about the consequences of their
actions which could be pregnancy or termination and take responsibility for their
sexual behaviour but we also know that we have to do that much extra for
teenagers. Some of the young women who want a termination you‟ve got to be
with them; you‟ve got to take them; you‟ve got to get them to that appointment.
(Health Worker)
We listen to them and praise them. And, in pregnancy, applauding them for trying
to do right by your baby. And that‟s where building that self-esteem starts from for
us. Even in the early stages of pregnancy to make them feel good about what they
are doing for their baby. (Community Midwife)
You hear midwives say: „Is that Michelle? You‟ve missed your appointment. You
were supposed to come at half past three‟. But our approach is: “Hi it‟s Lisa. How
are you? I‟m worried about you. Is everything alright? You didn‟t come and I just
wanted to make sure that it wasn‟t because you had a problem”. Otherwise you will
frighten them away and also a sharp letter can also seem like a telling off.
(Community Midwife)
We can see that there are teams of midwives out there that are struggling with
what they‟ve got and if we could help them look at the teenagers that they‟ve got
in a different way. (Community Midwife)
There are a lot of midwives out there who think that teenagers shouldn‟t be treated
any differently. (Community Midwife)
The level of support and the debate over whether support encourages teenage pregnancy is
never far away. As Daguerre and Nativel (2006, p. 228) argue, there is a correlation between
those countries that give high level of social support and low levels of teenage pregnancy.
I think it‟s a case of working hand in hand with the young people and trying, as
much as we can, to prevent it from happening but if it does happen to try and
provide that support. So that they are not simply abandoned and they are given
some survival skills basically. I know some people might say we are encouraging it
by providing the support that we do but I think that if it‟s going to happen then we
might as well give them all the help that they need. (Social/health worker)

4.3 The limitations imposed by local funding levels
A key concern across the board was the frustration various health professionals felt over the
lack of what they see as adequate funding to allow them to provide the level of service needed
to make a difference.
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It could also come to the point where, in order to put on all the services that are
necessary, it could be that we had to extend our opening hours and things like that
because we still have to do our main jobs – I have to do the paperwork and we
have to maintain the building – so if they want us to extend our services it could be
that we don‟t have enough time and we may need to extend our working hours
which would mean increasing our salary. (Social/health worker)
A constant issue was the extent to which important programmes or projects were funded only
for short periods, and that such short term, unreliable funding streams made it difficult to
design and deliver a system that required long tern intervention in a community.
Well funding really because there is no funding around long term projects, say,
more than five years. Changes in policy from government means that work of this
nature can get lost. (Social/health worker)
It all comes down to money in the end. I mean I love my job and I would do
anything to keep my job and if that means doing training so we can offer more
services then so be it. But a lot of it comes down to funding. That seems to be a
consistent concern of everyone. And that has implications to the long term
planning. But there is no such thing as long term planning in the voluntary sector.
(Social/health worker)
In five years time if we have not made an impact on the health of this community
then shut us down and turn it into a Tesco‟s or something. But we need funding for
at least five years in order to prove that what we are doing is going to have an
impact. (Social/health worker)
There were times when Sure Start programmes have been heavily criticised
because they were receiving a lot of funding but not getting the results. But we are
tackling generational issues: look at the evidence we have got and let‟s understand
people‟s journey‟s more effectively. (Sure Start worker)
There was all this government money that came in for Sure Start and its now being
withdrawn. So the PCT‟s are struggling to be able to mainstream all these good
initiatives. We know that they are in dire straights but that doesn‟t help our
individual cases. (Community Midwife)
Naturally all those working in health, social care and education will always complain they have
insufficient funding and in most cases available resources are limited. However, there is a very
clear sense within the profession that such pragmatism has its down side – that services were
limited; that some people were not provided with the services needed, and ultimately that the
system was less effective than it might have been – and which it needed to be to make a
difference in the statistics.
We haven‟t got the funding to get support work in, for example, maternity support
workers. We need women that aren‟t necessarily trained in midwifery but who can
help support needy families. If we had that targeted service for those who need it
then I‟m sure that it would definitely reduce the number of second conceptions.
(Community Midwife)
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Sharon’s story
We now look at Sharon‟s story. Like Emma, who was introduced at the beginning of this report, Sharon details the
difficulties she has faced since becoming a mother at a young age. Sharon has also found a job that she enjoys,
working with young people.

It was just before my seventeenth birthday and I‟d moved out and was living with my dad at the time
as well. I‟d left school and I went to do A Levels at college and I was there for about nine months and
I decided that I didn‟t want to do A Levels so I quit that college. So I quit there and I got enrolled on
another college course in September. I‟d been working part time so when I quit college I decided to
take on full time hours and I met my boyfriend in the October when I started college and then I got
pregnant literally a week before my seventeenth birthday. We‟d been seeing each other for about nine
months. I‟d been sexually active from about thirteen. I fell pregnant in the July. I hadn‟t missed
periods. I‟d been a bit daft and I was taking the pill but I wasn‟t doing it regularly so I think there
were a few days where I hadn‟t taken it so we‟d been using condoms but then we ran out of condoms so
I went and got a morning after pill. And then a week later I‟d been daft again so I went back to get
another morning after pill at the Victoria Health Centre. So when I went back again they said that
they needed to do a pregnancy test because I‟d had a morning after pill recently. So they did this
pregnancy test and I was about a week pregnant.
Well I was just really shocked. I was at the clinic with my boyfriend and he was waiting outside. He is
about the same age as me. And I just burst into tears and the nurse went out to get him and she took
him into a separate room to tell him and then she talked to both of us about it. He just had this big
smile on his face but I think it was just shock and then he started laughing. So basically she talked to
us about options and she told us to go away and think about it. Because I found out so early we had a
long time for it to be possible to have a termination. I was sort of fifty/fifty for the whole three
months really.
Part of me was toying with having a termination because I knew that it was the sensible thing to do, if
you know what I mean. Well what I did – because I was in two minds – I went and booked one so at
least I would have that option. I went with a friend to the appointment to speak to them because I
still wasn‟t sure. But before then I went with my boyfriend to find out how far gone I was and when I
went to have a scan he was saying that he didn‟t want me to have the baby because I wanted to go to
college and there were all these things I wanted to do and because his mum had him when she was
seventeen. So we went to that and when we came out he ran back in and asked for the picture after
saying that he didn‟t want me to have this baby. So we had this scan picture and I‟ve still got it and you
could see that there was something there. I was six weeks. The baby was literally like a little tadpole.
So that confused me because that was him showing that he really did want it but he was unsure of his
own feelings. So really from when I saw that I think my decision was made and I was just pretending
to be deciding but really I knew what I was going to do.
I went on holiday with my mum not long after I‟d found out so I told my mum before we went. I told my
mum when she was drunk and my dad when he was drunk so I‟d planned it well. My dad was giving me
this lecture about not having me till he was thirty but having me was the best thing he ever did and he
wished he‟d done it younger in life. But the next day he completely changed his tune and he was
absolutely furious and he gave me this big lecture about how it was the most irresponsible and
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immature thing I could do and did I think it was going to make me independent and grown up because it
wouldn‟t. And my boyfriend had been staying over quite a lot at my dad‟s and he suddenly decided that
my boyfriend should be paying rent. He was trying to make it difficult for him. He was already mad
with me over college for quitting my A Levels. Because he wanted me to live with him he offered me
the world basically. He‟s got a really big house so he had, like, a flat that he‟d done up and I had that
to myself. He took me shopping and I could buy whatever I wanted. He gave me money to go to college.
He bought me my bus card all the time and he bought me all the things I needed for college. He‟d give
me £50 for something and then wouldn‟t ask for the change. But if I asked for a fiver to go to the
cinema he would say: no, I‟m not lending you money. It was really weird. But when I quit college and was
working he stopped giving me any money so I had nothing until the end of the month and I had to walk
to work every day because I couldn‟t afford the bus fare and I was doing twelve hour shifts and things
like that. So it was just pure punishment from him – this was how life was gonna be if I wasn‟t going to
go to college.
My mum – bless her – it was difficult for my mum because I‟ve got an older sister and an older brother
and my older sister had got pregnant a year before finishing her degree and agonised over what to do
about it and my mum had been there for her and when she found out that she was too far gone to have
a termination locally, my mum found this clinic where you could get it done privately so my sister went
and did that. My sister has hated my mum ever since and she feels it‟s my mum‟s fault because she
pressurised her. She‟s got three children now.
So my mum had gone through that with my sister and my brother had got a girlfriend pregnant at
eighteen and my brother‟s girlfriend was living with us at the time because she‟d been kicked out of
home. They had the baby so my mum was already supporting them and then there was me as well and
my little brother was eleven and he‟d only just started secondary school and she was a grandma
already. Her view was basically that it was up to me and she would support me either way but I knew
that she wanted me to have a termination even though she was trying to be very supportive but you
could just tell from the things that she was saying that she didn‟t think it was a good idea for me to
have it but now I can completely understand why. My mum had my sister at twenty and although that is
not as young it is still quite young and she struggled.
Me and Jasmin‟s father split up when she was about one and I am not in a relationship now.
I can‟t remember much about hospital. My midwife was really nice. The health visitor was really nice.
And in hospital I can remember once when the doctor came round when I was on my own and he had
about eight students with him and they all came round and stood around my bed while he explained to
them about me and then he told me he wanted me to be induced in five days. And he was saying this in
front of all these people and I basically told him that it wasn‟t going to happen and I questioned him
about it and I said wouldn‟t that lead to me having forceps and all these kind of things. He was
obviously not expecting me to know anything about it so I just told him what was what. But I found it
very intimidating and really out of order to come with all these students without first asking if it was
ok. For me to be seventeen and on my own with a doctor and all these students staring at me wasn‟t a
nice experience. I had quite a few midwives when I was in labour and most of them were rubbish. They
didn‟t look at my birth plan at all. I felt quite controlled in that situation and they wanted to tell you
what I should be doing and trying to get me to lie down when that just wasn‟t helping. I said that I
wanted a water birth but they said that the water birth wasn‟t available because they‟d just put a new
one in and it wasn‟t ready yet. The last midwife I had was quite young and she came in and she read my
birth plan straight away and she said: „Oh, you want to use the birthing pool. Come on then.‟ So I said:
„What?‟ and she said: „Come on then‟. So I went in. She was absolutely lovely and I felt I was taken
seriously by her. I thought she was brilliant.
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I did quite well at school. I got two A‟s; two B‟s and five C‟s. I didn‟t have any sex and relationship
education at secondary school. We had that in the last year of primary school. All we covered was what
happens in reproduction.
I didn‟t have a specific career mapped out I just wanted to be successful at something but I wasn‟t
quite sure what. My mum was always studying for the whole time I was growing up and she thought of
study as more of a goal than the job that might result from that. She‟s always changing her mind and
doing something different. So I wasn‟t sure what I wanted to do but apparently when I was a kid and
my mum asked me what I wanted to do when I grow up and I said I wanted to work part time.
After I had the baby I came home. I went back to my mum‟s. My dad said that he thought I should go
and stay with my mum for a bit. But by this time my relationship with my mum had completely changed
and we are as we are now because now my mum is my best friend. By the time I‟d had the baby we‟d got
to that point so those few months of pregnancy had made all the difference.
Because I had a big argument with my dad when I was pregnant but I stayed at my dad‟s right up until
I went into hospital but after that I went to my mum‟s. Apart from that I‟d spilt up with my partner
when I was about eight months pregnant and we got back together just before Jasmin was born and I
think that was one of the reasons I went back to my mum‟s as well.
I went and I did start another course in the September and I was planning on doing that until the
January and I was due in March and then I was going to take a year off and go back to college
afterwards. I didn‟t last until the January partly because it was on the fifth floor of this building and
we were not allowed to take the lift.
I didn‟t want to tell the tutor and you couldn‟t tell at this point. But in the end I told him and he was
absolutely fantastic. He‟d just had twins and he said to me “I think you are really brave.” I think he
was really nice. So, anyway, that was what I was hoping to do – to go back and finish the course. So I
knew I was going to do something but, in the same way, that would have been too soon to be realistic.
When she was quite young I started to do a counselling course one evening a week for three months or
so and that got me started thinking I needed to do some studying. And not long after I did that I had
my name down for here so I came here.
I did a lot of different types of courses and things once I got on an education and training course for
teenage mums. All my childcare was paid for so I got a lot done in that time.
I started off working on and off for my dad just doing temporary part time stuff. He does a lot of
stuff for, like, social services and council and things like that and I used to help with some of the
things he did. Then I went and I decided that I wanted to work with young people and I decided to do
a degree. So I had to get a year‟s experience before I could get on to my course so I applied for a job
at city council. So I started doing that one night a week and then I also did a voluntary job working
with young people then, after a year, somebody left so I got a paid job there and I worked there for
another year. Basically they ran out of funding so I had to leave and I was absolutely devastated. I
still feel quite angry about it because I was one of the better workers. And ever since I was here I‟d
always wanted to come back to work and I can remember asking the manager if I could work here –
how do I get your job? I didn‟t think I‟d get another job working with young people with such good
hours as the one I‟d had because a lot of the jobs are evenings and weekends and unsocial hours. My
child was at school so I wanted something that fitted in with school hours so I decided to see if I
could volunteer here. So I came and asked if I could volunteer and just at that time she‟d started up
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the new project and she was looking for somebody so I came in for an informal interview and I thought
it was for the voluntary post.
By the end that I had taken on a kind of mentoring role and I was the one who got everybody sorted
out so I suppose the manager saw that in me.
From the moment I realised that I was pregnant my life has changed considerably. In a way I feel like
I‟ve missed out a bit on the happy family thing – to go on holidays and stuff in a family unit. I‟ve felt
that I‟ve missed out on that. So, in a way, I feel like I would like to have that at some point in the
future but I don‟t think that‟s a very realistic option – which might be very cynical.
I‟d love to just be in the position where I could get pregnant and it would just be fantastic and the dad
would be really excited and all the family happy for you rather than saying “Oh, shit, what are you
going to do?”
I do feel like I missed out on something and I have this conversation quite often with some of my
friends. I missed out on this whole sense of freedom because I left school and immediately became
pregnant. It‟s like I‟ve missed the best years of my life. But I have this conversation with my friends
who haven‟t got children but what I‟m slowly starting to accept is that even if I was able to go and do
that now my friends are no longer doing that. You can‟t go back in time – that‟s what I‟m finally
realising. I was thinking that as soon as my daughter got to eighteen or whatever I‟d be off round the
world doing this and that. But now I‟m starting to think that won‟t happen. My friends who are twentyfour, twenty-five now are starting to think about having babies and they‟ll be wrapped up in their own
families so who am I going to go with?
When I was young, I don‟t think I was thinking about it that much. It was just one of those things that
was going to happen and it just happened.
If I had my time over again would I have done things differently? It‟s very difficult to answer that
question when you have a child but I think if I didn‟t know my daughter now I probably would have not
made that decision. I find even though it‟s changed and your parenting role is different when your
child is seven to when they were one or two. I can‟t moan because she is fantastic. I feel I have so
much more freedom now than I ever had but it‟s still difficult because we are the person with full
responsibility for bringing in money; for sorting out the bills; for cooking; for everything. You‟ve got to
be a mum and a dad, do you know what I mean?
I never thought it was the wrong decision but only now am I starting to realise that it would be nice to
get a mortgage now that I‟m older but that‟s impossible. I can‟t do it on my own.
I now live on my own with Jasmin. She does have contact with her dad - in the past couple of years it‟s
been quite good and regular and she stays there every other weekend. And that‟s fantastic and that‟s
why I say that I‟ve had so much more freedom. And I do feel like I‟m sharing the load slightly.
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5. Sex and Relationship Education
We hardly ever do anything – this year no lesson. I think it depended on which tutor you had.
A lot of tutors get embarrassed about talking about it. The nurse comes into some of them but
it‟s not that much. It‟s up to the tutor whether the nurse comes in or not. (Year 11 Pupil)

5.1 Background issues
This is a large section, because the issue of SRE in schools came through at all levels – and it
was something we explicitly looked into. We therefore have data from young people, from
young mothers, and from professionals in the field. However due to the importance of the
issue we have undertaken a significant literature review to form a basis for our discussion.
What has been a challenge in this section of the study was to understand the systemic tension
and difficulties which on the one hand had significant resource and professional energy
directed to SRE in schools but on the other resulted in some negativity from young people and
from some of the very professionals charged with implementing the SRE policies.
Government policy on sex education in schools has been developing over the 20 years since
they published DES Circular 11/87 – Sex Education at School (DES, 1987), where government
advised schools to cover both relationships and the physiology of reproduction (Schofield,
1994, p. 14). However there was very much a moral dimension:
[T]o warn pupils of the health risks of casual and promiscuous sexual activity and
to encourage pupils to have due regard to moral considerations, the value of family
life and the responsibilities of parenthood (Department of Health, 1992)
The two main assumptions here being first that there is an ideal model of “family life” to which
we should aspire and second that sex education in school has some effect upon young people‟s
behavior and given the government responsibly to safeguard the health of the nation, school
can play a part in influencing young people‟s choices and behaviour. However, it is well known
that
girls make choices about their own sexual behavior based upon a wide range of
ideas about themselves and the expectations of others. (Schofield, 1994, p. 14)
This is a key issue within Nottingham as other research has indicated low self-esteem in young
people (Gates, Coward and Byrom, 2007) and suggests that the social context plays a
considerable role in the determination of young people‟s identities as they move into and
through adolescence – as indicated by Conger in his study of the stresses and pressures that
young people go through in growing up:
A major hurdle for both boys and girls at this stage is the successful integration of
sexuality with other aspects of the emerging sense of self without having to
undergo too much conflict and anxiety. (Conger, 1979, p. 52)
In the area of teenage sex one important issue as we found in this research is the place held
by contraception and young people‟s embracing or rejection if its use. (We discuss
contraception more deeply in a separate section). It is widely known that “condoms are not
used consistently by young people” (Abel and Fitzgerald, 2006, p. 106 citing Dickinson et al.,
1993, Moore and Rosenthal, 1993, Coggan et al., 1997) and school sex and relationship
education programmes have been shown to have little if any effect (Abel and Fitzgerald, 2006,
p. 106 citing Gevelber and Biro, 1999, Franklin and Corcoran, 2000, DiCenso et al., 2002).
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It is occasionally argued that the reasons for young people‟s rejection of contraception might
lie within their models of decision making not necessarily following rational models. Rather
than taking structured or linear decisions based upon desired outcomes or rational choices,
young people often take courses of action based upon the context of the situation. That is
based upon the specifics of the relationship and upon the need to retain an identity. This is
particularly so in the case of adolescent sexual activity where actions are unplanned responses
to the immediacy of the moment. If activity is thus not based upon reflective cognitive
strategies, then SRE programmes which assume they are will be doomed to failure and this is
often the case with school SRE provision. A possibly more effective strategy would be to
recognize the importance of self-identity (Lupton, 1997) where “bodily practices are adopted
as part of the habits of everyday life” (Abel and Fitzgerald, 2006, p. 107).
A question one needs to ask here is what underlying models or assumptions underpin the SRE
programmes in Nottingham schools; is it, with all good intention, based upon a model that
does not reflect the decision making models at work? If programmes are based on the
importance of information and rational decision making then they will be inherently “flawed”
(Abel and Fitzgerald, 2006, p. 115).
Young people may recognize and wish that sex should occur in committed relationships, as
would be presented in SRE programmes, but the reality of teenage life is rather different. What
appears lacking is how to negotiate sexual activity within relationships. Abel and Fitzgerald
suggest the “risk” associated with negotiating condom use (such as looking a fool, losing
erection) was greater than the risk associated with unprotected sex (Abel and Fitzgerald, 2006,
p. 114) especially when one might not know how to put one on correctly.

5.2 What do we know about SRE – a literature review
5.2.1 The policy context
SRE is widely believed to be an appropriate and effective way of reducing rates of teenage
pregnancy in the UK (Wight et al., 2002). This view comes through clearly in government
policy documents and much of the academic writing on sex education. An example is provided
by the revised SRE guidance that was issued to all schools in England and Wales in 2000
(DfEE, 2000). It states that:
The key task for schools is, through appropriate information and effective advice on
contraception and on delaying sexual activity, to reduce the incidence of unwanted
pregnancies. (DfEE, 2000: 16)
Like the SEU (1999) report itself, the DfEE guidance emphasises the importance of SRE to
combating high teenage pregnancy rates through the provision of information and advice. The
assumption underlying such policy statements is that high teenage pregnancy rates can be
attributed, at least partially, to lack of knowledge.
Following from this, the rationale
underlying many sex education programmes is that providing knowledge will lead to informed
and responsible decision-making and behaviour (Abel and Fitzgerald, 2006; Somers and Eaves,
2002). What then, do we know about school as a source of sexual information for adolescents
and what do we know about the efficacy of educational interventions in reducing rates of
teenage pregnancy and STIs?
5.2.2 School as a source of information on sexual matters
While schools, alongside family, media and peers, are generally regarded as an important
influence in young people‟s lives (Hampshire, 2003) there appears to be no clear answer to
this question. For example, based on the National Survey of Sexual Attitudes and Lifestyles
(Natsal) results, Wellings et al. (2001) reported school-based lessons to be the main source of
information about sexual matters for young people. In contrast, nearly half of the participants
in another large-scale study reported that they learnt most about sex outside school
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(Stephenson et al., 2006). Other research (Buckingham and Bragg, 2004; Halstead and
Waite, 2003) suggests TV and other media to be major sources of information about sex and
relationships and more important than parents and teachers. Buston and Wight‟s (2006) indepth interviews with male secondary school pupils in Scotland also highlight friends and
television as a useful source of sexual information for the majority of their sample. However,
they concluded that school sex education was the primary source of information the young
men in their study had received on sexual matters.
Based on three different studies, Measor‟s (2004) point that there is considerable variation in
the primary source of information about sex for young people, depending on factors such as
gender and relationship with parents, may well go some way to explaining the mixed research
findings. It would also seem prudent to bear in mind the likely impact of the considerable
variation in what and how SRE is delivered, across the UK. For example, an OFSTED (2002)
report showed variation in quality of delivery of SRE across England while Strange et al.
(2006) found considerable variation between schools concerning quantity and content of SRE.
It appears then, that all we can be sure of from these mixed results is that young people get
information about sexual matters from multiple sources, including school.
5.2.3 Sex education and adolescent sexual behaviour
One theme apparent in the sex education literature is that the evidence for the efficacy of
educational strategies in modifying teenage sexual behaviour or reducing teenage pregnancy
rates is weak and inconsistent (DiCenso et al., 2002; Short, 2004; Somers and Eaves, 2002;
Sousa et al., 2007; Swann et al., 2003). This appears to be true across a number of countries
where high teenage pregnancy rates are a concern.
For example, in a review of research into prevention strategies aimed at delaying sexual
intercourse, improving use of birth control and reducing unintended pregnancies among
adolescents, DiCenso et al. (2002) found that the interventions were largely unsuccessful in
achieving these aims. The majority of the 22 studies in their review were educational
interventions, many of which were school-based.
The authors concluded that primary
prevention strategies are largely unsuccessful in delaying the initiation of sexual intercourse,
improving use of birth control, or reducing the number of pregnancies in young women. The
review conducted by Swann et al. (2003) produced similar results - the authors drew attention
to the mixed outcomes with some studies finding positive effects of educational programmes
and others none.
The evidence for the effectiveness of specially designed interventions compared to standard
sex education programmes appears to be equally inconclusive. In England, Stephenson et al.‟s
(2004) peer-led intervention had minimal impact on the incidence of unprotected first sex or
incidence of unintended pregnancies. Similarly, SHARE, a teacher-led sex education
programme widely practiced in Scotland, was found not to reduce sexual risk taking in
adolescents (Wight et al., 2002).
However, it is not all doom and gloom. An equally important theme emerging in the literature
is that positive outcomes have been found for many of the sex education programmes that
have been formally evaluated. For example, pupils receiving the SHARE programme, evaluated
it more positively and demonstrated greater improvement in their knowledge of sexual health
than did those who received their normal sex education programme (Wight et al., 2002).
Similarly, in Stephenson et al.‟s (2004) study, pupils who received the peer-led intervention
also reported greater satisfaction and greater sexual knowledge than those in the control
group.
To summarise, it appears that while positive outcomes, including an increase in sexual
knowledge, can be produced, these do not necessarily translate into „safe‟ sexual behaviours
such as consistent use of condoms or reliable contraceptive use - or the corresponding desired
sexual health outcomes of reduced rates of teenage pregnancy and STIs. There are a number
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of factors that may explain these findings. Some of these are related to the wider contexts
within which adolescent sexual behaviour occurs – and the way in which these factors tend to
be marginalised within policy documents. Other factors relate to what is actually delivered in
sex education programmes and the extent to which this meets young people‟s needs. These
will now be explored in turn.
5.2.4 The wider context
As argued by an increasing number of commentators, sex education and access to
contraception, on their own, are unlikely to reduce teenage pregnancy rates (see, for example,
Arai, 2003; Bullen et al., 2000; Klerman, 2003). This is because a narrow individualised view
of what influences young people‟s sexual decision-making and behaviour ignores, or at least
marginalises, other important influences. That is to say, sexual behaviour needs to be
understood within the broader context of people‟s everyday lives (Stenner et al, 2006). In the
case of adolescents, this would mean considering what sense they make of their sexual
experiences and how this might influence their sexual behaviour and decision-making. Gilbert
(2007) draws attention to the concept of competing risks and in particular, the idea that for
some adolescents, the perceived psychological risk of being abandoned by a boyfriend for not
engaging in sex outweighs the perceived physical risk of conceiving or contracting a STI
through an act of „unsafe‟ sex. Other researchers draw attention to the risk to one‟s reputation
of becoming (or not becoming) sexually active or in practising safe sex (Abel and Fitzgerald;
2006; Measor, 2006). For example, both male and female students in Abel and Fitzgerald‟s
study spoke about the potential embarrassment of coming across as inept when it came to the
practicalities of when and how to introduce a condom into sexual activity. For some of them,
this potential risk to their reputation overrode the risk of unprotected sex. Other research
draws attention to embarrassment or fear of lack of confidentiality when it comes to accessing
sexual health services (Stone and Ingham, 2003; Turpin, 2003). The point is that the
contextual influences on young people‟s sexual behaviour and decision-making are numerous.
Similarly, the finding that girls from poor areas and disadvantaged backgrounds are more
likely to become pregnant and less likely to opt for a termination has also been highlighted in
the research literature and draws attention to the wider socio-economic influences on sexual
behaviour and decision-making. This has led to a number of authors to conclude that young
women from socially deprived communities may feel they have little to lose and possibly
something to gain from early motherhood (Arai, 2003a; Bonell et al., 2003; Cater and
Coleman, 2006; Harden et al., 2006; Wiggins et al, 2005). For example, based on her
qualitative research with young mothers, Arai (2003a) suggests that socio-cultural factors are
more important than sexual knowledge in explaining high teenage birth rates in the UK.
The point to be taken from these studies is that addressing teenage pregnancy in particular and promoting sexual health among young people in general - will require a holistic and broad
understanding of the inter-connected economic, social and psychological factors that influence
sexual behaviour and decision-making. In other words, teenage pregnancy is not simply about
lack of information. It would therefore seem prudent to be realistic about the role of SRE in
reducing teenage pregnancy rates. At the same time, good sex education is an important part
of a well-balanced education – and something that is wanted and valued by the majority of
young people and their parents (SEU, 1999; Wiggins et al., 2005). The next section identifies a
number of school-related factors that may contribute to the limited impact of SRE on teenage
sexual behaviour.
5.2.5 School related factors
The first point worthy of note in reviewing the literature is the finding that young people,
including pregnant teenagers and young mothers, are often dissatisfied with the sex education
they receive (Allen, 2005; Rae, 2001; Wiggins et al., 2005). In a recent survey of young
people by the UK Youth Parliament, around half the 20,000 young people surveyed felt they
had received adequate sex education and knew where their local sexual health clinic was (UK
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Youth Parliament, 2007, p. 5). In explaining this, a number of themes emerge. Some of these
relate to the discomfort associated with open discussion of sexuality that is widespread
throughout British society and some relate specifically to schools and sex and relationship
education. It is the latter that we now turn to. We first highlight the on-going contentious
nature of providing sex education and then identify a number of challenges faced by schools in
providing effective sex education. We then focus on the content of what is actually delivered
and the possible implications for reducing teenage pregnancy.
Sex education, like teenage pregnancy, has long been associated with controversy and
discomfort (Buston et al., 2001; Hampshire, 2003; Hoggart, 2003). It is also an arena within
which myths and conflicting beliefs abound (Selman, 2003). An example is the idea that
sexual knowledge and access to contraception encourages promiscuity among young people.
Hampshire‟s (2003) historical analysis explores this view. He draws attention to conservative
versus liberal debates that began in the 1970s with one side arguing that sex education causes
sexual health problems and the other arguing that it is the solution to such problems. Such
debates appear to be alive and well today. An example of the former is provided by the
headline „Teen pregnancies increase after sex education classes‟ (Daily Telegraph, 2004). This
article reports on a Family Education Trust publication that claims „there is a direct link
between giving young people sex education and a rise in live births‟. In contrast, others argue
that Conservative middle England „continues to resist attempts to provide young people with
the sexual information, resources and knowledge they need to negotiate sexual relations‟ and
that this contributes to high teenage pregnancy rates (Hoggart, 2003: 146/7).
There are a number of additional challenges faced by schools in their delivery of SRE. For
example, limited teacher experience and expertise add to the discomfort noted above and
result in an unwillingness or reluctance among some teachers to deliver this vital part of the
curriculum (Buston et al., 2002). High teacher workload means the demands of SRE may
conflict with responsibilities in other curriculum areas - and associated with this, a lack of time
to plan, develop relationships with outside agencies or to develop relevant specialist knowledge
(Baraitser et al., 2003). The non-statutory and „loose‟ nature of the guidance means that
schools and their governors have considerable leeway in deciding exactly what will be
delivered (Hoggart, 2003). In addition, the non-examinable status of SRE within the National
Curriculum means that it may be given a low priority within some schools. As noted in the
research literature, these factors have resulted in a diverse and variable landscape: variability
in teacher commitment to SRE (Baraitser et al. 2003; Buston et al., 2002); variability in the
time allocated to SRE and in the adequacy of the teaching (Ofsted, 2002); and variability in
emphasis and content (Hoggart, 2003).
The SRE guidance for England and Wales (DfEE, 2000) states that the three main elements of
sex and relationship education are: attitudes and values; personal and social skills; and
knowledge and understandings. In theory then, SRE should comprise a reasonably wellrounded programme. What we know from pupil reports however, is that the balance of
knowledge to skills is often disproportionately weighted towards the former with the
development of skills remaining a neglected area (Abel and Fitzgerald, 2006; Halstead and
Waite, 2003; Strange et al., 2006). Researchers in the area of teenage pregnancy have drawn
particular attention to the importance of communication and negotiation skills and how the
lack of these skills can result in unplanned pregnancies (Coleman and Dennison, 1998;
Hoggart, 2003; Jewell et al, 2000; Osler and Vincent, 2003; Rae, 2001; Wiggins et al, 2005).
For example, seven percent of the teenage mothers in Wiggins et al.‟s (2005) study indicated
that their pregnancy had resulted from their lack of skill to negotiate contraceptive use with a
partner who preferred unprotected sex or wanted a baby. Similarly, speaking about her sexual
health work with young women, a professional in another study stated:
What we found was that the young people we were working with had a reasonable
knowledge of safe sexual practices … but where they were falling down was that
they were not assertive enough or confident enough. Their communication skills
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were not at a level where they could keep themselves safe. (Osler and Vincent,
2003: 153)
Other research has highlighted the disproportionate focus on biological and physical aspects of
sex and a marginalisation of the emotional aspects – and that this has been a source of pupil
dissatisfaction (Halstead and Waite, 2003; Rae, 2001; Strange et al., 2006). For example, the
young mothers in Rae‟s (2001) study reported that they could not remember any teaching
about relationships or the emotional aspects of sexual involvement and suggested that sex
education include the teaching of negotiating skills, assertiveness and dealing with emotions.
Similarly, Halstead and Waite (2003) argue:
Sex education in schools should involve much more than the transmission of
knowledge. It should include education of the emotions and offer children
opportunities to reflect on the nature of love, intimacy and desire. (Halstead and
Waite, 2003: 28)
In summary, research suggests that the content of SRE could be improved by ensuring that
greater emphasis is placed upon emotional and not just physical aspects and that more
opportunities for the development of a range of interpersonal skills and confidence building are
provided.

