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About This Guide

Transition-age youth (TAY), defined as individuals aged 14 to 26 years transitioning from adolescence to 
adulthood, face unique challenges, particularly those who have been in foster care. The Conrad N. Hilton 
Foundation has initiated efforts to support TAY through its Foster Youth Initiative, which operates via stra-
tegic investments and partnerships in Atlanta, Los Angeles County, and New York City. These efforts aim to 
address the critical gaps and opportunities in programming for expectant transition-age foster youth. 

This guide by RAND researchers presents the evidence surrounding perinatal programs, services, and 
supports that could improve outcomes for TAY who are expectant parents. It highlights the unique chal-
lenges faced by pregnant or expectant TAY exiting foster care, who often encounter multiple, concurrent risk 
factors across health, mental health, education, employment, and social services sectors. These challenges are 
compounded by a lack of awareness and barriers to accessing existing resources. Social service agencies and 
providers also face difficulties in identifying these youth and coordinating care. 

The guide provides an in-depth analysis of the landscape of programs available for expectant TAY in Los 
Angeles County and presents evidence on how high-quality, culturally appropriate, and client-centered care 
and advocacy can mitigate the impacts of systemic barriers, including racism and racial bias. There is con-
siderable potential for large-scale positive intervention to improve critical life outcomes for these young indi-
viduals by identifying and learning from existing programs. The development of this guide was sponsored 
by the Conrad Hilton Foundation.

An annex to this guide, with details on the literature review conducted in building this guide, is available 
at www.rand.org/t/TLA3475-1. 

Social and Behavioral Policy Program

RAND Social and Economic Well-Being is a division of RAND that seeks to actively improve the health and 
social and economic well-being of populations and communities throughout the world. This research was 
conducted in the Social and Behavioral Policy Program within RAND Social and Economic Well-Being. The 
program focuses on such topics as risk factors and prevention programs, social safety net programs and other 
social supports, poverty, aging, disability, child and youth health and well-being, and quality of life, as well as 
other policy concerns that are influenced by social and behavioral actions and systems that affect well-being. 
For more information, email sbp@rand.org.
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CHAPTER 1

Context and Development of This Guide

Who Are Expectant Transition-Age Youth?

Transition-age youth (TAY) refers to individuals aged 14 to 26 years who are transitioning from adolescence 
to adulthood. Entering adulthood can be a difficult phase for anyone, but it is especially tough for older foster 
youth. They often face this transition without the essential support systems and resources needed to thrive. 
The situation is compounded for expectant TAY exiting foster care who face multiple and concurrent risk 
factors spanning health, mental health, education, employment, social services, and other sectors. Often, 
these expectant TAY do not have knowledge of existing programs, services, and supports for pregnancy or 
do not know how to navigate accessing these kinds of resources. Furthermore, the agencies and service pro-
viders within the relevant sectors often face difficulties in identifying these youth, coordinating care and 
support across systems, and tailoring services and supports to their unique needs. This fracture of program 
design and service delivery has resulted in stark disparities for expectant and parenting TAY who are or were 
formerly in foster care, particularly for youth of color. These disparities are partly the result of organizational 
barriers, such as a lack of available service providers, poor interagency collaboration, and access inequities 
(McCarthy et al., 2024; Radney et al., 2024). Programs, services, and supports of high quality can enhance 
significant life outcomes and may help mitigate the effects of racism and racial bias on pregnant individuals 
of color by offering personalized, culturally relevant, and client-focused care and advocacy. There is a poten-
tial for positive, large-scale intervention by identifying and learning from existing programs.

What Is the Hilton Foster Youth Initiative?

The Foster Youth Initiative of the Conrad N. Hilton Foundation aims to assist TAY who have experienced 
foster care in leading healthy, fulfilling lives filled with choices. The initiative functions through targeted 
investments and collaborations in Atlanta, Los Angeles County, and New York City, affecting around one in 
ten foster youth aged 14 to 20 years across the country. Central to its mission is a focus on directly engaging 
foster youth, their caregivers, and the broader community to dismantle racial and social inequities present 
in the foster care system.

A significant component of the initiative is its emphasis on expectant and parenting TAY, especially 
within Black, Indigenous, and People of Color (BIPOC) and lesbian, gay, bisexual, transgender, queer or 
questioning, intersex, and asexual–plus (LGBTQIA+) communities. By providing these young individuals 
with necessary social, emotional, and economic supports, the initiative aims to bridge the gap to adulthood, 
ensuring they have access to education, career opportunities, and stable living conditions. The initiative also 
prioritizes caregiver recruitment and support, national field building, and robust research and evaluation. 
Through these initiatives, the Hilton Foundation aims to eliminate disparities in education, employment, 
and well-being, creating a supportive environment where expectant TAY can flourish in Atlanta, Los Ange-
les, and New York City.
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What Is This Guide Designed to Do?

This guide is intended to be a starting point for those who are considering developing promising strategies for 
supporting expectant TAY. The guide can be adapted for the unique circumstances of foster TAY and their 
children or for those who currently operate a program supporting that population and would like additional 
information to help improve or expand it. Although the guide is primarily focused on the three geographies, 
it also offers some national and federal context and framing for a broader audience. Specifically, the guide 
starts by outlining the national and state landscape and policy context for TAY in foster care (Chapter 2). 
Next, the guide provides a summary of the perinatal programs, services, and supports that have the potential 
to improve outcomes for transition-age foster youth who are expectant parents (Chapter 3) and describes the 
gaps and opportunities for programming for transition-age foster youth who are expecting in Atlanta, Los 
Angeles County, and New York City (Chapter 4). In addition, the guide illustrates the key features of differ-
ent types of programs in Los Angeles County for local expectant TAY (Chapter 5). The guide ends with key 
learnings and opportunities for the Hilton Foundation in its future work to strengthen support for expectant 
TAY in foster care in Atlanta, Los Angeles County, and New York City (Chapter 6).

How to Use This Guide

Because not all readers enter with the same knowledge or interests in the information, the guide is designed 
to be flexible so users can navigate to the information that is most useful to them. Figure 1.1 provides a chart 
to help with this navigation.

FIGURE 1.1

How to Navigate the Guide

Background on TAY in the three
geographies

Go to Chapter 2 for

Evidence review of programs, services, and
supports for pregnancy

Go to Chapter 3 for

System mapping of programs, services, and
supports for expectant TAY in the three geographies

Go to Chapter 4 for

In-depth exploration of the landscape for
expectant TAY in Los Angeles County

Go to Chapter 5 for

Learnings and opportunities for strengthening
support for expectant TAY in the three geographies 

Go to Chapter 6 for

Additional resourcesGo to Chapter 7 for
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CHAPTER 2

National and State Landscape and Policy Context 
for Transition-Age Youth in Foster Care

This chapter offers an overview of the dynamics of TAY in foster care, including exit rates, emancipation, and 
support services across Georgia, California, and New York. Additionally, this chapter explores the prevalence 
of teen births and young parents, providing insights into the factors influencing these trends. It concludes 
with an analysis of federal and state policy contexts, highlighting initiatives and legislative measures that 
support expectant and parenting TAY, particularly in reproductive health and parenting. It is important to 
note that different data sources use varying age ranges for TAY, such as 15 to 24 years of age or 14 to 20 years 
of age, depending on the specific dataset. This background sets the stage for understanding the challenges 
and opportunities that TAY face in these regions. 

Transition-Age Youth in Foster Care

The data on TAY in foster care across the three states highlight notable differences in foster care dynamics 
among these states (Table 2.1). California has the highest percentage of individuals between 14 and 20 years of 
age exiting foster care, exiting foster care who were emancipated, and receiving independent living services, 
reflecting its larger population and foster care system. In comparison, Georgia and New York report lower 
numbers across all three populations of TAY. Although data on TAY in foster care were not available at the 

TABLE 2.1

Population of TAY in Foster Care by State

Demographic

Georgia
Percentage of TAY 
Population in State

California
Percentage of TAY 
Population in State

New York
Percentage of TAY 
Population in State

14–20-year-olds exiting foster carea 0.26  
(n = 1,399)

0.33 
(n = 4,460)

0.21
(n = 2,315)

14–20-year-olds exiting foster care 
who were emancipateda

0.10 
(n = 555)

0.21 
(n = 2,887)

0.12
(n = 1,321)

14–26-year-olds receiving 
independent living servicesb

0.70  
(n = 3,808)

1.09
(n = 14,862)

0.40
(n = 4,492)

SOURCES: Office of the Administration for Children and Families, undated-b; Office of the Administration for Children and Families, 
undated-a.
a Features fiscal year (FY) 2022 data Office of the Administration for Children and Families, undated-b.
b Features FY 2018–2022 data from Office of the Administration for Children and Families, undated-a.
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county level, these figures underscore the scale and scope of foster care systems and support services across 
these states. 

The race and ethnicity data for youth exiting foster care reveal distinct patterns across the three states 
(Table 2.2). In Georgia and New York, Black or African American youth compose a significant portion of 
those exiting foster care, each at 36 percent. In contrast, California has a higher proportion of Hispanic youth 
exiting foster care (57 percent), reflecting the state’s diverse demographics. White youth make up the larg-
est group in Georgia (48 percent), whereas they represent 20 percent in California and 28 percent in New 
York. Other racial groups, such as American Indian or Alaska Native and Asian, have minimal representa-
tion across all states; however, there is acknowledgment that American Indian or Alaska Native youth are 
overrepresented in the child welfare system relative to their numbers in the state. Youth identifying with two 
or more races account for a small percentage, ranging from 5 percent in California to 8 percent in Georgia. 
These differences highlight the varied racial and ethnic compositions of foster care populations in each state.

Expectant and Parenting Transition-Age Youth

The national teen birth rate stands at 19 births per 1,000 females, reflecting a broad spectrum of state-specific 
rates (County Health Rankings and Roadmaps, undated). Georgia’s rate is slightly above the national average 
at 23 births per 1,000 females, while California and New York report lower rates of 16 and 13 births per 1,000 
females, respectively. 

Other available data on young parents (aged 18 to 24) highlight differences across the three states 
(Table 2.3). In Georgia, 6 percent of young adults are parents, with higher percentages among American 
Indian or Alaska Native (9 percent) and Black or African American (8 percent) aged 18 to 24. California and 
New York both report a lower overall percentage of young parents (4 percent), with similar racial and ethnic 
distributions. Among 17-year-olds in foster care, a small percentage report having children: Georgia reports 
5 percent, slightly higher than California and New York, both at 4 percent. 

Policy Context

Federal initiatives to assist expectant and parenting TAY in foster care were greatly strengthened by the 
Family First Prevention Services Act (Family First), which was enacted in 2018. This legislation provides 
states with the ability to claim Title IV-E reimbursement for services designed to prevent the children of preg-

TABLE 2.2

Percentage of Young Adults Ages 14 to 20 Exiting Foster Care by State and  
Race/Ethnicity

Race/Ethnicity Georgia California New York

American Indian or Alaska Native 0 1 0

Asian 0 2 1

Black or African American 36  16 36

Hispanic (of any race) 7 57 26

White 48 20 28

Two or more races 8 5 7

SOURCE: Features FY 2022 data Office of the Administration for Children and Families, undated-b.



National and State Landscape and Policy Context for Transition-Age Youth in Foster Care

5

nant and parenting youth in foster care from entering care themselves, even if not at imminent risk. Eligible 
services encompass mental health and substance use prevention and treatment, along with in-home, skill-
oriented parent programs, such as parenting skills training and family counseling. These services must be 
grounded in evidence and comply with the standards established by the Children’s Bureau. In addition, the 
Fostering Connections to Success and Increasing Adoptions Act of 2008 (Fostering Connections) (National 
Center for Homeless Education, undated) allows states to extend care and support provided to youth in foster 
care from age 18 to 21 under certain conditions. Georgia, California, and New York all offer extended foster 
care through age 21. Fostering Connections also facilitates transition from foster care to independence by 
requiring child welfare caseworkers and other appropriate representatives to assist TAY in foster care in cre-
ating a personal transition plan that outlines specific options for housing, health insurance, education, men-
toring, support services, workforce assistance, and employment services.

In tandem with Family First and Fostering Connections, the U.S. Department of Health and Human 
Services (HHS) funds such initiatives as the John H. Chafee Foster Care Program for Successful Transition 
to Adulthood and the Adolescent Pregnancy Prevention programs. These programs facilitate a healthy tran-
sition to adulthood through a Positive Youth Development approach, emphasizing self-sufficiency, trauma-
informed care, and the prevention of teen pregnancy and sexually transmitted infections. The Family and 
Youth Services Bureau further supports these goals by promoting medically accurate and culturally relevant 
education to prevent teen pregnancy and sexually transmitted infections. 

State-level initiatives for expectant TAY in foster care in the three geographies differ considerably  
(McKlindon et al., 2023). California has implemented several policy measures to support expectant and par-
enting foster youth. The 2021 to 2022 state budget introduced the Expectant Parent Payment, offering finan-
cial support to expectant youth in out-of-home placements during the third trimester. The 2022 to 2023 
budget allocated $35 million to expand the Emergency Child Care Bridge Program, which provides child 
care vouchers and navigator services to parenting foster youth. Collaborative efforts by such organizations as 
the Reproductive Health Equity Project and the Children’s Law Center have focused on such legislation as SB 
89 and AB 670, which mandate reproductive health education for foster youth and support parenting minors 
during child welfare investigations, respectively (Los Angeles Reproductive Health Equity Program, undated; 
California Legislative Information, 2019). In terms of broader pregnancy support, California offers enhanced 
Medicaid reimbursement for group prenatal care and allows local health departments to use California Peri-
natal Equity Initiative funds for such programs (Table 2.4). However, a bill to fund evidence-based home-
visiting models failed to pass. The state has allowed reimbursement for community-based doula services 

TABLE 2.3

Percentage of Young Adults Ages 18 to 24 Who Are Parents by Race/Ethnicity

Race/Ethnicity Georgia California New York

American Indian or Alaska Native 9 5 5

Asian or Pacific Islander 1 1 1

Black or African American 8 6 5

Hispanic or Latino 8 6 5

Non-Hispanic White 6 3 4

Two or more races 6 4 4

Total 6 4 4

SOURCE: Features 2018–2022 data from KIDS Count Data Center, undated. 
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under Medicaid since January 1, 2023, and passed legislation in 2024 that requires at least one mental health 
screening during pregnancy and the postpartum period.

New York has expanded access to reproductive health and parenting supports through budget increases 
and initiatives, although none are specifically targeted at TAY or foster youth. The FY 2023 budget expanded 
child care subsidy eligibility, invested in child care centers at the State University of New York and City Uni-
versity of New York campuses, and allocated $1.1 billion for universal pre-K. For programs, services, and 
supports for pregnancy, New York acknowledges group prenatal care as an effective approach but has no 
legislative efforts to enhance it (Table 2.4). Several bills aimed at improving access to home-visiting programs 
failed to pass. However, New York has enacted legislation to provide Medicaid coverage for doula services. 
In New York City, the Citywide Doula Initiative provides free doula services to birthing families to reduce 
health inequities.

Georgia has extended Medicaid eligibility for family planning services through a federal waiver. In 2023, 
the Georgia General Assembly passed laws to support pregnancy, including extending Medicaid coverage for 
low-income mothers up to one year postpartum, expanding home visiting in rural communities, and increas-
ing access to Temporary Assistance for Needy Families for pregnant people without children. However, for 
specific programs, services, and supports for pregnancy, Georgia has no legislative efforts to enhance group 
prenatal care but funded a pilot program for home visiting in at-risk and underserved rural communities 
(Table 2.4). There are no legislative efforts to support community-based doulas.

These state-level initiatives highlight the varying approaches and scope of pregnancy support across Cali-
fornia, New York, and Georgia; California is the only state with specific policies for TAY and foster youth. 

TABLE 2.4

State Policy Context for Select Pregnancy Supports with Legislative Activity

Pregnancy Support Georgia California New York

Community-based doulas •	 No legislative efforts to 
support community-based 
doulas

•	 Reimburses for 
community-based doula 
services under Medicaid

•	 Enacted legislation 
to provide Medicaid 
coverage for doula 
services

Group prenatal care •	 No legislative efforts to 
enhance group prenatal 
care

•	 Offers enhanced Medicaid 
reimbursement for group 
prenatal care

•	 Allows local health 
departments to use 
California Perinatal Equity 
Initiative funds for group 
prenatal care programs 

•	 No legislative efforts to 
enhance group prenatal 
care

•	 Recognizes group prenatal 
care as an effective 
approach to enhancing 
maternal and child health 
outcomes

Home visiting •	 Supported a pilot program 
aimed at delivering 
home-visiting services in 
at-risk and underserved 
rural communities during 
pregnancy and early 
childhood

•	 Failed to pass a bill 
requiring funding for 
local health departments 
to implement 
evidence-based 
home-visiting models

•	 Failed to pass several bills 
aimed at improving access 
to home-visiting programs

Mental health •	 No legislative efforts to 
support maternal mental 
health

•	 Passed legislation 
requiring maternal mental 
health screening during 
pregnancy and the 
postpartum period

•	 Introduced legislation 
related to maternal mental 
health screening

SOURCES: Features information from Prenatal-to-3 Policy Impact Center, undated; Policy Center for Maternal Mental Health, undated.
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CHAPTER 3

Perinatal Programs, Services, and Supports

Our review of literature from 2012 to 2022—focusing on models, programs, services, and supports for the 
perinatal period in the United States—provided crucial insights into the existence of various programs and 
services. This broad review—not limited to the Atlanta Metro area, Los Angeles County, and New York 
City—helped identify gaps and highlight opportunities relevant to these regions. This review involved com-
prehensive keyword searches in academic databases and gray literature so we could explore links between 
birth outcomes and various interventions. We also examined efforts to adapt and customize programming 
for TAY and foster youth, as well as subpopulations that are overrepresented in the foster care system, such 
as BIPOC youth. Examples of these efforts are bolded throughout this section. See the annex (Schultz et al., 
forthcoming) for detailed information about the methods for our literature review.

There are many ways to address the factors that lead to poor pregnancy and birth outcomes, which we 
grouped into three broad categories for the purpose of this literature review: health care, health promotion 
and education, and behavioral health care (Figure 3.1). The programs, services, and supports within these 
categories are numerous and have varying levels of supporting evidence. Some strategies may overlap among 
the three categories; for example, group prenatal care might include mental health screenings and patient 
education. Additionally, some community-wide initiatives may involve activities spanning these categories. 
Furthermore, although specific data on pregnancy outcomes for TAY and foster youth are limited, existing 
literature suggests that these populations may face unique challenges that contribute to poorer outcomes 
compared with their peers. Because of the scarcity of programs specifically for pregnant TAY, we included 
relevant programs from places beyond the three target geographies to provide a more comprehensive review. 
In each section below, we provide a table that summarizes the evidence from our literature in the first column 
and models or approaches we identified in the second column. See Appendix B for a complete description of 
each approach.

FIGURE 3.1

Literature Review Categories

Health care

Health
promotion

and
education

Behavioral
health care
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Health Care

Medical approaches or programs include care provided before, during, and after pregnancy. Although health 
care providers deliver most of these types of clinical care, some specific reproductive or postpartum services 
may be offered by community-based organizations.

Reproductive care encompasses a broad spectrum of services 
aimed at providing individuals with the necessary information to 
make informed decisions about their reproductive goals. Robust 
preconception counseling, standardized prompts, and contra-
ceptive counseling interventions have been shown to improve 
pregnancy health outcomes and increase knowledge and intent 
(Table 3.1). Digital approaches, such as apps or websites, can also 
increase contraception use, though they are only applicable for 
youth who have access to such technology as cell phones, tablets, 
or laptops. Such tools as self-reported questionnaires and apps (Bedsider and MiPlan) are effective in these 
areas, particularly for TAY and African American and Hispanic pregnant people (Bedsider, undated; Hebert 
et al., 2018). 

Group prenatal care integrates patient education, 
social support, and comprehensive health screen-
ings in group sessions with those at the same stage of 
pregnancy. Group prenatal care can enhance knowl-
edge about pregnancy, readiness for childbirth, patient 
satisfaction, and breastfeeding options (Table 3.2). 
For high-risk individuals, it can lead to fewer pre-
term births and better prenatal care attendance. Such 
models as CenteringPregnancy have shown significant 
positive outcomes, including increased breastfeeding 
rates and reduced caesarean-section (c-section) births 
and depressive symptoms. However, these programs 

may not specifically target issues of pregnancy and childbirth for TAY foster youth, which could place an 
undue burden on participants who may be unwilling to disclose 
their foster care status, potentially discouraging attendance and 
participation. 

Care coordination involves case management, referrals, 
and patient education to reduce adverse pregnancy outcomes 
and improve prenatal care. Care coordination components 
can reduce low birthweight and preterm births, and Medicaid-
covered care coordination has reduced infant mortality in some 
states (Table 3.3). For teens, clinic-based care coordination 
increases compliance with clinical care and reduces repeat preg-
nancies, particularly among Black and Hispanic teens.

Culturally tailored reproductive 
care tools and counseling interven-
tions improve reproductive health 
outcomes for Black and Hispanic 
populations, yielding significant 
positive results.

Group prenatal care effectively reduces neo-
natal intensive care unit (NICU) days and 
repeat pregnancies while improving pre-
natal care compliance and weight manage-
ment, particularly through such models as  
CenteringPregnancy, which integrate cul-
turally sensitive care for Black and Hispanic 
women.

Care coordination increases com-
pliance with clinical care and 
reduces repeat pregnancies, espe-
cially among Black and Hispanic 
teens. Medicaid-covered efforts 
lead to improved pregnancy out-
comes and reduced infant mortal-
ity for high-risk populations.
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TABLE 3.1

Reproductive Care Literature Review

Evidence Approaches

•	 Robust preconception counseling can improve 
pregnancy health outcomes (Ren et al., 2023).

•	 Standardized prompts can lead to more screening and 
counseling (Allen et al., 2017).

•	 Contraceptive counseling interventions can increase 
knowledge and intent (Dehlendorf et al., 2019; Holt et al., 
2020; Hebert et al., 2018; Sonalkar et al., 2018).

•	 Digital approaches can increase contraception use (Sze 
et al., 2023).

•	 Self-reported questionnaires, provider tools or 
prompts, or counseling (e.g., the Reproductive Health 
Self-Assessment Tool and the One Key Question patient 
prompt) can provide data for providers.

•	 Several websites or apps, such as Bedsider and MiPlan, 
have been developed specifically for pregnant TAY and 
those who are African American and Hispanic, though 
their effectiveness depends on access to technology 
(Bedsider, undated; Hebert et al., 2018).

TABLE 3.2

Group Prenatal Care Literature Review

Evidence Approaches

•	 Some studies show positive effects on reducing preterm 
births and depressive symptoms and increasing prenatal 
care visits, breastfeeding, and pregnancy knowledge for 
those at high risk during pregnancy (Byerley and Haas, 
2017; Felder et al., 2017).

•	 Other studies show no effect on preterm births, low 
birthweight, and breastfeeding (Liu et al., 2021).

•	 For teens and young adults, there is some evidence of 
fewer NICU days and repeat pregnancies, increased 
compliance with prenatal visits, more appropriate 
weight gain and uptake of effective contraception, and 
decreased small-for-gestational-age infants (Fairchild 
et al., 2022; Trotman et al., 2015; Ickovics et al., 2016). 

•	 CenteringPregnancy, the most well-known and studied 
group prenatal care model, includes health care 
assessment, education, and support. Groups of 8 to 12 
participants with similar due dates meet for 90 to 120 
minutes about ten times during their pregnancies (Byerley 
and Haas, 2017).

•	 Other promising programs include Expect with Me, 
which includes up to ten 120-minute group sessions 
(Cunningham et al., 2017) and Expecting and Connecting, 
which consists of two-hour sessions for groups of 8 to 12 
women (Craswell, Kearney, and Reed, 2016).

TABLE 3.3

Care Coordination Literature Review

Evidence Approaches

•	 Elements of care coordination, such as case 
management, referrals, and patient education, have the 
potential to decrease the incidence of low birthweight 
and preterm births (Kroll-Desrosiers et al., 2016; Garite 
and Manuck, 2023). 

•	 In some states, care coordination covered by Medicaid 
resulted in reduced infant mortality for high-risk 
pregnancies (Hollingsworth, Kranz, and Freund, 2020). 

•	 For teens, clinic-based care coordination and case 
management programs have been shown to increase 
compliance with clinical care and reduce repeat 
pregnancies, particularly for Black and Hispanic teens 
(Corcoran and Pillai, 2007; Blank et al., 2010; Kan et al., 
2012).

•	 Prenatal care coordination efforts funded by Title V 
Maternal and Child Health Block Grants are common for 
state Medicaid-covered pregnancy care.

	Ȥ Georgia’s Perinatal Health Program provides 
comprehensive perinatal health care services through 
a network of clinics, centers, providers, and hospitals 
(Georgia Department of Public Health, 2022).

	Ȥ In California, the Comprehensive Perinatal Services 
Program offers enhanced psychosocial support, 
health education, and nutrition guidance to Medi-Cal 
beneficiaries from conception to 60 days postpartum 
(California Department of Public Health, 2024).

	Ȥ In 2022, New York updated its Medicaid Perinatal 
Care Standards to guide perinatal care providers 
in care coordination, risk assessments, care plans, 
home visits, postpartum visits, and breastfeeding 
education for pregnant Medicaid patients (New York 
State Department of Health, 2022).

•	 For TAY in foster care, Illinois offers comprehensive 
support through the Teen Parenting Service Network, 
which includes counseling, coaching, and doula 
services, while the Partners in Parenting program uses 
a case management approach to connect pregnant or 
parenting youth to essential services and resources 
(Wilson et al., 2011).
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Health Promotion and Education

Health promotion and education strategies are designed to improve knowledge, attitudes, and behaviors 
related to maternal and infant health to attack the underlying causes of negative pregnancy and birth out-
comes. These activities can be conducted in group settings or individually and may take place in community 
organizations, in health care facilities, or in placement settings for TAY in foster care.

Doula care offers essential support throughout pregnancy, 
childbirth, and the postpartum period by providing emo-
tional, physical, and educational assistance. Doulas operate in 
various settings, including in hospitals, in clinics, and through 
community-based programs, often integrating their services 
with other family support programs. Doula care has been asso-
ciated with reduced c-sections, increased attendance at child-
birth education classes, and higher breastfeeding initiation rates, 
although effects on such outcomes as preterm births and NICU 
admissions are mixed (Table 3.4). For teens, doula care has shown 

promise in reducing 
c-sections and improving breastfeeding rates. 

Home-visiting programs provide direct education, assess-
ments, and referrals through visits conducted at participants’ 
homes or places of choice. These programs, typically delivered 
by such professionals as nurses, social workers, or early child-
hood specialists, vary in content and duration, addressing vari-
ous needs through educational guidance, coaching, and service 
coordination. Home-visiting models, such as Nurse-Family 
Partnership, Healthy Families America, and Parents as Teachers, 

TABLE 3.4

Doula Care Literature Review

Evidence Approaches

•	 Doula care has been shown to reduce c-section births, 
preterm births, low birthweight, and NICU admission and 
increase the likelihood of attending childbirth education 
classes and initiating breastfeeding in the hospital 
(Bohren et al., 2017; Hans, Edwards, and Zhang, 2018; 
Pan et al., 2020).