5.5 What are young girls’ attitudes to SRE
(Data Summaries are taken from summaries of our interviews with young mothers)
40 (77%)

felt that SRE in school was ineffective

13 (25%)

could not remember anything about SRE in school

15 (29%)

had learnt about some forms of contraception

6 (12%)

learnt about contraception once they left school

7 (13%)

knew about sex before they were taught it

6 (12%)

learnt about contraception from their parents

16 (31%)

learnt about sex from friends or themselves

8 (15%)

think that SRE would not make a difference to young people‟s attitudes to sex

32 (62%)

felt that young people need more information and detail about relationships

10 (19%)

wanted SRE to provide more detailed information about contraception

11 (21%)

wanted SRE to highlight the reality of being a young parent

26 (50%)

wanted young mothers to go into schools to talk about how hard it is being a
parent

3 (6%)

wanted to see more contraception available in schools

0 (0%)

felt that SRE could have an effect on teenage pregnancy
Data Summary 1 - What our sample thought of SRE in School
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The young mothers we spoke to were highly critical of SRE in school and felt that it had not
met their needs. In addition, they spoke of inconsistency in the delivery of SRE in schools.
They had many ideas about improving SRE including a closer focus on relationship education,
the cost implications of becoming a parent, health professionals delivering information and
young people being involved in some way.
There are some fairly clear messages here. Few young mothers feel school SRE was effective
or could have an effect on their sexual behaviour, but they did have a view on how it might
best be approached by using actual young mothers more.
Clearly however, this is not a representative view of young people in general. These are the
views expressed by those vulnerable young women who in large numbers were disillusioned by
school in general, and who went on to become teenage mothers. The other side of that
argument is that these might be the very people that much school based SRE should be
targeted toward. The fact that many of these girls – as we see later – went on to remove
themselves from school makes it even more apparent that school-based SRE provision does
not – and can not – reach those whom it is often assumed might benefit most.
In the next section however we look at data obtained from a broader section of Nottingham
youth, from our survey of schools.

5.6 What Nottingham youth think of SRE
In order to get a more representative set of views from young people we developed a school
based survey – introduced in Section 3. Here we wanted to explore the ways in which young
people developed their understanding of sex and relationships and consequently we
constructed a Lifestyle Survey comprising five separate sections based on the Every Child
Matters outcomes:
Be healthy
Stay Safe
Enjoy and Achieve
Make a Positive Contribution
Achieve Economic Well-Being
Each section had a different focus and was designed to collect information on the levels of
knowledge young people thought they had about for example, methods of contraception or
sexually transmitted infections and also where they had got their information from. Other
questions asked them to indicate how they would like Sex and Relationship Education to be
taught and by whom. Some questions focused on the issue of safety and young people were
asked to comment on drinking and computer usage. The final set of questions focused on
future aspirations, which although not directly related to issues of sex and relationships, do
give us some understanding of what the young people plan to do on leaving compulsory
education. The survey was administered to 1,385 young people from eight of the nine
Nottingham City schools we invited to take part in the survey.. Consent was gained from the
schools to administer the surveys in school time. In each of the school the survey was
administered to the whole of year 10 and 11 pupils. Of those that declared their gender on the
survey, 46% were females and 35% were male. The pupils were also asked to provide their
home post-code at the beginning of the survey so we could get some understanding of the
pupil demographics. Altogether, 350 pupils did not provide this information.
In addition to the survey data, 113 young people were interviewed as part of focus group
discussions in six out of the eight schools. Personnel responsible for the delivery of SRE in
schools were also interviewed, including teachers and school nurses. As with all surveys we
need to be circumspect about the interpretation of the aggregated results.
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5.6.1 Knowledge and Understanding
Young people in this study were asked about their levels of knowledge about a range of
sexually transmitted infections (STIs). Results show that the main STI young people feel they
have some knowledge about is HIV/AIDS, representing 79% of the young people. Table 10
also shows that over half of the young people have some knowledge about a range of STIs.

Sexually Transmitted
Infection

Percent

HIV/AIDS

79%

Chlamydia

65.5%

Pubic Lice

64%

Herpes

56%

Gonorrhoea

53%

Genital Warts

52%

Hepatitis

42%

Syphilis

33%

Non-Specific Urenthritis

17%

Table 10 - Young People’s Knowledge About STIs
When this was explored by gender, discrepancies in knowledge between males and females
were found, with females reporting that they knew more about STIs than males as Table 11
illustrates. The figures here include data for pupils who also provided their gender category
and therefore the percentages presented here will differ from that in Table 10, which relates
to the entire sample. Clearly the boys here feel they know less than the girls.

Sexually Transmitted
Infection

Female

Male

HIV/AIDS

590 (92%)

403 (83%)

Chlamydia

497 (78%)

323 (67%)

Pubic Lice

476 (75%)

328 (68%)

Herpes

409 (64%)

291 (60%)

Gonorrhoea

388 (61%)

272 (56%)

Genital Warts

390 (61%)

268 (55%)

Hepatitis

321 (50%)

206 (43%)
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Syphilis

239 (37%)

171 (35%)

Non-Specific Urenthritis

111 (17%)

96 (20%)

Table 11 - Young People’s Knowledge About STIs By Gender
When asked where they got their information about STIs from, young people reported that the
main source was their teachers, representing 57%. Friends were the next highest reported
source of information – representing 29%. Table 12 indicates the sources from which males
and females obtain their information about STIs. This table also illustrates that high numbers
of young people are not obtaining information about STIs from any of the listed sources. Again
the percentages reported here relate to those pupils who disclosed their gender category and
as such will not match up with percentages presented for the entire sample.

Numbers/Percentages of
Young People who get
Information from these
Sources
Information Source

Female

Male

Teacher

371 (58%)

249 (52%)

Friends

231 (36%)

136 (28%)

Parent/Carer

224 (35%)

112 (23%)

School Nurse

187 (29%)

114 (24%)

Leaflet

193 (30%)

101 (21%)

Magazine

148 (23%)

54 (11%)

Health centre

125 (20%)

61 (13%)

Other Family Member

83 (13%)

40 (8%)

TV/Radio

65 (10%)

69 (14%)

Internet

59 (9%)

64 (13%)

Other

29 (5%)

33 (7%)

Table 12 - Young People’s Information Source on STIs by Gender
Whilst the above data shows a limited picture of levels of information young people have about
both contraception and STIs, young people do have very clear ideas about how they would like
SRE to be delivered. Whilst limited numbers of young people reported that they obtained their
information on contraception and STIs from health centres, this featured highly amongst
responses as to how SRE should be delivered, with 703 (representing 66%) reporting that they
would like to have visits to health centres as part of an SRE programme. Table 13 illustrates
young people‟s preferences for how SRE should be delivered.
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Preferred Methods for SRE
Delivery

Percent

The use of videos

68%

Teacher led

66%

Visits to health centres

66%

Leaflets

60%

Visitors in school

58%

School nurse

57%

Demonstrations

50%

Quizzes

50%

Games

46%

Presentations from young people

45%

Drama

40%

Pupil led

39%

Table 13 - Young People’s Preferred Methods for SRE Delivery
Young people value the place of SRE on the school curriculum and yet express frustration
about both the quality of it and the number of lessons they receive. We did not pursue issues
of SRE quality within the survey. We did however address this within the focus group
discussions. We now turn to explore what young people perceive the problems to be with SRE
in schools.
5.6.2 Problems with SRE in School 1– Inconsistency of Practice
There is no doubt that young people consider SRE to be an important curriculum subject, with
848 (79%) of those surveyed believing this to be the case. Yet, from what pupils told us, the
delivery of SRE both across and within schools appeared to be inconsistent. For example, in
two schools young people described groups of their peers who had been „hand picked‟ because
of their „attitude and behaviour‟ to participate in a special programme on SRE. Other young
people felt that this had been unfair as they would have „liked to have been given the
information too‟ (Anna and Jack: Focus Group).
In other schools, pupils reported that the quality of SRE teaching very much depended on
individual form tutors.
My tutor is quite good so we did cover everything but a lot of people didn‟t get to
do anything at all. (James: Focus Group Discussion)
In some of the schools SRE did not form part of a coherent PSHE programme – there were
limited schemes of work or policies in place. However, the schools concerned were working
towards the introduction of both during the time of our visits. The teachers interviewed valued
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the possible influence of SRE on behaviour and attitudes towards sexual health of their pupils,
but recognised that in reality it did little.
I think I would say [SRE in schools] is not effective [in reducing teenage
pregnancy]. I suppose if it had been effective in areas like [this] – because SRE has
been going on for years now – and modern teenagers are probably the most aware
and knowledgeable group of people ever about sex but still the teenage pregnancy
rate is so high. So you‟ve got to ask yourself: is it effective? (Education
Professional: Interview)
There was also recognition that PSHE programmes should have a much wider remit in order to
meet the needs of young people. As one teacher explained,
I think it‟s [PSHE] very important in schools and it should be given a high profile.
Where it doesn‟t work is when it is given a low profile and it becomes an add on.
PSHE, for me, is about the whole ethos of the school: it‟s all about values and
ideas; increasing self-worth and self-esteem. For me that‟s what schools are all
about and I think that the PSHE programme should be the basis. (Education
Professional: Interview)
One school provided us with an overarching SRE policy which also documented the schemes of
work that would be covered. The programme would be staggered across the different year
groups with a focus on Year 9 where the „bulk‟ of SRE information on „relationships, teenage
pregnancy, contraception and STIs‟ was concentrated (Education Professional: Interview).
Some of the eight schools made effective use of external agencies when delivering SRE. For
example, one school described its use of an external drama group which highlighted the issues
of teenage pregnancy for both the teenage mother and the teenage father – a feature that is
missing in much SRE work.
Whilst schools have access to the advice and guidance of school nurses, this seems to be an
under used resource. We spoke with four school nurses who all commented on how they were
not consulted in any depth, if at all, on the SRE curriculum. Although they were invited to
deliver some sessions on contraception or STIs, their input rarely went beyond that. One
school nurse explained that there were tensions between progressing health initiatives within
school and the impact that this may have on the image of the school – there is a very real fear
that implementing the C-Card scheme, for example, would be indicative of a school that
condoned sexual activity amongst its pupils.
One of the key frustrations is the school governors not wanting things to happen in
this school and so we have to abandon them. I think they may be afraid of the
media. If, for example, I was to start giving out condoms then they may be afraid
that the media might get hold of that. (Health Professional: Interview)
However, some schools within the sample were already C-Card registered and teachers felt
that this scheme benefited the pupils.
It would appear that differences in approaches to curriculum content, when information should
be delivered and the use of external resources all impact upon the quality of what young
people experience within SRE lessons. The effectiveness of SRE in schools appears to depend
largely on the innovation and commitment of individual teachers.
5.6.3 Problems with SRE in School 2 - Teacher Embarrassment
Although 713 (representing 67%) of young people reported that SRE should be teacher led,
some felt that teachers were not as effective at teaching the subject as they should be. During
focus groups discussion, one teacher explained the difficulties
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Some teachers don‟t like saying anything and they‟d rather not do it and leave it to
someone else. (Education Professional: Interview)
All of the teachers we spoke with agreed that teaching SRE was the least popular slot on their
timetable. One teacher stated that SRE would often be placed into free time slots on teacher
timetables and teachers would not always respond positively to this. In many ways this is
understandable – teachers are not trained to deliver SRE specifically and many are unsure of
how to deal with the issues that need to be addressed. One education professional stated that
„SRE is the one area that most schools try to avoid or that they find the most difficult‟
(Education Professional: Interview).
Young people also referred to the issue of teacher embarrassment during focus group
discussions. Some felt that questions were posed to deliberately embarrass teachers. Coupled
with what they perceive as teacher embarrassment about and avoidance of the main issues
concerning sex, young people feel that SRE does not meet their needs. Some young people
feel that „there are some teachers who don‟t want to say anything and they would rather leave
it to someone else‟ (Young people focus group discussion).
From our data, we got a strong sense that young people would welcome honest and open
discussion about sex and relationships. Emma had a clear message for teachers:
Don‟t be embarrassed. Don‟t beat about the bush - just tell it how it is. (Emma:
Focus Group Discussion)
In addition to what the pupils perceived as teacher embarrassment, which they felt affected
SRE teaching, many young people commented on how others behaved or responded to SRE
lessons. We now detail young people‟s attitudes towards SRE in schools.
5.6.4 Problems with SRE in School 3 -Attitudes of Young People
During focus group interviews, it became clear that young people responded to SRE in different
ways. Some were responsive, but it was felt that large numbers of young people were often
negative towards the subject or disruptive in lessons. This feeling was re-iterated by many Y11
pupils during focus group discussion, who felt that boys in particular do not take SRE seriously,
that they are less responsive to SRE and prone to treat it as a joke.
They kind of like black out. They try to ignore it. As soon as that [sex and
relationships] comes up they just don‟t like it and they just shut down and be quiet.
And then they start laughing about it. All the lads in the back just giggling.
Yeah. And if anyone else just brings it up or anything they just start laughing.
(Focus Group Discussion)
Although many of our discussions with young people revealed that they thought SRE was
ineffective and not frequent enough, survey data suggested that 55% found SRE helpful or
interesting (43%). Table 14 illustrates the responses young people provided to explain what
they thought about SRE.
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I think sex and relationship
education [is]…

Agreed (%)

Helpful

761 (55%)

Tells me what I need to know

639 (46%)

Good

604 (44%)

Interesting

593 (43%)

Tells me what I know

490 (35%)

Funny

452 (33%)

OK

446 (32%)

Embarrassing

358 (26%)

Boring

358 (26%)

Useless

264 (19%)

Just for girls

223 (16%)

Bad

207 (15%)

Table 14 - Young People’s Attitudes Towards SRE
The data presented here also supports claims that young people value SRE – 46% of the
young people felt that SRE teaches them „what they need to know‟ and 55% felt it was
“helpful”. However, a large number of young people (54%) did not respond to this question.
Although we are unable to state why this is the case, it does support what young people said
to us during interviews. It is a matter of personal interpretation how one judges the 55% of
young people who find SRE helpful. Given that it is intended to be helpful to all pupils, there
seems to be a significant number of young people who feel rather negative or intransigent. We
now move onto explore why young people think SRE is “a waste of time”, and this would seem
worrying.
5.6.5 Problems with SRE in School 4 – “It’s a Waste of Time”
During our conversations with young people, it became clear that there was a mismatch
between their expectations and their experiences of SRE teaching. They were extremely
articulate about what they felt should be addressed and why they believed it did not meet their
needs. Young people were primarily concerned with the focus on contraception and STIs –
information that they already know about – and the very limited focus on relationships. One
education professional conceded that the priorities and issues for a 15/16 year old may differ
significantly from those of teachers.
You get so many people saying „oh, I love him! I love him!‟ and then they go and
have sex and the next day he‟s dumped her. That happened to my friends quite a
few times but I just tell them to stop being so gullible and stupid – get over it! Girls
who don‟t have self-esteem need to have a boyfriend and they‟ll do anything to
keep him. But they don‟t get taught how to stop feeling like that or how to cope
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when they fall out. I know it‟s the same for guys as well. In my year there are, like,
stupid people out there and they just don‟t understand what could happen. (Focus
group discussion)
The picture one gets is of an SRE curriculum which bears little real connection with many
young people‟s needs. Of course it may well suit those young people who do not go on to
become pregnant and here it may be argued as having some influence. However, there
are a large number of young people whose needs are not being met by a curriculum they
feel is “just a waste of time”.
5.6.6 How SRE could be Better – Young people’s ideas
Schools are bound to consult parents and pupils about their SRE policy. Although 821 (59%) of
pupils stated that they had a pupil led council at school, 803 (58%) expressed that they had
not been asked what they think should be taught in SRE lessons. The table below (Table 15)
indicates what issues young people would like to cover during SRE.

Issues Young People would
like to see in SRE Lessons

Agreed (%)

Contraception

973 (70%)

Body changes

934 (67%)

Pregnancy

924 (67%)

Saying „No‟

916 (66%)

Sexuality

911 (66%)

Intercourse

910 (66%)

Sexual Health Services

849 (61%)

STIs

822 (59%)

Table 15 - Issues Young People Would Like To See In SRE Lessons
As this table illustrates, a high proportion of young people (66%) would like „saying „no‟‟ to be
placed on the SRE curriculum. This supports other data within the study, where young people
express confusion about how to deal with the emotional aspects of relationships.
Some 144 young people stated that they would like SRE to be delivered by health care
professionals including, nurses, doctors and health care advisors.
You need to have proper lessons and not just one. Make it a proper time on the
timetable.
We did. We had a kind of debate or big discussion thing. And that was actually
quite helpful because you got to hear what everyone else thought. We haven‟t done
anything about the relationship side it‟s just been about STI‟s, contraception and all
that kind of thing.
If you learnt how to keep relationships going then you wouldn‟t have so many
single parents. (Focus group discussion)
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Clearly then there are some issues which need to be explored and understood. We might
expect young people to reject much of the school curriculum because it was not relevant or
interesting, yet one can hardly say that about sex and relationships – yet many young people
do. It poses the question – just why?
In the next three sections we look at the views of various professionals of SRE in school with a
view to trying to understand the contradictions. We look at teachers and educational advisory
staff but first we look at what those professionals in the health service have to say.

5.7 How health professionals view SRE
Amongst the health and social professionals we interviewed, there was much scepticism over
the nature of Sex and Relationship Education in schools and this too is something that comes
out of our data with young people themselves as we see later.
5.7.1 The effectiveness of SRE
First there is some considerable scepticism over the effectiveness of SRE in school for many
young people.
I am sceptical of what is going on in schools – some young people especially boys
we talk to are clueless. They do anatomical stuff but don‟t do practical or emotional
stuff. (GP)
It‟s not very effective. I think when I worked in a previous role and I ran a young
women‟s group and I was going to be doing some work on sexual health the school
just said that they‟d already done it all. But when I spoke to the young people they
said they‟d done nothing about it. So I think that schools will go through it by rote
and they don‟t care if the kids absorb it or not just so long as the school can say
that they‟ve covered it. (Connexions)
This year I haven‟t done anything but previous years we‟ve done, like, a road show
day for Year 10‟s and that has involved talking about testicular cancer; cervical
cancer; breast cancer; contraception; sexually transmitted diseases. So all the Year
10s got all the same information on the same day. Some kids think it‟s great but
for some it can be a bit overload and it‟s very chaotic to organise in a school like
this. The plan next year is to change the length of the lesson in the school so it will
be easier to arrange the round robin type of days. (School Nurse)
However, there is a strong view that a major drawback is that many young people do not
really understand their bodies
A lot just do not understand their own bodies. They are supposed to have a lot of
sex education in schools aren‟t they? Almost all of them have almost no idea of the
risks of early sexual activity, infections, cervical cancer, and have not heard of
Chlamydia. They know how to get terminations and the morning after pill. They
know how to shut the door when the horse has bolted. But no idea of health risks.
(GP)
Well you get two classes put in one room to watch a video and alright they did have
suggestion boxes so that the children could put in their questions and this particular
teacher was extremely sensitive but I think teachers aren‟t actually qualified and,
within their curriculum, they haven‟t got the time to spend. So you had a mixed
bunch of girls and boys together so what do they do? They giggle. I think we could
do with concentrating on the emotional side. (Family Support Worker)
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I just feel that there is not a very high priority given to PSHE here where PSHE is
just filling in an application for a job or something like that or how to work out your
finances but it‟s also vital that kids know how to use a condom and how to deal
with unwanted pregnancies and STIs. But that opinion doesn‟t seem to be shared
here. (School Nurse)
The data we collected on contraception – and which is reported here – indicated that this lack
of real understanding of bodies, physiology and reproduction is a major gap in young people‟s
knowledge. The literature on teaching and learning also indicates much of what young people
learn in school remains at a surface level. This might not matter so much when learning about
the English civil war, simultaneous equations, or coastal erosion. It matters greatly when
learning about contraception in a school serving an area where 1 in 8 teenage girls go on to
become pregnant before they are 18.
5.7.2 Emotions and relationships
In the UK Youth Parliament survey, (UK Youth Parliament, 2007) it was found
alarmingly 61% of boys and 70% of girls over the age of 17 reported not having
received any information about personal relationships at school. Overall 43% of all
young people said they had not been taught about personal relationships in school”
(p. 6).
This is a worrying statistics which we might expect to be replicated in Nottingham. So, it is not
just their bodies young people do not understand. There are also some doubts about whether
they actually are being supported to understand their own emotions and relationships.
I think it‟s because it doesn‟t start at an early enough age. If you start to talk about
things like relationships early then when someone gets to thirteen or so and they
start to hear more about people having sex then they start to hear more about
what can happen if you have unprotected sex so it‟s building on what they already
know. But if they are just getting little bits of information from here there and
everywhere then its how they sort that out in their heads. (Connexions)
We‟ve got this awful taboo, haven‟t we, at home that we don‟t talk about sex and I
think you‟ve got to get into the schools and you‟ve got to get to the parents and get
them talking. It‟s almost like an education within an education. (Family Support
Worker)
What is needed then in schools is something which all health professionals seem to feel is
currently lacking – the “R” where young people are supported in understanding the nature of
healthy relationships.
They need to cover the emotional aspects and not just the mechanics. The
mechanics is easy to teach but what is hard is to teach these young people how to
make decisions and to actually think about the consequences. It‟s almost like we
say to them: you can cross the road and we‟ll pick you up if anything happens to
you. But we don‟t teach them to stand at the edge of the road and think:
pregnancy; infections; the consequences. We don‟t do enough teaching about
consequences. (School Nurse)
But I feel that, whilst I‟ve been here, the biggest thing that has been lacking is the
relationship side of sex and relationship education. So there has been teaching on
how to put on a condom and things like that but not on how to negotiate
relationships and to say no if you don‟t want to have sex. (School nurse)
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Rather than sex education look at relationship education. I mean everybody wants
to be loved. (Family Support Worker)
A key question to be considered here is just who is best placed to deal with such ideas. One
must surely believe than most teachers feel considerable empathy with young people to focus
their professional life on their development, but this need not imply that they feel or are best
placed to deal with personal and sexual relationships. However, if they are not – and the
evidence here is quite challenging – then who (else) is?
On the other hand, the difficulties with the provision of SRE may be related to the training
support and professional development teachers have received.
5.7.4 Professionals on the development of school SRE
However, there is a sense in which at least in some places there is a perception that SRE in
schools might not yet be fully developed and integrated into the school curriculum.
There was a PSHE coordinator when I first started but we had severe staffing
shortages at the time and that PSHE coordinator left and we were without anybody
for a while and one of the teachers here did a lot of work on policy for the school
and we got another PSHE coordinator and I believe she decided to import the policy
from the school where she‟d worked previously. But she has now left and we have
somebody who is Head of PSHE and a PSHE coordinator. (School Nurse)
I mean I complained about a Head last week who had simply refused to let anybody
talk about sex and relationship education. He was a Catholic Head and he won‟t let
people in. You can go in and talk about jobs; about emotional well being but you
can‟t talk about sexual health. And this is in an area with high density housing and
some of those young people from the Hot Spots would go to that school. (Health
Worker)
I‟m doing a family planning course at the moment and on that course there are
several school nurses and the impression I get is that it‟s not as well organised as it
needs to be; they are very limited and the way the sessions are set up is with big
groups of mixed young people who aren‟t particularly encouraged to take the
session seriously. The school nurses perspective is that it needs to be smaller,
targeted groups and they need to be told what types of contraception is available
and what choices they have and that they know where to access services and that
shouldn‟t be optional. That should be mandatory for all young people but they are
struggling to get to them. They are also struggling to provide - some of them –
particularly the church schools – have little slots and the teachers don‟t want to
discuss sex although they are happy for the school nurse to come in but then the
rapport hasn‟t been built up as a class. It‟s seen as all a big joke. But it is so
necessary that I just want it to be treated seriously. (Community Midwife)
Hence this suggests there is some concern amongst the health professionals about the
provision in school. To explore this in detail we interviewed a number of teachers in various
schools in the hotspot areas.

5.8 What teachers think of SRE
Basically the first thing you need to do is to make it accessible to them and to take the threat
out of it. Give them a bit of confidence. So you structure your themes in a friendly way. You
make the lessons user friendly. We haven‟t really got to that part yet. We haven‟t tackled it.
(Head of PSHE - Nottingham City Secondary School)
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This quote from a head of PSHE in a Nottingham City school might understandably be assumed
to be referring to the need to make the SRE programme accessible to pupils. It was, however,
referring to the attitudes of the teaching staff. This highlights one of the major difficulties in
the design and delivery of SRE in schools in the City.
The SRE curriculum in school is a non-statutory requirement. As such, we found that in many
schools, SRE featured within a generic PSHE curriculum and as such did not receive much
specific allocation of time. As a consequence, young people reported that they did very little in
SRE lessons and that if they had been absent from school on the day that it had been taught,
they would have missed important information. In addition, we found a variety of different
approaches to the teaching of SRE across and within the eight participating schools.
We interviewed a number of teachers with responsibility for PSHE, and some specifically SRE,
in City schools and in this section we present their perspectives. We have identified a picture of
very enthusiastic groups of professionals working hard – often “battling” – to resolve
curriculum, timetabling, staffing problems as well as social problems caused by teenage
pregnancy.
5.8.1 Teacher Attitudes to SRE
Teachers seem to be keen to deliver PSHE although some comments were made about a
perceived reluctance to deliver SRE – this seemed to be in response to the expectation of
pupils that it would be a laugh and as a session not to be taken seriously. However, there were
also issues raised about the teaching materials available. One male teacher referred to
teachers in his school who had been reluctant to teach SRE because they lacked the confidence
and knowledge to teach it effectively – there had been no established schemes of work or
materials available.
It used to be a very unpopular slot on your time table and if you had a vacant slot
on your time table you wouldn‟t jump for joy if PSHE was put down in that slot but I
think that people are now more happy to do it because we are putting together a
series of lessons and you are not left on your own to think of something to do or
with inadequate resources. I think we are improving. (Teacher)
Teachers did not know how they could tackle teenage pregnancy, but did feel that SRE had a
place in schools. Some commented that schools need to be more open to the C- Card scheme
and appreciate that young people will have sex and see it as their responsibility to ensure that
pupils are safe.
5.8.2 Teacher expertise
The overriding image we got of how SRE was perceived in many schools was as one of many
school subjects, where resources were needed to support teachers who would not have the
expertise, knowledge, motivation or desire to teach it without, as indicated by the comments
we received from leaders of PSHE in schools:
I‟m working on the policy now and my priority was to get the programme of
lessons organised and I shall build a policy around that because I thought it
was more important that colleagues had material to teach rather than the
policy first.
I think it‟s very different in school and difficult because you‟ve got more
teachers in school and a class of maybe thirty with all sorts of needs and the
teachers are seeing them for only brief periods of time each week.