•	 Although some studies found no significant effect on 
rates of low birthweight, preterm births, c-sections, NICU 
admissions, or newborn hospital stay lengths, doula 
care has been associated with increased breastfeeding 
initiation (Hans, Edwards, and Zhang, 2018; Acquaye and 
Spatz, 2021).

•	 For teens, doula care has been effective in reducing 
c-section, premature birth, and epidural anesthesia rates 
for vaginal births (Everson, Cheyney, and Bovbjerg, 2018). 

•	 Doula care can be provided through independent 
stand-alone programs or incorporated into home visiting 
or other programs.

•	 State efforts to increase access include 
	Ȥ California providing Medicaid reimbursement for doula 
services

	Ȥ New York seeking approval for Medicaid doula 
coverage starting in 2024

	Ȥ Georgia introducing legislation for Medicaid doula 
coverage, although it stalled.

•	 One evidence-based model supports the development of 
community-based doula programs to provide parenting 
education, pregnancy and childbirth education, and 
breastfeeding support (HealthConnect One, undated). 

•	 Community-based doula programs, such as SisterWeb 
in San Francisco and the Los Angeles County African 
American Infant and Maternal Mortality Prevention 
Initiative, provide comprehensive support to low-income 
and BIPOC women, enhancing maternal health outcomes 
through physical, emotional, and informational care 
during prenatal, birthing, and postpartum periods 
(SisterWeb, 2023; Black Infants and Families Los 
Angeles, undated).

Tailored home-visiting programs 
for teens show benefits in various 
domains, addressing the cultural 
and linguistic needs of Black and 
Hispanic families and demonstrat-
ing positive outcomes in maternal 
and child health.

Doula care reduces c-section rates, 
premature births, and epidural 
anesthesia use for vaginal births 
among teens. Community-based 
initiatives provide culturally rel-
evant support that improves birth 
outcomes.
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have shown benefits in reducing child maltreatment and improving child development and maternal health 
(Table 3.5). Programs specifically for teens have also shown promising results. 

Prenatal education programs are designed to prepare 
expectant parents for pregnancy, childbirth, and parenting by 
enhancing knowledge and developing skills related to pregnancy 
changes, labor pain, safe sleep practices, and effective parent-
ing techniques. They can be delivered in such formats as classes, 
workshops, digital platforms, or home visits. Prenatal education 
can lead to reduced c-section births, decreased use of epidural 
anesthesia, and improved self-efficacy (Table 3.6). Such pro-
grams as Moms2B and Growing Great Kids have shown positive 
outcomes, particularly in reducing stress levels and improving 
coping behaviors during childbirth.

Breastfeeding and nutrition education programs focus on initiating and sustaining breastfeeding and 
ensuring a nutritious diet during pregnancy and the postpartum period. They can be stand-alone programs 
or integrated into other such programs as home visiting. Educational and counseling interventions, home vis-

iting, and peer support have been effective in increas-
ing breastfeeding initiation, duration, and exclusivity 
(Table 3.7). Such programs as the Special Supple-
mental Nutrition Program for Women, Infants, and 
Children (WIC) and Healthy Start provide compre-
hensive support. WIC offers nutrition education and 
breastfeeding support that has led to increased breast-
feeding rates among participants, and Healthy Start 
improves birth outcomes through home-visiting pro-
grams that enhance breastfeeding initiation and con-

tinuation. Specific interventions, such as Ready, Set, BABY, improve breastfeeding intentions and knowledge 
of infant care practices. Lactation Advice Through Texting Can Help (LATCH), a web-based texting inter-
vention promoting breastfeeding among WIC recipients, has also shown promising results. 

TABLE 3.5

Home-Visiting Literature Review 

Evidence Approaches

•	 HHS’s annual Home Visiting Evidence of Effectiveness 
review identified 27 models that met criteria for having 
evidence of effectiveness on a range of outcomes (Home 
Visiting Evidence of Effectiveness, 2023). 

•	 Evidence-based models, such as Nurse-Family 
Partnership, Healthy Families America, and Parents as 
Teachers, are part of the HHS Maternal and Child Health 
Bureau’s Maternal, Infant, and Early Childhood Home 
Visiting Program and are widely implemented (Home 
Visiting Evidence of Effectiveness, 2023).

•	 Healthy Start, a widely implemented federal grant 
program, provides such services as community 
outreach, case management, health education, and 
depression screening. There is emerging evidence of its 
effectiveness that does not yet meet HHS criteria.

•	 Several programs have been developed specifically for 
teens; one of meets the HHS criteria (Early Intervention 
Program for Adolescent Mothers) and the others have not 
yet been evaluated.

•	 For TAY in foster care, a pilot effort with a subset of the 
Healthy Family Illinois program provided home visiting to 
foster youth (Dworsky, Gitlow, and Ethier, 2018).

Targeted prenatal education on 
health, childbirth, breastfeed-
ing, and newborn care for teens 
enhances knowledge and prepared-
ness, as demonstrated by programs 
like Starting Out Right.

Breastfeeding and nutrition education 
programs addressing systemic racism and 
focusing on self-efficacy effectively increase 
breastfeeding rates among African American 
women, promoting better maternal and infant 
health outcomes.
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Behavioral Health Care

Interventions and supports designed to address behavioral 
health issues are available through community-based orga-
nizations or can be provided within medical care settings. 

Prenatal mental health treatment programs offer assis-
tance and care for pregnant individuals dealing with such 
issues as depression or anxiety. These programs can be run 
by health care professionals, such as psychiatrists or psy-
chologists, or community organizations and may include 
one-on-one or group therapy, medication, or other psycho-
social treatments. Psychosocial and counseling interven-

TABLE 3.7

Breastfeeding and Nutrition Education Literature Review

Evidence Approaches

•	 Several systematic reviews found that supportive 
educational and counseling interventions, home visiting, 
and peer support increase breastfeeding initiation, 
duration, and exclusivity (Yas et al., 2023; Patnode et al., 
2016; Shealy et al., 2005).

•	 Prenatal breastfeeding education has been found 
to enhance breastfeeding knowledge and increase 
postpartum breastfeeding (Kehinde, O’Donnell, and 
Grealish, 2023).

•	 Psychosocial breastfeeding programs, particularly 
those focusing on self-efficacy and addressing systemic 
racism, have shown some success in increasing 
breastfeeding initiation among African American women 
(Johnson et al., 2015).

•	 Two federally funded programs exists:
	Ȥ WIC provides low-income expectant mothers with 
breastfeeding support and nutrition education, in 
addition to access to nutritious foods.

	Ȥ The Healthy Start home-visiting program provides 
breastfeeding education.

•	 Other evidence-based or promising breastfeeding 
education and support programs include the Ready, 
Set, BABY curriculum, which can be delivered in 
hospitals, community clinics, or independently in 
the community, and LATCH, a web-based texting 
intervention for WIC recipients.

•	 For teens, the Supportive Needs of Adolescents During 
Childbirth program in Texas provides intrapartum 
nursing support focused on labor, breastfeeding, and 
skin-to-skin contact with evidence that the intervention 
increased breastfeeding initiation within the first hour of 
birth (Grassley and Sauls, 2012).

TABLE 3.6

Prenatal Education Literature Review

Evidence Approaches

•	 One systematic review found positive effects, such as 
decreased c-section births, use of epidural anesthesia, 
and stress levels, but no effect on birthweight and 
gestational age at birth (Hong et al., 2021).

•	 Another systematic review found that prenatal education 
enhanced self-efficacy and coping behaviors during 
childbirth (Demirci, Kochan, and Kabukcuoglu, 2023).

•	 There are few common models but some promising 
programs, including Moms2B, a community-based 
prenatal education program for low-income pregnant 
women, and Growing Great Kids, a skills-based 
curriculum for home-visiting programs that spans the 
prenatal period through age 3 (Ateah, 2013).

•	 For teens, Starting Out Right offers eight in-person 
sessions on such topics as prenatal health, childbirth, 
breastfeeding, newborn care, and contraceptive methods 
(Root et al., 2023).

•	 For TAY in foster care, Inwood House in New York City 
provides comprehensive support to foster youth who 
are pregnant or parenting, enhancing self-sufficiency, 
education, and health outcomes (Lieberman, Bryant, and 
Boyce, 2015), and the Personal Best curriculum, adapted 
for pregnant and parenting foster youth, offers 22 
sessions on life skills and child development (Ackerman 
Institute for the Family, undated).

Culturally sensitive psychosocial and 
counseling interventions reduce post-
partum depression in Black and His-
panic women, leading to improved emo-
tional well-being during the perinatal 
period.
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tions can decrease postpartum depression (Table 3.8). Such screening tools as the Patient Health Question-
naire–9 identify mental health concerns, and such interventions as cognitive behavioral therapy have shown 
effectiveness in reducing mental health concerns during pregnancy. 

Prenatal substance or alcohol use treatment programs 
provide help and treatment for those struggling with substance 
use or alcohol addiction during pregnancy. These programs 
can be facilitated by health care providers, such as addiction 
specialists or obstetricians, or community organizations and 
may involve individual or group therapy, medication-assisted 
treatment, or other therapeutic approaches. Motivational inter-
viewing, cognitive behavioral therapy, and contingency man-
agement therapies can reduce harmful effects of substance use 
(Table 3.9). Such programs as Ohio’s Maternal Opioid Medical 
Support have shown effectiveness in treating opioid use during 
pregnancy. However, there is a need for programs with a cul-

turally sensitive focus to effectively address substance use among African American and Hispanic pregnant 
TAY youth, ensuring that interventions are tailored to the specific cultural and social contexts of these popu-
lations. Various screening tools are available for detecting substance and alcohol use. 

TABLE 3.8

Mental Health Treatment Literature Review

Evidence Approaches

•	 Psychosocial and counseling interventions can decrease 
postpartum depression (O’Connor et al., 2019). 

•	 A systematic review of psychosocial interventions for 
pregnant and parenting teens found small to moderate 
beneficial effects on positive mental health but limited 
effects on depression, anxiety, substance use, and other 
behaviors (Laurenzi et al., 2020).

•	 Another systematic review of postpartum depression 
prevention for teens found that home visiting and 
cognitive behavioral therapy can reduce rates of 
postpartum depression (Sangsawang, Wacharasin, and 
Sangsawang, 2019).

•	 Multiple evidence-based mental health screening tools 
are available for use during pregnancy (Patient Health 
Questionnaire–9, Center for Epidemiologic Studies’ 
Depression Scale Revised) with one specifically designed 
for use during pregnancy (4Ps Plus) and one designed for 
teens (Beck Depression Inventory–FastScreen).

•	 Treatment options for addressing mental health concerns 
during pregnancy include psychosocial interventions, 
individual treatment, and group treatment approaches 
with evidence-based interventions within each type.

Counseling interventions effectively 
reduce alcohol use among preg-
nant teens; culturally competent 
approaches have demonstrated suc-
cess in decreasing substance and 
alcohol use among pregnant Black 
and Hispanic women.
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Literature Review Summary

This synthesis found some evidence-based interventions that effectively support teens, TAY, and foster 
youth, as well as Black, Hispanic, and other specific subpopulations during the perinatal period. Although 
most programs, services, and supports were originally developed for the general population, some have been 
specifically studied and adapted to meet the unique needs of diverse groups. By exploring such approaches as 
group prenatal care, care coordination, doula care, and culturally tailored programs, we identified strategies 
that improve pregnancy and birth outcomes. 

Summary of What Works for Teens and Pregnant Transition-Age Youth
The following list summarizes what our analysis suggests works for teens and pregnant TAY: 

•  Group prenatal care is effective in reducing NICU days and repeat pregnancies and improving prenatal 
care compliance and weight management.

•  Care coordination increases compliance with clinical care and reduces repeat pregnancies, particularly 
among Black and Hispanic teens.

•  Doula care reduces c-section rates, premature births, and epidural anesthesia use for vaginal births 
among teens.

•  Home-visiting programs tailored for teens have shown benefits in various domains.
•  Prenatal education includes such programs as Starting Out Right, which offers targeted education on 

prenatal health, childbirth, breastfeeding, and newborn care for teens.
•  Substance and alcohol use treatment counseling interventions have shown some effectiveness in reduc-

ing alcohol use among pregnant teens.

Investing in these areas can enhance support for expectant TAY and improve pregnancy and birth out-
comes in the Atlanta Metro area, Los Angeles County, and New York City.

TABLE 3.9

Substance and Alcohol Use Treatment Literature Review

Evidence Approaches

•	 Motivational interviewing, cognitive behavioral therapy, 
and contingency management therapies can reduce the 
harmful effects of substance use, although they have not 
been widely studied in pregnancy (Forray, 2016).

•	 A systematic review found that online health interventions 
are effective in reducing substance use during pregnancy 
(Silang et al., 2021).

•	 For substance use disorder treatment, methadone 
maintenance and buprenorphine can be effective in 
treating opioid use during pregnancy (Forray, 2016).

•	 For alcohol use treatment, some studies found that 
psychosocial interventions increased abstinence and 
decreased postpartum alcohol consumption (Gomez 
et al., 2021), while others found no significant differences 
(Stade et al., 2009).

•	 Counseling interventions have shown some effectiveness 
in reducing alcohol use among pregnant teens (O’Connor 
et al., 2018), although other reviews found no effect 
(Bottorff et al., 2014).

•	 Multiple evidence-based substance and alcohol use 
screening tools are available for use during pregnancy 
(“Cutting Down,” “Annoyed by Criticism,” “Guilty 
Feelings,” and “Eye-Opener” or CAGE; Alcohol Use 
Disorders Identification Test; Alcohol, Smoking and 
Substance Involvement Screening Test; and Drug 
Abuse Screening Test), and the 4Ps Plus tool is 
specifically designed for and particularly applicable to 
pregnant individuals, addressing the unique needs of 
this population.

•	 Several substance use treatment programs for opioid 
use disorder have been developed specifically for 
pregnancy, such as Ohio’s Maternal Opioid Medical 
Support program, which uses a maternal medical home 
model to coordinate behavioral health and prenatal 
care for pregnant Medicaid recipients with opioid use 
disorder in their third trimester (Crane et al., 2019).

•	 Other approaches to addressing opioid use disorder 
in pregnancy focus on provider and practice changes, 
such as quality improvement checklists, learning 
collaboratives, and toolkits (Goodman et al., 2019).
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Summary of What Works for Diverse Populations
The following list summarizes what our analysis suggests works for diverse populations:

•  Culturally tailored reproductive care tools and counseling interventions designed specifically for Black 
and Hispanic populations, such as the Reproductive Health Self-Assessment Tool and MiPlan, have 
been effective in improving reproductive health knowledge and behaviors.

•  Group prenatal care models, such as CenteringPregnancy, which integrates culturally sensitive care, 
have shown significant positive outcomes for Black and Hispanic women.

•  Care coordination and Medicaid-covered care coordination efforts have led to improved pregnancy out-
comes and reduced infant mortality for high-risk Black and Hispanic women.

•  Community-based doula care initiatives that provide culturally relevant support have been successful 
in improving birth outcomes and maternal engagement in health care.

•  Home-visiting programs, such as Early Intervention Program for Adolescent Mothers, that address the 
cultural and linguistic needs of Black and Hispanic families have shown positive outcomes in maternal 
and child health.

•  Breastfeeding and nutrition education programs, such as Healthy Start, address systemic racism and 
focus on self-efficacy and have been effective in increasing breastfeeding rates among African Ameri-
can women.

•  Mental health treatment via culturally sensitive psychosocial and counseling interventions, which are 
tailored to address the unique cultural and social contexts of diverse populations, have shown effective-
ness in reducing postpartum depression for Black and Hispanic women.

•  Substance and alcohol use treatment via culturally competent counseling interventions have dem-
onstrated some success in reducing substance and alcohol use among pregnant Black and Hispanic 
women, although there is limited information about their effectiveness for pregnant TAY and TAY in 
foster care, specifically.

Investing in these culturally tailored programs and approaches can significantly enhance support for 
diverse populations, leading to improved pregnancy and birth outcomes.
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CHAPTER 4

Programming Gaps and Opportunities for Expectant 
Transition-Age Youth in Foster Care in Three 
Geographies

This chapter provides the results of our system mapping and offers an analysis of the programs, services, and 
supports available to TAY in the Atlanta Metro area, Los Angeles County, and New York City. An opportu-
nity and gap analysis concludes this chapter, highlighting the types of programs by geography and identify-
ing areas with relatively few programs in categories where evidence-based options exist. It is important to 
note that our approach to the system mapping is limited by the programs we could find through internet 
searches, existing directories and lists, and program locator websites, which may not capture all available 
resources. Nonetheless, this analysis aims to offer insights and recommendations for enhancing support for 
TAY across the three geographies. See Appendix A for a description of the methods for the system mapping 
and gap analysis.

Availability of Programs, Services, and Supports in the Atlanta Metro 
Region

The Georgia Department of Family and Children Services defines the Atlanta Metro region as including 
Clayton, Cobb, DeKalb, Fulton, and Gwinnett counties. The TAY population, aged 15 to 24, in this region is 
nearly 550,000 (Table 4.1). The demographic characteristics of this population highlight a diverse composi-

TABLE 4.1

Demographic Characteristics of Population Aged 15 to 24 Years, by Geography in Atlanta 
Metro Region

Geography
Total  

Population
Percentage 

Female

Percentage 
Black Non-

Hispanic
Percentage 

Hispanic
Percentage 
Other Race

Percentage 
White Non-

Hispanic

Atlanta Metro 540,570 50 40 18 13 29

Clayton County 42,427 51 69 19 8 4

Cobb County 107,696 49 28 20 11 41

DeKalb County 95,659 51 54 14 12 21

Fulton County 154,176 51 42 10 13 35

Gwinnett County 140,612 49 29 29 17 25

SOURCE: Features April 1, 2010, to July 1, 2020, data from U.S. Bureau of the Census, 2010–2020.

NOTE: Census data are available for the 15- to 24-year-old age group, which largely overlaps with the 14- to 26-year-old age range for TAY. The 
“Other Race” category includes American Indian or Alaskan Native alone, Asian alone, Native Hawaiian and Other Pacific Islander alone, some 
Other Race alone, and population of two or more races.
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tion across its counties. The overall TAY population in the region is evenly split by gender, with 50 percent 
female representation. Racially, the area is predominantly Black non-Hispanic (40 percent), followed by White 
Non-Hispanic (29 percent) and Hispanic (18 percent) populations. Within the counties, Clayton County has 
a notably high Black Non-Hispanic population (69 percent) and a very small White Non-Hispanic commu-
nity (4 percent). In contrast, Cobb County has a significant White Non-Hispanic population (41 percent), 
with a more balanced mix of Black Non-Hispanic and Hispanic communities. DeKalb County features a 
majority Black Non-Hispanic population (54 percent), while Gwinnett County is characterized by a diverse 
mix with equal proportions of Black Non-Hispanic and Hispanic populations (both 29 percent). These dif-
ferences underscore the varied cultural and racial landscape within the Atlanta Metro area, influencing the 
need for tailored programs and services.

Fulton and Gwinnett counties hold the largest shares of the TAY population, at 29 percent and 26 percent 
respectively, while Cobb and DeKalb counties each account for about one-fifth (Table 4.2). Clayton County 
comprises just 8 percent of the TAY population. We identified 142 programs, services, and supports for 
expectant TAY in the Atlanta Metro region. Notably, DeKalb County has a higher proportion of programs 
relative to its TAY population, whereas Gwinnett County has a lower proportion. This distribution is particu-
larly interesting given the demographic characteristics, as DeKalb’s majority Black Non-Hispanic popula-
tion and Gwinnett’s diverse mix, including significant Black Non-Hispanic and Hispanic communities, may 
influence program demand and availability.

The Atlanta Metro region has an estimated total of 26.27 programs per 100,000 TAY (Table 4.3). This rep-
resents the lowest overall rate among the three geographies examined. Benefit programs—such as WIC and 
Georgia’s Perinatal Health Program, which presumes Medicaid eligibility for those who are pregnant and 
in need of health care—are the most prevalent with a rate of 6.10 per 100,000 TAY. Prenatal education and 
breastfeeding and nutrition education programs are also prevalent, with rates of 4.44 and 4.81 per 100,000 
TAY, respectively. Much of the breastfeeding and nutrition education is provided through WIC offices in 
the region. There are some reproductive care (3.88), group prenatal care (2.40), and home-visiting programs 
(2.40). The home-visiting programs include the evidence-based Parents as Teachers and Healthy Families 
models. Community-based doula programs, behavioral health treatment, and care coordination services are 
notably scarce, with rates of 0.18, 0.92, and 1.11, respectively. It is important to note that more care coordina-
tion and behavioral health treatment programs likely exist but may not have been identifiable through our 

TABLE 4.2

Programs, Services, and Support for Pregnancy in the  
Atlanta Metro Region

County

Percentage of TAY  
Population in County

(n = 540,570)

Percentage of Programs  
in County
(n = 142)

Clayton County 8 8

Cobb County 20 18

DeKalb County 18 32

Fulton County 29 34

Gwinnett County 26 8

SOURCE: Features April 1, 2010, to July 1, 2020, data from U.S. Bureau of the Census, 2010–2020.

NOTE: In these data, TAY is defined as those 15 to 24 years of age.
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TABLE 4.3

Programs by Type per 100,000 TAY in Atlanta Metro Region

Program Type Number of Programs Rate per 100,000 TAY

Reproductive care 21 3.88

Group prenatal care 13 2.40

Care coordination and case management 6 1.11

Community-based doula program 1 0.18

Home visiting program 13 2.40

Prenatal education program 24 4.44

Breastfeeding and nutrition education program 26 4.81

Behavioral health treatment program 5 0.92

Benefit program 33 6.10

Total 142 26.27

FIGURE 4.1

Mapping of Programs, Services, and Supports for Pregnancy in  
Atlanta Metro Region
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search methods, as these programs often do not explicitly mention their focus on teens or pregnancy. This 
suggests potential gaps in visibility and accessibility of critical services for pregnant TAY in the region. 

Figure 4.1 shows the distribution of programs, services, and supports for pregnancy in the five-county 
Atlanta Metro region—many of them concentrated around the city of Atlanta. Fulton and DeKalb coun-
ties offer a comprehensive variety of program types: reproductive care, group prenatal care, community-
based doula programs, and more. In contrast, Clayton County lacks reproductive care, group prenatal care, 
and community-based doula programs. Similarly, Gwinnett County does not have group prenatal care, care 
coordination and case management, community-based doula programs, home-visiting programs, or behav-
ioral health treatment focused on pregnancy. Cobb County appears to have limited group prenatal care, care 
coordination and case management, and behavioral health treatment specifically for pregnancy.

Availability of Programs, Services, and Supports in Los Angeles County

Los Angeles County is divided into eight service-planning areas (SPAs) to effectively manage resources for 
its nearly 1.4 million TAY population. The overall demographic is predominantly Hispanic (58 percent) with 
smaller proportions of Black Non-Hispanic (7 percent) and White Non-Hispanic (18 percent) populations 
(Table 4.4). Notably, SPA 6 (south) has a high Hispanic population (73 percent) and a significant Black Non-
Hispanic community (17 percent), while SPA 5 (West) has a larger White Non-Hispanic population (46 per-
cent). SPA 7 (East) stands out with the highest Hispanic representation (81 percent). These demographic 
variations highlight the diverse needs across the SPAs, necessitating tailored services and resources.

Los Angeles County’s distribution of 825 programs reveals notable disparities across its SPAs (Table 4.5). 
SPA 4 (Metro Los Angeles) stands out with a higher concentration of facilities and programs at 22 percent, 
despite only representing 10 percent of the TAY population. This area predominantly comprises Hispanic 
youth (60 percent). In contrast, SPAs 2 (San Fernando Valley), 3 (San Gabriel Valley), and 8 (South Bay) have 
fewer programs relative to their larger TAY populations of 21, 18, and 15 percent, respectively. These SPAs 
feature diverse demographics with significant Hispanic populations ranging from 50 to 55 percent. Such dis-
parities highlight potential differences in program availability and underscore the need for a more equitable 
distribution of resources to effectively serve the diverse TAY population across the SPAs.

Los Angeles County has an estimated total of 60.68 programs per 100,000 TAY, which is the highest over-
all rate among the three geographies (Table 4.6). The most prevalent programs are prenatal education and 

BOX 4.1

Pregnancy-Related Resources in Georgia’s Atlanta Metro Area

•  Find Help Georgia, Georgia Department of Children and Family Services 
•  Regional Perinatal Centers, Georgia Department of Public Health
•  Title V Programs, Georgia Department of Public Health
•  Georgia State Agency Policies and Resources for Transition-Age Youth and Young Adults 
•  Healthy Mothers, Healthy Babies Coalition of Georgia 
•  United Way of Greater Atlanta

https://findhelpga.org/
https://unitedwayatlanta.org/
https://dph.georgia.gov/RPC
https://dph.georgia.gov/TitleV
https://www.p2pga.org/wp-content/uploads/2019/05/Web-based_Resources_for_TAYYA.pdf
https://www.hmhbga.org/
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TABLE 4.4

Demographic Characteristics of Population Aged 15 to 24 Years, by Geography in Los Angeles 
City

Geography
Total  

Population
Percentage 

Female
Percentage Black 

Non-Hispanic
Percentage 

Hispanic
Percentage Other 

Race
Percentage White 

Non-Hispanic

Los Angeles 
County

1,359,587 49 7 58 17 18

SPA 1: Antelope 
Valley

63,463 49 15 62 8 15

SPA 2: San 
Fernando Valley

281,561 49 4 50 15 31

SPA 3: San 
Gabriel Valley

238,333 49 3 55 29 12

SPA 4: Metro 
Los Angeles

131,935 50 5 60 17 18

SPA 5: West 90,728 53 5 21 28 46

SPA 6: South 166,349 50 17 73 6 4

SPA 7: East 188,044 49 3 81 9 7

SPA 8: South 
Bay

199,075 49 12 52 19 16

SOURCE: Features April 1, 2010, to July 1, 2020, data from U.S. Bureau of the Census, 2010–2020.

NOTE: Census data are available for the 15- to 24-year-old age group, which largely overlaps with the 14- to 26-year-old age range for TAY. The 
Other Race category includes American Indian or Alaskan Native alone, Asian alone, Native Hawaiian and Other Pacific Islander alone, some 
Other Race alone, and population of two or more races.

TABLE 4.5

Programs, Services, and Support for Pregnancy in  
Los Angeles County

SPA

Percentage of TAY 
Population in SPA

(n = 1,359,587)

Percentage of 
Programs in SPA

(n = 825)

SPA 1: Antelope Valley 5 3

SPA 2: San Fernando Valley 21 17

SPA 3: San Gabriel Valley 18 14

SPA 4: Metro Los Angeles 10 22

SPA 5: West 7 4

SPA 6: South 12 13

SPA 7: East 14 16

SPA 8: South Bay 15 11

SOURCE: Features April 1, 2010, to July 1, 2020, data from U.S. Bureau of the 
Census, 2010–2020.