63

Understanding Teenage Pregnancy
And I think that the teachers haven‟t always got the training and they are not
comfortable with dealing with that sort of thing with a group that they are
going to be seeing everyday.
That‟s the idea, it is delivered by tutors – there are no specialists – and so we
need to make it accessible to tutors as well as students.
I would like to think something constructive is going on but I can‟t guarantee
that it is in every lesson.
This is the idea of putting SRE in with the whole year group of Year 8 so that
they cover that so that the tutor doesn‟t have to do it. As a tutor I wouldn‟t
feel bad about doing it and as a science teacher it‟s a bit easier for me but I
wouldn‟t expect all the tutors to do it.
Personally I think the best way to do it would be to get some experts in –
people who are trained and are confident.
So a widespread sense here of barriers to effectively integrating SRE into the school. In many
ways we might want to ask why it should be any different. Few teachers are trained specifically
to teach SRE – though most would have some preparation in PSHE - and it comes as no
surprise to see many feel uncomfortable about it. We might go further and question whether
the school, with its established power relations, is actually a good place to teach about young
people‟s relationships.
Apart from the preparedness to teach SRE, it is seen as just like many other areas schools
have to address; SRE has to take its place in a packed curriculum.
I am assistant head teacher with responsibility for PSHE, Citizenship, and
fourteen to nineteen curriculum…. PSHE wasn‟t working properly.
But I know full well, in my heart, that there are some staff who have never
even attempted to do it.
This might be an understandable response from a school and teachers under countless
pressures by government. Yet the sidelining of relationships education in schools appears to be
limiting many young people‟s social and emotional growth .
5.8.3 The development of SRE in schools
There were no SRE policies in place in seven of the schools we visited as they were still in the
process of being developed. In one school where there was a comprehensive SRE policy, the
schemes of work were being staggered across the year groups. Schools that did have schemes
of work made them available for us but did explain that they were not complete or coherent
across the stages of pupil development and that they were being looked at. One female
teacher with responsibility for PSHE appreciated the need for SRE to be a component of a
planned PSHE programme, but importantly it should have a focus on changing attitudes.
If we take SRE in general then I think that, first of all, it‟s got to be part of a
planned programme. If its not part of a planned programme then I don‟t think it
will work. So you are passing on, first of all knowledge, but I think the main thing is
attitude and changing attitudes. (Teacher 1)
She was not the only teacher to believe that SRE had a role to play in changing young people‟s
attitudes. Materials that are used in schools seem to focus on the negative consequences of
teenage pregnancy which confirm stereotypical views often featured in the media.
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We were surprised at how tenuous much SRE was. It became clear that SRE in many schools is
in a state of “development” (a word used often) – as the following comments from teachers
with responsibility for SRE indicate:
It is developing at the moment.
Well we are developing a scheme which we didn‟t have before. We had lots of
bits and pieces ever since the school opened and in the past heads of year
had been responsible for their areas but it‟s been very disjointed. My task
really is to set up a coherent system from Years 7 to 11.
I don‟t think there is an expert who can help put it into place. It wasn‟t in
place when I took over and I more or less started from scratch.
Well the SRE lessons haven‟t been developed yet themselves but we do give
SRE education to Year 8, 9 and 10 and they respond very positively to that
and next year that will be implemented providing we get funding.
Q: Is there a focus on positive relationships within the PSHE programme?
A: I‟m developing one at the moment.
The development of SRE in schools is also often quite pragmatic where decisions are made
within the constraints of a packed curriculum resulting in some being made on relatively
spurious grounds.
We don‟t have SRE going on in Year 8 because when I first looked at how I
was going to deliver the information, pupils said Year 10 and some said Year
9 and a lot of staff said the same. So when I got all the stuff together we
looked at should it include Year 8 and we thought that Year 8 was perhaps too
early but, to compromise, we put it at the beginning of Year 9.
But within this rather depressing scenario, there is an alternative vision:
I love teaching PSHE. I think it‟s very important in schools and it should be
given a high profile. Where it doesn‟t work is when it is given a low profile and
it becomes an add on. PSHE, for me, is about the whole ethos of the school:
it‟s all about values and ideas; increasing self worth and self esteem. For me
that‟s what schools are all about and I think that the PSHE programme should
be the basis. (Assistant Headteacher Responsible for PSHE)
The idea that “values and ideas; increasing self worth and self esteem” are “what schools are
all about” may be seen by some as hopelessly naïve or old-fashioned. However as we discuss
elsewhere, these are just the elements of adolescent development which are likely to have
most effect in reducing teenage pregnancy. What we seem to be experiencing is a drive in
schools to embed SRE into the PSHE curriculum and to embed PSHE into the school
curriculum. Yet there is some evidence to suspect this is often not going more deeply into what
the schools are “all about”.
It is clearly positive that SRE policies were being developed – and no doubt the energy and
expertise of the Healthy Schools team contributed to this – and we look at this in the next
section. However, in a city with one of the worst levels of teenage pregnancy one might have
expected the development to have been more advanced. It is not for us to criticise as we do
not have data about the programmes of development. However, we merely point out the fluid
nature of SRE provision in many schools and try to explore why this might be so.
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5.8.4 The content of SRE
In one school a DVD is used to deter young people from having a child as pointed out by
another teacher.
In the SRE lessons we do try and highlight what the consequences of teenage
pregnancy are by using a drama that we have called „Later‟ and one of the
characters in that is a sixteen year old mother and the effect that it has on her life:
giving up college; she has severe post natal depression; she is cut off from her
family; the relationship she had with the boyfriend breaks down and eventually she
abandons the baby to the boyfriend who then has to do something about it. She
eventually comes back but there is still this incredible rift between herself and the
boyfriend. So we try and show what the consequences are.
From interview and focus group discussions we were lead to conclude that such approaches
seem to have limited impact on young people‟s attitudes towards their sexual health. What
was interesting in talking to many teachers was how often their views were different when
compared to health professionals. Of course this is not surprising, since there will be
professional knowledge bases and discourses. However, we were surprised at how divergent
these discourses seemed to be. Teachers invariably talked in educational, school terms of
topics, lessons, modules - the very stuff of most school subjects.
Q: Would contraception be an issue that you would expect your tutor teams
to deliver as part of the PSHE schemes?
A: Not necessarily.
With Year 10 – I‟ve only worked with Year 10 at the moment. It is the first
topic that we do in the autumn term of Year 10 and that lasts for about six or
seven weeks and that is one lesson per week.
We use the drama and … extract what the main themes are …unprotected
sex… different means of contraception… one member of the partnership not
being ready for a sexual relationship … personal safety.
I‟m going to put SRE in Year 7, Year 9 and Year 10 to compliment what they
do in science. Year 10 are going to be doing it after Easter and Year 9 have
just finished their first term and Year 7 are going to be doing it in the last half
term of Year 7. The bulk of the SRE is in Year 9 and that‟s where I‟m going to
give the information on relationship and teenage pregnancy and contraception
and STIs.
Even where the picture of SRE is seen as positive, the structure and culture of the school still
means it is conceived as a “slot” a “series of lessons”
I think that people are now more happy to do it because we are putting
together a series of lessons and you are not left on your own to think of
something to do or with inadequate resources. I think we are improving.
I think it‟s presenting the facts to them and providing them with people who
can help them if they have to make these decisions.
What is taught also is a challenge, but problematic especially when teachers see they are
having little influence of effect on young people‟s lives.
And this is what we teach the kids. The only sure method of not becoming
pregnant is to not have sex. But I wouldn‟t preach not having sex as part of
an SRE programme.
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I don‟t think that it is ineffective. I think you are spelling out for young people
what the consequences are but the young people will carry on regardless.
We try to show young people the debilitating effect having a child will have on
their young lives when they should be travelling and enjoying themselves.
The fact that they might become resentful of that child because it is stopping
them doing things. They might not be mature enough to look after a young
child. These messages are given all the time but still some young people
make that choice. Maybe it‟s a question of making contraception easier to
obtain.
There was also a strong view that just as teaching anything to many local children – it would
be a challenge to teach SRE in a way that engages them.
Well because I think it was so hit and miss depending on who you had doing it
so it was just an odd lesson that you did but hopefully we will change that
eventually and make it worthwhile and interesting. I think a lot of children still
don‟t like it because they don‟t see the point of it but we try to explain the
point of it. But it‟s still a difficult subject and, maybe, what appears very
interesting to me might not appear interesting to them. And I think they get
fed up with: „Not smoking again! Not drugs again! Not road safety again!‟
This may be of course because it is seen within a framework, and within the confines of the
existing school curriculum where often teaching some pupils anything is challenging.
5.8.5 The effects of SRE
This evident difficulty of devising and delivering an effective SRE programme points to one of
the fundamental issue we have addressed earlier. The question is not how can schools‟ SRE
programmes influence young people‟s lives, but can they? The jury is still out, but are having
grave doubts.
Personally I don‟t think that schools can solve the teenage pregnancy
problem. They can work towards solving it but, having said that, I think that
SRE in schools is very important because although you would like to think that
parents are open with their children it rarely happens and even if it does I
think that SRE should complement that.
I think I would say SRE in schools is not very effective in reducing teenage
conceptions.
This does seem to be a very strongly held view – by teachers and many young people. Yet to
admit it is almost a taboo. An alternative approach might be to accept the limitations of school
based and school delivered SRE and look to different strategies for providing young people
with what experts in local adolescent development feel they need and which young people
themselves feel is important to them.
No one has suggested that, on their own, schools bear the total responsibility for reducing
rates of teenage pregnancy or sexuality though sometimes schools can seem to be expected to
solve many of society‟s ills. However, set against the influencing power of deprivation, low
academic expectations and low self-esteem what schools can offer has to be seen as limited.
5.8.6 Teachers’ knowledge of lifestyles and local culture
Many teachers have worked in the local area for some time (though few seem to live there)
and have a reasonable grasp of local patterns and lifestyles and a recognition of the enormity
of these lifestyles in shaping the way they engage in school.
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Why do some young girls decide to become pregnant? It‟s a conscious
decision. I think it is a lifestyle choice.
I don‟t think any of them get pregnant because they don‟t have a good
enough understanding of contraception. I think they know that if they have
unprotected sex it is likely or possible that they will conceive and it‟s a risk
that many young people take and the consequences of being pregnant will
just be, you know, hard luck. Or maybe, like you say, it‟s a deliberate choice.
I don‟t know.
I think it‟s an accepted part of the culture of this part of Nottingham.
A lot of our parents had their children when they were in their teens and that
kind of idea has carried on into the next generation.
Well it‟s the life choice, isn‟t it, that young people in those areas – the more
affluent areas – their lifestyle choice will not be to have a family at a very
young age. It will be to go to college and university and then a career. And
that‟s the background that they will have come from. Whereas with the young
people in less affluent areas we are now maybe going into the third
generation of single parent families and it is a lifestyle that they are most
comfortable with. Their aspirations are not beyond the areas in which they
live. It‟s the lifestyle that they recognise with their parents or parent.
It‟s this feeling that it‟s just there; it happens. There are young people in this
area and other areas of Nottingham who think that if it happens well that‟s it.
It‟s not the end of the world and you just get on with life and we have
probably angst about it more than they do.
And most of them are in a long-term relationship. When I say long-term … in
terms of teenage long-term … a boyfriend that maybe she‟s been going out
say three months, six months. And he might stay around for a while … tends
to stay around till the baby‟s about six months old … and often they don‟t see
them again. It‟s very rare to be a one-night stand … very rare.
And there‟s a lack of boundaries. We often note that parents allow their
daughters‟ boyfriends, like the daughter‟s 14 or 15, and the boy is allowed to
sleep over … in the same bed … or live with them. Like one of our mums who
is only 15, is living with her boyfriend‟s family … and they share a bed and
everything. So there are two families agreeing … colluding with that. And
that happens more often. So nobody is saying, „Possibly you shouldn‟t be
having sex at 15‟. A lot of them don‟t know it‟s illegal. They are quite
surprised when they find out … and there are never prosecutions.
We did encounter a sense in which whilst there was some knowledge and even some empathy
for local cultures, there was little real embedding of teachers‟ lives with the lifestyles in the
local community. This is at odds with the impression one gets from youth workers, who often
have a greater sense of the wider cultures in which young people live.
5.8.7 Links with other professionals
One thing that was quite stark was the weakness in the professional linking between teachers
and other professionals. One might understand this and recognize it as a feature of schools all
over the country. Yet it feels like we are ignoring a key dimension. On the one hand we realise
young people‟s lives are complex and multi-faceted, yet we do not construct bridges which can
cut across professional boundaries.
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Q: Do you have any contacts with health professionals other than the school nurse?
A: No. I have in the past when I‟ve been a head of year where we‟ve had individual
cases where we‟ve felt there has been a medical problem and we‟ve contacted GP‟s
and Ed Psych‟s and so on.
I‟ve had dealings with medical people before but it can be difficult because they are
very protective of their own areas.
We don‟t operate the C-Card here. I think we are in the process of doing it but it
ground to a halt for some reason. There was a presentation to governors and it
seems to have stopped. I think basically it was finding someone who would take on
the responsibility for it. We only have a school nurse in for one day a week – no
one else for the rest of the week so if it was going to operate in school there would
have to be someone who would be willing to do that.
Q: Do you have any links with external agencies?
A: No.
And, again, with the teenage pregnancy strategy it‟s hard to get a lot of different
service providers together because people are so busy in their everyday jobs so it‟s
hard to coordinate that on a regular basis.
This poses a question as to whether the services and the professional structures in place are
too inflexible and too Balkanized to provide the multi-agency strategies to deal with multifaceted lives.
5.8.8 School flexibility
Several educational professionals pointed to the structural problems with schools which lead to
considerable inflexibility to respond appropriately to the needs of young girls.
It just seems that if they did have their baby when they were 14 or 15, the
flexibility to get them back into learning after having their baby - there just
doesn‟t seem to be that much flexibility within the school system. There is
Beckhampton which they can go to, and then when their baby becomes
mobile they can no longer go there. The schools, they seem to have a five
day or no day approach rather than saying lets do two and a half, lets do
three days with you where you do this, this and this. It seems to be very
inflexible – just from what the girls have said when they‟ve come to us.
For some of them it‟s just the fact that, I mean we have one girl in particular
who comes to mind. She DID go to school, not particularly regularly, but she
did go, and when she came here she never said a word because she was so
shy. And the fact is that she couldn‟t spell her full name and address
correctly - so she‟d been sat in lessons, completely quiet, completely ignored,
bullied – a lot of bullying. (Teacher, Pupil Referral Unit)
And I think that‟s a lot of why they want our jobs, because sometimes it‟s just
maybe, I don‟t mean to sound big headed, but maybe we are the first positive
adult influence in their life that‟s told them that they can achieve, and that‟s
told them that we think that they are funny and you know, that we think they
are bright and that they are good mothers. (Trainer)
Our focus is giving them the ability to think for themselves and decide for
themselves what they want. And if at the end of that they get rid of that
bloke who‟s been kicking shit out of them then … - it‟s their choice. (Teacher,
Pupil Referral Unit)
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The issues raised in these latter quotes bring to our attention something many who work with
disengaged young people are only too aware of – that once many young people leave school,
they appear to go through a transformation. They seem to become more responsible, more
capable, more able to make mature decisions then when they were at school. This may be
something which might be more carefully explored.

5.9 Educational professionals’ experiences of SRE in schools
In this section we present the views of educational professionals working in SRE provision –
and attempt to understand where some of these tensions arise. All quotes here are from those
we interviewed who are not “front-line” teachers in school but who have a responsibility for
implementing SRE guidelines and policies in the city schools. We have seen some of the issues
raised by teachers and the attitudes of young people. Yet there are educational professionals
who have worked long and hard to improve SRE provision and delivery. We identify a number
of main themes in this section. First we look at issues of resistance to SRE and how this is
experienced.
5.9.1 School and teacher resistance to SRE
Educational professionals pointed to tensions in the schools over the acceptance of SRE and
recognition of its importance.
But there is a tremendous mismatch and I do find it at times very, very frustrating
because we generally will be offering training and support but trying to get schools
hooked onto this is very difficult.
It is the one area that most schools will try and avoid or that they find the most
difficult. We do ask them to demonstrate that they are following the best practice
set out; that they are consulting; that they are developing the policy and that they
are making people aware of their policy and programme. And for some schools this
is found to be very difficult.
These difficulties further complicate the dissemination of good practice in schools even where
there is a financial support mechanism in place.
We will pay for supply cover so that they can come on training and because we‟ve
found in the past that the staff who have come on training have been very
enthused but they haven‟t had the time or they haven‟t been able to implement or
cascade their learning or their experience or their ideas when they go back to
school. This we have done as an improvement having learnt from our past
experiences of having had staff from schools attend training but then find it hard to
implement things or put things into practice. These workdays, which the supply
cover is paid for, have been well attended and have resulted in schools making
significant inroads with their policy and programme development that they hadn‟t
managed to do when just attending training days without the extra support and
time.
However, we might have a very detailed and well-intentioned curriculum, backed
up with good resources, but at the end of the day such materials are delivered by
teachers – and in some cases teachers working in challenging circumstances.
They just don‟t want to do SRE or a lot of the staff don‟t want to do it. They‟ll do
the PSHE stuff but I‟ve actually had teachers telling me they don‟t want to do the
sex and relationship stuff. There is a lot of inappropriate sexual behaviour and
sexualised language – all sorts of things. They are aware of it going on in the school
and they are worried but they don‟t want to teach it.
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What these amount to is a situation where the SRE provision is at risk because policy makers
might not recognise the very real difficulties and tension within the school and which are
reflected in the dispositions of the teachers themselves. Not only does this restrict the
enthusiasm with which teachers might address SRE but as we suggest in the next section
challenges the appropriateness of what might be offered.
5.9.2 School inappropriateness in delivery
Those educational professionals working in and around SRE and PSHE are aware that they
have limited influence in schools – and it is the schools who decide – and who must decide –
on the strategy for deployment of staff.
Well if I go into a school where they are deciding that = they‟ve disbanded their
specialist PSHE team which wasn‟t as specialist as we were led to believe and, in
fact, was just one person leading the show with whatever teacher who was free
being given the work sheets. So they‟ve decided to disband that not having run
PSHE at all for a couple of years and then realised that there are so many issues
coming up that they ought to do something but they are going to deliver it by
tutors, which isn‟t what we would recommend.
Underpinning this is a recognition that there are numerous demands on the deployment of
staff in schools and headteachers and curriculum leader have to make pragmatic decisions
based around the structure and organisation of the curriculum, availability, attitude and
expertise of staff, availability of resources etc.
5.9.3 Structural and organisational problems in managing SRE in schools
The previous issues of tension and deployment seem to result (as we also saw in the section
on teachers perspectives) in shifting responsibilities – where staff with specific responsibilities
may be more mobile and short-lived than is ideal.
They hadn‟t done the groundwork. Then they cry HELP and then the newly
appointed PSHE person resigning because this is all too much. So they get another
one. This particular school is now on its third in this academic year.
Depending on the person taking the lead, that person might leave the school for
another school and the practice falters.
Here is an implicit suggestion that somehow schools need some support in providing more
permanent, and dedicated staff if they are to be able to deliver SRE within a broad and
balanced curriculum.
Very often the person coordinating that might have another responsibility for, say,
religious education or drama. And obviously those who are on the team it depends
on whether they are doing that out of choice or just because they had space in their
timetable. And that can make or break how they approach it but SRE can be really
difficult if you really don‟t want to do it or if you have a real dichotomy between
what you actually feel or believe about young people‟s sexuality and what you
might have to say in a classroom.
Another one used to have a very good PSHE programme and then the head of PSHE
left and they took PSHE off the timetable.
The next comment really says a lot – but we do not want it to stand alone – because we want
it to be considered along with the difficulties teachers experienced. What is being said here
could easily come across as negative – but when expressed felt to us more as if it were an
expression of frustration at having to achieve the impossible.
71

Understanding Teenage Pregnancy
They don‟t always see the link between having a sound PSHE programme as a
strategy to improve the ethos of the school completely and help young people to
achieve academically. They don‟t see that link. They say: „I‟m a maths teacher‟ or
„I‟m a science teacher. I‟m not talking to them about sex. It‟s not my job. It‟s not
why I went into teaching‟. I mean that is the type of thing that you will hear them
say. And very often the experiences teachers might have of having to deliver SRE is
that they have been given a worksheet: „There you go! You‟ve got sex next week or
you‟ve got sex now‟. So you get a video to show the kids but I‟ve heard kids say:
„Oh, I saw that in junior school‟. So I‟ve said: „Well maybe you are going to discuss
it in greater depth‟ and they say: „No, we‟ve just been told to shut up and watch it.‟
While the teacher marks their maths books. It‟s not given the priority that people
who have an awareness of the need and the impact of all the issues in a young
persons life that are related to sex or relationships will try and do this work
properly. But a lot of teachers don‟t.
What we have been alluding to here is a range of systemic rather than pragmatic problems in
integrating SRE into the school curriculum. However, central to this is the preparedness of
school teaching staff to take this task on. Next we look at how this is further complicated even
in the early professional training of teachers.
5.9.4 Training the profession
Since SRE does not appear to be fully functioning in schools – we might expect that it would be
something new teachers faced in their training – yet comments from local professionals
suggested there were also problem here too.
I do have some inputs on the teacher training sessions with the student teachers
but even then that will be done in one day or after they‟ve had their teaching
practice. So Trent still actually do an input and that is done before their teaching
practice but the University were at one time doing it after their teaching practice so
we refused to do it. We didn‟t think that was best practice really in the way they
were running it. However, it may have changed now.
I have not been working with Nottingham University and so I have no indication of
whether or not they are accessing support from the County team or advisors nor
indeed am in a position to say whether they are delivering any sessions in house as
part of their own programmes.
We will do school training for the school centred initial teacher training because
they are working in the Nottingham schools. But just the profile of PSHE and the
fact that it isn‟t statutory and that there isn‟t core training for PSHE leaves teachers
not realising its importance. If you have somebody come in to talk to you for one
day and you don‟t actually experience good PSHE in the school where you are doing
your training then.
Here then the problem appears more widespread. Not only are there difficulties in the school
curriculum, there may well be other problems in initial teacher education – and this would not
be surprising given the amount of work needed in initial teacher education courses to meet
Government Standards but also the limited time available.
5.9.5 Making SRE work
The following comment came from an education professional who was asked how SRE might
work. We have emphasised what seem to us to be key words and phrases.
I would say that it needs to be starting with parents when the children are
toddlers but starting from infant school and developing all the way through. But
72

Understanding Teenage Pregnancy
it needs to be in a safe learning environment so that the young people are
consulted about their needs; that they know where they stand in terms of
confidentiality; that it‟s safe for them to talk without ridicule and that might
mean that it has to be culturally safe if they needed to have an all female arena to
discuss things. It needs to be obviously well planned; it needs to be monitored;
it needs to be evaluated and the young people need to be involved in their own
learning. And the learning needs to allow them to develop skills such as
assertiveness; negotiation skills; just the skill to say „no‟ if that is what they
need to do. There is a lot of work behind that. People often use that as a simple
solution: just tell them to keep their legs crossed. But there is a lot more that goes
into that. So I do believe that it can be effective and I do believe that schools
should be doing it and obviously it should be in partnership with parents as well
but parents themselves need to be supported as educators because they very
often had not had effective education themselves and won‟t know how to do or
won‟t perhaps perceive the need or won‟t be aware of the level of maturity that
their child has reached because they see their child as a child.
It is clear that there is a view here within the profession that SRE in school could be effective
and furthermore that “schools should be doing it”. This represents one of the key issues we
believe behind the effective provision of sex and relationship education for young people –
where is it best positioned? There are many key issues here but one seems to be
understanding the importance of parents and the importance of working with parents.
So that‟s what I would like to see: teachers trained fully so that they are confident
and that they have the time out of school to meet other people and share ideas and
get to know the materials and resources available. But also to do more work with
parents as well to support schools because it‟s not just the sole responsibility of the
schools but I think schools can play a very big part in supporting the parents
This is not to suggest working with parents is a simple matter – because like all sections of the
population, different people will have different beliefs and this is bound to affect not only what
schools might offer but the extent to which they might feel able to engage parents.
Some parents can be very vociferous and maybe on the governing body and will
really work to prevent the school doing SRE. To my mind they are approaching this
from their personal perspective rather than the role they are in – but they can.
Then, when schools do actually get parents in to talk about issues – like the
example I mentioned where the parents wanted a topic discussed earlier in the
school years. Or I had a primary school where I was running a session and the
parents were saying: „You are teaching about male masturbation but what about
female masturbation?‟ and that shocked the teacher completely who would just
liked to have glossed over the fact that they were covering things like masturbation
at all!
Finally, we cannot ignore the very real problems in engaging parents – firstly engaging parents
who live in challenging communities, but also of engaging them in what will be for many
potentially embarrassing topics to discuss in public and with their children.
When you do a session with parents its very difficult – again at secondary – I‟ve
done a session at Hadden Park where we ran a consultation for parents and nobody
turned up. Not one parent turned up for that. We invited all the parents to come
and to actually talk about the school setting up this service to let them know what
the service would be about and what we were offering but not one parent came.
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5.9.6 The level of young people’s awareness
At the end of the day, young people need to be aware of what they are learning – yet much of
their school experience is compartmentalised into discrete subjects and topics within subjects.
This is seems might be simply transferred over into PSHE topics where young people come to
see sex education as reproduction, rather than a part of a whole broader developmental
framework.
I‟ve had kids in a focus group and asked them to tell me about their sex education
in school and they‟ve said: „We don‟t have any‟. But I know so and so did this work
and then they will say: „Oh, yeah we did that‟. But their understanding of what they
are getting is often very vague. So they don‟t always appreciate that it is sex and
relationship education because it is a lot to do with relationships and all the skills
involved: decision making; problem solving. They don‟t always see that. Unless you
are actually telling them how to have sex then they don‟t see it as sex education.
It is difficult here to interpret the locus if blame here; are the young people being blamed
(unreasonably in our view) for the lack of integration and the fracturing of their own
understanding, or is it the fault of the teaching they receive?

5.10 Overview - Schools and SRE
It was clear to us throughout this research that there is a major tension over the provision of
SRE in school. As we have indicated, the literature and our own data suggest that SRE
programmes in schools are largely ineffective in influencing and changing young people‟s
attitudes. However we did see a distinction across our different data sources. There was in
some quarters a tremendous amount of positive support for SRE and the fact that it is
something which is improving continually. Yet it is something that this research has found is
wanted by some young people, professionals and parents and wanting by others.
There are still problems in some quarters as we found out, but there was an argument
presented to us that locally things were improving; schools are involving and supporting
parents now more so than previously and young people‟s opinions are being sought. In fact the
questionnaire that we used was based on a questionnaire which has been used regularly to
inform practice in Nottingham City schools. However, it is difficult asking young people to talk
in surveys about something of which they have no experience (e.g. how things might be
different) – so we do need to be a little circumspect of any strong positive views expressed.
Yet there is a still a fundamental tension here. Much of our qualitative interview data came
from young mothers themselves - a high proportion of who were poor school attenders and,
maybe as a consequence of this, received little if any SRE that they could remember. As we
said in the introduction, there are some 928 young teenage women per 1000 in Nottingham
who do not get pregnant – so maybe school-based SRE is having some effect for these. It is
difficult to tell. We argue in this report that teenage pregnancy and the early onset of sexual
activity are a social problem resulting from many young people not having a strong sense of
self and individual worth. Yet developing this sense of worth is actually what underpins much
work in planning SRE through the National Healthy Schools Standard. We do recognise this
and would want to appreciate the value of this work through consultation, participation and
extended services as well as using SEAL (Social and Emotional Aspects of Learning) and other
curriculum materials. Indeed there is much in this report than those working to plan, organise
and deliver SRE in school might feel is very positive.
One would hope that effective SRE would be largely provided before young girls become
pregnant or before young people become sexually active because there are a significant group
of young people – arguably those very vulnerable and most in need – who seem to gain little.
Schools do not seem to be best placed or best organised to provide comprehensive and
coherent sex and relationship education in a way that is desired by young people or idealised
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by many health professionals. Schools do not deal with local communities, but deal principally
with young people and their personal and individual development. Literature has suggested
that where parents and the family are involved directly with young people‟s development it
tends to be more effective.
However a fundamental question is whether schools are being expected to achieve too much
through SRE programmes and whether dealing with sex and relationships, contraception, and
all that is associated with that, is best seen where schools are the main or sole provider. Our
feeling is, on the basis of the data, it is not and needs to be a greater joint responsibility where
provision might be more broadly distributed. If relationship education is a key element in
helping young people understand their lives, it requires a greater community structure,
involving parents, peers and communities as well as schools and the place for each needs
locating. SRE might also for example be reconfigured as a medium to long term preventative
health programme such that some responsibility lies with the local PCT.