NOTE: In these data, TAY is defined as those 15 to 24 years of age.
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breastfeeding and nutrition education, with rates of 19.71 and 21.92, respectively. Many of the programs for 
both types are provided through the California Department of Public Health’s Comprehensive Perinatal Ser-
vices Program, which is a Medi-Cal benefit for pregnancy and the first 60 days after birth. Breastfeeding and 
nutrition education is also provided through WIC offices throughout the county. There is a moderate pres-
ence of home-visiting and behavioral health treatment programs, with rates of 5.52 and 5.81. Evidence-based 
home-visiting models found in the county include Early Head Start, Welcome Baby, and Healthy Families 
America. For behavioral health treatment, most of the programs are funded through the Los Angeles County 
Department of Public Health’s Substance Abuse Prevention and Control Program, which has contracts with 
community-based organizations to provide a full range of treatment services. There are few group prenatal 
care programs in Los Angeles County with a rate of just 0.59. All of them use the CenteringPregnancy model. 
Similarly, we found a limited number of community-based doula programs. Although reproductive care and 
care coordination are available across the county, their rates are low at 1.91 and 2.43, respectively. Despite Los 
Angeles County’s high overall program availability compared with the other geographies, there is a relatively 
limited presence of group prenatal care and community-based doula programs, both of which have strong 

TABLE 4.6

Programs per 100,000 TAY in Los Angeles County

Program Type Number of Programs Rate per 100,000 TAY

Reproductive care 26 1.91

Group prenatal care 8 0.59

Care coordination and case management 33 2.43

Community-based doula program 6 0.44

Home-visiting program 75 5.52

Prenatal education program 268 19.71

Breastfeeding and nutrition education program 298 21.92

Behavioral health treatment program 79 5.81

Benefit program 32 2.35

Total 825 60.68

BOX 4.2

Pregnancy-Related Resources in California’s Los Angeles Area

•  BreastfeedLA
•  California Department of Public Health’s Comprehensive Perinatal Services Program 
•  First 5 LA
•  Los Angeles County Department of Children and Family Services, Teen Parenting Resources Page
•  Los Angeles County Department of Public Health, Service and Bed Availability Tool
•  Los Angeles County Department of Human Resources
•  Los Angeles County Department of Mental Health
•  Los Angeles County Perinatal and Early Childhood Home Visitation Consortium 
•  National Health Law Program’s Resources for California Foster Youth: Sexual, Reproductive, and 

Mental Health Medi-Cal Services 

https://www.breastfeedla.org/
https://www.cdph.ca.gov/Programs/CFH/DMCAH/CPSP/Pages/default.aspx
https://www.first5la.org/
https://dcfs.lacounty.gov/youth/teen-parenting/
https://sapccis.ph.lacounty.gov/sbat/
https://hr.lacounty.gov/
https://dmh.lacounty.gov/pd/
https://www.homevisitingla.org/
https://healthlaw.org/resource/resources-for-california-foster-youth-sexual-reproductive-and-mental-health-medi-cal-services/
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evidence of effectiveness. This highlights a potential gap in service offerings, suggesting areas for further 
development to better support expectant TAY in Los Angeles County.

Figure 4.2 shows the distribution of programs, services, and support for pregnancy in Los Angeles 
County. Several SPAs had representation across all program types except for one, including SPAs 4 and 6 
where we found no community-based doula programs and SPA 8 where we found no group prenatal care. For 
SPAs 1, 2, and 7, we found no group prenatal care or community-based doula programs and very little care 
coordination and case management. In SPA 3 we found no group prenatal care and little reproductive care, 
care coordination and case management, and community-based doula programs. Overall, the availability of 
comprehensive pregnancy-related services varies significantly across different SPAs in Los Angeles County.

FIGURE 4.2

Mapping of Programs, Services, and Supports for Pregnancy in  
Los Angeles County
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Availability of Programs, Services, and Supports in New York City

New York City comprises five boroughs, each with distinct TAY demographics among its approximately 
1.1 million youth (Table 4.7). The city’s overall TAY population is diverse with 21 percent Black Non-
Hispanic, 33 percent Hispanic, and 26 percent White Non-Hispanic. In the Bronx, the TAY population is 
predominantly Hispanic (58 percent), while Brooklyn has a more balanced demographic with 27 percent 
Black Non-Hispanic and 31 percent White Non-Hispanic. Manhattan features a higher proportion of White 
Non-Hispanic youth (40 percent), and Queens has a significant Hispanic population (33 percent) alongside a 
diverse mix of other races. Staten Island stands out with a majority White Non-Hispanic population (49 per-
cent). These demographic differences highlight the varied cultural landscape across the boroughs, influenc-
ing the need for tailored programs and services.

We identified 354 programs, services, and supports distributed throughout New York City’s boroughs 
(Table 4.8). Manhattan stands out with a higher proportion of facilities and programs, comprising 27 percent 
of the total despite having only 19 percent of the TAY population, which is predominantly 12 percent Black 
Non-Hispanic and 27 percent Hispanic. Conversely, Queens, with 26 percent of the TAY population, has only 
16 percent of the programs, reflecting its diverse demographic of 17 percent Black Non-Hispanic and 33 per-
cent Hispanic. The Bronx and Brooklyn show relatively balanced distributions between their TAY popula-
tions and program availability, while Staten Island maintains a close alignment between its TAY population 
and programs. These findings highlight potential areas for improvement, particularly in Queens, to ensure 
equitable access to services for all TAY across the boroughs. 

New York City has an estimated total of 31.51 programs per 100,000 TAY (Table 4.9). Breastfeeding and 
nutrition education programs are the most prevalent, with a rate of 10.06, followed by benefit programs at 
8.37. Like the other geographies, WIC is included in both categories. Home-visiting programs are moderately 
available, with a rate of 4.99, and include such evidence-based models as Nurse Family Partnership, Healthy 
Families, and Early Head Start programs, as well as independent programs. In contrast, care coordination 
and case management is notably limited, with a rate of just 0.45. Reproductive care and group prenatal care 
also have low rates, at 0.80 and 0.53, respectively. Community-based doula programs and behavioral health 
treatment programs are present, with rates of 1.69 and 2.14. Overall, the scarcity of reproductive care, group 
prenatal care, and care coordination services suggests a potential area for enhancement to better support the 
needs of expectant TAY in New York City.

TABLE 4.7

Demographic Characteristics of Population Aged 15 to 24 Years, by Geography in New York 
City

Geography
Total 

Population
Percentage 

Female

Percentage 
Black Non-

Hispanic
Percentage 

Hispanic
Percentage 
Other Race

Percentage 
White Non-

Hispanic

New York City 1,123,330 51 21 33 21 26

Bronx 212,188 49 27 58 8 8

Brooklyn (Kings County) 347,274 50 27 22 19 31

Manhattan (New York County) 212,616 56 12 27 21 40

Queens 287,774 49 17 33 33 17

Staten Island (Richmond County) 63,478 48 11 25 15 49

SOURCE: Features April 1, 2010, to July 1, 2020, data from U.S. Bureau of the Census, 2010–2020. 

NOTE: Census data are available for the 15- to 24-year-old age group, which largely overlaps with the 14- to 26-year-old age range for TAY. The 
Other Race category includes American Indian or Alaskan Native alone, Asian alone, Native Hawaiian and Other Pacific Islander alone, some 
Other Race alone, and population of two or more races.
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Figure 4.3 shows the distribution of programs for pregnancy in New York City. Programs are concen-
trated in Manhattan and parts of the Bronx. In Manhattan, we found representation across all the program 
types. In contrast, we found no reproductive care programs in the Bronx and Staten Island and little or no 
group prenatal care, care coordination and case management, and community-based doula programs in 
those boroughs. In Queens, we were not able to locate group prenatal care and care coordination and case 
management and found little reproductive care, prenatal education, and community-based doula programs. 
For Brooklyn, we did not find any group prenatal care or community-based doula programs and found little 
care coordination and case management. Overall, the distribution of pregnancy-related programs in New 
York City shows significant disparities; certain boroughs have more comprehensive services than others.

TABLE 4.8

Programs, Services, and Support for Pregnancy in  
New York City

Borough (County)

Percentage of TAY 
Population in County  

(n = 1,123,330)

Percentage of 
Programs in County  

(n =354)

Bronx 19 21

Brooklyn (Kings County) 31 29

Manhattan (New York County) 19 27

Queens 26 16

Staten Island (Richmond County) 6 8

SOURCE: Features April 1, 2010, to July 1, 2020, data from U.S. Bureau of the Census,  
2010–2020.

NOTE: In these data, TAY is defined as those 15 to 24 years of age.

TABLE 4.9

Programs per 100,000 TAY in New York City

Program Type Number of Programs Rate per 100,000 TAY

Reproductive care 9 0.80

Group prenatal care 6 0.53

Care coordination and case management 5 0.45

Community-based doula program 56 1.69

Home visiting program 28 4.99

Prenatal education program 28 2.49

Breastfeeding and nutrition education program 113 10.06

Behavioral health treatment program 24 2.14

Benefit program 94 8.37

Total 354 31.51
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FIGURE 4.3

Mapping of Programs, Services, and Supports for Pregnancy in  
New York City
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BOX 4.3

Pregnancy-Related Resources in New York’s New York City Area

•  Health Information Tool for Empowerment 
•  New York City Office of Health 
•  New York City 988 Suicide and Crisis Lifeline 
•  Maternal and Infant Community Health Collaboratives, New York State Department of Health 
•  Pregnant or Parenting Families, New York State Department of Health
•  Public Health Solutions 

https://hitesite.org/about
https://www.nyc.gov/site/doh/index.page
https://nyc988.cityofnewyork.us/en/
https://www.health.ny.gov/community/adults/women/maternal_and_infant_comm_health_collaboratives.htm
https://www.health.ny.gov/community/pregnancy/home_visiting_programs/pregnant_parenting_fam.htm
https://www.healthsolutions.org/
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Distribution of Programs, Services, and Supports for Pregnancy Across 
the Three Geographies

A look at the distribution of programs, services, and support for pregnancy across the Atlanta Metro Area, 
Los Angeles County, and New York City reveals distinct patterns and differences (Table 4.10). Atlanta has a 
higher proportion of reproductive care, group prenatal care, and benefit programs compared with the overall 
distribution across all geographies. However, it offers fewer prenatal and breastfeeding and nutrition educa-
tion programs. Los Angeles County stands out with relatively more prenatal education programs but has a 
lower percentage of benefit programs. New York City shows a strong presence of home-visiting and benefit 
programs, yet it lags in prenatal education offerings. These variations highlight regional priorities and poten-
tial gaps in service provision, reflecting differing needs and resource allocations across the three geographies.

Using these findings, we offer several recommendations to improve the availability of programs, services, 
and support for expectant TAY. In Atlanta, we recommend increasing the availability of proven or promis-
ing prenatal and breastfeeding and nutrition education programs that could address existing gaps and better 
support TAY. Los Angeles County might benefit from expanding benefit programs to provide more compre-
hensive support. For New York City, enhancing evidence-based prenatal education offerings could comple-
ment the existing strong presence of home-visiting and benefit programs. Overall, a balanced approach that 
considers the specific needs and existing strengths of each geography can lead to more equitable and effective 
support for TAY across these regions.

TABLE 4.10

Percentage of Programs, Services, and Supports for Pregnancy by Geography

Program Type
Programs Across 
All Geographies

Programs in 
Atlanta Metro Area

Programs in Los 
Angeles County

Programs in New 
York City

Reproductive care 4 15 3 3

Group prenatal care 2 9 1 2

Care coordination and case management 3 4 4 1

Community-based doula program 2 1 1 5

Home visiting program 11 9 9 16

Prenatal education program 24 17 32 8

Breastfeeding and nutrition education program 33 18 36 32

Behavioral health treatment program 8 4 10 7

Benefit program 12 23 4 27

SOURCE: Features April 1, 2010, to July 1, 2020, data from U.S. Bureau of the Census, 2010–2020.
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BOX 4.4

Additional Pregnancy-Related Resources 

•  Association of Maternal and Child Health Program’s Maternal and Child Health Innovations  
Database 

•  CenteringPregnancy Program Locator 
•  Child Welfare Information Gateway
•  Head Start Center Locator 
•  Health Resources and Services Administration’s Home Visiting Locator 
•  Healthy Families America Site Finder
•  Healthy Start Grant Awards 
•  La Leche League Locator
•  Nurse-Family Partnership Program Locator
•  Parents as Teachers Program Locator
•  Planned Parenthood
•  Sexual and Reproductive Health Resource Explorer 
•  Special Supplemental Nutrition Program for Women, Infants, and Children 

https://amchp.org/mch-innovations-database/
https://centering.my.salesforce-sites.com/WebPortal/LocateCenteringSitePage
https://www.childwelfare.gov/
https://headstart.gov/center-locator?expanded=true&radius=50
https://mchb.hrsa.gov/programs-impact/maternal-infant-early-childhood-home-visiting-miechv-program/locator
https://www.healthyfamiliesamerica.org/map/
https://mchb.hrsa.gov/programs-impact/healthy-start/fy-2024-awards
https://llli.org/get-support/
https://www.nursefamilypartnership.org/locations/
https://parentsasteachers.org/program-locator/
https://www.plannedparenthood.org/
https://activatecenter.org/resource-explorer/
https://www.fns.usda.gov/wic
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CHAPTER 5

Key Features of Existing Perinatal Programs in Los 
Angeles County

In this section, we provide a more detailed look at the existing landscape of programs, services, and supports 
for expectant TAY in Los Angeles County. We selected Los Angeles County in collaboration with the Conrad 
Hilton Foundation for this more in-depth look at existing services because this is one of the key investment 
areas. This case study included interviews with service providers and focus groups with new or expectant 
TAY. Through these interviews and focus group discussions, we aimed to learn how TAY access and engage 
in perinatal programs, services, and supports. Specifically, we inquired about service availability, interac-
tions between care providers, pathways to access care, facilitators, barriers and potential solutions to access 
to care, the quality of care, and the effects of the coronavirus disease 2019 (COVID-19) pandemic on service 
availability and accessibility.

Through our system mapping of programs, services, and supports for pregnancy, we developed the fol-
lowing three categories to characterize organizations providing services to expectant TAY in Los Angeles 
County:

1.	 nonprofit organizations offering perinatal services for all ages, including TAY or TAY in foster care 
clients

2.	 nonprofit organizations offering perinatal services aimed specifically at expectant TAY or TAY in 
foster care clients

3.	 government-led perinatal services for all ages, TAY, or TAY in foster care clients.

These categories guided our selection of organizations for interviews, ensuring a comprehensive under-
standing of the diverse programmatic approaches to caring for expectant TAY. We also only sought to include 
organizations that provided the different types of programs, services, and supports identified in our litera-
ture review, including health care, behavioral health care, and health promotion and education. (See Appen-
dix A for more details on our approach for this case study.) 

Perspectives from Service Providers

Service Provider Profiles 
We conducted interviews with staff from 20 organizations or programs across Los Angeles County that pro-
vide perinatal services, including specialized programs for expectant TAY or TAY in foster care. Typically, 
interviews involved a single staff member identified as best suited to discuss perinatal services for TAY or 
TAY in foster care clients. However, some organizations included multiple staff members; the largest group 
comprised seven individuals. In total, we spoke with 32 professionals, half of whom held management roles, 
such as executive directors and program managers. Over one-quarter of participants were social workers, 
half of whom were licensed clinical social workers. Other roles included nurses, medical assistants, doulas, 
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home visitors, substance use disorder counselors, community outreach workers, case workers, family advo-
cates, and teen parenting specialists. The qualitative themes discussed below were analyzed at the organiza-
tional level rather than the individual participant level. Our interviews encompassed the following:

•  six nonprofit organizations offering general perinatal services for all ages
•  ten nonprofit organizations providing perinatal services for TAY and TAY in foster care clients
•  four government-funded perinatal programs serving all ages, TAY, or TAY in foster care. 

Notably, 95 percent (n = 19) of these service providers identified TAY as a key client group and 60 percent 
(n = 12) prioritized serving foster youth or former foster youth. Most service providers (75 percent, or n = 15) 
operated county-wide without restrictions to specific cities or SPAs. The remaining 25 percent (n = 5) were 
limited to the respective SPAs in which they were located. Figure 5.1 illustrates locations of these service pro-
viders throughout Los Angeles County. Although we reached out to organizations in all eight SPAs, we were 
not able to conduct interviews in every area due to non-response from some service providers. 

Table 5.1 provides an overview of the types of programs, services, or supports offered by the three 
categories of organizations. Care coordination and case management are the most commonly provided 
services across all categories out of 20 organizations, highlighting the importance of these services in sup-

FIGURE 5.1

Mapping of Service Providers Included in Los Angeles County Case Study
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porting expectant youth. General prenatal services and prenatal services for TAY and TAY in foster care 
frequently include basic needs provision and housing support, with a notable emphasis on addressing the 
immediate necessities of expectant parents and their families. Government-led services show a focus on 
breastfeeding and nutrition education, group prenatal care, prenatal education, and home visiting, reflect-
ing public health priorities.

Our thematic findings, based on insights from service providers, are organized into two main sections: 
presenting needs and access to care and barriers to care. Each section highlights critical issues and poten-
tial opportunities for improvements within the system of care for expectant TAY and foster youth in Los 
Angeles County. 

Presenting Needs and Access to Care
Service providers in Los Angeles County identified several critical needs for expectant and foster TAY, 
including housing, mental health services, basic needs related to pregnancy and parenthood (such as diapers, 
clothes, and baby supplies), child care, and transportation. They reported facing challenges when connect-
ing clients to such services as emergency and affordable permanent housing, mental health services for such 
issues as perinatal and postpartum depression and anxiety, affordable child care, and reliable transportation. 

TABLE 5.1

Programs, Services, and Supports Provided by the Organizations Interviewed

Type of Program, Service, or Support
General Perinatal 

Services

Perinatal Services for 
TAY or TAY in Foster 

Care
Government-Funded 

Perinatal Services

Health care

Reproductive care 3 (15%) 1 (5%) 0 (0%)

Group prenatal care 2 (10%) 0 (0%) 2 (10%)

Care coordination and case management 6 (30%) 10 (50%) 4 (20%)

Health promotion and education

Community-based doula care 2 (10%) 0 (0%) 1 (5%)

Home visiting 3 (15%) 2 (10%) 2 (10%)

Prenatal education 5 (25%) 1 (5%) 2 (10%)

Breastfeeding and nutrition education 5 (25%) 2 (10%) 3 (15%)

Behavioral health care

Behavioral health treatment 1 (5%) 0 (0%) 1 (5%)

Substance use or alcohol use treatment 1 (5%) 0 (0%) 0 (0%)

Other

Housing for expectant parents 4 (20%) 3 (15%) 0 (0%)

Basic needs for expectant parents and infants 4 (20%) 4 (20%) 1 (5%)

Other services 4 (20%) 9 (45%) 2 (10%)

NOTE: The Other category added here (to our three overarching perinatal service categories of health care, health promotion and 
education, and behavioral health care) highlights services that were not in our original list of perinatal services but were often offered 
to by expectant TAY and TAY in foster care by the interviewed organizations. The other services subcategory refers to nonperinatal 
services, such as emergency financial assistance, legal advocacy, or legal representation that were specifically offered to expectant 
TAY and TAY in foster care by interviewed service providers.
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Pregnancy and parenting basic needs. Various service providers reported that most of their clients pres-
ent with basic needs typical during pregnancy and the early years of parenting, such as diapers, formula, 
clothes, and infant equipment (cribs, strollers, and car seats). Many service providers were able to meet the 
need for such necessities as diapers, clothes, and baby supplies through a partnership with Baby2Baby, a 
national nonprofit organization that supports families with children living in poverty or through personal 
donations from funders and supporters. A few organizations had other community partners or funders sup-
port their efforts to provide these needed supplies. Although community partners and funders help these 
organizations provide much needed supplies to expectant TAY and TAY in foster care, service providers 
pointed out that the demand always exceeds the supply, especially for such larger items as cribs and strollers: 

I would say like the primary service or request that our moms have is groceries and food [or being con-
nected] with organizations that can fulfill those regular needs. [Connecting them] with organizations that 
can help them is a challenge . . . we try to offset that by providing them diapers and wipes. You know, if they 
don’t have to spend on diapers, wipes and formula, then they’ll have extra money for groceries and for gas 
and items like that. It is one of the things that I encounter the most. 

For pregnant moms, in particular, there’s always a need for formula, diapers, wipes, and baby hygiene prod-
ucts. If they don’t enroll in our program, which is our “Earn While You Learn” program where they get 
points for every class they complete with us, we have to refer them out to [community partners that provide 
resources]. We do have instances where we give out diapers and formula on an emergency basis, but that’s 
only a one-time thing. It’s not a continual thing because [they] have to enroll in our parenting classes to get 
those free services. 

Housing needs. Expectant TAY and TAY in foster care often require rapid and long-term housing solu-
tions, but there are a lack of available options and strict eligibility requirements that must be met to qualify 
for housing services. This urgency is exacerbated by long wait times, which can dramatically impact clients’ 
lives. Some service providers highlight these issues as follows:

I would say housing and mental health specifically because there’s generally such an urgent need. It’s even 
more highlighted when there’s a long wait because it impacts the client so dramatically whether they have 
it or not. For the more subsidiary supportive services, it’s not generally a dire crisis if they don’t have it. But 
housing and mental health really are. Their life can come apart if those things don’t happen in the time-
frame they are dependent on. Those are two of the biggest for sure. 

One type of service where that happens often more than others is housing. Yeah, housing is like number 
one, so it’s very frustrating and sometimes we have to exhaust some of our resources to help with that tran-
sition for people because we don’t want any of our participants on the street. 

There’s also a need for emergency housing for pregnant and parenting youth because we get a lot of referrals 
where people who are fleeing domestic violence but don’t want to go to a domestic violence shelter. 

Mental health services. Access to general mental health services is hindered by long wait lists, and there 
is a notable lack of specialty perinatal programs and Spanish-speaking providers. This is particularly chal-
lenging for Latina women experiencing postpartum and perinatal depression and anxiety.

I’ve reached out to so many women, especially those that are Latina, who are behavioral health specialists, 
and they’re just so busy with waiting lists, especially with the pandemic. They have no capacity to see any 
of our moms. We see our women experiencing postpartum depression, perinatal depression, and anxiety. 
It’s huge. 
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I’ve experienced barriers getting mental health services out here because if you don’t have Medi-Cal, it’s 
hard to get mental health services due to the high costs. 

Mental health, I’d love to refer as much as I could, but everybody has a waiting list, including our clinic. It’s 
like four to six months. 

Child care and transportation. These services are essential as they act as a bridge to other services but are 
often hard to access. The pandemic further reduced child care availability, impacting young parents’ ability 
to return to school or work. Additionally, transportation challenges are prevalent; some organizations use 
their own budgets to provide transportation support: 

Lack of availability for child care. The pandemic did horrible damage to availability of the child care and 
that could cause a problem with getting back to school. Let’s say they’re 17 and they want to go back to 
school, but their current caregiver doesn’t want to provide child care for the baby. Getting from point A to 
point B is very difficult. 

Another thing that we do is, once the student has delivered and is thinking of coming back to school, 
making sure that they have a daycare where they can take their kids. A lot of times, what prevents the stu-
dent going back to school is that they don’t have a daycare. 

Transportation is [a barrier]. Also, a waitlist for child care . . . that is a big one . . . especially when they first 
give birth, they do not have a lot of support networks. 

Barriers to Care
Several significant barriers to accessing services for expectant TAY and TAY in foster care in Los Ange-
les County have been identified using insights from service providers. These barriers are multifaceted and 
deeply affect the ability of TAY to engage with necessary services effectively. The service providers high-
lighted five primary themes: service navigation, fear and distrust, low-quality health care, accessing services, 
and pandemic-related challenges.

Service navigation. Expectant TAY often find themselves overwhelmed by the number of service provid-
ers and the complexity of navigating available resources. This can lead to unresponsiveness and difficulty 
in engaging with the necessary support systems. Service providers also described how the communication 
preferences of TAY, such as a preference for text messaging over phone calls, further complicate interactions 
with service providers: 

It can be overwhelming. And then especially for the foster youth or the youth that are transitioning out, 
they have resources available to them, but it sometimes is a little bit hard to navigate or to understand what 
they have available to them. 

I think there are a lot of people who are trying to support young parenting youth, and oftentimes I think 
it’s overwhelming for them. On top of school counselors and other things. And so oftentimes I think they 
can feel overwhelmed and they’re like, OK, who’s trying to talk to me about what? 

A client can get so frustrated that they don’t want [the offered service] anymore. Our girls, by nature of 
their trauma and lived experience, are very impulsive and want things done quickly. It’s understandable for 
their age and developmental range.

Fear and distrust. Many expectant TAY, particularly those who are current or former foster youth, 
harbor fear and distrust toward service providers because of past negative experiences. These experiences 
may include interactions with law enforcement, child protective services, or nonprofit organizations that 
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have led to feelings of stigmatization and discrimination. Such distrust creates a significant barrier because 
TAY may be reluctant to seek help or accept support, fearing additional system involvement: 

They’ve learned through life experience that the more professionals involved, the higher the risk of system 
involvement. Our girls are raising their babies surrounded by 40 mandated reporters every day, and that’s 
an intense level of stress that most parents don’t have to live with. 

A lot of times it’s the trust . . . it takes them a while to trust me to come into their homes. I need to start 
meeting them at school and once they start getting more comfortable and seeing that I’m there to assist 
them, then they will allow me to come into their home and meet the rest of the family. Trust is a huge issue. 

 [O]versurveillance and this valid distrust that becomes this vicious cycle because it’s kind of scary to reach 
out for help and accept support, if you think they’re going to break up your family. 

Low-quality health care. Service providers noted that expectant TAY often face low-quality care in 
health care settings, which can discourage them from receiving ongoing prenatal care. Such issues as a lack 
of trauma-informed care, biases against certain populations, and dismissive attitudes from medical provid-
ers contribute to this problem. These experiences can lead to expectant TAY avoiding medical appointments, 
which poses significant risks to their health and well-being:

I spoke to one lady a couple of weeks ago who said she only had a couple of prenatal visits in the beginning. 
It was such an unpleasant experience that she just waited until it was time to have the baby and went to the 
hospital. 

One big barrier I’m noticing, especially with our population, is the lack of trauma-informed care with pro-
fessionals, whether it’s in the hospital setting, a doctor’s office, or specialty ultrasound. They don’t under-
stand how to respond to the trauma responses that the girls will get triggered by. 

I do feel like [the medical providers] don’t take my clients seriously because of the population I work with. 
It’s all Hispanic, so there’s an internal bias. My clients might not speak English fluently, so they aren’t taken 
seriously. Anytime they’re dealing with [the Department of Children and Family Services] or doctors, you 
can see that bias. When I step in as a professional, they change their behavior . . .  

Accessing services. The lack of services close to home, lengthy wait times, and complicated eligibility 
requirements are particularly discouraging for expectant TAY and foster youth, especially in rural areas 
of Los Angeles County. These barriers are prevalent in accessing prenatal care, mental health services, and 
housing support. The restrictive criteria and limited availability of services can leave youth feeling stuck and 
without options:

The sad part is that in doing this, I’ve discovered that sometimes some patients are at a certain trimester 
and certain clinics won’t take them. They will be like, “Well, it’s too late, you’re too far along. We can’t see 
you.”