75

Understanding Teenage Pregnancy

Lara

Background and family
Lara is 19 and lives in Bestwood with her 2 year old daughter. Although she enjoys being a
mum, she does wish that she had waited. Her partner comes and visits at times. Before
moving to her current house, she lived in a hostel for mothers and babies. She is both close
and not close to her own mum but is close to her baby‟s other gran. She has a close
relationship with her dad and found telling him about the pregnancy difficult. She finds being a
mum hard work. Her mother was 17 when she had her first child.

Sexual history
Lara started having sex at 15 which was „just something that happened‟. She had been with
her boyfriend for about a year and a half prior to having sex with him. She did not feel under
pressure to have sex.

Relationships and conception
Her daughter‟s father is 28. She was not using any form of contraception. She knew that she
could get pregnant but didn‟t really think about it. Her partner at the time wasn‟t happy about
the pregnancy at first. He no longer has anything to do with the child. She did not think about
abortion because „it‟s not right‟.

School and qualifications
Lara went to a school in Bulwell and then moved to another school. She didn‟t do that well at
GCSE after being attacked during Year 10. Her attendance at school was good until Year 11.
SRE in school taught her some things, but she learnt most from her mum. She wanted to be a
vet.
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6. Contraception
But there is this risky behaviour. It might be just about life and consequences … this whole
thing about growing up … perhaps if you grow up and there aren‟t always consequences for
your actions, you‟re not responsible for your actions, perhaps the whole thing is about, well it
happens … it just happens. (Educational Professional)

6.1 Key issues
In the USA, Hofferth and Hayes suggest there is an age effect with older adolescent girls being
more likely to use contraception (Hofferth and Hayes, 1987, cited in Moore and Rosenthal,
1993, p. 150). Here the paradox is the more stable the relationship the more likely it is that
contraception will be used. This finding seems to be a key one for policy interventions. A
further earlier research finding indicates that the earlier a couple have their first sexual
intercourse, the more unlikely they are to use contraception (Zabin, Kantner and Zelnik,
1979). This is both a measure of immaturity but also of the unlikelihood of young adolescents
having access to contraception, and the confidence, knowledge and opportunity to obtain
them. If most early adolescent intercourse is unplanned it is not surprising contraception does
not figure.
This goes further and indications are that those young girls who have clear educational goals
and who are experiencing some academic/educational success are more likely to use
contraception. Most importantly those who are good contraceptive users are likely to be those
girls
who feel good about themselves, who feel they have some degree of control over
their lives, who have a sense of equality with their male partners. (Moore and
Rosenthal, 1993, p. 150)]
Such young people are termed high in “ego-strength”. However the issue of contraceptive use
is a complex one largely involving stereotypical stances related to gender identity (girls being
“easy” or boys being un-masculine). There is also the dammed if you do and dammed if you
don‟t position where having a condom suggests you were expecting sex and not having one
suggests irresponsibility.
A further problem is young people‟s lack of knowledge about their own bodies – and about
fertility for example.
Much failure to use contraception derives from poor knowledge about fertility
(Morrison, 1985, p. 553).
As Morrison suggests here – and we were given stories from GPs and health workers of young
people really not understanding fertility and menstrual cycles. Although some young mothers
admitted they had not used contraception, many young mothers told us they were using
contraception but it had not stopped them getting pregnant.
This again is something which comes through our data from professionals in the health service.
There are also more complex mechanisms. For some girls, the role of the family is significant.
„I was too scared to go to my mum and ask to go on the pill because I didn‟t want her to know
what I was doing. I just didn‟t think it would happen to me‟ (Schofield, 1994, p. 62).
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6.2 Young mothers views on Contraception

21 (40%)

did not use or think about contraception

4 (8%)

thought that they could get pregnant

7 (13%)

did not use contraception consistently

10 (19%)

did not think they would get pregnant

4 (8%)

used a condom which split

3 (6%)

conceived whilst taking the pill

1 (2%)

conceived whilst taking the pill although they had been taking antibiotics at
the time

7 (13%)

had stopped taking the pill because it had made them feel ill

4 (8%)

conceived whilst on the pill, but they were not taking the pill properly

1 (2%)

conceived whilst they had a coil fitted
Data Summary 2 – What our sample thought of contraception

The use of contraception varied. A worryingly large number told us they were not using
contraception at all when sex happened.
Some young mothers stated that they had been using some form of contraception when they
conceived. Others had been using contraception at times. However the main issue is the
frequency of the unreliable use of contraception, both the pill and condoms.

6.3 Survey results of knowledge of contraception
We explored this issue by asking the young people to indicate in our survey whether they had
knowledge of various forms of contraception and sexually transmitted infections and also
where they had got their information from. Results demonstrate that most young people report
that they have knowledge of both the pill and the male condom (94% and 91% respectively).
Table 16 further illustrates the forms of contraception that young people have some
information about. However, admitting to knowledge about methods is not the same as being
accurate in what they know. In the survey it was difficult really assessing the quality of their
knowledge and we did not try.
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Form of Contraception

Percent

Male Condom

94%

The Pill

91%

Female Condom

78%

Emergency Contraception

66%

Injection

64%

Implant

48%

Coil

41%

The Cap

35%

Rhythm Method

21%

Table 16 - Young People’s Knowledge About Contraception
When asked where they got their information from, the two sources which received the highest
number of ticks were teachers and friends (53% and 44% respectively). Table 17 illustrates
that parents and school nurses also play a role in providing information about contraception to
young people.

Information Source

Percent

Teacher

53%

Friends

44%

Parent/Carer

39%

School Nurse

26%

Leaflet

25%

Magazine

21%

Health centre

18%

Other Family Member

15%

Internet

12%

TV/Radio

10%

Other

7%

Table 17 - Young People’s Information Source: Contraception
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A small number of young people, representing 6.5% stated that they got their information
from other sources including, a local Youth Centre, a Contraception and Sexual Health Service,
books or DVDs and „off the streets‟. Whilst the results presented here would seem to suggest
that high numbers of young people are aware of, or are provided with information about the
different forms of contraception, when the data was explored by gender, there seemed to be
some significant differences. The difference in numbers reported here and figures presented
elsewhere account for those few young people who did not record their gender on the
questionnaire.
Table 18 illustrates that girls seem to know slightly more about all forms of contraception than
boys. The results shown here account for the slightly higher number of girls within the sample
(whose gender was recorded) – 635 girls and 470 boys.

Form of Contraception

Female

Male

Male Condom

601 (94%)

448 (93%)

The Pill

596 (93%)

417 (86%)

Female Condom

513 (80%)

343 (71%)

Emergency Contraception

456 (71%)

283 (59%)

Injection

453 (71%)

261 (54%)

Implant

338 (53%)

205 (42%)

Coil

346 (54%)

172 (36%)

The Cap

238 (37%)

142 (29%)

Rhythm Method

126 (20%)

105 (22%)

Table 18 - Young People’s Knowledge About Contraception By Gender
We also explored where young people got their information from according to gender (they
could identify more than one). Results suggest that girls seek out more information about
contraception than boys.
Table 19 illustrates that teachers seem to be the main source through which both female and
male young people find out about contraception, friends and parents respectively also figure
highly.
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Numbers/Percentages of
Young People who get
Information from these
Sources
Information Source
Teacher

Female

Male

360 (57%)

221 (48%)

330 (52.5%)

165 (36%)

Parent/Carer

290 (46%)

140 (30%)

School Nurse

191 (30%)

101 (22%)

Leaflet

186 (30%)

90 (19%)

Magazine

173 (28%)

52 (11%)

Health centre

136 (22%)

60 (13%)

Other Family Member

114 (18%)

52 (11%)

67 (11%)

66 (14%)

TV/Radio

55 (9%)

53 (11%)

Other

29 (5%)

43 (9%)

Friends

Internet

Table 19 - Young People’s Information Source By Gender: Contraception
It is apparent here that many young people surveyed felt that teachers were the main source
of information. This is perhaps not surprising. However it does not mean this is what the young
people actually wanted

6.4 Professional views on contraception and sexual activity
6.4.1 Dealing with young people and contraception
Contraception was a major concern for GPs and school nurses. However this extended beyond
simple prescribing or providing condoms or pills. The main roles GPs saw for themselves was in
providing contraceptive advice for young girls, either singly or with parents. They saw
themselves having a wider brief to consider issues of sexual health, but the approach to
contraceptive use was never far away from their perception of the nature of the girls‟ lives
within their family.
We ask them if they‟ve talked it over with their parents and often they can find out
if there is any problem with them taking the pill if, say, their mother has had
problems with it. We would tend to suggest that they use condoms as well because
there is a high rate of Chlamydia in our area. (GP)
Clearly there is a contraceptive imperative here, but also a health issue with possible STIs a
likely outcome of early sexual activity. However our data from young women had suggested
they considered the pill was unreliable, leading to unexpected pregnancy even in situations
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where the young women had claimed they were being responsible. The clinical position rejects
this view that the contraceptive pill can be ineffective for young girls suggesting instead that
the problems lie elsewhere – in the reliability of the girl‟s use of contraceptives and their
understanding of their own bodies. Our own data suggests many girls who became pregnant
had made a decision to use contraception but had still fallen pregnant. Some blamed this on
the effectiveness of the pill or the unreliability of the condom, yet medical evidence suggests
otherwise.
The pill is effective, but what is unreliable is their taking of it. (GP)
But the young people are more likely to get into a situation where they are hiding
their pills from their parents and so they tend to lose them and not take them
regularly. (GP)
Some get confused about using the pill and do not read leaflets and do not know
what to do if they missed one. Then they try to catch up which is ineffective. They
don‟t get organised very well. Some mothers supervise well and that is one way of
making sure it is effective but it is a problem socially for some girls. The pill will
work if you are taking it properly. There is no question of it not working. They just
don‟t take it properly. (GP)
I think that if condoms did split I think it‟s probably due to them not knowing how
to use them properly. Not using lubrication or not taking care when they open them
or maybe not using the right kind of lubricant if they use any. (School Nurse)
This has also surfaced in our work with health professionals– a lack of understanding by young
women of their bodies and of how contraceptives actually worked. This is nowhere more
poignant than in on story told to us by a local GP:
My most frustrating was a 15 year old girl. She was bought here with her mum who
wanted her to go on the pill so she would not get pregnant. Quite responsible. But
she was in the wrong point of her cycle to start taking it. I gave her instructions to
be clear to take on first day of her menstrual cycle and I gave written instructions
to talk to her mum. She went away and decided to have sex. So she started the pill
mid cycle and ...it don‟t work. She was told she would have to use condoms till the
first day of her period and where to get them from and so on. And she was
gobsmacked when she was pregnant four weeks later and her mum said she didn‟t
take it properly. This was an apparently intelligent girl but not connecting with it at
all. A lot just do not understand their own bodies. They are supposed to have a lot
of sex education in schools aren‟t they? Almost all of them have almost no idea of
the risks of early sexual activity, infections, cervical cancer, and even have not
heard of Chlamydia. They know how to get terminations and the morning-after pill.
They know how to shut the door when the horse has bolted. But no idea of the
health risks they are taking.
Behind all of this however is a recognition of the complex situations that many of the young
women find themselves in.
Many have erratic lifestyles. (GP)
The main problem is a lack of supervision and organisation. Physiologically they
think pregnancy is just not going to happen to them. (GP)
Some GPs referred not only to “erratic” lifestyles but “chaotic” lifestyles, which were likely to
result in more difficult cases for professionals to deal with. GPs felt more unable to do much
about this than those who worked more closely with the young people, but again there was
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considerable resignation amongst all health workers over the impossibility of effecting any
significant change in young people‟s lifestyles.
6.4.2 Role of the GP and PCT
However the role of the GP and of GP surgeries was not simply one of provision of
contraceptives since there are perceived to be problems which go beyond the clinical,
reflecting the need for the health services to understand and respond to changing sexual
habits.
Some 14-15 are very developed and seem to expect to have sex life and all we can
do is talk about risks. A lot of boys seem to become sexually active at well 13. They
do not seem to be aware of there being a legal age before which they should not be
having sex. (GP)
Can‟t see young men coming here for condoms. There is a problem being in an
open waiting room. (GP)
National and international data has identified the earlier onset of menarche and of first sexual
intercourse and it is clearly something which we cannot wish away – in spite of many parents
expressing a desire for their children to remain children for longer. However, these were not
issues GPs felt very empowered to do anything about. We sensed some considerable
professional frustration from GPs over the role they saw for themselves. Many used a phrase
similar to “shutting the door after the horse has already bolted” seeing themselves as having
little effect on changing attitudes and possibly dangerous social practices, and often felt
excluded from the problem and the solution.
I don‟t see our role particularly as being focused on the bigger picture because we
tend to see people after the door has already been shut. They come to us when
they are already pregnant. (GP)
It‟s difficult about giving contraception because you would be worried that the child
was then open to abuse by someone who knew that she was safe from pregnancy.
(GP)
We try to encourage youngsters to use contraception but I think the work needs to
be done in the schools and the community centres and it should be more on
prevention. (GP)
So you have to be quite cautious with that age and it‟s those very young ones that
tend to get caught. The older children, when they are sixteen plus, are getting quite
a lot of information in school and they might have contraception schemes that they
can access on their own if they want to. But for the younger ones you feel, is a
thirteen or fourteen year old going to be able to find their way to make an
appointment at the surgery? (GP)
I think we found it surprising how excluded and consequently how impotent many GPs felt
from a public health agenda and this was seen as structural rather than incidental.
Revamping children‟s services linking health visitors etc will alienate that whole
area of work from primary care and GPs, right from cradle upwards. There used to
be continuity between GP and health care so we had more input. Now it seems to
be going health visitor, social worker school nurse. Community paediatrics and GPs
are left out making a bigger gulf. I have very little contact – extend this to those
young people growing up it is going to be difficult seeing what our role will be. (GP)
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This does seem to pose some concerns over a long term supportive and community framework
for many disadvantaged communities and consequently is something the City needs to take
seriously.
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Sam

Background and family
Sam is 18 and lives in Arnold with her mum, dad and younger brother. She is pregnant with
her first child. Her mother is an administrator and her father is a builder and joiner. Her
mother was disappointed and upset when she found out about the pregnancy. Sam has good
relationships with her parents. Her mother was 26 when she had her first child. Her gran‟s
sister had a child at 16.

Sexual history
Started having sex at 16. Had sex in her parents‟ house when they were away.

Relationships and conception
Was in denial for about a month – thought that she had a bug and didn‟t want to believe she
was pregnant. Sam had been on the pill and had used condoms. Had a bug at the time of
conception and thinks this contributed to the failure of the contraception. Sam did not
consider terminating the pregnancy as she doesn‟t believe in abortion. Her boyfriend is excited
at the prospect of being a father. He is 19.

School and qualifications
Sam went to school in Arnold. She hated school and reports episodes of bullying. Describes
„losing it‟ in Year 9 where she broke the neck of another pupil. Sam frequently truanted from
school and „lost out on my education‟. She achieved five Ds and two Es at GCSE. She feels that
she could have done better. She wanted to go into nursing. She is currently doing an
apprenticeship in child care. Remembers SRE in primary school – watching three videos. Will
use family members to care for her child so that she can return to education.
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7. Relationships
7.1 Young mothers and personal relationships

28 (54%)

were in a stable relationship when their baby was conceived

43 (83%)

are no longer with the father of their baby

2 (4%)

have partners who are younger than them

22 (42%)

have partners who are between 2 and 10 years older then them

3 (6%)

have partners who are more than 10 years older than them

2 (4%)

have partners who are more than 20 years older than them

2 (4%)

were getting divorced

Data Summary 3 – What our sample thought of personal relationships
Many young mothers felt they were in stable relationships when they conceived – although
stable could mean anything from a relationship which lasted from one month to 5 years.
However, most of the young mothers were no longer in a relationship with the father of their
baby.
The age of their partners varied considerably, but on the whole the father was older and in a
small number of cases, considerably older.
When we spoke with the young mothers about their relationships, very few were still in a
relationship with their baby‟s father. Although 54% were in what they described as a stable
relationship when they conceived, 83% were no longer with the father of their child. Maria
went to great lengths to make the relationship work with the father of her child, often putting
up with aggressive behaviour. Maria struggled to comprehend the difficulties that she
experienced within the relationship and in particular why her child‟s father appeared not to
show much interest in the child.
It is so hard bringing up a baby on your own and all you want is to do your best
and you don‟t want them not to have a dad. I was asking him to come and see
us. I used to look at my son and I used to think: why would his dad not want to
see him? And he‟s got his name as well even though I didn‟t want him to have it.
I let him get away with everything he wanted to do hoping it would turn out for
the best. (Maria: Interview)
The young mothers in this study did not describe transient relationships even though many of
them had not survived until the birth of the child. Not one young mother in this study had
conceived as a result of a „one night stand‟, although some of them had been with their
boyfriends for a short period of time before conception. The majority of young mothers were in
a relationship with partners who were between 2 and 10 years older than they were. A small
number had had relationships with men who were considerably older; one young mother had
formed a relationship with a man who was much older than she was, though he had told her
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that he was much younger than he actually was. The relationship was difficult, as Sandy
explains:
the relationship was violent and he was intimidating me and making me feel so
low it makes you feel that you can‟t get anyone else. (Sandy: Interview)
The fact that Sandy continued to try and make the relationship work is maybe a manifestation
of her own feelings of insecurity and vulnerability. One interpretation might be that she did not
feel good enough to attract another boyfriend – something which she felt she needed – and
therefore attempted to sustain a relationship which was violent and led to her loss of selfesteem and confidence. There may of course be a number of reasons for why her situation
arose.

7.2 Young mothers views on sexual relationships

13 (25%)

started having sex between 12 – 13

14 (27%)

started having sex between 14 – 15

9 (17%)

started having sex at 16

7 (13%)

felt under pressure to start having sex

13 (25%)

claimed their first sexual experience „just happened‟

10 (19%)

first had sex in either their parents‟ or their partner‟s parents‟ house

2 (4%)

first had sex at another adult‟s house

4 (8%)

felt they had not been ready to start having sex

4 (8%)

had been raped

1 (2%)

conceived as a result of rape

3 (6%)

had been sexually abused as a child

Data Summary 4 – What our sample thought about sexual relationships
Perhaps the most significant figure here is that almost 70% of these young women started
having sex at or before they were 16. We would expect many adults and parents to
underestimate the age of first intercourse of their teenagers. This is quite a stunning – maybe
even staggering – statistic and begs the questions of what the figure would be for young
women in general. Nationally it was estimated in 1994 (Wellings et al., 1994) that 26% of
women report having sexual intercourse before the age of 16 and it is acknowledged that age
of first intercourse is falling so we can expect that now in 2008 to be higher (See Brook
Advisory Service, 2008).
Sexual relationships started when the girls were in what they considered to be stable
relationships. Although a small number did feel under pressure to start having sex, this was
not only from their partner at the time – they also described pressure from peers. A small
number had had experiences of sexual abuse and four young mothers had been raped.
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Some 13% of young mothers spoke with us about the pressure placed on young people to
start having sex. The pressure they felt under was not always experienced within the
relationship they were in, but through peer groups at school. They told us that other young
people would always be talking about it and claiming that they had „done it‟. When asked
whether they believed what they heard, the young mothers stated that they could tell the
difference between those who were bragging about it and those who had actually had sex.
Around 25% of the young mothers stated that their first sexual experience had „just happened‟
and many of them regretted having started having sex at the age that they did. Sharon talked
about the perceived differences between those who engaged in sex whilst still at school and
those who did not.
I used to feel good because I still had my virginity because in my school if you still
had your virginity you weren‟t a slag. (Sharon: Interview)
We did not address the question of when young people in our sample started having sex until
later in the interview process. Of those who were asked, 25% had started having sex between
the ages of 12 – 13 and 27% between 14 -15. Most of the young mothers wished they had
waited before starting to have sex.
A very small number of young mothers had experienced some form of sexual abuse, including
rape. Whilst these were clearly difficult experiences for the young mothers to talk about, they
did explain that these experiences had led to them becoming intentionally sexually active at a
young age.
Many of the young mothers felt that they were unprepared to start having sex – that they did
not have sufficient information. This links quite closely to what the young mothers and young
people have said about their experiences of SRE in schools.

7.3 Professional perspectives on young people’s relationships
Central to considerations of the roots and implications of teenage pregnancy is not only the
issue of social and economic deprivation, but also significantly the nature of personal
relationships.
Girls that often get pregnant, when you look at their social circumstances, have
often been deprived of attention or support and a boy has offered that. (Community
Midwife)
As a local and family service, GPs can often hold information on the local community and the
family within which the young woman lives. They also will hold personal views outside of any
systematically organised data. There was a strong view that the type of relationships young
women had along with their arrival at the GP for contraception, were both just one part of a
long process.
They are going down a path long before they come and ask for the pill. This is
cultural. Lots of short term relationships. Having multiple relationships is for them
an example of female life. They are in and out of relationships with no longer term
vision for themselves as worker, professional, qualified, moving on in their life.
Their vision is to have a child. They don‟t see beyond and have no experience of the
world beyond that. (GP)
Many young girls do not see why it is not a good idea – very often by 6-8 weeks
the boyfriend has already gone. They are out of that relationship and sometimes in
another one. They do not see employment as a target. (GP)
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This pattern was also mirrored in our data from the young women themselves – many of
whom were no longer with the father of the baby. There seems to be a low level of awareness
amongst young women of the nature of adolescent relationships and how these do tend to play
out. This may be related to their own life experiences and also to the content of sex education
they may receive with a focus on sex rather than relationships. The nature of young peoples‟
relationships as being short lived is well known by those who have adolescent children. It
becomes a problem where those relationships reach a level of intimacy or sexual activity
beyond the maturity of the relationship or the people involved. Maybe there is a need for
supporting young people to enhance their emotional intelligence to empower them to make
informed choices for themselves. This has clinical as well as social implications of course
because of the increased risk of infection.
Starting sex early, having multiple partners has risks of infection. Very few 14-15
year olds are likely to stay in stable relationships for long. So it is not just a clinical
issue about young bodies but is about exposure to viruses – so more risk of
infection. It is not clinical care that is the problem but the social care. (GP)
There was a strong feeling that the nature of personal and familial relationships was a key
factor in the way in which young woman were able to re-orientate their lives successfully after
conception.
I would say that some of them have never had any control over their lives. They
would never make decisions for themselves. Some of them come from very, very
damaged backgrounds. It was really devastating sometimes hearing their stories or
hearing young men say that they want to be a good dad but then hearing what
their dads were like and that he was never there. And some of the young women‟s
terrible relations with their mothers. I would say that the mother/daughter
relationship is the key thing. And the young mothers who have very poor relations
with their own mothers choose to become pregnant because they just want to get
out and do it for themselves but they haven‟t got the skills to do that. (Health
Worker)
A young woman will come out of a very bad family situation but then meet a young
man from an equally bad family situation and putting them together brings more
problems. (Health Worker)
This is not the first time that the importance of relationships has arisen in this research. It is
clear those professionals who work most closely with young people and in particular young
mothers, that their ability to understand and nurture positive relationships needs some greater
support. However, there seems to be no formal acceptance of this within the local structures.

89

Understanding Teenage Pregnancy

Abbie

Background and family
Abbie is 19 and lives with her dad, uncle and her daughter. She was 15 when she fell pregnant
and had her daughter when she was 16. She doesn‟t really talk to her mum. Her mum tried to
persuade Abbie to have an abortion which Abbie didn‟t want. Abbie‟s mum was 17 when she
had her first child. Abbie recently had an abortion because the baby was a mistake. She feels
that with hindsight she would have aborted her first pregnancy – she thought that she was
going to have a „little dolly to dress up‟. Abbie feels that she has changed a lot since having
her daughter.

Sexual history
Abbie started having sex at 13 – her partner at the time was 19. Her mother knew about it.

Relationships and conception
Abbie‟s daughter‟s father is 21 and was 17 when their daughter was born. She is no longer
with him. Abbie did live with her daughter‟s father for a while, but they split up because they
kept arguing – Abbie then moved in with her own father. Abbie states that she was using
condoms when she fell pregnant with her child.

School and qualifications
Abbie went to school in Nottingham but was kicked out for being a bully and being lippy with
the teachers. Abbie also reports being bullied whilst at school. She attended a school away
from Nottingham for a while which she enjoyed. She did try to get back into her previous
school when she returned, but her tutor didn‟t want her back. She fell pregnant soon
afterwards. She did not take any GCSEs. Her attendance was good. SRE in school was not
good – just a video which showed young people kissing and cuddling and stuff like that. Abbie
spent some time at Beckhampton which she loved. Whilst there, she achieved an OCN in
Human Biology, Level 1 in Biology, 2 credits at Level 1 in Personal Parenting and Preparation
for Birth. She also completed some modules as part of an E2E programme. She is planning to
go to college – possibly to do midwifery and nursing and is thinking about a career in the
Army.

90

Understanding Teenage Pregnancy

8. Being Pregnant
8.1 Becoming Pregnant

5 (10%)

found out they were pregnant at 14

7 (13%)

found out they were pregnant at 15

24 (46%)

found out they were pregnant at 16

11 (21%)

found out they were pregnant at 17

4 (8%)

found out they were pregnant at 18

1 (2%)

found out they were pregnant at 19

29 (55%)

Found out before 6 weeks

14 (27%)

found out between 6 – 12 weeks

3 (6%)

found out when they were 3 months

4 (8%)

found out between 4 – 6 months

2 (4%)

found out between 7 – 9 months

37 (71%)

were not planning to have a baby

17 (33%)

did not want to believe that they were pregnant

6 (11.5%)

were scared to find out if they were pregnant
Data Summary 5 – What our sample thought of being pregnant

There are several reasons for why young people become pregnant. There is of course the
intentional strategy to gain some financial advantage in terms of benefits, housing etc. or to
gain some affection. But largely we found most conceptions can be termed „accidental‟. This is
reflected in the literature on becoming pregnant. These become accidental because the
teenagers are “incapable of planning contraception adequately” (Moore and Rosenthal 1993, p.
148). Phoenix claimed that young mothers rarely claimed reasons to do with material gain
(Phoenix, 1991) and that most (82% of her sample) had not planned to become pregnant. This
is reflected in our sample. Some it seems do not, and cannot, consider the possibility that they
might conceive. Others while they considered the possibility, they did not think they would and
did not want to. Research suggests that many young women (30-50+ %) have erroneous
beliefs about their own fertility (Morrison, 1985).
For those who do not want to conceive, take precautions but become pregnant accidentally,
these are mostly where contraception “fails” either by chance or poor use built upon
inadequate knowledge of fertility and the contraceptive itself. For others a negative attitude to
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contraception leads to failure (Morrison 1985). In many cases though intercourse is
spontaneous and unplanned – as it surely can be for all of us!
Becoming pregnant and having a baby is not always a conscious choice. Some
young adolescent girls have irregular periods and do not realise; some go into
denial hoping it will not happen; others find it attractive to have someone to love.
Some report inadequate medical advice. (Hudson and Ineichen, 1991)
This strengthens the importance for all those working with young people to understand the
complexity of their lives and trajectories.

8.2 Young mothers’ knowledge of their pregnancy

27 (52%)

were shocked when they found they were pregnant

4 (8%)

were excited when they found they were pregnant

4 (8%)

thought they had ruined their lives

4 (8%)

took a few weeks to tell their mum and/or father

10 (19%)

were encouraged to take a pregnancy test by their partners or other family
members because they „knew‟ they were pregnant

11 (21%)

stated that their partners were happy about their pregnancy

7 (13%)

stated that their partners were unhappy about their pregnancy

15 (29%)

stated that everyone was shocked when they informed them they were
pregnant

5 (10%)

had mothers who were excited about their pregnancy

14 (27%)

were supported by their families during their pregnancy

26 (50%)

of the babies‟ fathers are no longer involved with their child

26 (50%)

did not consider a termination

10 (19%)

considered a termination but could not go through with it

2 (4%)

found out they were pregnant when it was too late for a termination

5 (10%)

had partners or other family members who wanted them to have a
termination

1 (2%)

had had a termination prior to their current pregnancy

5 (10%)

stated that their partner or father did not want them to have a termination

9 (17%)

thought that they had to face the consequences of their actions

Data Summary 6 – what our sample thought of getting pregnant
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Young mothers experienced pregnancy in different ways. Some did not want to believe they
were pregnant and delayed taking a pregnancy test – others just „knew‟ that they were
pregnant. The stage of gestation at which the young mothers found out they were pregnant
also varied considerably.
Some 71% of the young mothers in our sample were not planning to have a baby. Whilst we
elaborate this issue in relation to contraception, it is worth noting that the young mothers we
spoke with planned little in their lives – something well known as a characteristic of less
affluent groups. The majority of the young mothers conceived at around the age of 16 (42%)
and it is perhaps not a coincidence that this is the case. Many of the young mothers reported
not doing well at school: experiences of bullying, not achieving well at GCSE and not having
any significant direction in their lives. Some 27% of the sample found out they were pregnant
between 6 – 12 weeks. This is an important issue for Health Services as young people can
access health related care from an early stage in their pregnancy. Even though the young
mothers had an idea that they may be pregnant, 33% were too scared to find out whether
they were pregnant. Helen, for example, had been sleeping with her partner for some time
before she discovered she was pregnant.
I knew it was a possibility but because we‟d been sleeping together for so long I
didn‟t think about it so when it happened it was a shock to me. (Helen: Interview)
Helen had felt secure for some time – she had taken the risks associated with unprotected sex
and had been „lucky‟ for some time, to the extent that she „didn‟t think about it‟. Carrie also
did not want to think about her pregnancy.
At first I did [go into denial]. It was only when I saw myself in reflections that I
realised I was pregnant so, for most of my pregnancy, I was just forgetting about
it. (Carrie: Interview)
From our interviews, we felt that many of the young mothers appeared to disconnect
themselves from their pregnancies – the emotional consequences being too much to bear in
many cases. Many of the young mothers feel mentally unprepared for pregnancy. Eve
continued to have periods during her first few months of pregnancy. She found out she was
pregnant when she accompanied a friend to the hospital – the friend was having an abortion.
[My periods were regular] up until this point. But they just felt heavy. But then I
was with the hospital with my friend and I‟d missed one period and she was just
having an abortion and she asked me if I found out if I was pregnant yet and a
nurse heard her and asked if I wanted to do a test. So I did a test and she came
back to me and said that I was pregnant. I was in denial for a week. I started
crying when I found out. (Eve: Interview)
Eve was both in denial and worried about what people would say. It took her over a week to
tell her mother. Eve had booked herself in for an abortion, but once her mother knew about
the pregnancy, she began to feel supported and therefore did not go through with it. This
reaction seemed to be consistent across the sample.

8.3 Young mothers’ reaction to pregnancy
The majority of the young mothers were initially shocked when they found out they were
pregnant – not knowing where to turn or who to tell. A significant number were in relationships
where the pregnancy was perceived as a problem. Some were worried about informing their
partners and their parents, although some stated that they already „knew‟ they were pregnant.
The issue of termination also caused anxiety, but in the majority of cases it was never
seriously considered.
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There are three different factors involved when the young mothers reacted to their
pregnancies. Firstly, they had to reconcile their own feelings – to come to terms with what
many of them had experienced as a „huge‟ shock. Secondly, they also had to deal with the
reactions of others – their partners and their own families. Thirdly, the young mothers had to
decide whether to terminate the pregnancy or not.
Many of the young mothers struggled to come to terms with their pregnancies when they had
had it confirmed. Their reactions illustrated how vulnerable and out of control of the situation
they felt. For example, Lynne found out that she was pregnant and told a friend. She had
instructed the friend not to inform anyone else of the pregnancy – Lynne was still trying to
come to terms with it herself. Lynne‟s friend proceeded to inform many of Lynne‟s friends
including her partner at the time. This had angered Lynne who felt that she had no control
over who got to know about the pregnancy. Jess also had difficulties of maintaining control
over how the knowledge of her pregnancy was shared. She was worried about telling her
mother, but „just something‟ made her.
I was really afraid to tell my mum even though I did tell her almost straight away.
She was sitting at my grandma‟s watching telly and I went in and I weren‟t going to
tell her then because I was frightened but something made me tell her. So I said
that I had something to tell her and she said: you‟re having a baby, aren‟t yer? And
I said: yeah. And that was it. She just blew off the roof then and she said: „Give me
his mum‟s number!‟ And I said that he was going to tell his mum but she wouldn‟t
have it and she made me give her his number and she phoned up his mum and
that was it. I had to phone Sean up quick and tell him to go home. (Jess:
Interview)
Jess had been forced to consider the feelings of her boyfriend‟s mother because of the actions
of her own mother. This was particularly difficult for Jess, because she had yet to come to
terms with the situation herself. Her mother‟s reaction – „she just blew off‟ is indicative of the
impact that teenage pregnancy can have within the family at a time when the young mothers
feel at their most vulnerable and insecure.
In our sample, 52% had been shocked to discover that they were pregnant and 4% thought
that they had ruined their lives; the young mothers who had felt that, were those who had
achieved the highest GCSE scores within the sample and had been planning to go onto college.
Furthermore, 19% of the young mothers had considered a termination, although they were
unable to go through with it, but 50% had never considered a termination at all. Of those who
elaborated on the reasons why this was the case, 19% explained that young people should
face the consequences of their behaviour and it „wasn‟t the child‟s fault‟. The decision to
terminate a pregnancy was influenced by the reactions of those closest to the young mothers.
It often came as a relief once the news had been shared and the young mothers could then
establish whether they were going to be supported or not. This reflects the picture nationally –
where those living in more disadvantaged communities, and those from more working class
families tended to reject abortion as a solution to unexpected pregnancy, and accepted the
consequences of their actions. This was certainly the case for Katy who does not think that it is
„right‟ to have an abortion.
Katy: No. I didn‟t want an abortion. I don‟t think its right.
Tina: Why do you think that?
Katy: I think in certain circumstances if you want an abortion then that‟s your own
choice but I didn‟t see that it was that much of a problem. My friend, she
was my age and she got pregnant again and she knew in her heart that she
couldn‟t have another baby so she got an abortion. Everyone‟s got their own
ideas about it but I don‟t think I could have been able to have an abortion.
Unless my circumstances were so bad that I knew my child wasn‟t going to
have a nice life but I knew my mum and dad were going to be there for me
so I thought I wouldn‟t get rid of a baby.
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The young mothers looked towards their families for support in coming to terms and
progressing with their pregnancies. In terms of help from professionals, the young mothers
spoke eloquently about was their ante-natal care.

8.4 Professional
pregnancy

perspectives

on

young

people’s

response

to

Because of the nature of the sampling strategy in our interviews with young women, we
encountered those who had gone through with a pregnancy and none who had undergone the
possible trauma of a termination. However, this rejection of termination reflected a large part
of the GPs experience also.
When they arrive they have often made up their mind already. I do not interfere. I
tell them I have no problem referring them for a termination. They need an
appointment and a scan. (GP)
We do not get that many requests for terminations. Most of our teenage mums
tend to keep the baby. (GP)
Here there is very little emergency contraception. There is a lot of resistance to it. I
suspect there is resistance to termination too. Many come here with their minds
made up. (GP)
So the picture here is fairly clear. The tendency, at least in the hot spot areas we researched,
is to continue with the pregnancy and not consider termination. This reflects very closely the
pattern nationally where lower SES teenage mothers reject termination as an option. Of course
this does not preclude the possibility of spontaneous abortion in the early weeks of pregnancy
where often doctors – and maybe even parents - might not be informed.
However other data indicated the provision for termination also connected to the provision of
local services especially with the need to travel long distances in order to undergo a
termination.

8.5 Professionals views on “being a parent”
Many respondents referred to the lack of preparedness young girls had for the realities and
demands of being a parent. This comes out in our analysis of data from the young women
themselves.
I think few have much idea of the impact on your life that children have. They need
a better idea that parenting is not just cuddling a dolly and dressing them up in
pretty clothes and putting them to bed at night. (GP)
I think it varies. I‟ve seen some teenage mothers and they‟ve been very content
and I‟ve spoken to some teenagers who planned to have a child and they are very
happy with the decision that they‟ve made and then at the other end of the
spectrum I‟ve spoken to people who thought that they could go out and carry on as
normal and they‟ve completely neglected the child. And I‟ve also spoken to people
who just can‟t cope with it. (Social/health worker)
They suffer more depression and they can‟t cope very well. The boyfriend carries on
having a social life and they are stuck at home. (GP)
Whilst GPs may not be fully involved in the pregnancy, they have a sense of broader parenting
issues after the baby is born. This suggests more needs to be done to encourage young people
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to feel comfortable in accessing all levels of services, but that one impediment might come
from embedded social attitudes which are difficult to shift.
One thing that they don‟t seem to do is to access post natal classes or anything like
that because they are just too embarrassed to do it. They just don‟t know how to
do it. So when the older mums are going to baby massage and things and even
though it is running at Sure Start and it is easy to access and it‟s very friendly and
open but they don‟t access it. They don‟t go to the sport centres to find out about
swimming and activities. I always try to encourage them. (GP)
This points to another example of where young girls who become mothers find themselves
being treated just like any other new mother. Yet as adolescents they have different needs
which are often not met or dealt with appropriately. There is a possible need to explore some
of the real emotional barriers faced by young mothers in order to provide targeted services to
allow them to engage in activities which are felt to be “a good thing for new mothers to do”.
Breastfeeding may come into this category.

8.6 Ante-Natal Care

24 (46%)

had a good relationship and experience with their community midwives

24 (46%)

felt that they had been treated differently at hospital because of their age

13 (25%)

felt that they had or were being treated badly during hospital appointments or
during labour
Data Summary 7 – What our sample thought of ante-natal care

Young mothers felt that their care from community midwives had been mostly good. However,
some felt that their experiences when at hospital were more negative. Significantly there is a
widespread feeling that hospital midwives responded more negatively to them than they felt
reasonable.
The young mothers were generally happy with their ante-natal care with 46% reporting
positive experiences with their community midwives. It was important to the young mothers to
feel that their midwives were listening to them – that they understood them. Stacey reflected
upon her experiences with her community midwife which had been extremely positive.
Oh, lovely. I had the best midwife ever. Any time you‟d see her – even outside of
work – she would stop and chat and she explained everything because when you
are young you need a lot more information. And she spent a good half an hour to
an hour with me every time and it weren‟t just about you and the baby but about
your whole family. She‟d chat about your whole life really. (Stacey: Interview)
Stacey was not unusual in this – many of the young mothers felt that their unique needs had
been met through their community midwives. However there was a small number of young
mothers who felt that the midwives did not have time for them or did not explain things
thoroughly enough.
I asked her about ante-natal classes because I was only sixteen and I didn‟t
know much about it but every time I went to see her she said we‟d talk about it
next week. In the end I was that far gone that it was pointless me going to
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them. I booked myself in for the tour round the hospital and I wished now I‟d
booked myself in for the ante-natal classes but she said that she would do it for
me and I didn‟t know any better. So I missed out on them all. (Deb: Interview)
The young mothers also had negative things to say about their hospital experiences, where
46% had felt that they were treated differently because of their age. The next set of quotes
are a small example of what the young mothers had to say about their hospital experiences.
Mum took me to hospital and the hospital sent me home and I was in pain so I had
a bath and all of a sudden there was blood all over the place and I started pushing
while I was still in the bath. So my mate Kim went upstairs to tell my mum, so we
drove to the hospital and by the time we got there //They didn‟t say anything. They
didn‟t say sorry or anything like that but even after I had him I felt like they didn‟t
pay no attention to me. (Sharon: Interview)
The doctors were really nasty at the hospital. (Lynne: Interview)
I said that I needed some kind of drug to stop the pain and she said: „Don‟t tell me
how to do my job‟. I really don‟t know [why she was like that]. I wasn‟t screaming
like some people were and she was telling me not to make any noise and to stop
being so stupid. (Karen: Interview)
I was put in a separate room and the midwife came in to change my bedding, but
she didn‟t come back and I was just left lying there for ages. (Lisa: Interview)
In addition to not feeling cared for, young mothers felt that their needs were not being met
whilst at hospital. Jo felt that young mothers needed more support and that hospital resources
should appreciate this.
They need to have more understanding that everybody is equal and girls that are
younger may need more support than older mums. I think that girls who are
younger – especially at fourteen - will need that extra support because they are
really, really young and they might not have done anything at school about this and
they might need that extra help and I think there should be places where they can
ask for it. (Jo: Interview)
In addition to the negative experiences the young mothers had of health professionals, young
mothers also commented on how they felt other people on the wards were judging them. Sally
and Fiona‟s comments are representative of many of the young mum‟s experiences.
And I felt uncomfortable when I was having my baby because I was on a ward with
all these older people. It was awkward because I was, like, the only teenager there.
(Sally: Interview)
And it weren‟t just the midwives – it was other people in there as well. Older
woman having babies and they used to talk amongst themselves but they never
used to talk to me. (Fiona: Interview)
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8.7 Young mothers attitudes about other young mothers

30 (58%)

felt that people looked down on young mothers

17 (33%)

think that some young mothers get all young mothers a bad reputation

13 (25%)

think that some young mothers are irresponsible or view their child as an
accessory

21 (40%)

feel that they have changed since becoming a young mother

11 (21%)

think that some young mothers get pregnant to get a council house and
benefits

16 (31%)

think the government are concerned about teenage pregnancy because of the
financial implications

Data Summary 8 – What our sample thought of other young mothers
There are two issues facing young mothers – attitudes that others have of them and also what
they feel about some young mothers themselves.
The young mothers we spoke with spoke about how they felt judged by other people. 58% felt
that they were looked down upon as a young mother. Trisha felt that she was judged for being
a young mother and the shame that is associated with being a young mother is also
experienced by other members of the family.
I did. I felt ashamed and embarrassed. And my dad felt embarrassed when we
were out in public together. I can see now why he felt that way but I was proud
and I wanted to show off my bump but I didn‟t because it was upsetting him. I was
looked at different though and people probably thought that I was just one of those
young mothers who won‟t cope and are only doing it for the money but I‟m not
bothered what people think about me now. (Trisha: Interview)
From Trisha‟s perspective, being pregnant at a young age is not something that can be
celebrated. Trish herself has to conceal her bump when she is out with her father because he
was embarrassed by it. Trisha is aware of why people think negatively about young mothers –
she accepts that they probably think that she is the same as „all‟ other young mothers. That is,
that she is pregnant so that she can claim benefits.
Helen refers to this issue and in her story we get a sense of the mechanisms that come into
play to protect herself from the hurt that could be caused by other people‟s attitudes.
I didn‟t get bothered about it. He didn‟t know anything about me and I wasn‟t going
to judge him because of the way he looks so why should he judge me? I‟m not
bothered about little things anymore. I don‟t get wound up when people say things.
Like before, if someone had said something like that, I would have responded.
(Helen: Interview)
Helen has learnt not to respond – she has changed since becoming a mother. In our sample
40% felt that they had changed positively since becoming a mother – wanting to sort out some
form of education or training in order to do the best that they could for their children. The
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other 60% felt they wanted to focus on their child and ……had little vision of their education,
training or employment future
The young mothers in this study disassociated themselves from the myths about teenage
mothers. Kelly for example, was renting privately and her partner was working. She was
extremely resentful that the myth exists that would suggest young mothers are all on benefits.
The young mothers face many challenges – they are not only learning how to cope with a
young child or baby in many cases, but they have to deal with negative perceptions of them.
Many of them recount examples where strangers have made comments about them. Some of
the young mothers in the study did have the strength to challenge such comments, but many
of the others just accept it, knowing that they can do nothing about it.
Finally – perhaps a very poignant statistic - of the young mothers in this study, 53% stated
that they wished they had done things differently. This perspective is reflected in our choice of
the title for the DVD associated with the project “Do you really want to be in my position?”
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Danielle

Background and family
Danielle is 19 and lives with her two and a half year old son in Sherwood. She has lived there
for one and a half years. She spent a while living in Sheffield to be with a previous boyfriend,
but prior to that lived in Nottingham all her life. She finds being a mum hard. She has a close
relationship with her mum. Danielle was in a group of about 20 girls – 15 now have babies.
Her mum was 16 when she had Danielle.

Sexual history
Danielle started having sex at 15 – she felt under pressure to have sex from friends.

Relationships and conception
Danielle had just turned 16 when she found out that she was pregnant. Her son‟s father is 21
and is not in a relationship with Danielle. He is currently serving a life sentence in prison. Her
„relationship‟ with Nathaniel‟s father was a „one off‟. She continued to have periods whilst she
was pregnant and was five and a half months pregnant before it was confirmed. She had been
on the pill, but had missed one day. She did book herself in for an abortion but was talked out
of it by her mum. She has been with her current boyfriend for about a year and a half.

School and qualifications
Danielle attended a Nottingham school which had been alright until the last year. She was
being sick all the time whilst trying to take her exams. She got a distinction in IT, Cs in
Technology and Child Care and Ds in English and Maths. Danielle loved school and her
attendance record was good until Year 11. She can remember one SRE lesson: sexual health
and contraception – a lesson which also had drugs as part of the content. Danielle had wanted
to be a teacher and still plans to pursue that when her son is older.
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9. Reflecting – Looking Back
9.1 Sexual pleasure
It appears that not only is the topic of sexual pleasure absent from many women‟s lives it is
also absent from the research literature (Malekafzali, 2007, 28-32). A review of the
international literature (Malekafzali, 2007) demonstrates a limited focus on the desires and
pleasures of adolescents and girls in particular. This is part of a more general phenomenon
which sees adolescent girls‟ sexual pleasure as a taboo area; to consider discussing it in
schools is to think the unthinkable. Adults are uncomfortable with the idea and public
discussion of pleasure and desire and consequently structure curriculum and school relations
accordingly. In schools SRE focuses on relationships and mechanics but would it appear steer
away from intimate but purposeful aspects of those relationships. However,
Tinkering with sex education…will not solve the problem. This is a social problem
that demands change at a societal level, in how we think and talk as a society
about adolescent sexuality, both girls‟ and boys‟. (Tolman, 2002, p. 5)
Although in our interviews we did not specifically ask the question “did you enjoy it” nor did we
focus on the experience of sexual pleasure, it is interesting that in interviews, few girls gave
answers which indicated that intercourse was, in and for itself, a particularly pleasurable thing
to do. This may have been because it is so “bleeding obvious”. On the other hand it may have
been because it never crossed their minds that it ought to have been particularly pleasurable.
The issue of whether young women did see sexual activity as a source of pleasure was evident
in their discussions on contraceptive use – and it is interesting in just what never got talked
about. Naturally a critic might say it was because we didn‟t press them in the interview. An
alternative interpretation is to recognise the silences – wherein thing do not get spoken about.
There was for example no evidence that girls could see the use and putting on of a condom as
a pleasurable thing to do or “as part of your lovemaking” as it says on the box.
Interestingly, during the course of this research Durex began marketing a new range of
products called “Vibrations” – battery operated vibrating devices to provide enhanced pleasure
during intercourse. Far from being embarrassing under the counter products available only in
sex shops or Ann Summers, all models were available at Boots in the Victoria Centre
Nottingham. One wonders just how many teenage girls might insist on their partner using one
of those! Of course this is mere speculation on our part - but at £10.99 such pleasure does not
come cheap.

9.2 Confident control
To take charge, be in control is something which is known to actually make sex a more
pleasurable activity. However again, there was little evidence of the girls feeling themselves in
a position of self-confidence, or control
However, whilst there are some messages suggesting – oh why not try to have fun putting on
a condom – the more striking images are contrary. How many times have we seen James Bond
reaching for the contraceptives?
A state of physical, emotional, mental and social well-being in relation to sexuality;
it is not merely the absence of disease, dysfunction or infirmity. Sexual health
requires a positive and respectful approach to sexuality and sexual relationships, as
well as the possibility of having pleasurable and safe sexual experiences, free of
coercion, discrimination and violence. For sexual health to be attained and
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maintained, the sexual rights of all persons must be respected, protected and
fulfilled. (WHO, 2006)
The ability to achieve pleasure from sexual activity is a key feature of any definition
of healthy sexuality. (Resnick, 2002)
Traditional socialization of girls renders desire illegitimate, pulling them towards
equating pleasure with selfishness. (Real 2002, p. 248)
If one is not encouraged to embrace and understand what they desire, sexual
experiences can become more easily coercive and without personal agency. As
Deborah Tolman explains many adolescent girls describe their first sexual
experience using the phrase, “it just happened” (Tolman, 2002, P. 2). This depicts
how girls are allowing sexual experiences to happen to them instead of taking
agency within their sexual experiences. This can create unsafe situations where
girls allow boys or men‟s desires and decisions to take precedence and not voice
their own concerns. This can impact their ability to make informed decisions on
contraception and consent in sexual experiences (Rickert et al, 2002). (Malekafzali
2007, p.10)
The experience of pleasure can increase immunity and extend longevity. (Ader,
1981)
A study of 904 sexually active young women aged 14 to 26 found that 8-9%
believed they never had the right to make decisions about their own sexual activity,
that 15-19% believed they never had the right to make their own decision on
contraception regardless of their partner‟s wishes, 27% felt they never had the
right to tell a relative they were uncomfortable with the level of affection they were
receiving, and 49% believed they never had the right to masturbate to orgasm
(Rickert et al, 2002). These findings clearly demonstrate that young women do not
feel empowered to control the outcomes of their sexual experiences or
communicate their desires. This places them at risk for unhealthy sexual
encounters and limits pleasurable sexual experiences. (Malekafzali, p.14)
The culture of fashion, body mage, cosmetics, cosmetic surgery or aesthetics all add to the
conditioning of young girls to be providers of pleasure rather than the recipients and this too
plays its part in creating a culture where early sex is countenanced and legitimated.

9.3 Young mothers looking back
40 (77%)

find being a young mother hard work or tiring

13 (25%)

enjoy being a mother

7 (13%)

feel that there is nothing good about being a young mother

11 (21%)

prefer to be a young mother

20 (38%)

would have waited before having children

7 (13%)

would have used contraception

1 (2%)

would have delayed having sex

8 (16%)

would not have done anything differently
Data Summary 9 – What our sample thought on looking back
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We asked the young mothers to tell us what they would have done differently. Their responses
to this question varied.
Although the young mothers in our study all stated that they would not „swap‟ their child for
anything, many of them reflected on what could have been. Almost 80% of our sample found
being a mother hard work or tiring – no surprise there! Doesn‟t every mother? A key issue
here is what might be done about this and whether they were prepared for the unremitting
onslaught that having a baby brings.
Amy had found coping particularly difficult and had been unprepared for the relentless nature
of motherhood.
It is hard. It‟s like when you are trying to teach „em what‟s right and what‟s wrong.
It‟s hard doing all those things. I mean I went through a very bad stage with Sam
when he was crying all the time and I was never having a break and I just broke
down in the end because I couldn‟t take no more and I just went down hill. (Amy:
Interview)
There was a mismatch between what Amy thought being a mother would be like and her actual
experiences. This is also true of many of the young mothers in the sample. There is a sense in
which they did not fully appreciate the „24/7‟ nature of being a parent and did not feel
emotionally equipped to deal with it.
Tracey explains the tension she feels between enjoying the idea of being a parent, but the
problem of not having any freedom.
I think it‟s really nice because you are in their life and you are the most important
person and you want to be with them all the time. The only problem with being a
young mum is you can‟t have freedom. (Tracey: Interview)
Many of the other young mothers talk about the restrictions of being a parent at a young age
and do reflect on what they feel they are missing out on – going out with friends. In the
sample 13% felt that there was nothing good about being a young mother and 38% of the
young mothers stated that they would have waited before having children. Of those that did
say this, they felt that it would have been better to get a house and a job before having
children. However, 10% of the young mothers felt that they would not have done anything
differently.
So a key question here is what support were they given? What respite? What health visitor
care. Toward the end of this project, Nottingham established a Family Nurse Partnership which
is a promising development and may go some way toward identifying the problems and
alleviating the difficulties for young mothers.
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Hayley

Background and family
Hayley is 18 and lives with her partner in Bulwell. She is pregnant with her first child, having
had an abortion the year before after being told to do so by her mum. Her mum wasn‟t happy
about this pregnancy either, but her father was more supportive. She has cousins who have
been to university and felt under pressure to go from her grandparents. Her mum was 18
when she had her first child.

Sexual history
Hayley first had sex at 15. Her first sexual experience was with a boyfriend whom she had
been with for about a year. She regrets aborting her previous pregnancy.

Relationships and conception
Hayley has been with her partner, who is 23, for four and a half years. She was using the
injection as contraception. She stopped taking that and went on the pill, but „forgot to take it
sometimes‟. She would often take two the next day to compensate for missed pills. She used
condoms at times, but stopped.

School and qualifications
Hayley went to a school in Nottinghamshire. Her mum didn‟t want her to go to the local school
because it had a bad reputation. Her attendance was poor because she could never get up in
the morning. In Year 10 and 11 she stopped going to school. She met her boyfriend and
wanted to be with him. She achieved a D in English and E in Maths GCSE and failed Science.
She had wanted to go into hairdressing and completed her first year before finding out that
she was pregnant. She is planning to return to complete further studies in this area. She can
not remember anything about SRE in school but learnt a lot from her boyfriend who is older.

104

Understanding Teenage Pregnancy

10. The Locality
But it does surprise me that teenage pregnancy is so high in Nottingham. But we are high in
crime as well so does that go hand in hand. We have high truancy rates so does that go hand
in hand. We‟ve got low achievement. The number of problem backgrounds some of our
children have to face is frightening. They deserve a medal for coming to school every day and
they‟ve got to be encouraged. I certainly think that in city schools you need a different mind
set as a teacher to what you need in other schools. You have to be very open; very friendly
but you have to earn your respect. I think a lot of teachers demand respect but they have to
earn that right. Children need to have boundaries but they must understand why they are
there. Too often they have no boundaries at home and many times they are the carers
themselves. They don‟t get fed by mum or dad and too often they‟ve got to fend for
themselves. And often a girl will have a baby just as a way out but often those girls will be
trying to bring up a baby with lack of parental support; lack of finance and lack of role models.
Because often their own parents haven‟t really been parents so the kids don‟t really know what
to do. Some people say being a parent is natural but it isn‟t. You‟ve got to learn how to be a
good parent because if you don‟t then you‟re lost. (Educational Professional)
Throughout this research we have been at pains to focus on the very local neighbourhoods in
which levels of teenage pregnancy is so high. Here we look directly at those living contexts.

10.1 Living Context
17 (33%)

lived in a council house with their families – in cramped conditions

10 (19%)

lived in a council house on their own

11 (21%)

lived in a council house with their partner

7 (13%)

lived with their partner‟s family

4 (8%)

lived in a hostel for young mothers

11 (21%)

had lived in a hostel at some point

2 (4%)

lived in private rented housing

14 (27%)

had lived with or were still living with relatives

1 (2%)

lived in her own house with her partner and baby

6 (11.5%)

had lived or were living in foster care

6 (11.5%)

had been kicked out of home

10 (19%)

would like to move to a better area

9 (17%)

are planning to have more children

Data Summary 10 – What our sample thought of their living context
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The young mothers in our sample lived in a variety of different contexts – some lived with their
families, often in cramped conditions, but others experienced more considerable difficulties.
For example, two young girls had no fixed address and were living between friends or
relatives. These “sofa surfers” were thus unable to provide anything like a stable home life for
their baby.
One of the key issues for the young mothers in this study was housing. During focus group
discussions we found a commonly held perception that teenage mothers are provided with a
council house without difficulty. However, this is far from their lived experiences. We found
many young mothers living in cramped conditions, often with other family members in what
they described as „small houses‟. For example, one young mother was living in a three
bedroom house with her child, mother, father and two siblings. She was sharing a bedroom
with her child. Although in this context, the young mother was able to receive support in child
care from her mother, the burden she felt that she was adding to the family contributed to her
feelings of guilt at having a child. In addition to living in cramped conditions, there were other
practical issues that faced young mothers on a day to day basis. For example, Tracey describes
her difficulties of having a baby and living in a first floor flat.
When I was younger I just thought it would be easy and the council aren‟t any good
either because I‟m in a one bedroomed flat with the baby and I‟ve got another baby
on the way and the stairs are difficult. I went down to the council to ask them if
they could move me because when he was a baby I could leave him in his cot and
then take the pushchair down the stairs but now that he‟s bigger he stands and
screams if I leave him so I have to push him and the chair downstairs. You don‟t
realise these little things because you can‟t be aware of everything. (Tracey:
Interview)
Tracey goes onto describe one experience when having been into the housing office to inform
them of a problem associated with the flat. It is during this experience, that Tracey illuminates
how she is made to feel as a young mother.
I went into the housing office a couple of months back and the woman turned
around to me and she didn‟t look at my information or nothing she just looked at
my size and how I was dressed. And she looked at me as if to say: just because
you‟re pregnant again don‟t think you‟ll get put up the housing list. So I ended up
walking out. And then she had a go at me because I had two different surnames
and she tried to have a go at me for that. She was treating me like I was some
stupid little kid. (Tracey: Interview)
Michelle also found that she had to deal with perceptions that people have of young mothers.
Even though she was in a stable relationship with the father of her child, they were unable to
live with each other. In this case she had to wait for her boyfriend to have been in employment
in his new job for „at least 6 months‟ – people are „wary‟ of renting out houses to young
parents.
He still lives at home with his mum and dad but we are planning to move out and
we can afford it but my boyfriend has just moved jobs so he needs to spend at
least six months in his new job in order to get references for us to get a flat of our
own. Landlords are a bit wary of taking on young teenagers with kids because of
the way we are portrayed in the media. (Michelle: Interview)
Michelle also felt judged by other people and positions herself differently from what she feels is
a stereotypical view of young mothers.
I know a lot of people there who‟ve got kids and all they seem to want is to get
their little council house and dress the kids up and that‟s it. I‟ve seen my mum and
dad work since I was little and they‟ve always worked and never been on benefit.
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Every day when I go out I get judged by older people. They look at me all the time
and think I‟m the same as other people. They think I got pregnant just to get my
council flat. But if they were to come and speak to me they would see that I‟ve
been through a lot since having my son. I‟ve come this far and I‟m actually proud
of myself but what puts me down is when I‟m walking with my son and people are
looking down on you. (Michelle: Interview)
Teenage mothers often did not fully understand the regulations surrounding housing – they
believed that the council did not have to provide them with a house of their own until the age
of 18. At this age, young mothers were entitled to „bid‟ for a house. One young mother found
this problematic as she did not have access to a computer and had to rely on friends bidding
on her behalf.
The young mothers who were living in their own council house with their partner had managed
to find housing due to the age of their partners. For Nikki, that resulted in her boyfriend
throwing her out on numerous occasions.
I couldn‟t stand on my feet. I was scared. I thought I couldn‟t bring a baby into this
world yet not with the life that I‟m living. I‟ve got nowhere to live; I kept having
ups and downs with his dad and we kept arguing and he kept throwing me out.
(Nikki: Interview)
Nikki had also had a problematic relationship with her mother who had thrown her out of home
at the age of 13. Nikki did not appear shocked that it was something her boyfriend would do –
she was used to it. She had spent much of time since the age of 13 living between homes:
friends, her father and her mother.
Nikki was not the only young mother to experience difficulties with housing. Susan and her
boyfriend also described the transitory nature of housing when a young girl is pregnant and
not eligible for housing through council services.
At first I moved in, when she was pregnant with him, to her mum but her mum
weren‟t getting any money or anything and she was screaming and arguing about
board and everything like that so she kicked us out. But luckily I‟d been through
homeless already so I got straight down and got us into a hostel for about four
months and then we got this. (John: Interview)
A small number of young mothers were not living at a fixed address. One young mother for
example, was staying with friends at the opposite side of Nottingham to her family. She was
unable to provide us with an address as she did not know where she would be living from one
week to the next.
Although many of the young mothers describe difficult living contexts, one young mother‟s
experiences were considerably more problematic given her previous relationship with a violent
partner.
He doesn‟t know where I live at present but I‟ve just got to be very careful. He was
just very insecure and jealous and he was a lot more violent after he‟d gone to
prison. I‟ve had quite a dramatic life and I suffered from depression when I lived
with him. I‟m trying to change my life around and it‟s a bit hard but I‟m getting
there. (Rachel: Interview)
Anne also describes what her life was like when she lived at home with her baby.
I lived with my mum and my brother was selling drugs and we had the police in the
house searching the house and my mum and dad weren‟t strong enough to kick my
brother out. It got to the point where I needed to get out. I was on the housing list
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for nearly a year so I forged a letter off of my mum saying that she was kicking me
out and I went to housing aid. Then I got a letter offering me a house. (Ann:
Interview)
It is evident from many of the young mother‟s stories that housing is an issue - far from the
idyllic situation that some of them described to us they had imagined prior to having their
children. However, since most of the pregnancies were unplanned, they probably only not
though much about the practicalities. This is explored further in the DVD that accompanies this
report.