The availability of specialty services is also an issue. Since we are the holders of their Medi-Cal, if they need 
a specialty type of therapy, we have to jump through hoops to get it for them. We are limited here in pro-
viding general mental health or the evidence-based practices that our clinicians are trained in, like [child-
parent psychology], [trauma-focused cognitive brain therapy], and what the counties provide us. 

For example [a certain housing provider doesn’t] accept anybody who’s farther along in their pregnancy. 
The farthest along someone can be is like 14 weeks. Another barrier is that they don’t allow the other person 
to have other kids. So, if they do have other kids that are already born, they have to already have the social 
support in place so that someone else can take care of their kid while they’re in a [residential program]. And 
another example is [a certain transitional maternity housing program]. It’s kind of the opposite. They have 
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to be in the third trimester, and they can’t have more than one other kid. And then on top of that though, 
we still get the, “Oh, we’re full.” . . . I don’t like to tell people there’s not much else I can do, but sometimes 
we’ll exhaust all the resources and it’s like, well, now we’re at a standstill, you know.

Service providers described how they employ various strategies to help expectant TAY and TAY in foster 
care overcome these barriers. For example, they create comprehensive resource lists, provide emotional sup-
port by attending appointments with TAY, and advocate on behalf of their clients when needed. By offering 
co-located services, transportation assistance, and financial aid, they strive to meet clients where they are, 
using technology and social media (e.g., smart phones, text groups, Instagram, and TikTok) to communicate 
effectively. Warm hand-offs are used to ensure seamless referrals to other service providers to ensure that ser-
vices can be quickly and easily accessed, and education on a wide range of topics (such as childbirth domestic 
violence) and skill-building workshops are provided to equip youth with the knowledge and skills needed to 
navigate their circumstances. 

Pandemic-related challenges. Accessibility challenges were exacerbated during the COVID-19 pandemic 
when typically in-person perinatal services were paused, shut down, or shifted to a virtual platform. A few 
service providers noted that they are still grappling with recovering services for expectant TAY and TAY in 
foster care: 

We started providing breastfeeding support groups because so many organizations that supported wom-
en’s health shut down and weren’t providing in-person or direct services for pregnant, birthing, and post-
partum women. 

And so that was a bit of a hurdle as far as recruitment of clients during [the pandemic] when a lot of doulas 
weren’t even allowed in the hospital room. 

We had had a really thriving parenting program before COVID, it was a long-standing partnership with 
[a local Early Head Start organization] with court-approved parenting classes for both moms and dads, 
whether or not their children were in their care. That disappeared during COVID. During COVID we 
actually were not seeing many pregnant and parenting young people [at the center], but that has started to 
shift again. 

Perspectives from Transition-Age Youth

We partnered with four of the service providers—located in Hollywood, metro Los Angeles, south Los Ange-
les, and Lancaster and Palmdale areas—to conduct focus groups. These focus groups engaged 26 new or 
expectant birthing parents and foster youth (between the ages of 18 and 24) in discussions about the services 
they sought during pregnancy. Participants shared their experiences with these services and the barriers they 
faced in accessing them. The expectant and parenting youth identified several specific service needs. 

Prenatal care. Most of the expectant and parenting youth reported actively searching for prenatal medi-
cal services during their pregnancies. Many described visiting local medical clinics, often based on proxim-
ity or recommendations from friends or neighbors. However, several youth encountered challenges, such as 
long wait times to see an obstetrician and gynecologist (OBGYN) when insured by Medi-Cal, and some were 
turned away by clinics because of being too far along in their pregnancies: 

I couldn’t get seen at any clinics because it took them a while with [a referral]. And then they finally did it, 
and I was like three, four months pregnant already. So, it did help me, but it took a little while. 
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I recently had trouble finding an [obstetrician]. First it was them helping me find the primary. And then on 
top of that, the primary care doctor [had to refer me] to see an [obstetrician]. But in order for me to start 
seeing an [obstetrician], it had to get authorized by my Medi-Cal. . . . When I got my first ultrasound, I was 
about two and a half months pregnant because it took a long time for the referral process. 

I needed to be seen by the [obstetrician], and nobody wanted to accept me because I was already 35 weeks. 
Nobody wanted to accept me because I was so far along in my pregnancy.

A few youth found the process of getting prenatal care so discouraging that they ultimately gave up on 
receiving care until they were ready to give birth: 

I went to a clinic to try to get care, and they just kept trying to get me to “establish care.” Basically, you 
can’t see anybody unless they’re your primary care [doctor]. And I just got really frustrated because I didn’t 
understand why they were trying to establish care . . . then they referred me to an ultrasound place. It was 
like all this back and forth. And so then, when my daughter was supposed to be born, I just went to the 
emergency room, and I hadn’t had any care. 

Additionally, many expressed feelings of being judged, ignored, and discriminated against by medical 
providers. These negative experiences were not limited to prenatal appointments but also extended to the 
birthing experience for some individuals: 

I feel like black women and people of color have less chances of getting the right help that they need. Usually 
the doctors, they don’t even really pay attention to your needs. . . . It’s almost like they don’t want to hear it. 
I had already taken a pregnancy test, and I started bleeding, so I went to the hospital. They were so mean to 
me. I don’t know if it’s because I’m a Muslim or because I’m black or because of both. I don’t know, but the 
experience was just the worst I’ve ever had in my entire life.

I had a natural birth, and they weren’t even happy about that at the emergency room. They kept trying to 
push me to have the epidural, and I didn’t want one. 

I feel like when women go to the hospital and write out a birth plan . . . I feel like sometimes the doctors 
don’t really take your birth plan serious. When I gave birth to my son they didn’t put him on my chest. I 
was not naked, you know, to have skin-to-skin with your baby. . . . I feel like they should take their time and 
really listen to the person and what they want during [the birth]. 

Despite these challenges, a few reported finding adequate care, characterized by medical providers who 
took the time to explain procedures and treated them with kindness and respect: 

And, like it took a long time for me to trust and have vulnerability with them, because I would think they 
would treat me like a piece of trash [based on my past experience with] some male or predominantly white 
doctors. But when I met them, they’re nicer and kind. . . . When I have questions, they’re very knowledgeable. 

Because like I said, that was my first time going to that clinic while being pregnant. So, the longer I stayed, 
the better it got to be honest. The medical [services I receive are] pretty good. I’m happy I have some type 
of health care so that I can see an OB and do what I need to do on my prenatal care.

These experiences highlight the urgent need for more-streamlined and supportive systems to ensure 
expectant and parenting youth can access essential resources and meet their basic needs during pregnancy.

Emotional support. Many expectant and parenting youth described a need for emotional support during 
their pregnancies and seeking such services as doulas, midwives, home visiting, and prenatal “mommy” 
groups. These services provided not only practical assistance but also a crucial emotional connection, helping 
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to alleviate feelings of loneliness and isolation. For example, one youth highlighted the importance of having 
someone to talk to and receive resources from, emphasizing how this support helped them feel less alone:

I was looking for support, like emotional support . . . having one person that you can talk to, ask questions, 
and that person can give you resources. That’s very important, because sometimes you feel alone, you don’t 
have anyone, and it helps a lot. 

For some, doulas not only provided practical help but also filled a familial role, offering emotional and 
mental support akin to that of a family member. One youth, who had recently relocated and lacked a local 
support network, found doula services to be a vital source of support:

I was looking for emotional and mental support and [my medical provider] helped me find a doula. [My 
doula] has helped me through tough times. I was able to talk to her . . . because I do have friends and family, 
but on a supportive level, I don’t. I was just looking for a mom or sister figure, and I’m so glad I found her. 
She’s super nice. Y’all, I thank God for her. 

I recently moved here, and I don’t have [any family members or friends] here. It’s just me and my husband. 
Someone I met told me about doula [services]. I didn’t even know what it was, so she told me. . . . I was like, 
“oh, I need this. Where can I get it?” So, yeah, I applied and thank God I have a doula—it is really nice. 

Home-visiting programs also played a crucial role in providing ongoing support and practical assistance 
to young mothers. Additionally, programs tailored for specific communities, such as those for Black and His-
panic mothers, offered both emotional support and material assistance, creating a communal environment 
that was highly appreciated:

I got pregnant at 13. . . . I was a freshman and I was still in school. [My home visitor] would come to my 
house, teach me things, and bring me things. So, it was really good. I think it was a good experience. Some-
times I still text her.”

I was in a program for Black and Hispanic moms. Basically, it was like a Mommy and Me group where we 
all came together while pregnant or after birth. It was a seven-week class and they Ubered you to the class 
and back home. They had food there. We just talked about parenting and what not to do, things like that. 
They have a little baby shower at the end, and I got a lot of stuff for my babies. I felt like that was a good 
program. 

Despite the positive experiences reported by some, access to these services was not universal. Several 
youth faced challenges, such as waitlists or a lack of available doulas and midwives. A few pregnant youth 
reported that they were actively searching for available doulas with their assigned case managers from local 
nonprofits. Others were not aware of doula or midwife services and what they offer: 

It’s kind of hard finding a free midwife. I didn’t get to find one, but I found a doula.

Yeah, I tried [to get a doula] . . . that’s another thing I tried to get into, but it did not work out for me. The 
one place that I called, they told me that for October, the doulas were all taken up.

Overall, although emotional support services were highly valued by those who accessed them, there 
remains a gap in availability and awareness that needs to be addressed to better support expectant and par-
enting youth.

Housing. Several TAY shared their struggles with housing during or after their pregnancies, echoing 
challenges highlighted by service providers. Many faced difficulties because of limited availability of beds 
in facilities that accommodate pregnant individuals or those with children. Some were deemed ineligible for 
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housing assistance because they had a partner, multiple children, or children who were too old. For example, 
one participant, not originally from Los Angeles, found it challenging to access housing services because of a 
lack of identification and other necessary documents: 

Well, so my challenge was that I was looking for housing and I tried with them for a year. I don’t know what 
was wrong . . . they just said that they had no room. I also had a partner. We were both in the system waiting 
to hear but they said because of him, I could not get services. 

Having kids [was a barrier]. When I first became homeless. I had my two boys, and I saw that [housing 
providers] give services and resources to individuals rather than a person with children. So, people won’t 
take you with your children. Say I go to a shelter, they will say, “No, we can’t accept you because of the kids.” 

I tried to look for a women’s shelter. . . . My son had to be younger than three years old to be able to be in 
the shelter [with me]. 

I feel like they need to make more facilities for underage youth that are pregnant because there’s only two 
facilities. This one and another one in Orange County that takes minors that are pregnant. But I feel like 
there need to be more programs, more facilities that take pregnant young teen moms. 

For those who managed to access housing, experiences varied. Some found the support invaluable, but 
others faced unsafe living conditions. One youth expressed gratitude for the assistance received, which helped 
her transition from homelessness to stable housing: 

I became homeless when I was younger. . . . [The drop-in center] helped me with getting into a shelter and 
supplies and stuff like that. So, if I wasn’t able to get into the shelter, I wouldn’t even have my own place 
right now. I’m so thankful for that. I really was homeless on the streets and going from motel to motel and 
from place to place. It was really tough. 

I am trying to get better housing. There are staff [at my current shelter] that get into physical fights with 
clients. There are needles everywhere, there’s cracking pipes everywhere, and I’m trying to find like a better 
spot for me and my child. 

These varied experiences underscore the need for more accessible and safe housing options for pregnant 
and parenting youth.

Resources to meet basic needs. Many expectant and parenting youth reported significant challenges 
accessing resources to meet their basic needs during pregnancy. They frequently sought financial support 
services, such as CalWorks; unemployment benefits; and food resources, such as WIC, food stamps, and 
food pantries. A common issue was the delay in receiving unemployment benefits or CalWorks and the con-
flicting eligibility criteria between different programs. For example, some youth experienced reductions or 
revocations of their electronic benefits transfer (EBT) benefits because of overlapping financial support, such 
as unemployment checks. Others struggled with managing household expenses because of lowered benefits, 
and some were denied support altogether based on income thresholds that did not reflect their actual finan-
cial circumstances: 

Only thing I tried getting was EBT. At the moment, I’m still on maternity leave. I go back to work next week. 
I got [EBT] for a month and then they took it away. . . . They told me because I have received an [enhanced 
due diligence] check. But I told them that I only received one since I’ve been on maternity leave, and they 
haven’t sent anymore. And they told me they couldn’t [help me] because it says that I’m still working. 

I live on my own. So trying to maintain my bills and provide food for my house and take care of a kid has 
gotten kind of difficult. I do have a EBT but they [lowered my benefits], including food stamps. . . . It’s hard 
to survive. 
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I tried applying [to EBT] while I was pregnant. And they told me that I made too much money. But I 
worked at Jack in the Box, and I only worked like 20 or maybe less hours per week. Because I was pregnant, 
I couldn’t really do a lot. I used to work graveyard, and I used to get sick all the time. So, I wasn’t able to 
work. So, it was hard. I tried getting EBT. And they told me they denied me. And then I tried right after I 
delivered, and they gave it to me for a month and then it was [taken away]. 

[Enhanced due diligence] is not an easy process. It’s a difficult process to figure out the eligibility. No one 
explains it to you and it’s hard to get a hold of them. I remember at one point; I would go there almost every 
day to check if there was any money to claim and there was never anything. So, I just gave up. 

Awareness of guaranteed income programs, such as the Abundant Birth Project, was limited among 
youth. A few youth entered lotteries for these kinds of programs hoping to receive financial support during 
pregnancy. Only one youth reported being selected, highlighting the competitive and uncertain nature of 
these opportunities: 

I tried to get Abundance Birth Project. It is where you get $807 per month [of guaranteed income] out here 
in different counties. It’s for Black and Hispanic moms. I believe it’s for that. I tried that. It didn’t work for 
me. 