10.2 Family Context

27 (52%)

had mothers who were teenage mothers themselves

6 (12%)

had other relatives who had been teenage mothers

19 (37%)

described their relationship with their mother as „close most of the
time‟

10 (19%)

had always had a close relationship with their mother

5 (10%)

described their relationship with their father as „close‟

32 (63%)

had parents who were no longer together

4 (8%)

had brothers or sisters with a different father
Data Summary 11 – What our sample thought of their family context

Many of the young mothers come from unstable backgrounds – parents are no longer together
and siblings have been in trouble with the police or are in prison. Many of their own mothers
had been teenage mothers.
Many of the young mothers described families in which parents were no longer together. 62%
stated that their parents had split up. Of the 52 young mothers we spoke with, only 10%,
representing 5 young mothers, described their relationships with their fathers as „close‟. In
many cases, the young mothers did not have any relationship with their fathers at all and in
some cases, they had not seen their fathers for many years. In some cases they had gone on
to develop relationships with other partners. Bianca‟s father, for example, left when she was a
baby. She does not have a relationship with him and knows that she has half-brothers and
sisters from his new relationships, but she does not see them. This is not unusual. Amongst
our sample, many of the young mothers explained that they lived with step-brothers or sisters
– illustrating the complex family backgrounds that existed in our sample.
There is much evidence that suggests that the mothers of teenage mothers often had their
first child when they were teenagers themselves. This seemed to be the case amongst our
sample, with 27 of young mothers having mothers who had conceived as teenagers. Although
many of the young mothers described their relationship with their mother as „close most of the
time‟, it would appear from what the young mothers said, that their mothers had not told them
what it had been like to raise a young child as a teenager. Bianca‟s mother did tell Bianca „how
much she got and stuff……she told me about that but she didn‟t really talk much about it really‟
(Bianca: Interview).
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In situations where the mothers of the teenage mothers in this sample did explain how hard
they had found the process of raising a child at a young age, this had not made any difference.
Esther for example, stated that her mother had found it „really hard‟ being a mother at the age
of 16, but Ester claimed this had not influenced her own thinking about being a young mother.
This last issue is a fundamental one – and again touches on features of decision-making we
have mentioned elsewhere. Young people‟s decision making is often not based upon rational
models which one might reasonably assume to be influenced by information. Influencing young
people‟s lives requires skill and expertise as well as time and trust.

10.3 Professionals’ views on the locality
A recent report looking at educational aspirations of young people in Nottingham (Gates,
Coward and Byrom, 2007) identified the issue of the sense of “being and staying local”. This
indicates a strong feeling of attachment to ones immediate locality and a resistance to moving
away. This was also identified by professionals in relation to teenage pregnancy.
I think some of them feel there is quite a stigma attached to being a young parent,
and I suppose going in to perhaps a new environment where you have to tell new
people that you‟re a young parent, and cope with their censure of that. It could be
difficult for them. But also, I think their self-confidence and self-esteem is often
really low, so the thought of actually stepping out of their familiar environment is a
bit scary. (Connexions)
It is something to do with the isolation and that the local kids stick very much
together so that they develop relationships in their territory, if you like, and don‟t
sort of go out so much. (Social/health worker)
More than this there was a belief that locally there was little for young people to occupy
themselves with.
The local people say they want something local. The local teenage lads particularly
want somewhere to kick a ball around because that is one of their passions. And we
need to be thinking about the local girls - what do the local teenagers want?
(Social/health worker)
I think it‟s proper education really and providing other things to occupy their time.
I‟ve heard people say that they got pregnant because they were just hanging out
with friends and they were bored and they didn‟t have anything else to do. So it‟s a
case of providing something else to occupy their minds and their time.
(Social/health worker)
It was suggested the practice of re-housing outside one‟s local area could, as a result of a
commitment to one‟s locality, be a negative feature for many young mothers.
Actually tracking some of the parents themselves because one of the issues in
Nottingham is that we do have quite a large transient population so it is people
moving to different areas of the city through social housing. It‟s very unlikely that
any of our families would be in Bestwood for the next thirty years. (GP)
Well you never get the community cohesion. You will never get that stability while
you have got people moving in and out. But we know that teenage pregnancies are
a city wide problem so, although we can look at localities, we need to look across
the city as a whole to see where we are. (GP)
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We did not in this report look at the City‟s policy on re-housing so are unable to make any
robust comments. Yet we feel again a need to point to the way in which local cultures and
predilections might be facilitated or denied by local housing practices.

10.4 Professionals on the local acceptance of teenage pregnancy
GPs do have experience of family structure and make up – something which schools and
school teachers might not have and a view on the effect of this.
A typical family profile here is one mother and her children who could well come
from different fathers. So there is one mother but the children will often have
different surnames. It seems that one man can father loads of different children
and then move on within the estate. Therefore the children from that family don‟t
actually understand what a family is. (GP)
Well they‟ve got partners but most of them aren‟t full time partners and a lot of the
partners just come and go. And there can be several partners. We‟ve got one
woman who is on her fourth baby and she‟s had three partners and that‟s not
uncommon. (Family Support Worker)
I think a lot of it is that they themselves have been brought up by a single parent
and they don‟t see it as unusual. It is almost like our parents have been on benefit
so we‟ll be on benefit. (Family Support Worker)
It‟s something that has happened for a long time and it‟s a way of life that people
have grown up with. It seems to be a vicious circle because people in the area think
it is acceptable and it‟s not acceptable but they just think that it‟s normal, everyday
life and they don‟t have any other way of living. I‟m not saying that‟s the only
reason. There are issues around the deprivation as well. (Social/Health worker)
Clearly there is a suggestion here that there is such a thing as “a family” something which
would be problematic given the social makeup of communities in the hotspot areas. Yet there
is a recognised diversity too.
The mums who are 32 with a 16 year old are often adamant that they want them
on the pill so they do not have the same experience. Much more girls from chaotic
families with no idea where they are going. Our own lives might be chaotic in a
busy way, but this is relationship chaos, added to employment chaos, housing
chaos. (GP)
This notion of “chaos” came up a number of times when GPs described some family structures.
Mothers accept that their children are sexually active at a very young age. (GP)
Our own policy was to keep them busy – so they didn‟t have time – they don‟t even
have boyfriends. These have no activity no other interests after school. That would
make a huge difference. (GP)
A lot of mums come and want them on the pill before they get pregnant. 14, 15
year olds often on the pretext of menstrual problems which becomes clear clinically.
My daughter has a boyfriend and I do not want them to get pregnant. (GP)
Our impression from talking to GPs and other practice nurses was that there was a
considerable source of knowledge and local awareness which was not always best exploited or
utilised in the programmes to reduce teenage pregnancy locally.
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Kayleigh

Background and family
Kayleigh lives in Bestwood with her son. She moved away from her parents‟ house when she
was 17 as they weren‟t getting on. She felt that she was constantly being compared to her
sister. She describes a close relationship with her dad. Her relationship with her mum
improved since the birth of her son. She moved into her boyfriend‟s house with his parents
when she first left home. Her mother was 27 when she had her first child.

Sexual history
Kayleigh started having sex at 15 with a boy who was about two years older.

Relationships and conception
She had been with her boyfriend for four years before conceiving, but has now split up with
him. She found out that she was pregnant at 17. She never considered an abortion because
she doesn‟t believe in it. She married her partner at 18 and he has cheated on her twice. Their
divorce is going through at present.

School and qualifications
Kayleigh had a relatively positive experience of school, but didn‟t do that well at GCSE
achieving 5 D grades. Kayleigh went to a faith school but left school at 15. She has
subsequently passed level 1 GNVQ (Motor-vehicle Mechanics) and was going to move onto
level 2 but the course was relocated to Sutton in Ashfield and she was unable to get there.
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11. School and Aspirations
Having a baby can turn their life around. We get that quite a lot … „I didn‟t used to be
interested in school work but now I realise that I‟ve got to get on in life‟. And it‟s true. Some
of them were on the road to ruin, they weren‟t in school, they were getting into crime and then
the thinking changes „I‟m going to have this child, now I‟ve got responsibilities‟. Having a baby
raises their self-esteem. People might think it lowers their self-esteem, but by and large it
raises self-esteem because they get a lot of interest from medical people - a lot of individual
attention. They get the midwife, health visitor, and people bringing things round for the baby.
So life suddenly becomes worthwhile, they‟re slightly more important than they were before.
But for some of them, they really wanted somebody to love. They wanted something of their
own. (Educational Professional)

11.1 Young mothers views on school and school Life

39 (75%)

did not like school

26 (50%)

stated that their attendance had been poor

29 (56%)

experienced bullying whilst at school

9 (17%)

had been suspended or excluded from school

4 (8%)

stopped attending after their school had been closed down

6 (11.5)

had attended more than one secondary school

2 (4%)

had attended a Pupil Referral Unit

11 (21%)

had been to a school or attended college courses for teenage mothers

4 (8%)

are studying for between 1 and 3 GCSEs

37 (71%)

did badly at GCSE

5 (10%)

achieved 3 or 4 A* - C grades at GCSE

2 (4%)

achieved 5 or more A* - C grades at GCSE

37 (71%)

had some idea of a possible career/job once they had finished school

19 (36.5%)

started a college course after completing school

1 (2%)

is studying at university

3 (6%)

think that pregnancy leads to missing out on education
Data Summary 12 – What our sample thought of school
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A huge proportion of the young mothers did not have a positive experience of school. Often
their attendance had been poor and relationships with teachers problematic. Consequently,
GCSE results varied across the sample but were largely poor. Many of the young mothers had
thought about possible careers and had been to or were considering college.
In all, 75% of our sample did not like school – they had had negative experiences of school.
These included some form of bullying (56%), poor attendance (50%), exclusion or suspension
(17%). Kelly‟s story of her experiences in school is not unusual,
Boring. I didn‟t really fit in with all the other girls. They used to beat me up all the
time and it didn‟t feel like the teachers were doing anything to stop it. (Kelly:
Interview)
Kelly feels different to the other girls and felt that she did not fit in. This led to her being
bullied. She felt disempowered within the school as she did not think that teachers were
supporting her – the bullying continued. At the beginning of Year 10, Kelly stopped going to
school. Her poor attendance was not followed up by the school.
Sam, Laura, Jo and Anne all attended schools that had been closed down. They all recount
stories of when they turned up at their new school where in all four cases, there was no record
of them. Jo stated that she had taken a letter along from the Local Authority, but the school
was full and nothing could be done. Jo, along with Sam, Laura and Anne stopped attending
school from that point. One cannot help but ask here just who was responsible for these young
women excluding themselves from the education system.
Approximately 21% of our sample had gone on to attend either a school or college course for
teenage mothers. These young mothers felt that their specific needs were being met through
such institutions. They experienced their learning in the institutions significantly as different
from that of school – the curriculum which focused on how to be a parent and financial
planning for example, seemed more pertinent and relevant to them.

11.2 What professionals think about schools and aspirations
A surprising finding was the view that some GPs had of local schools, their SRE provision, and
in some cases the lack of interaction between schools, school nurses and local GPs.
But when they go to secondary school, it falls apart. There are some bright children
there but I don‟t think the parents have got the educational level to be able to
support them and to keep them going. (GP)
I think our kids get a raw deal in the nearest school to us. I think it is diabolical.
Results are appalling; no vision for our kids; lot of bullying. (GP)
A lot of problems - it is a terrible school – schools round here have a terrible
reputation. Any decent school gets much better results. There is a culture of
bullying and peer group pressure and violence is dreadful which is counter
productive. (GP)
The difficulties in schools in the hot spot areas might be significant and deep seated, yet GPs
were very critical of the level of provision. The most worrying aspect of this is the apparent
division it represented between the education service and the health service where there was
very little cross over between the two.
A significant worry of many health professionals was the lack of educational achievement
experienced by many young mothers. As is shown in our own data, there is a perception that
schools fail such pupils – though there is another side to this as we discuss later.
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Yeah. I‟d say the majority have said that they either truant completely and don‟t
go in, from a really early age. For a lot of them it‟s been way back from Y7 – but
also, when some do go to school but just don‟t go to a lot of the lessons when
they‟re there. (Connexions Advisor)
We see some girls that are still in mainstream schools but I would say that they
cope better at Beckhampton than they do in mainstream. They tend to leave a lot
earlier whereas Beckhampton girls will go to the day that they are due to deliver.
(Community Midwife)
In addition, there was some unease with the way it was felt schools themselves dealt with
pregnant girls.
It was like: they couldn‟t do domestic science because they couldn‟t bend down to
put things in the oven. And they might have a miscarriage if they go from one class
to the other and they fall down the stairs. And they might want to go to the toilet
more often so they will need a toilet pass. (Community Midwife)
I have been on a school body and – because it was a Christian school – they were
very anti us being in because they didn‟t think that their girls could get pregnant.
(Community Midwife)
Well it‟s been identified that schools aren‟t always the most comfortable place to be
and they used to come up with lots of different reasons – we call them excuses – as
to why the girls are better off not being in school apart from the fact that it
advertises pregnancy and makes it appear positive. So we‟ve worked with the
educational worker and they gave us the most common reasons that schools gave
for pregnant girls not to be in mainstream and then we came up with an answer to
all of these reasons. (Community Midwife)
These are usually girls who have not been to school; who have not been attending
and they‟ve been out of school for some reason or another and possibly for a few
years and now, suddenly, somebody is taking an interest in them and giving them
that opportunity to be able to achieve even if it‟s not a great achievement. But they
are moving on and they will get to achieve something. And with JHP and ASPIRE as
well, even if they‟ve not been at school up to sixteen, they then get them to
achieve certificates and things which will enable them to go back into education.
(Community Midwife)
Again, as with various other areas, we found only a low level of interconnection between
professionals in different services, in this case between community midwives and the school
nurse. Where it was positive, it often tended to be a relatively recent development.
I think school nurses are coming more on board and I had a conversation with a
school nurse only last week and it was the first conversation that I‟ve had with a
school nurse in five years. (Community Midwife)
However contact with and integration of the health service and schools was seen as
problematic.
We do not have much to do with schools. We tried to have a meeting but school
nurses would not engage with us. We assumed school nurses would be doing it, but
they don‟t because there are issues in the schools about curriculum and so on. You
would think it would be the backbone of work in schools. (GP)
Each school nurse now has a whole family of schools – they have secondary and
junior. It‟s a job that can‟t be done. (GP)
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I have little contact with schools and only at meetings here. Well I‟ve been to junior
schools to do a couple of sessions with stethoscopes and stuff like that. (GP)
School nurses also highlight the relative scarcity of provision with the implication they may
have to spread themselves more thinly than they would want. This is not the only place where
inadequate funding was seen as part of the problem.
I work four days a week and I‟m supposed to be here for most of that time but I
have child protection priorities and we have government targets to do with
immunisation and obesity measurements. I also do supervision of other nurses so
that eats into the time that I am available to see the kids. (School Nurse)
There is no funding for school nurses to be in the comprehensive schools all the
time. I‟ve been removed out of my primary schools to actually give maximum
impact in these schools but my colleague who does [hotspot secondary school]
works three days a week and she does that school, an infant school, a junior school
and another primary school in three days a week. So how available is she with
regards the Every Child Matters documentation? (School Nurse)
We do teaching in primary schools and it varies from school to school. Just recently
– because of the reorganisation – I‟ve taken on three new primary schools with
another nurse and we work together. We‟ve very recently developed a sex and
relationship programme and we are consulting with parents at the moment. But as
we‟ve only taken on these schools since Easter we haven‟t had a lot of time and the
work we‟ve done is in its initial period. Although one of the schools seems to have a
quite established programme already. (School Nurse)
I‟ve worked very hard since I‟ve been here in trying to raise my profile but it has
been very difficult because I have been covering both sites and I have to be
responsible for a certain amount of work in primary as well so I haven‟t had as
much time as I would like to actually just be sitting here and available for young
people to come and talk to. (School Nurse)
I don‟t feel very supported really. I‟ve got a telephone here but I‟ve got nowhere to
plug it in so if somebody is coming to see me they‟ve got no way of phoning up to
make sure that I am in. They rely very heavily on email at this school and I was
here for a considerable length of time before I was able to access email. When I
first came here the filling cabinets were in a room that was probably even smaller
than this and then they put me into another room which was quite a nice large
room but then the cleaners moved in with me so I was in a room with the cleaners.
I told them that wasn‟t appropriate so they put me in this room and I‟ve been here
since September but I‟m not very happy with it. I have a desk at the health centre
and I don‟t think I can base myself here until the problems have been sorted out.
(School Nurse)
Putting all of this together the view is of a fragmented set of services, with a mismatch
between the health needs of young people as perceived by health professionals and that which
is felt to be provided by schools.

11.3 Professionals’ views on outlook, expectation and aspirations
“The best form of contraception is aspiration”
This quote from a school nurse indicates a key issue behind the stories - that many young
people in hot spot areas have negative outlooks on their future and little in the way of high
expectations for themselves.
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I think maybe it‟s because they‟ve got very low expectations. I think they may have
been failed by the education system. (Family Support Worker)
They lack positive role models I think, and maybe because no one‟s actually told
them that they can achieve more. (Family Support Worker)
They don‟t value themselves. (Family Support Worker)
What comes through this set of comments is very much a view not that the agency or
culpability lies with some negative pathology of the young people themselves – not that they
only have themselves to blame. Rather there is an appreciation that they are parts of a
system, which, although intended to provide opportunities, did not do so. Many of the GPs we
spoke to had worked in the communities for many years and so had knowledge of some
intergenerational family histories.
Yes. A lot of the lads come out of school and they don‟t get jobs and they have
nothing to do and they don‟t expect anything from their lives. There is a lot of
negativity in the area. I think of it as a cultural issue in Nottingham. (GP)
I think this area has lots of cultural factors combined to make it likely that there will
be a lot of teenage pregnancy and it will be more acceptable. I don‟t think it‟s
necessarily good and I certainly wouldn‟t condone it but it‟s hard to condemn it
completely when you look at the alternatives for the children. They come out of
school with no GCSE‟s and work packing shelves or they don‟t work at all and
sometimes they are supporting their parents and their grandparents as well. It‟s
the way of life, isn‟t it? (GP)
I think you could give people more ambition so they would want to do more. (GP)
They become pregnant because there is a perception they do not have a lot of life
chances – in terms of employment this becomes a self fulfilling prophesy – a part of
the social mind set. (GP)
But their aspirations, well they probably are high aspirations as far as they‟re
concerned because to go to college at all and do a Level 1 course is quite a high
aspiration if you‟ve got to sort out childcare and you‟re only 16. (Connexions)
Those GPs who worked in the local areas felt the local conditions too were a part of the larger
picture.
I think it could be the high level of unemployment, the miserable background the
housing was shocking. Nothing is nice here. How do you feel good? It is just
miserable. (GP)
They are not going to think about their health or the baby‟s health until they‟ve got
some basic security. The poverty is just shocking. I don‟t think that we need any
research to show that that is a huge problem and I can‟t believe how well some of
them have turned out considering their situations. (Health Worker)
There is however felt to be a need to be positive not pejorative or critical. Here our data from
professionals coincided with much that many young girls had said – that having the
responsibility of a baby requires the young woman to reorient her life toward providing the sort
of support the baby deserved.
Sometimes because they‟ve had negative experiences in life it‟s trying to move
them away from that to be able to see that if you do go on to college or do go on to
do this you are going to be able to offer a different life for your baby and then
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things will change. And also because the groups are mixed that helps because the
different experiences within the group allows everyone to see different ways of
living. (Community Midwife)
We‟ve got the outlook of being really positive about the future and not seeing the
baby as being the end of something but the start of something. So we try to
encourage them to think of what they are going to do next so that they start to
look beyond the baby. We encourage that throughout pregnancy so when they see
us we don‟t just ask them about their last period but are they in work; are they in
education; these are available and this is where you can get support and this could
give you a stepping stone to that after you‟ve had your baby. So we do the
educational bit during pregnancy and what we call „baby spacing‟ because we make
such a fuss about what they need to give this baby and what they will get out of
giving to this baby. (Community Midwife)
Those working more closely with career development recognised the need to focus upon
raising expectations and the need to help the young women feel better and more positive
about themselves.
When I go in, part of my careers type role is to really try and kind of pull apart their
reasons for choosing certain careers. So you don‟t just take something on face
value. Most of them want to do childcare for a career, or hairdressing, so they‟re
very traditional pathways – occasionally midwife, but the hairdressing and childcare
are the most common ones. So part of my job is to try and unpick that a bit and
help them to look at how they are making decisions. (Connexions)
Beckhampton and Aspire are just such a useful stepping stone because they really
do raise their confidence there. And over the months or however long they are
there, they start to look into things like college. So that‟s the ideal, actually
making that step from Beckhampton, which is quite a cosy, friendly environment.
They‟re very supported, which is lovely, and they like it much more than school, but
it‟s quite a big step from Beckhampton to a big college. (Connexions)
But it‟s quite hard to promote apprenticeships when it‟s probably going to be quite
a difficult route for them to take in terms of hours. (Connexions)
They can get lost in the language if you just focus on careers and the future. So if it
was a careers interview you might be saying: let‟s look at your options post sixteen
to see what you can be doing. But for some of these young people they have no
idea. It just means nothing to them because it‟s so far away. We see them in Year
9 first of all and they‟ve got no idea. So it‟s about breaking that down and starting
to talk about them. So you would talk about relationships to get to know them as a
person and they might tell you things. (Connexions)
If any section in this report were to come to be considered the most significant – it must surely
be this one. A key strategy in reducing the conditions that lead to teenage pregnancy is a
deceptively simple one - make the young people feel better about themselves. Help them
achieve successes not repeated failure; give them hope not despair; help them plan not give
up.
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Kaytie

Background and family
Kaytie is 19 and lives in a one bedroom flat in Bestwood but as it is upstairs she struggles to
manage the stairs and the buggie. She has lived there for about seven weeks. Prior to living in
this flat she lived with her mum in Broxtowe. Kaytie finds being a mum hard and „broke down‟
because her child was crying all the time and she didn‟t have a break from it. She had lost a
previous baby at 15 weeks pregnant. She would like her relationship with her mum to be
closer. Her mum was nineteen when she had Kaytie.

Sexual history
Kaytie started having sex at 15 and had felt pressurised into it by her boyfriend at the time.

Relationships and conception
Kaytie doesn‟t have a partner at present. She had miscarried a baby at 16 and although her
child wasn‟t planned, after the miscarriage she didn‟t mind if she got pregnant. She was not
using contraception - Kaytie had thought that she couldn‟t get pregnant because she had been
told that she couldn‟t, after problems with previous contraception.

School and qualifications
Kaytie went to a school in Aspley and enjoyed it. But it closed down when she was in Year 9
and Kaytie found that she wasn‟t allocated a place in an alternative school and she therefore
never went. Although she received a letter telling her she should go to another school, when
she arrived at the school there were no student records about her. She then got a part-time
job at a hairdressers. Kaytie didn‟t take any GCSEs, but wanted to because she wished to
pursue a career as an animal worker. She then started an NVQ course but didn‟t complete it
due to her pregnancy. SRE in school was rubbish. Kaytie did think about university and her
mum was supportive of this but did not provide the level of support required once the baby
had arrived.
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12. National Conception and Attainment Data
12.1 The National dataset
For the purpose of this project, the Teenage Pregnancy Strategy provided us with data from
the ONS to explore structural links and issues that might lie behind the high rates of teenage
pregnancy in Nottingham City. The data set comprised the Under-18 Birth rates aggregated
over the years 2002-4 rates, Index of Multiple Deprivation (IMD) score and various GCSE rates
for all Wards in the UK. The interpretation of statistical data is not always straightforward so
we will try to be as clear as possible recognising that not everyone who reads this report is
comfortable with the interpretation of statistical data.
In this section we will draw several comparisons in order to try to better understand the
problems of TP rates – however we can only do this by exploring links between deprivation and
GCSE attainment. The first comparison we explore is between those 11 local authorities with
the highest rates of teenage pregnancy (Section 12.2). On this basis, the only connection
between these 11 authorities is the high level of teenage conceptions. However, for a more
accurate comparative analysis we need to highlight comparisons with Nottingham‟s statistical
neighbours (Section 12.3). These include: Kingston Upon Hull, Manchester, Sandwell and
several other statistically similar areas.
However this analysis is not to suggest that school attainment as measured by GCSE levels is
the sole or main factor in the determination of the rate of teenage pregnancy. It is recognised
however as a key factor, and in some ways a proxy. However, we undertook this analysis
because this was the only reliable data we were able to obtain, finding it impossible to obtain
accurate and detailed data from the local authority or PCT. This was not however for the want
of trying. One needs to bear in mind here that analysis of data such as this is not an exact
science; interpretations are constrained by the depth and quality of the data. What we offer
here is an interpretation on fairly standard data – and one cannot expect definitive answers.

12.2 Comparison with LAs with high rates of U18 Births
The first analysis we did was comparing Nottingham with the ten other local authorities with
the highest rates of teenage pregnancy in the country. These were, in order:
Local Authority

No of
Wards

Mean
Ward U18
rate

Median
U18 rate

Wansbeck CD

14

68.117

66.534

Reading UA

14

68.362

65.916

Kingston upon Hull, City of UA

23

68.367

61.728

Haringey LB

19

69.298

74.561

Nottingham UA

20

71.498

74.064

Barking and Dagenham LB

17

72.284

65.079

Lewisham LB

18

73.377

69.624

Hackney LB

19

74.308

73.552

Blackpool UA

21

74.598

69.919

Southwark LB

21

84.708

82.329

Lambeth LB

21

93.836

89.810
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Table 20 – Under-18 Birth Rates in LAs with High Rates of TP
Source: ONS
The ward statistics for each of these towns were provided and in order to undertake some of
the following analysis we needed to ensure these figures were appropriately distributed. We
need these to be roughly normally distributed – which we can see is the case – giving greater
validity to our analytical techniques. The normality was borne out by what is called a P-P plot,
which needs to be roughly a straight line – which it is.
40

Normal P-P Plot of Under 18 birth rate per 1000

1.0

30

Expected Cum Prob

Frequency

0.8

20

10

0.6

0.4

0.2

Mean =74.914
Std. Dev. =26.7459
N =207

0.0
0.0

0.2

0.4

0

0.6

0.8

1.0

Observed Cum Prob
0.0

50.0

100.0

150.0

200.0

Under 18 birth rate per 1000

Figure 2 – Tests for Normality of Ward Under 18 Birth Rates
Hence, we felt able to undertake standard parametric analysis. We had four statistics available
for each ward:
Percentage of girls obtaining 5A* - C at GCSE
Percentage of girls obtaining 5A* - G at GCSE
Percentage of girls obtaining no GCSE
Percentage of boys obtaining 5A* - C at GCSE
Percentage of boys obtaining 5A* - G at GCSE
Percentage of boys obtaining no GCSE
The correlations here nationally are shown in the table below.
Percentage
of Girls
with GCSE
5 A*- C

Percentage
of Boys
with GCSE
5 A*- C

Percentage
of Girls
with GCSE
5 A*- G

Percentage
of Boys
with GCSE
5 A*- G

Percentage
of Girls
with no
GCSE

Percentage
of Boys
with no
GCSE

1

-.596(**)

-.564(**)

-.443(**)

-.461(**)

.443(**)

.461(**)

-.596(**)

1

.658(**)

.656(**)

.569(**)

-.617(**)

-.568(**)

-.564(**)

.658(**)

1

.520(**)

.663(**)

-.527(**)

-.621(**)

-.443(**)

.656(**)

.520(**)

1

.618(**)

-.903(**)

-.662(**)

-.461(**)

.569(**)

.663(**)

.618(**)

1

-.649(**)

-.879(**)

.443(**)

-.617(**)

-.527(**)

-.903(**)

-.649(**)

1

.608(**)

.461(**)

-.568(**)

-.621(**)

-.662(**)

-.879(**)

.608(**)

1

Under 18
birth rate
per 1000
Under 18 birth rate per
1000
Percentage of Girls with
GCSE 5 A*- C
Percentage of Boys
with GCSE 5 A*- C
Percentage of Girls with
GCSE 5 A*- G
Percentage of Boys
with GCSE 5 A*- G
Percentage of Girls with
no GCSE
Percentage of Boys
with no GCSE
**

All correlations are highly significant
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Table 21 – Correlations Between GCSE Indicators
Subsequent analysis looking at the correlations between U18 birth rates and the various GCSE
rates in the bottom 11 LAs suggested the figure for girls obtaining 5A*-C was the most
strongly (but negatively) correlated statistic with a correlation coefficient of -0.509. This
suggests about 26% of the variation in teenage pregnancy rates can be accounted for by the
variation in the rates of 5A*-C‡.
The second most strongly negatively correlated was the boys‟ rate of 5A*-C with correlation
coefficient of -0.429. These appeared more strongly correlated that the relative rates for 5A*G and of No Passes for both genders. This pattern is followed with national figures where girls‟
and boys‟ rates for 5A*-C are the two most highly correlated statistics. (Though nationally all
the rates are more strongly negatively correlated possibly because they include areas with high
GCSE pass rates and low U18 birth rates.)
This is not too intuitive maybe but might be explained in the following way. The level of GCSE
5A*-C is a measure of particular academic success – where pupils gain what is considered a
high level of pass and where schools have to put in particular effort. To achieve this, pupils
need to be working at a relatively high level of academic challenge. On the other hand, 5A*-G
is more eclectic and measures some more widespread level success – and where we might
reasonably expect the rates to all be quite high across the board. The rate of 5A*-C then might
be seen as measuring some sort of value added. It is interesting the no passes was less
strongly correlated however – though we would expect a positive correlation with rates of TP.
The spread of U18 birth rates across wards in each of the 11 highest local authorities shows
very little trend and nothing really of significance for Nottingham – other than being one of the
10 highest. Here Nottingham UA has the 7 th worst U18 birth rate of all LAs in the country.

Figure 3 – Box and Whisker Diagram for U18 Birth Rates in Near Neighbours

‡

This is called “the coefficient of determination” and is the square of the correlation coefficient.
Hence (-0.509)2=0.259=25.9%
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These “box and whisker” diagrams show graphically the spread of data. Each whisker shows the top and bottom
quarter and the box shows the middle two quarters with the heavy line showing the midpoint

However, the same cannot be said for the distribution of the ward rates of 5A*-C at GCSE.
Here Nottingham has:

1. the lowest value of 12.6% of
5A*-C (in Bulwell);
2. the lowest value below which the
bottom 25% of its wards lie at
26.7% of 5A*-C;
3. the lowest median 32.5%;
4. the lowest value below which the
bottom 75% of its wards lie at
47.2% of 5A*-C.
(NB Bulwell has the worst rate of girls‟ 5A*-C
amongst the 11 LAs with the highest TP rate – but
only the 10th worst in the country.)

Figure 4 – Box and Whisker Diagram Girls GCSE Rates in Near Neighbours
Such an analysis only points to patterns in the data and cannot uncover causality – or the
reason for these relationships. However just raising Bulwell (10 th worst ward in country) to the
level of Aspley (58th worst ward in country) would make a significant difference here. However
we can look at the spread of Girls‟ 5A*-C rates on the following scatter diagram with trend
(“regression”) line.
Local Authority
Barking and
Dagenham LB
Blackpool UA
Hackney LB
Haringey LB
Kingston upon Hull,
City of UA
Lambeth LB
Lewisham LB
Nottingham UA
Reading UA
Southwark LB
Wansbeck CD
Fit line for Total

Under 18 birth rate per 1000

150.0

100.0

50.0

What is interesting here are the
12 Nottingham wards below the
regression line and only 4 above.
This might be interpreted as
showing that whereas wards in
Lambeth generally have a much
higher U18 birth rate than
predicted based on its Girls 5A*-C
GCSE score, most wards in
Nottingham have a lower U18
birth rate as predicted given their
Girls 5A*-C GCSE score.

R Sq Linear = 0.26
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Figure 5 – Scatter Diagram of Girls GCSE and U18 Birth Rates
Alternatively we can say given the rate of U18 birth rate in many wards, we would expect the
rates of 5A*-C to be higher.
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A similar story exist looking at the Index of Multiple Deprivation (IMD). Here we can see
Nottingham‟s median IMD is second only to Hackney.

Local Authority
Barking and
Dagenham LB
Blackpool UA
Hackney LB
Haringey LB
Kingston upon Hull,
City of UA
Lambeth LB
Lewisham LB
Nottingham UA
Reading UA
Southwark LB
Wansbeck CD
Fit line for Total

Under 18 birth rate per 1000

150.0

100.0

50.0

Again looking at the use of IMD
as predictor of U18 birth rates
here again Nottingham wards
U18 birth rates are lower than
the predicted rates based upon
their
estimated
deprivation
scores. Again Lambeth has a
considerably worse situation
where most of the wards have
higher rates of U18 births given
their levels of deprivation.

R Sq Linear = 0.367

0.00

20.00

40.00

60.00

Estimated Deprivation Score 2004

What this might be saying is that when compared with the other 10 LAs with the worst rates of
U18 births, the rates in Nottingham tend to be lower than expected given their levels of
deprivation and low rates of girls 5A*-C. This may be cold comfort – but it is some comfort.
What we cannot ignore however, is the spread of deprivation amongst these cities.

As the plot illustrates, compared to the
other 10 cities with the highest U18 birth
rate in the country, for ward levels of IMD
Nottingham has:
the second highest median
the second highest ward maximum
the second highest value for the 25%
the second highest spread of IMD
Given the connection between IMD and
U18 birth rates, this might go some way to
moderating the concerns.
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12.3 Comparisons with near neighbours
In this section, we look at perhaps a more significant comparison with a different set of
locations – OfSTED and Child Centre Near Neighbours as defined by the DCFS. This gives the
following set of locations:

Number
of wards

Local Authority Name 2

Mean
U18
birth
rate

Median
U8 birth
rate

Liverpool MD

33

44.718

42.497

Birmingham MD

39

52.697

49.058

Sandwell MD

24

60.310

58.149

Salford MD

20

61.125

62.195

Southampton UA

16

61.875

62.783

Middlesbrough UA

21

63.197

70.922

Wolverhampton MD

18

63.224

59.440

Manchester MD

33

65.238

61.453

Kingston upon Hull, City of UA

23

68.367

61.728

Nottingham UA

20

71.498

74.064

Barking and Dagenham LB

17

72.284

65.079

Table 22 - Under 18 Birth Rate per 1000 in Nottingham Near Neighbours
Source: ONS
It is with this second set of comparisons that we begin to see the complexity of interpretations
because in some ways the conclusions from the comparisons above are slightly different with
respect to the levels of IMD.

Here we can see perhaps the rationale for
the comparisons since whereas there are
some variations, Nottingham does not
stand out as an outlier in any way. In
terms of levels of deprivation, Liverpool
and Manchester score more highly, yet
Liverpool seems to be doing particularly
well in terms of its relatively low rates of
U18 births.
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Estimated
Deprivation
Score 2004

Percentage
of Girls with
GCSE 5 A*C

1

.533(**)

-.599(**)

-.514(**)

.468(**)

.533(**)

1

-.768(**)

-.704(**)

.576(**)

Percentage of Girls with GCSE 5 A*- C

-.599(**)

-.768(**)

1

.737(**)

-.597(**)

Percentage of Girls with GCSE 5 A*- G

-.514(**)

-.704(**)

.737(**)

1

-.860(**)

.468(**)

.576(**)

-.597(**)

-.860(**)

1

Under 18
birth rate
per 1000
Under 18 birth rate per 1000
Estimated Deprivation Score 2004

Percentage of Girls with no GCSE

Percentage
of Girls with
GCSE 5 A*G

Percentag
e of Girls
with no
GCSE

**All correlations are significant at 1%

Table 23 – Correlations Between GCSE indicators
Again the U18 birth rate and deprivation score is more highly correlated with the Girls‟ 5A*--C
rate. Furthermore, if we control for variables, we can see the Rate of Girls 5A*-C correlates
more highly than IMD.

Under 18 birth
rate per 1000

Control Variables
Estimated Deprivation
Score 2004

Under 18 birth rate per 1000

1.000

-.354

Percentage of Girls with GCSE 5 A*- C

-.354

1.000

Under 18 birth
rate per 1000

Control Variables
Percentage of Girls
with GCSE 5 A*- C

Percentage of
Girls with
GCSE 5 A*- C

Under 18 birth rate per 1000
Estimated Deprivation Score 2004

Estimated
Deprivation
Score 2004

1.000

.151

.151

1.000

Significantly here, compared with these
near neighbours, Nottingham has:
The highest median U18 birth rate
The second highest 75%?
The second highest 25%?
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The figures for the rates of Girls 5A*-C
also show how poorly Nottingham does
here with its ward rates showing
The second lowest minimum
The lowest median
The second lowest 25%
The second lowest 75%
The 7th lowest maximum

We can see on the scatter graph below that all but 3 of Nottingham wards have GCSE rates
below 50%
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Local Authority Name 2
Barking and
Dagenham LB
Birmingham MD
Kingston upon Hull,
City of UA
Liverpool MD
Manchester MD
Middlesbrough UA
Nottingham UA
Salford MD
Sandwell MD
Southampton UA
Wolverhampton MD
Fit line for Total

140.0

Under 18 birth rate per 1000

120.0
249

234

100.0

233

237
240

80.0

248
235

238

245

247
244

239
243

60.0
251

246
250
242

40.0

236

241

20.0

252

R Sq Linear = 0.359

0.0

20.0

40.0

60.0

80.0

Percentage of Girls with GCSE 5 A*- C
This shows (though only a colour reproduction can illustrate this) that Liverpool appears to be
doing particularly well with lower than expected TP rates given its ward rates of Girls 5A*-C.

This table illustrates the three groups here – those wards where the U18 birth rate is much
higher than predicted – those with the highest “residual”, those performing much better
(lowest residual) and those performing as predicted (near zero residual).

Highest Residual

Lowest Residual

(those performing worst)

(Those performing well)

234= Aspley
249 = St Anne‟s
245 = Dunkirk & Lenton
233 = Arboretum
237 = Bestwood
248 = Radford and Park
235 = Basford
244 = Dales

251
236
252
243
250
241

= Wollaton E & Lenton
= Berridge
= Wollaton West
= Clifton South
-= Sherwood
= Bulwell Forest

No residual*
(those performing as
predicted)
240 = Bulwell
238 = Bilborough
239 = Bridge
247 = Mapperley
246 = Leen Valley
242 = Clifton North

Table 24 – Relative Performance of Nottingham Wards
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*

Those performing as predicted are not necessarily good news stories – because the GCSE
score in the case of Bulwell is particularly low. Only Wollaton West is a good news story. The
right hand column are only those who are doing as well as we might expect given the Girls
5A*-C rates.

12.4 Conclusions
What might we conclude from this quantitative analysis of national statistics? There seem to be
three main issues:
First, Nottingham has particularly poor rates of multiple deprivation which brings with it other
associated factors and influences.
Second, Nottingham has particularly poor GCSE rates for girls attaining at 5A*-C which
provides a context and culture around which other associated factors are cultivated.
Third, Liverpool appears close to Nottingham on levels of multiple deprivation, but does
slightly better at raising the GCSE rates for girls and much better at reducing U18 birth rates.
There may be something to learn from the strategies and local conditions that exist there.
Looking overall, and given the levels of deprivation in some parts of the City and the
associated low rates of good GCSE scores in some localities, Nottingham‟s rate of teenage
pregnancy is arguably lower than it “ought” to be based on predictive regression models. This
might suggest the local strategy is having some effect on depressing the rates in some areas
but that the influence of other social and educational factors is inhibiting the effectiveness of
the strategic work.
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13. The Asian Community and Teenage Pregnancy
13.1 Contacting the Asian Community
We were asked to explore the Asian dimension to teenage pregnancy in Nottingham, and this
posed us some challenges. Parents, professionals and young people from the Indian and
Pakistani community of Nottingham were approached to give their views on teenage pregnancy
and SRE taught in LA schools. Focus groups and one-to-one interviews were the main source
of data generation; in addition two researchers took part in two radio shows within Nottingham
(Radio Faza and Radio Nottingham), which sought to cater for these communities – though of
course not everyone listens to the radio. This was done firstly to publicise and present the
research to a wider audience and secondly to give everyone in the community the opportunity
to take part.
Other Asian communities, such as the Bangladeshi, Gujarati, or Chinese community were not
approached due to lack of time and resources. A further study would be valuable to highlight
their experiences and put forward their views on the subject matter, especially in relation to
how SRE should be taught, so that SRE can be taught taking into consideration their religious
and cultural values. Bringing to light such issues would also help to support and improve
engagement and communication between parents in such communities and schools.
The depth of the study in relation to these communities was primarily dictated by the duration
of the project, therefore it was only possible to consult a small number of people. As a result,
the views in this report may not be shared by the whole Indian and Pakistani community in
Nottingham. No distinction was made or preference given to which part of India or Pakistan the
individuals who took part originated from; the objective was to engage as many people as
possible and present their views in this study. Even though consideration had been to try and
gain everyone‟s views, some barriers were still encountered as a result of not being able to
engage as large a number of people as first had been envisaged.

13.2 The Key Issues for the Community
13.2.1 The place of parents
A key issue that came to light was that even though schools aimed to educate young people
about SRE, what was forgotten was that sometimes the parents themselves feel they first need
educating. This is a main area that needs to be given attention if effective joint working
between parents and schools is to occur. When potential participants were approached they did
not know what SRE involved or that parents had a right to be consulted prior to SRE being
taught to their children. One mother approached to take part in this study commented that a
letter had been sent to her, but taking into consideration that many people from the Asian
community are illiterate and that one Pakistani language, Mirpuri, is not a written language, it
would be difficult for their views to be incorporated into what schools teach. Informing and
consulting parents is a task that the government has assigned schools:
As a parent / carer, you are the key person for your child's learning about sex and
relationships. Schools should always work in partnership with parents / carers. You
need to know that the school's SRE programme will complement your role and
support you as sex educator of your child. For example, governing bodies and
schools should consult with parents / carers when developing or updating the
school's SRE policy. They should ensure your views are heard and that taught SRE
is culturally appropriate and inclusive of all children.
(http://www.dfes.gov.uk/sreandparents/)
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It seems there is a perceived lack of knowledge on both sides here. First, there is a lack of
knowledge on the part of the schools, in a lack of understanding of needs of families who are
from varied cultural and religious backgrounds. Second, there is a lack of understanding on the
part of the parents, many of whom have little understanding of the culture and systems of the
school environment. In addition, barriers between parents and schools can be created,
because parents do not have the capability to effectively voice their concerns, due to language
barriers, lack of confidence or understanding of a system or a culture. These barriers of
communication can only be overcome when one of the parties involved takes an initiative to
take a step towards the other party. Unfortunately, it seems this step is usually taken when a
grievance arises, and dialogue at that time is focussed on resolving the issue rather than
having an open effectual debate. Such an incident was highlighted in one of the radio shows
when one speaker claimed schools never listen to them anyway so further engagement was
useless. In the past this person had tried to voice their views requesting separate shower
facilities for Muslim girls, for religious reasons and they felt they had not been listened to. This
incident had greater repercussions for dialogue in general.
13.2.2 Attitudes toward sex
There was an additional concern that some people may not want to openly discuss what they
consider in the Asian culture to be, a sensitive and embarrassing topic. This was recognised as
an issue in the design of the project and to overcome this, before arranging the focus group
for the professionals, everyone was informed of the topic and they were asked if they had any
reservations about discussing such a topic in a mixed group, in this instance there were no
problems. The second focus group for parents was planned to take place as two separate
groups, one for mothers and the other for fathers to avoid any discomfort the parents may
feel.
Both the Pakistani and the Indian communities had varying needs, therefore it would have
been better to study their needs individually, as doing a joint study contributed to conflicting
messages on the topic. The second radio show we referred to above included a religious cleric
from the Pakistani community who phoned in and an Indian GP who came into the studio.
There were very varying views of both of these people, even though they were both from the
Asian community. Such differences were not surprising, and reflected religious diversity and
their views differed accordingly. They both discussed the topic openly and had no reservations
of the importance of SRE being taught, however this is were the similarities ended. Whereas
the faiths of the Hindu, Sikh and Muslim community all claim that any relationships must take
place after marriage, this may not be the case for all members of these communities. Sexual
behaviour patterns amongst Asian communities will vary with each individual and not
necessarily correspond with what their religion formally states. Even in the Asian communities,
each person will speak from their own personal experience and values, rather than for the
majority, therefore generalising for such a study can become difficult.
There was open dialogue on the radio from the Muslim cleric, with no embarrassment or
reluctance portrayed; this was thus seems as a legitimate issue to openly discuss and debate.
However, when interviewing a group of Muslim girls, they claimed that there was little taught
at the local mosque where they attended to gain an Islamic education and implied this might
be down to some reluctance to discuss the issue. If the religion places no embarrassment on
talking of such a topic, then in essence a local mosque would be an ideal forum to discuss such
topics and for schools to approach people from such organisations, but this does not seem to
be happening as a standard practice. There are very few resources that solely discuss the topic
of SRE and are available for parents and young people to read.
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Freya

Background and family
Freya is 17 and lives in a hostel for mothers and babies or women with her son who is 4
months. She lives at the hostel because her baby‟s father is in prison and the house which she
shared with him was taken away. 16 at the time, Freya was unable to continue living there
because of housing regulations. She has lived in a number of hostels. She never used to get
along with her mum and dad, but says that things are better between herself and her mum at
the moment. Her mum kicked her out when she was 13. She finds being a mother tough. Her
mum was a single parent. Her mother was 19 when she had her first child. Freya is one of six
children. Freya‟s sister was 16 when she had her first child.

Sexual history
Freya started having sex at 14 because she wanted to „impress the boys and compete with
friends‟. She claims that she used to go to an older women‟s house where she could access
drugs and have sex with boys. She had sex without getting pregnant for some time so didn‟t
think that she would when she was 16.

Relationships and conception
Freya‟s boyfriend is 28. She was on the pill but thinks that her drug taking affected the pill.
Had frequent arguments with her baby‟s father who threw her out of the house at times.
Considered a termination because she didn‟t want to bring a child into this context, but
thought that it wasn‟t fair – „I could have been using protection‟. The nurse at the health clinic
gave her advice on terminations, assuming that that would be the course of action Freya would
take.

School and qualifications
Freya went to a school in Nottingham but she was excluded in Year 9 for fighting with a
teacher. She then went to an alternative provision. She identified with children who were sent
there – „they were more my sort of people – rude and more naughty who had been kicked out
of school‟. She used to bully other children when she was at school. She did not find SRE
useful and claims that she knew about it before being taught. Freya left school with no GCSEs
and is now at college - taking GCSE maths and English. She wants to become a social
worker/probation officer/youth worker.
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14. Discussion
Teenage pregnancy is not a contraceptive problem, nor is it an information problem. Teenage
pregnancy is a social problem. Consequently, policies that focus on improving the provision
and better use of contraception, and upon providing more information by whatever means will
fail unless they tackle the underlying social problem. At the root of the social problem are
young men and women who have not been helped to have a strong sense of self and individual
worth. We feel this is a fundamental conclusion from our data and poses significant problems
for policy makers – because it is often not what policy makers want to hear. Nevertheless we
do need to ask one basic question of our data – why is there such a link between levels of
teenage conception and multiple deprivation? Is it some pathology based upon the
characteristics of people who inhabit such areas – that they form some underclass? Or might it
rather be a result of what being forced to live in areas of deprivation does to one‟s aspirations,
expectations and self-respect.
To explore this connection between teenage pregnancy and deprivation we looked below the
surface and examined attitudes, patterns, explanations and strategies. Both the wider
literature and the data we collected cast doubt on a “rational action” model of young people‟s
sexual behaviour. It is further argued that sexual behaviours has a neurological basis which
locates it outside the individual‟s consciences (Cullen, 2007, p. 37)
A lot of sexual behaviour is impulsive, emotional and unreasoned. The fact that it is
often of a habitual nature makes it even harder to change. (Cullen, 2007, p. 37)
Hence “deep and unconscious processes are involved” (Cullen, 2007, p. 37). This suggests that
we cannot realistically tackle teenage sexual behaviour by assuming it is all rational and open
to merely convincing young people to change their views. A more informed strategy will look at
changing people through less direct means.
There are a number of reasons why young people engage in sexual behaviour that might lead
to pregnancy – some intentional some unintentional. Yet this behaviour might well be linked
to:
Their lack of knowledge of sexual health risks
Unrealistic belief on the outcome of sexual behaviour
Lack of knowledge of consequences for health
Lack of self confidence
Lack of negotiating skills (Leishman and Moir, 2007, p. 53)
However, what research suggests is that young people do not give conscious rational thought
to their behaviour especially sexual behaviour – much of which is unplanned and
unpremeditated.
Many do not give much thought to the potential outcomes or the health implications
of their behaviours. (Leishman and Moir, 2007, p. 53, citing Plant and Plant, 1992,;
Rigsby et al., 1998)
In this report we cannot merely focus on those interventions which aim to change young
people‟s sexual practices, but have to direct attention to the broader social issues which
underpin teenage pregnancy figures and which undermine many of the attempts to reduce the
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stubbornly high rates. In this discussion section we provide a breakdown of our analysis of our
data leading to several recommendations. In doing so we need to be mindful of broader
perspectives and international research into this area. Cross national studies have suggested
that several factors contribute to reducing teenage pregnancy rates (Daguerre and Nativel,
2006, pp. 225-234) and these have featured through out our project.
1. Higher levels of social protection in providing economic safeguards and safety nets.
2. Improving access to higher education and training for young people who might find
participation a challenge.
3. Improving local housing, child care and improving the availability of well paid work to
give young people purpose, self-respect and motivation.
4. Reduce risky attitudes to sex and pragmatically offering emergency contraception.
Reducing access to contraception does not reduce the levels of teenage sexual
behaviour.
5. Support to young people to make informed decisions about their lives and futures.
6. Providing sex education through schools and health and social professionals but, more
effectively, through intergenerational dialogue and intra-generational peer dialogue.
These should be considered as cornerstones of a strategy to combat the conditions which lead
to the phenomenon of teenage conception – and teenage sexuality. It is not clear they
currently are. It is very easy to see teenage pregnancy as an education problem or something
which schools should be dealing with rather than an intergenerational social issue which has
roots in the social conditions within which some young people find themselves.
What is clear then is that the roots of: teenage sexuality and identity; teenage sexual
behaviour and risk evaluation; and teenage conception and family backgrounds are each the
result of a combination of various factors – which are difficult to unravel. Hence an effective
response and set of policy initiatives also has to reflect that complex diversity and involve a
variety of interventions ideally in a coherent way. Hence this section needs to be read as a
collection of non-separable responses.
We begin by looking at local cultures and communities.

14.1 Understating local cultures, teenage sexuality and relationships
14.1.1 Awareness of culture and relationships
Our approach in this research has been phenomenological and interpretist. In other words we
want to understand the phenomenon of teenage pregnancy as it happens without too many
preconceptions or assumptions. Also we want to uncover patterns by understanding the
interpretations that are placed upon behaviours, outcomes etc. by all parties involved. For
example, it is not as important to know what midwives actually do in hospitals, but it is
important to understand what young girls think of what midwives do.
Exploring teenage pregnancy is a challenge to understand diverse communities and cultural
practices – because without an understanding there is little hope for influencing or empowering
young women. Not surprisingly, as we are at pains to explore in this project, the areas in
which teenage pregnancy is high – and these do tend to follow national and international
patterns – tend to be located in areas of high poverty and deprivation and Nottingham has its
fair share of those. Consequently we found many of the girls were is some way marginalised
economically, educational and socially.
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There does not seem sufficient support for such marginalised groups in and around the areas
they need them. There is certainly a culture of young motherhood in parts of Nottingham, and
a tendency to reject abortion as a solution to unexpected conception. However our qualitative
data suggests we need to separate these out into crudely two areas:
i. Responses to pregnancy
ii. Attitudes to sex
Naturally these are not unconnected yet in most cases we explored (1) does not figure where
(2) becomes an imperative; most young people do not consider pregnancy as a likely outcome
when they have sex. In global terms this is not an unreasonable assumption.
We found some considerable incredulity amongst professionals over the often positive
response to pregnancy amongst many young women and their parents. Yet this was more
often a philosophy of “you make your bed, you lie in it”. However, a significant area for
intervention is the second issue – that of influencing young people‟s attitudes to sex. In the
next section we discuss this in relation to Sex and Relationship Education (SRE) in schools.
Here we discuss it in relation to the development of young people‟s identity within their
communities.
Another key factor was the frequent breakdown of the relationship that lead to the pregnancy
and the short-lived and impermanence in young people‟s relationships. Most young people
seem unprepared for this and did not seem supported in coming to a realistic view of
adolescent relationships – especially between young girls and older men. Many young men are
simply free to walk away from the situation and the subsequent breakdown of relationships
and support usually causes added complications.
14.1.2 The importance of the family
For many of the young girls we interviewed, family life is pressurised and chaotic and this
plays a significant part in their overall development. Yet family support between the ages of 718 is relatively absent in their lives. What we feel is missing are the support frameworks,
which young women in more affluent communities might receive as a matter of course. We
would suggest a city wide team of “family and relationship advisors” be established to play a
much more strategic and proactive role. This may be from within the youth service, the health
service or social service but whatever source it derives needs to connect with young people in
these hotspot communities. It would be considerably helpful if Nottingham City Children‟s
Services might take on a significant brief in working on parenting and relationships within the
community.
This is also important because as we have seen in this report – the daughter-parent
relationship is crucial; the mother is often the person offering support once pregnancy is
confirmed – and this must be difficult especially if you feel torn between providing support and
the urge to condemn. However “learning about sex is a lifelong process which starts early”
(Leishman and Moir, 2007, p. 17) ands so the family needs to be considered as a key agent in
tackling premature teenage sexuality.
Furthermore research in this country and experience from practices in other countries suggests
that a positive home background where sex is openly discussed can be a key factor in delaying
teenage sexual behaviour (Wellings and Field, 1996 cited in Leishman and Moir, 2007). The
family is thus an important element which seems to have been somewhat overlooked both in
terms of sex and relationship education and in terms of developing social inclusion strategies
(Burford, 2005).
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14.1.3 The teenage fathers
There seems to be three scenarios with the fathers. Firstly, in terms of age - they are often not
“teenagers” themselves. Where the father was still in the relationship, he was often older than
the young woman – in some cases significantly older. There may in some relationships be
other issues here to do with power which is in need of greater understanding.
Secondly however, throughout this project the teenage fathers have been largely absent – and
this is a significant gap. In lines with other research (see Quinlivan and Condon, 2005; Tyrer et
al., 2005) we found teenage fathers largely absent. As identified earlier, this is indicative of
the transient nature of young people‟s relationships.
Thirdly, there is a group of young people who remain together in relatively stable, caring and
equal relationships. In such cases, both the mother and the father need support. We are aware
of local programmes supporting fathers and these have to be seen as positive yet are in need
of being given greater prominence.
14.1.4 Diversity and Consistency
The research for this project and the literature we uncovered indicates a quite diverse and
eclectic set of lifestyles which characterise teenage parents. Yet within that diversity there are
some common trends – living in relatively deprived neighbourhoods, difficulties at school,
familial relationship difficulties. There is however no one main picture but a range of contexts,
lifestyles and outcomes and any programme needs to be able to understand and respond
flexibly to this diversity and consistency.
14.1.5 Understanding the Asian community
Understanding the diversity behind the teenage pregnancy statistics requires an understanding
of diverse cultures and should take into consideration the needs of ethnic minorities in the light
of factors such as their low confidence, lack of subject knowledge and lack of integration in
society in comparison to other communities. Some of these issues made it more difficult for us
to engage with members of these communities on such a sensitive topic. Many people from the
Asian communities were not sure what the SRE curriculum entailed though it is not clear to us
whether they were any less clear than other parents.