Undocumented youth faced additional barriers, often relying solely on WIC for support because of ineli-
gibility for other programs. Despite these efforts, the assistance received was often insufficient to cover the 
needs of both the parent and child: 

The only thing I really qualified for was WIC. I tried applying to CalWorks and CalFresh, but I was not 
eligible.

I wasn’t eligible for CalWorks, but I was able to get on WIC and, after six months, food stamps. . . . But it’s 
not enough for me and the baby. 

These experiences underscore the critical need for more-accessible and comprehensive support systems to 
help expectant and parenting youth meet their basic needs.

Transportation. Transportation challenges were a common theme among expectant and parenting 
youth, affecting their ability to access vital services and maintain employment. Although some organizations 
offer free Transit Access Pass (TAP) cards to assist with public transportation, navigating the bus system 
with young children proved difficult for many. One youth highlighted the struggle of traveling with multiple 
children and the frequent delays in bus schedules, which could jeopardize job security. Conversely, one youth 
found relief in transportation services offered through insurance providers, which facilitated access to essen-
tial destinations, such as grocery stores:

Some organizations give free TAP cards, but it is hard to ride the bus. I used to ride buses before I had my 
son, so I know how. But honestly, waiting for the bus is hard. . . . Sometimes you won’t get there on time. 
When they don’t drop you to the exact location then you have to walk. I don’t want to be late for work. You 
know, if you’re late to work too many times, you’re not going to have a job, and I need a job. 

I used to be in this other program, it was in the valley. They give you diapers, wipes, car seats, bassinets, 
whatever they had in their store. And sometimes they do classes. But I didn’t get to stay in it because of 
transportation. It was far for me to go there.

Yeah. It’s like you call your insurance and tell them you need a ride [to your appointment]. They take you 
everywhere, like to the pharmacy, grocery stores often have pharmacies. It’s just a call, you want to get 
picked up, dropped off, let them know. Pretty cool.
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These experiences underscore the importance of improving transportation options to better support the 
mobility needs of expectant and parenting youth.

Solutions

During our interviews with service providers, we explored potential solutions to improve the system of care 
for expectant TAY and TAY in foster care. The feedback from service providers revealed three key themes in 
addressing these challenges. 

Increased funding. There is a pressing need for additional funding to expand housing, mental health 
services, and child care options for expectant TAY and TAY in foster care. Service providers emphasized the 
scarcity of housing programs that cater to pregnant and parenting teens, highlighting the need for emergency 
housing solutions, such as vouchers or hotel stays. Enhanced support and funding for child care and mental 
health services, especially for Spanish-speaking behavioral health specialists, were also identified as critical 
areas requiring investment:

There’s just such a shortage of options for pregnant and parenting teens in housing. We’re one of three or 
four programs in the state of California that takes minors who are pregnant and parenting. The number of 
programs that take them in transitional housing is just as few. 

The main thing that comes to mind is emergency housing, either vouchers or hotel stays for families. I 
think that’s really important, to be able to know what the family needs are before placing them in a place 
that might not be suited for their family. 

I would say more support or more funding around child care and employment that provides child care. 

It’s mostly the housing and more money and mental health support. Those are the main things.

There are not enough Spanish-speaking behavioral health specialists. The waiting lists are long. 

Training in culturally sensitive and trauma-informed care. Service providers stressed the importance 
of training other service providers in culturally sensitive and trauma-informed care. Many service providers 
working with expectant TAY and foster youth lack this training, which is essential for effectively supporting 
these populations:

One big barrier I’m noticing, especially with our population, is the lack of trauma-informed care with pro-
fessionals, whether it’s in the hospital setting, a doctor’s office, or specialty ultrasound. 

Organizations need to be more trauma informed. I work closely with many partner [organizations]. My 
colleagues are burned out, feel unsupported, and their [executives] sometimes mean well, but their budgets 
are too small. So, I really want to see every organization that touches this population required to do trauma-
informed care training. 

I think not enough programs are, you know, culturally sensitive to the experience of homelessness or what 
it means to be parenting under impoverished conditions. Even if they are housed, they’re still living in pov-
erty. And that does not make them terrible parents. 
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Policy changes. Policy solutions are necessary to address the systemic housing shortage and simplify eli-
gibility requirements to qualify for housing services. Service providers also called for policies that facilitate 
immediate support for expectant TAY and TAY in foster care to prevent homelessness and ensure that fami-
lies stay together. Additionally, they advocated for broader policy changes, such as guaranteed housing and 
income, affordable child care, and community support that prioritizes providing families with the resources 
they need:

There should be some type of policies to where [expectant foster youth] are able to access some immediate 
support. You know, to keep them off the streets. 

I noticed too a lot with the girls who are emancipated, who are transitioning out, they don’t qualify for a lot 
of other programs because they [don’t meet the criteria for] “chronically homeless.” 

Housing and guaranteed income policies where everybody has at least enough to eat and work on better 
futures. So yeah, guaranteed housing. Guaranteed income. Of course, affordable child care. Community 
support, not mandated reporting, and some funding and support for just giving families concrete resources 
that they need and [to avoid] calling the system.
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CHAPTER 6

Opportunities for Supporting Expectant Transition-
Age Youth in Atlanta, Los Angeles County, and New 
York City

Using our comprehensive literature review of effective programs and the detailed system mapping of offer-
ings across three key geographies, we aimed to create a robust knowledge base about the programs, services, 
and supports most likely to effectively support expectant TAY in foster care. The insights gathered from 
this work will promote the continued development of interventions specific to this unique and underserved 
population of expectant parents, addressing gaps in program offerings by geographic area. Furthermore, 
our in-depth assessment of program availability and accessibility in Los Angeles County provides detailed 
information about the experience of those seeking services in this area, allowing for targeted efforts to reduce 
barriers and improve access to care. In the future, researchers could replicate this effort in other target areas 
or cities, broadening the impact of this work.

To inform strategic and funding decisions focused on areas of greatest need and the most effective pro-
grams for pregnant TAY in foster care, we first present recommendations tailored to the three specific geog-
raphies, followed by broader recommendations applicable to anyone interested in serving or supporting TAY 
in foster care.

Recommendations for Expanding Program Availability for Transition-Age 
Youth in Foster Care in Each Geography

To expand program availability for TAY in foster care, we recommend the following: 

•  Atlanta Metro region:
 – Enhance visibility and accessibility: Increase the visibility of existing care coordination and behav-
ioral health treatment programs by improving outreach efforts and ensuring these services explicitly 
mention their focus on teens or pregnancy.

 – Develop community-based doula programs: Support and fund more community-based doula pro-
grams, especially in Clayton and Gwinnett counties where these services are scarce.

•  Los Angeles County:
 – Increase group prenatal care programs: Expand the availability of evidence-based group prenatal 
care programs—particularly in SPAs 1, 2, 3, 7, and 8—to address the low presence of such programs 
in these areas.

 – Support community-based doula initiatives: Support and fund more community-based doula pro-
grams in SPAs 4, 6, and 8. Given that doula services are now covered under Medi-Cal, assisting 
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organizations in achieving Medi-Cal certification to provide doula care would increase availability 
in these areas.

 – Enhance service availability in SPA 1: Provide a more comprehensive array of services. This should 
include expanding access to prenatal care, mental health services, and parenting support, ensuring 
that the needs of pregnant TAY from this area are met. 

•  New York City:
 – Focus on Queens: Increase program availability in Queens, particularly for reproductive care, group 
prenatal care, and care coordination services.

 – Enhance reproductive care and prenatal education: Invest in reproductive care and prenatal educa-
tion programs in the Bronx, Staten Island, and Brooklyn to improve service equity across boroughs.

 – Address service disparities in underserved boroughs: Develop a targeted initiative to address the sig-
nificant disparities in pregnancy-related program availability across the boroughs. Prioritize estab-
lishing reproductive care programs in the Bronx and Staten Island. Expand group prenatal care, care 
coordination and case management, and community-based doula programs in Queens and Brooklyn. 

Broad Recommendations for Supporting Transition-Age Youth in Foster 
Care

To address the housing and basic needs of TAY in foster care, we recommend the following:

•  Increase housing support for expectant TAY: Address the urgent need for housing solutions, including 
emergency and long-term options, that were highlighted by service providers in Los Angeles County 
and may be applicable to other areas depending on the local context. Consider policy changes to simplify 
eligibility requirements and expand housing programs for pregnant and parenting teens (e.g., mater-
nity homes). Explore the availability and accessibility of transitional housing offered through extended 
foster care to better understand the usefulness of this program to support expectant TAY.  

•  Enhance access to basic needs: Provide pregnancy-based guaranteed income funding directly to expect-
ant TAY to address the financial strain youth reported experiencing during their pregnancy. Both ser-
vice providers and expectant youth highlighted financial stress and housing instability as a common 
experience, particularly among pregnant foster youth. In addition, strengthen partnerships with such 
organizations as Baby2Baby to ensure continuous provision of necessities, such as diapers and baby 
supplies. This was a key finding from service providers in Los Angeles County who emphasized the 
importance of meeting immediate necessities and may have broader applicability depending on the 
local context.

To invest in proven and promising program models, we suggest the following: 

•  Doula care: Promote community-based doula programs that provide culturally relevant emotional 
support and pregnancy-specific support, potentially reducing c-section rates and improving maternal 
engagement in health care. As highlighted by expectant TAY who participated in the focus groups and 
had received doula services, doula care offered vital pregnancy-related information and much needed 
emotional support. Doulas can also serve as advocates in health settings, where expectant youth often 
experience maltreatment and discrimination because of age and race. 

•  Home-visiting programs: Support the implementation of evidence-based home-visiting models, such as 
Nurse-Family Partnership and Healthy Families America, with a focus on tailoring these programs to 
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meet the cultural and linguistic needs of diverse populations. Furthermore, expand home-visiting pro-
grams that provide ongoing support and practical assistance, as highlighted by the positive experiences 
of TAY with these services.

•  Group prenatal care: Fund the expansion of such models as CenteringPregnancy and Expect with Me, 
which have shown effectiveness in reducing preterm births and improving prenatal care compliance 
among teens and TAY.

•  Behavioral health and substance use treatment: Invest in culturally appropriate mental health and sub-
stance use treatment programs that employ such methods as cognitive-behavioral therapy and moti-
vational interviewing, specifically designed for pregnant TAY. Furthermore, address the lack of spe-
cialty perinatal programs and Spanish-speaking service providers, which were identified as barriers to 
accessing mental health services by service providers. Address any challenges expectant TAY experi-
ence accessing mental health care through the child welfare system while they are still in foster care.

To address cultural and linguistic needs, we recommend the following:

•  Culturally tailored programs: Develop and fund programs that are specifically designed to meet the 
cultural and linguistic needs of Black, Hispanic, and other subpopulations, ensuring these programs 
address systemic barriers and promote equity in health care access. This addresses the reported experi-
ences of discrimination and bias in health care settings.

•  Community engagement: Collaborate with community-based organizations to develop culturally com-
petent educational materials and training for health care providers to better serve diverse populations.

•  Systemic racism: Develop more programs that specifically address systemic racism and racial bias to 
support TAY of color. 

To enhance the coordination and integration of services, we recommend the following: 

•  Care coordination: Support the development of integrated care coordination models that connect TAY 
with comprehensive services, including reproductive care, prenatal education, and behavioral health 
support, to improve overall pregnancy outcomes.

•  Improve service navigation for TAY: Simplify service navigation to reduce the overwhelming complex-
ity faced by expectant TAY. Consider using technology, social media, and other electronic platforms to 
improve communication and engagement with youth in formats that are more accessible and familiar 
to them.

•  Leverage existing networks: Use existing networks and partnerships with state Medicaid programs, 
WIC, and local health departments to enhance service delivery and ensure continuity of care for preg-
nant TAY.

The strategic considerations we recommend are as follows:

•  Policy changes for immediate support: Advocate for policy solutions that facilitate immediate support 
to prevent homelessness among expectant TAY, ensuring families stay together.

•  Data-driven decisionmaking: Encourage the use of data and evidence from ongoing program evalua-
tions to continuously assess program effectiveness and make informed funding decisions.

•  Sustainability and scalability: Focus on funding programs that demonstrate sustainability and have the 
potential for scalability across different regions and populations. 

•  Community involvement: Actively engage local communities, partners, and individuals with firsthand 
experience and who are representative of the populations being served in planning and implementing 
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programs. This approach ensures responsiveness to the unique needs and preferences of these commu-
nities, reflecting the importance of community-based support systems.

Overall, our work underscores the opportunities for additional or expanded programming and identi-
fies gaps in service types by geographic area. These findings equip funders, policymakers, practitioners, 
and advocates with critical information to determine precisely where and what types of additional supports 
are needed to improve the health and well-being of expectant TAY. By implementing these targeted recom-
mendations, the foundation can effectively address service provision gaps and enhance support for expect-
ant TAY. This strategic focus will ultimately lead to improved pregnancy and birth outcomes in the Atlanta 
Metro area, Los Angeles County, and New York City.
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Abbreviations

BIPOC Black, Indigenous, and People of Color
COVID-19 coronavirus disease 2019
EBT electronic benefits transfer
FY fiscal year
HHS U.S. Department of Health and Human Services
LATCH Lactation Advice Through Texting Can Help
LGBTQIA+ lesbian, gay, bisexual, transgender, queer or questioning, intersex, and 

asexual–plus
NICU neonatal intensive care unit
SPA service-planning area
TAY transition-age youth
WIC Special Supplemental Nutrition Program for Women, Infants, and Children
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