14.2 Sex and relationship education
In the previous section we discussed the development of values and identity. However there is
a dominant discourse around which sees the development of youth attitudes as within the
remit of schools and professionals. In particular the Government see Personal, Social, Health
Education (PSHE) as an important element of the school curriculum, and a key part of this in
the Sex and Relationship Education (SRE) strand. The Government‟s Guidance on SRE (DFEE,
2000, pp. 3-6) gives the following principles for SRE in schools (our emphasis):
Effective sex and relationship education is essential if young people are to make
responsible and well informed decisions about their lives.
A successful programme will help young people learn to respect themselves and
others and move with confidence from childhood through adolescence into
adulthood.
It should teach young people to understand human sexuality and to respect
themselves and others. It enables young people to mature, to build up their
confidence and self-esteem and understand the reasons for delaying sexual activity.
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From the evidence we have, some pupils‟ experience of SRE is falling short of these demanding
expectations especially concerning the expectation that they “learn to respect themselves” and
“understand human sexuality” whilst they “understand the reasons for delaying sexual
activity”. Although in our survey more than half said they found SRE “helpful” this not only
suggests almost half do not, it also masked a lack of appreciation of the three key
expectations. However it is doubtful whether schools can achieve this especially when
confronted with the complex lifestyles of many young people in the hotspot areas.
The guidance (DFEE, 2000, p. 5) suggests SRE has three elements:
attitudes and values;
personal and social skills;
knowledge and understanding.
The evidence of our study suggests there are problems in each of these strands. Young people
who go on to become parents do not seem to have a clear and accurate understanding of their
own bodies, nor do they seem to have a grounding in understanding risk - including risks of
pregnancy, infection and post-natal disadvantage. Most worryingly there seems to be
insufficient attention given to the nature of adolescent relationships, and the development of
both female and male identities.
It is not however merely sufficient to suggest that schools need to include this in the
curriculum – and we have identified several reasons why this might not be a good idea in
Section 5. There is evidence that approaches to SRE need to be varied and involve a range of
agencies and strategies. They should not depend too heavily on schools and teachers but do
need to involve parents and carers. We look here at the curriculum, the teaching and the
community.
14.2.1 The SRE Curriculum
At the present time SRE in schools is not fully statutory and not clearly defined and this seems
to result in some considerable diversity, lack of consistency and coherence in individual school
programmes and pupil experiences. Throughout our data collection school SRE provision came
in for criticism as can be seen in Chapter 5. Young people often felt it was inconsistent, that
teachers were often not happy or confident to teach it. As Table 14 shows pupils did not see
SRE in a particularly positive light.
In some cases SRE programmes in schools are still under some form of development – on the
one hand we might appreciate that such curriculum areas do need time. However given the
long standing nature of teenage conception in Nottingham, it seems incongruous that this area
of the curriculum is still “under development”. The only conclusions we can reach is that in
general, SRE is not a key priority for schools or teachers when compared to other priorities.
There was an argument presented to us that such SRE ought not to be the responsibility of
schools at all because it thereby becomes delivered by professionals who were neither trained
nor prepared for such a task. Many teachers feel uncomfortable and are unwilling to teach SRE
– and pupils notice that. There is clearly an issue here in how this becomes translated into the
school curriculum and the impact on the effectiveness of the programmes.
14.2.2 SRE Teaching
It is also questionable whether teachers (of Mathematics, French or indeed any subject) are
appreciative of young people‟s sexuality or sexual habits. Do teachers see year 10 and 11
pupils as children being prepared for tests or as sexually active young men and women –
where many are already engaged in sexual activity some being quite likely to become
pregnant.
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Furthermore it is not clear teachers are fully aware of the nature of young people‟s
relationships. In a way that helps them support young people to understand themselves. We
might want to argue that as professionals working with young people teachers have a
responsibility to understand and be empathetic to adolescent development. Yet we feel there is
much here that is questionable. We are not convinced that many teachers actually want to be
aware or to deal with such issues. This leaves a gap in young people‟s supported development.
What we highlight is a lack of awareness of and empathy with the lifestyles of many young
people which suggests there needs to be a change in school attitudes to young people‟s
sexuality. There is much evidence that schools make decisions on SRE to influence the public
face or reputation of the school rather than on the sexual health needs of the young people –
and we do not underestimate the importance to schools of their reputations. Schools here are
subject to external pressures which make them prioritise.
It is however not clear just by whom young people prefer to be taught SRE and it is unlikely to
be a uniform predilection. This is not an easy judgement to make but there is evidence from
research, literature and our data that school-based SRE programmes can only achieve so much
and that generally they do not appear to have much if any influence on young people‟s sexual
behaviour (See Section 5.2.3 and: Barth, et. al, 1992, DiCenso et al., 2002; Howard and
McCabe, 1992; Short, 2004; Somers and Eaves, 2002; Sousa et al., 2007; Swann et al.,
2003).
One of the main concerns that featured within this research was an absence of young men in
the lives of young mothers. This was in part due to the transient nature of young people‟s
relationships, but also indicative of wider issues.. In addition, from much of what young people
said during focus group discussions, there is a general perception that teenage boys do not
take SRE seriously.
14.2.3 SRE and the community
Something which appears to be lacking in the data we collected was an attempt to provide SRE
at a community or a familial level yet there is some evidence both of these can be effective
(Burgess et al, 2005). In the USA a programme (see Holtzman and Robinson, 1995) has
suggested that
Accurate information regarding sex education is more likely to reduce adolescent
risk-taking sexual behaviours when combined with effective parent-teen
communication about adolescent sexual issues. (Burgess, et al., 2005, pp. 380)
Most school SRE programmes do not appear to directly involve parents and the lack of
awareness of the importance of familial communication might be one of the underlying reasons
why many programmes do not result in changes in young people‟s behaviours (Franklin and
Corcoran, 2000). Some things are apparent from programmes designed to facilitate adult-teen
communication:
Lack of parent-teen sex communication increased adolescent sexual behaviours.
(Jaccard et al., 1998)
Adolescent girls were least likely to initiate sexual relations if they frequently talked
to their mothers about sex (Burgess, et al., 2005, p. 383).
Whilst we do not underestimate the difficulties, embarrassment and discomfort around parentteen communication, it does seem to be a missing element of many young people‟s education.
It seems this is one area where local improvement might be made – but it is not for us in this
report to make specific operational recommendations for how this might be achieved. That was
not our brief. However there is evidence in the literature of successful parental engagement
strategies and this could well be an area for development locally.
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14.2.4 Overview of SRE provision and the role of schools
Four things are clear however. First, there is not an appreciation of the local specificity of the
local needs of young people. Second, there is a widespread lack of relationship education in
SRE. Third, there is a clear lack of a local focus or slant in SRE in hotspot areas. Fourth,
schools and teachers should not be handed the main or sole responsibility for young people‟s
social, sexual and relationship education. We feel there would be considerable advantages in
looking for external support in schools by members of a dedicated team working in schools
with teachers and young people – and ideally the community. The focus needs to be on the
identified specificity of the local needs of young people and members of this team would need
to be aware of and sensitive to those needs as well as empathetic to local community values.
These four elements seem to be requiring a dedicated team working across schools and within
the community to provide support advice and guidance to young people and their families. Also
it requires more attention to local issues of teenage pregnancy and personal relationships and
support for parents on how to deal with relationship issues with young people.
There does seem to be a principle underlying how this might be responded to – based on the
role one sees for schools in the provision of SRE. At one end we might see schools as the main
location through which young people receive their SRE; at the other end, we may see schools
as having a relatively limited role in this with main provision being organised and delivered
outside of the school. Naturally there will be positions midway between these end points.
However there may need to be both short term and long term strategies which recognise the
pragmatic difficulties facing schools in the delivery of SRE. On the one hand, and in the short
term, this dedicated team of professionals might be tasked with taking much of the
responsibility for delivering SRE across the City. However, if the strategy is to engage schools
more centrally and effectively in SRE provision then it is clear there needs to be more support
for schools and teachers. To this end the dedicated team we are proposing might take both a
developmental role as well as a delivery role – providing training both to teachers themselves
and to school managers and planners.

14.3 Health care
14.3.1 Fragmentation
We get a distinct impression that there is some unhelpful fragmentation between the
professional services that deal with young mothers. There is some fragmentation between the
educational professionals including Connexions and the various arms of the health service
(GPs, Community midwives, Hospital midwives and School nurses) but there is also
fragmentation between the health professionals themselves – for example between GP
surgeries and School nurses.. This seems unhelpful but feels to us systemic rather than a
result of inefficient practices. This came through as frustration throughout the various health
services where there was a sense of working on one‟s own without knowledge of other services
which often engendered a sense of isolation but more importantly reduced the efficiency and
levels of care that might otherwise be provided. Some improvement might be on the horizon
here with the introduction of the Family Nurse Partnership, but if it is to be effective then
coordination of health services needs itself to be coordinated and located.
14.3.2 Lack of empathy
There is also a widespread perception amongst many young mothers that there is a lack of
sympathy and understanding amongst hospital staff and midwives. We were unable to get data
to validate this so we are not claiming it is actuality – and it is about the treatment of mothers
not about the prevention of teenage conception.. What we do claim is the perception amongst
many young girls that they were treated badly and less positively than older women. It would
appear that this needs some attention because it may be one part of a bigger phenomenon of
societal undervaluing the experiences and life choices of young people.. It may well be the
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case that some midwives in hospitals do have strong views on teenage pregnancy and that in
some way this comes across to the young mothers. It may well be that some teenagers are
not fully prepared for the reality of the labour ward and the possible urgent need for getting on
with the job. It was also put to us that young girls may not be fully prepared for the levels of
pain involved in labour. Either way there is room for deeper mutual understanding here.
14.3.3 Barriers to termination
In Section 2.6 we discussed the situation regarding terminations in Nottingham which are at a
relatively low level. Clinically, the earlier someone has an abortion the less complicated it is –
and local services do encourage young people to seek help as early as possible. However as
the young people this relates to have busy and sometimes chaotic lives, they may not know
they are pregnant (or may resist admitting they are pregnant) until it‟s late in the pregnancy
thereby not giving them sufficient time to make a decision about an abortion. Terminations
after 12 week gestation cannot be undertaken in Nottingham/shire meaning young girls will
need to travel to Birmingham or further afield. This is a considerable barrier to many young
women and to an outsider appears cruel and punitive. There are hardship funds (paying for
travel and accommodation) to help young women to gain access to other areas for an
abortion, and local services do always make sure they have an adult with them. However this
does not alleviate the very real barriers experienced by particularly vulnerable young women
who are forced to travel long distances when in a very difficult emotional state seems
unreasonable. Although we were given various anecdotal cases, we were not able to explore
this in this project but it remains an area needing further exploration. We believe this issue is
recognised within the PCT locally
14.3.4 Overview
All of these elements of fragmentation, a perceived lack of empathy and barriers to
termination seem consistent with other recommendations produced by Government to provide
a more coherent care system for young mothers. There is now the Common Assessment
Framework (CAF) (DFES, 2007, p. 7) which is new enough not to be fully embedded in
practices but proposes:
Maternity services create a care pathway specifically for pregnant teenagers (DFES,
2007, p. 12)
At various places in this report we have alluded to the lack of a comprehensive and integrated
service which deals with the local practices around teenage sexual activity and conception.
There seems to be a need for an integrated service to support the vulnerable before they
become too disillusioned. Here we are envisioning a parenting, relationship, aspirational,
careers and guidance service for those most at risk of going on to become another statistic in
the teenage pregnancy and unemployment figures.

14.4 Data management
At the very outset of this project we were quite frustrated – if not astonished - by the difficulty
we experienced in obtaining good quality data locally. We naively thought detailed local data
would be held by the Teenage Pregnancy Partnership and managed by the Strategy Manager.
This seems not to be the case.
More recently at a National level this whole issue has been recognised as problematic and
there is a desire to improve communication flow to improve children‟s services. However there
still seems to be a serious problem here. The government have identified the problem of data
flow within the maternity service and made recommendations for changes locally:
Maternity services participate in agreeing local data and information sharing
protocols. (DFES, 2007, p. 13)
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This would seem to be a positive proposal yet we would want to go further. We were able to
obtain the support of Connexions to identify our sample of teenage mothers but did this
because we were unable to obtain data from the PCT. In particular data on termination proved
most difficult. And consequently in this report termination is not explored. However this serves
only to exacerbate the need for better protocols for the flow of data. Termination data is
needed in order to more effectively engage schools and will improve teachers‟ understanding
of young people‟s sexuality and life choices which they otherwise do not know. It remains a
question whether or not schools know about the problems that affect their pupils.
We were asked early on to explore the associations between teenage pregnancy and school
attainment (through Key Stage attainment data), engagement (through attendance and
exclusion data) as well as detailed local demographic data but this proved impossible. We were
unable to get data from the PCT linked to data from the Local Authority; in spite of a spirit of
support from individuals in the PCT and LA, obtaining data proved impossible. We would point
out here we were not attempting to obtain data for our own interest or purposes as
researchers – but in order to undertake research on behalf of the Teenage Pregnancy
Partnership to inform local practice. Although attainment, attendance and exclusion data is
available from OFSTED and the National Pupil Database – as well as being held by the Local
Authority the problem is one of matching data. This lack of access and information to data and
subsequent analysis must be a major frustration for those empowered to enact the strategy; it
certainly was for us.

14.5 Funding
It comes as no surprise that there are numerous complaints over inadequate funding and we
are not naïve enough merely to suggest all one needs to do is throw money at the problem
and it will go away. However aside from concerns over the level of funding, a main issue was
over the short term and insecure nature of many funding streams.
It is clear the high levels of teenage pregnancy are a deep seated problem in Nottingham and
have remained static for years. Professionals gave us the impression – and this was
strengthened by the data from young people – that to reduce the levels of teenage pregnancy,
one needs to attack the roots and sustain this attack over generations. Consequently, if
funding is to have major effect it needs to be systematic and sustained rather than
opportunistic and short term.

14.6 Aspirations – education and hope
A key component influencing the trajectory leading up to early sexual intercourse and
subsequent pregnancy are highly related to broader social and economic factors. High
educational aspirations, good quality housing and employment opportunities all contribute to
the development of a strong self image. Our research here strengthens this view. To reduce
teenage pregnancy one needs to help girls to think differently about themselves. Identity is
largely a product of experiences and opportunities; “with whom and with what do I identify?”
being a key question.
14.6.1 Education, employment and training; information, advice and guidance
Schools in the hotspot areas do face severe challenges – and it is no coincidence that there are
three City Academies currently under development in Bilborough, Bulwell and St Ann‟s. The
school experience of many young girls was very negative – as can be seen in previous
sections. Most “didn‟t like school”, most did badly at GCSE, many had poor attendance. All in
all the system failed these young women. For many young girls at risk of becoming pregnant,
there is little vision of a positive future. This is largely the fault of poor information and advice
they have received throughout their school lives, but also a result of the difficulties of
obtaining employment with quality training and prospects. Schools in the hotspot areas need
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to consider how they are indirectly contributing to the levels of teenage pregnancy. There are
two areas where support needs to be focussed locally:
Raised educational aspiration linked to real educational opportunities;
Positive employment and training opportunities linked to high quality information
and guidance.
Our detailed qualitative work with young women indicates a need for greater and sustained
careers information and guidance, however this leavers a key question; are there appropriate
employment opportunities for these young people if their aspirations could been raised?
14.6.2 Having a life outside school
In line with other research internationally, our data suggests that social class has a significant
bearing on the structure of the lives of young people and this is nowhere more evident than in
the social and out of school activities then engage in. There is an interesting comparison here
between the very different working-class and middle-class lives which Annette Lareau uses in
her study of class and family life in the USA (Lareau, 2003). She claims there exists different
family lifestyles between young people and adults in working class families compared to middle
class families. The young people brought up in working class families appear to benefit from
what Lareau calls “the accomplishment of natural growth” (p. 3) compared to the more highly
organised lifestyles of the middle classes which she termed “concerted cultivation” (p. 2).
Many professionals we spoke to (including two of the project team) recognised the experience
of dashing round taking their children to one organised activity after another and feeling they
were “just a taxi service”. Life for parents and young people in the hotspot areas is very
different. Figures from the 2001 Census show many wards in Nottingham, around 50% of the
households do not own a car. In such households, the privilege of being a taxi service is not
even possible.
As we have said several times in this report, a key to reducing teenage pregnancy is to
strengthen the self image of young women and men – to help them in feeling better about
themselves. This not only requires better schools and youth service but also requires an
appreciation of the broader social engagement and development of social capital amongst the
young people. This means providing activities for young people, to create more opportunities
for feeling positive and making a contribution.

14.7 Supporting the strategy locally
Throughout this study we were impressed with the professionalism and commitment of all
those we encountered; a commitment both to the young people themselves as well as to the
City. Teenage Pregnancy is just one of the City‟s targets and one of those social issues that
requires policy intervention. Yes it seems at the heart of many social issues. Is it seen as
integral to broader development of the city and as a window into the social deprivation that
bedevils areas of need?
We feel this research underlines that in the feedback form the National Support Team, which
stresses the importance of the direct involvement of senior officers and managers within the
City health, education and social services and greater attention at all levels. Not only will
attention to reducing teenage pregnancy have an influence on the lives of some 300-400
young women, it will also impact on the development of skills base, and the future of
employment prospects for women locally. This in turn will help the local economy, but also will
indirectly influence the engagement of subsequent generations of young people.
As in other projects the research team has undertaken locally we have been impressed with
the plethora of projects, programmes, strategies etc. which go on locally. Yet it is not always
clear there is an integrated approach or a sharing of outcomes. We have talked in this report
about some fragmentation between services and this seems unhelpful in devising an integrated
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approach. Teenage pregnancy rates will not be reduced by a one hit approach; a concerted
multi-agency set of integrated strategies is needed to improve housing, schooling,
employment, engagement in society. Change will not come about through piecemeal activities.

14.8 An overview
Well in short how might we reduce teenage pregnancy in Nottingham? After nearly 150 pages
we might want to offer the following. Start by looking at the education system and getting
some effective SRE in place. Holland seems to have got a better balance, so we might learn
from them? They have the lowest teenage pregnancy rates yet start SRE much younger than
in the UK. We need to understand the youth culture – what is going on to make young girls
engage in sex at such a young age AND take the risks that they do. It is not only about
contraception – it is not even mainly about contraception – it is about young people‟s selfimage and their relationships and what we need to look toward is empowering young people
within them.
Why are the rates of teenage pregnancy so low amongst middle class girls? It might be that
they are too busy to get pregnant but it also might be to do with their self-esteem and
confidence levels. It might also be that middle class families have a different approach to risk
than working class families. The whole issue needs to be explored through frank and open
discussion going on in schools and the community. Hopefully the DVD that accompanies this
research report, if it gets used in schools, will go some way in provoking thought and reaction
- as one young lady says in the DVD “you wouldn't want to end up living like me would you?”
Maybe peer education in these matters is more useful to young people than listening to people
who they think have either “lost the plot” or who “don't know what they're talking about”.
We would also suggest the establishment of a dedicated and stable team of SRE teachers in
schools and family support. If the Government are really serious about reducing the rates of
teenage pregnancy, then we need a strategy that looks at the root causes.
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Leah

Background and family
Leah is 18 and had her first child at 16. Has a good relationship with her mother and father.
Describes her relationship with her mum as „fantastic‟. She lives with her boyfriend‟s mum and
dad and is expecting to get their own house in about four weeks – either through the council
or privately rented depending on what „comes up first‟. Her mother was 21 when she had her
first child.

Sexual history
Leah started having sex at 14.

Relationships and conception
Leah is currently pregnant with her second child and was taking the pill when she conceived
both times. Leah has been with her partner of 22 for four years. They didn‟t use condoms
because they are „100% faithful and sex is nicer without a condom‟. She did not consider a
termination and believed that her mistake should not be „rectified with a termination‟.

School and qualifications
Leah went to a good school. She took her GCSEs whilst being 7 months pregnant and achieved
12 Bs and 2 C grades. She was offered the chance to go to Beckhampton but refused. Rachel
is planning to train as a midwife eventually.
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15. Summary of Recommendations
15.1 Understanding local cultures
Recommendation 1 – Developing the Community
We have been at pains to stress in this report how important and central the local culture is to
the rates of teenage pregnancy. What these communities need is a support framework which
understands the community and works with families to develop a better self-understanding of
the community but more importantly to encourage and empower local people. This might be a
city team of family and relationship advisors or counsellors who would play a strategic role in
local community development. This team needs to cut across and draw together education,
social work, youth service and health service to provide a coherent service to help families
understand the contexts in which young people live and grow. It would be considerably helpful
if Nottingham City Children‟s Services might take on a significant brief in working on parenting
and relationships within the community.
Quite simply, life needs to be made better for young people and their families.
Recommendation 2 – Publicity and Dissemination
There is a need for greater public and professional understanding of teenage pregnancy within
the local hotspot areas so commentators, policy makers, teachers, health workers etc all have
a clear grasp of the culture and context within which teenage pregnancy occurs. There needs
to be a campaign to explore the situation of young mothers – to dispel social myths. There
may be a role for local media here.
Recommendation 3 – The Asian Community
Given the limited inroads into Asian and other communities we were able to make in this
project, there needs to be some work providing support. It seems essential that such support
is seems as coming from within the communities.

15.2 SRE
Recommendation 4 – The SRE Curriculum
The clear weaknesses in the delivery of effective SRE programmes should be seen not as a
threat but as a challenge to find a curriculum which fits young people‟s needs and interests.
This is not happening for large numbers of young people in Nottingham at the moment. Local
SRE programmes could be improved by a greater focus on:
Adolescent and teenage relationships;
Teenage sexual behaviour and identity.
More work needs to be undertaken locally exploring SRE as cognitive development rather than
information giving. This needs to feed into the delivery of SRE to inform content and structure
of SRE programmes.
Recommendation 5 – The SRE Delivery
Developing sex and relationship awareness should not be seen as the sole responsibility of
schools where currently teachers have the main or sole responsibility for a seemingly
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impossible job. The relevant authority needs to work across the City and across services to
ensure there are programmes offered within the community as well as in schools, but that we
should not expect schools to shoulder the main or sole
responsibility for sexual and
relationship education in the City. Schools do have a major role to play, but so too do
Children‟s Services, the youth service and the health service. SRE programmes need to start
early and need to be appropriate for the age but also developmental in nature. There needs to
be a City wide intervention pulling together these four areas and working together in an
integrated targeted and strategic way. This intervention should identify who can provide what
and when and where and should have both short term and long term priorities for delivery and
development.
This programme should incorporate and draw on experts and on local teenage parents and
should work with young people to ascertain what they want in SRE programmes. There is a
need to engage young people in designing and providing SRE programmes.
Recommendation 6 – Developing communication
A key strategy and something which seems lacking locally is the development of real teenagerparent communication over sex and relationships. There are examples of initiatives elsewhere
and this should be drawn on as a structure for a real intervention in local hotspot communities.
Parents need to be more centrally involved, engaged and supported.
Recommendation 7 – Working with teenage boys
We would recommend that increased levels of attention be paid to teenage boys to highlight
their responsibilities in developing and maintaining healthy relationships. Increased attention
should be paid to their attitudes, and sexuality. There should be avenues to explore their
opinions and the role they play in the issue of teenage pregnancy. They are very much underrepresented within this report and also absent from the lives of many of the young mothers we
spoke with.

15.3 Health
Recommendation 8 – Dealing with Vulnerability
This report points to a real issue of teenage vulnerability in midwifery and there needs to be a
project both to inform those working in obstetrics, midwifery and in the community and to
inform young women of the realities of giving birth. Teenage young mothers are not just
mothers; they are teenagers and adolescents. As such they need to be treated differently.

15.4 Data management
Recommendation 9 – Data Coherence
There is clearly a need for more integrated data management cutting across the various
services – especially education and health. The lack of detailed data is hampering development
of an effective strategy. Data needs to be able to answer questions which local services and
local strategies need answered. At the present, it does not appear to – although we
acknowledge there may be recent moves to ameliorate this.
Recommendation 10 – Data Availability
Once quality integrated data is available, steps need to be taken to allow it to be used,
analysed and processed for local research and policy making.
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15.5 Funding
Recommendation 11 – Funding Stability
While we readily admit that funding is never adequate to do what professionals think needs
doing, locally there does appear to be a dilemma of providing established funding stream to
provide services to make a real difference. The issues underpinning teenage pregnancy are
long standing, deep rooted and intergenerational. There is a need to look to establishing more
stable and longstanding funding stream to support programmes and intergenerational culture
change.
Recommendation 12 – Learning from Initiatives
A city such as Nottingham with multi-faceted social issues both gains and suffers from a
plethora of short-lived funding streams. There is a need to look at ensuring the City becomes a
learning organisation to evaluate and learn from strategies which may be short lived. It is
encouraging that the City is establishing an integrated Early Intervention Programme which
would seem to have a central role to play in this area.

15.6 Aspirations
Recommendation 13 – Developing and Building Aspirations
This is perhaps the largest and most significant area and the most difficult recommendation to
make. Quite simply, young people in Nottingham need high quality education in well equipped
and resourced schools and colleges, good prospects for employment and a sense of worth. This
is of course, to quote Basil Fawlty, no more than stating “the bleeding obvious”. However some
examples of programmes that might help:
Additional out of school study facilities in libraries and community centres;
Local learning mentors more in evidence;
Programmes of out of school and non school activities;
Good careers information and guidance.
If we want young people in Aspley (TP rate 111.5) and St Ann‟s (TP rate 117.9) for example
to behave more like those in Wollaton (TP rate 22.7) and West Bridgford (TP rate 25.3) , then
we need to provide them with the same facilities and conditions. Clearly these cannot be
provided by parents because of the differential levels of affluence so need to be provided in
other ways.

15.7 Supporting the Strategy
Recommendation 14 – High Level Engagement
We feel this research underlines much that is in the feedback from the National Support Team
- especially the suggestion stressing the importance of the direct involvement of senior officers
and managers within the City health, education and social services and greater attention at all
levels. Not only will attention to reducing teenage pregnancy have an influence on the lives of
some 300-400 young women, it will also impact on the development of skills base, and the
future of employment prospects for women locally. This in turn will help the local economy, but
also will indirectly influence the engagement of subsequent generations of young people.
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Lauren

Background and family
Lauren is 15 and lives in Bulwell with her mum, dad and sister. She feels that she has put
them under financial pressure because of the baby. Her mum is out at work a lot of the time
and her father works for the gas company. There are nine children in the family – three are
half brothers. Her mother, who she gets on well with, had her first child at 16. One older sister
got pregnant at 14 and another at 17. One brother is in prison.

Sexual history
Lauren is unclear just when she started, but she conceived at 14.

Relationships and conception
Lauren had been in a relationship with her baby‟s father when she became pregnant but they
are no longer together. Her baby‟s father has no contact with her child. Lauren and her
boyfriend were not using contraception and Lauren believed that she would not get pregnant.
She had missed four periods before taking a pregnancy test. She felt confused and didn‟t know
how she would cope with a baby. She preferred the idea of putting the baby up for adoption
rather than terminating the pregnancy. After seeing the baby for the first time, she couldn‟t
give her away.

School and qualifications
Lauren did not enjoy school and was pleased when she found out that she was pregnant
because she was able to leave. She found the work hard and also experienced some bullying
because other pupils thought that she didn‟t belong in the area. She truanted from school. She
left school at the end of year 9 once she found out she was pregnant. Lauren is thinking about
going to college but is unsure of what she might do – possibly something to do with children.
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16. Future Research
This project has identified a number of areas where future research might be helpful in the
Nottingham area. However, whereas this project was by design focussed on the hotspot areas
the following projects are offered as more fruitful cross City studies:

1. Longitudinal studies of young parents and their children exploring youth trajectories,
employment and training and child development and attainment.

2. A detailed in-depth study of the effectiveness of school based SRE programmes across the
City, exploring pupil and teacher attitudes, effectiveness, engagement of parents and
community as well as alternative models for delivery.

3. Parental understanding of child sexuality and sexual behaviour across the City.

4. The effect of parental and peer and communication programmes on sexual behaviours.

5. The experiences of teenage fathers and fathers of children by teenage mothers.

6. Local attitudes to abortion - access to services, analysis of data including ethnicity and
repeat terminations.

7. The experiences of children in care in relation to teenage conception.

8. Teenage pregnancy and ethnic communities in Nottingham.

9. Exploring the role of GPs in contraception and advice services for young people - how can
we improve contraception use? What do young people want from local GP's?
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