
INTRODUCTION

 The National Campaign to Prevent Teen and Unplanned 
Pregnancy (The National Campaign) is one of five 

national partners funded by the Centers for Disease Control and 
Prevention (CDC) under the Teenage Pregnancy Prevention: 
Integrating Services, Programs and Strategies through 
Community-Wide Initiatives program. The National Campaign 
coordinates and provides leadership and support on the 
Educating Stakeholders component, and builds the capacity of 
Part A grantees and their local community partners to educate a 
broad and diverse set of stakeholders. 

To effectively educate stakeholders, Part A Grantees should 
follow the outlined strategies guided by best practice and 
theory. This list of strategies provides guidance about what  
Part A grantees can do to engage and educate specific groups 
in their communities. The strategies include findings from 
peer-reviewed literature as well as expert opinion and lessons 
learned from the field. In general, these strategies  
have been organized as a process, beginning with some 
recommendations that will be helpful when initiating outreach  
to new stakeholder groups, followed by some strategies that will 
be appropriate for more established relationships (Section 4). 
Grantees may refer to different sections within the document 
depending on the status of the relationship with a specific 
stakeholder. Grantees should also use this document as a tool 
to assess progress on stakeholder education efforts—for 
example, if a particular stakeholder group has been especially 
challenging to engage, the grantee may identify certain 
strategies that might be helpful to revisit. 

A few theories guiding these Best Practices include the Stages 
of Change/Transtheoretical Model of Change, Health Marketing 
Theory, and the Ecological Model. Stages of Change relates to 
anticipating and understanding a particular stakeholder’s 

“stage of readiness” and meeting the stakeholder where they 
are, including tailoring the message to fit the stakeholder’s 
stage of readiness (Edberg). Health Marketing Theory involves 
“creating, communicating, and delivering health information 
and interventions using consumer-centered and science-based 
strategies to protect and promote the health of diverse 
populations,” as defined by the CDC (Bernhardt). The Ecological 
Model approaches teen pregnancy prevention using a multi-level 
approach which considers environmental factors, societal 
factors, organizational factors, policy factors, and individual 
factors (including predisposing, reinforcing, and enabling 
factors) (Parvanta). 

Implicit in these behavioral theories is a natural connection 
between and among efforts to promote stakeholder 
education, community mobilization and working with diverse 
communities. In particular, you will note in the best practices 
below that high quality stakeholder education is an important 
aspect of community mobilization and attending to cultural 
differences and values is critical for effectively educating a 
wide variety of stakeholders. We’ve noted where these best 
practices directly overlap.

The National Campaign will work with Part A grantees to 
prioritize and implement these best practices strategies. 
Depending on an identified and chosen stakeholder group, 
certain strategies may make more sense than others at  
a given time. This document provides specific examples,  
when available, related to the following audiences:  
community colleges, parents, child welfare/foster care,  
and faith communities. The National Campaign will continue  
to assist grantees with tools, resources, training and technical 
assistance that will help facilitate prioritization and 
implementation of these best practice strategies.

STAKEHOLDER EDUCATION: The goal of this component is to support informed 

decision making on strategies for reducing teen pregnancy. As a result of training and 

technical assistance through this component, grantees will have the capacity to educate 

stakeholders (community leaders, parents, and other constituents) about relevant evidence-

based and/or evidence-informed strategies to reduce teen pregnancy and data on needs and 

resources in target communities.

Strategies Guided by Best Practice
STAKEHOLDER EDUCATION



STRATEGIES GUIDED BY BEST PRACTICE 
 Section 1: Identify and know your stakeholders 

and your community’s needs and resources

1.  Assess opportunities and challenges within the 
community using the community needs assessment  
and/or research. Study the variety of community-based 
organizations and potential partners and stakeholders 
within your community. This could include assessing the 
OWANS (organization’s wants and needs from stakeholders) 
or conducting a SWOT (strengths, weaknesses, 
opportunities, and threats) analysis. 

   For community colleges, this might include surveys of 
students, faculty, staff, and administrators.

 a.  Recognize differences in priorities when approaching 
stakeholders and organizations. Assess differences in 
organizational structures, missions, systems of 
accountability, and evaluation metrics. This might include  
a SWANS (stakeholders’ wants and needs) analysis and 
assessing the partners’ readiness to engage. 

2.  Use the results from community needs assessments 
and/or other research to identify key stakeholder groups 
and better understand the knowledge, attitudes, beliefs, 
needs and priorities related to teen pregnancy prevention  
in the community.

3.  Identify and recruit a few strong and dedicated leaders 
(“champions”) and decision makers within the community 
who will help you achieve key project outcomes by educating 
community stakeholders and promoting evidence-based 
programs or clinical services. [See also Best Practices for 
Community Mobilization] Identify gatekeepers within key 
organizations and stakeholder groups, establish and cultivate 
relationships, and actively engage them.

4.  Map out the demographic and key characteristics of 
stake-holder groups. 

 a.  Understand the organizational culture of your stakeholders. 
Learn about the stakeholder group, review any laws or 
regulations that are pertinent to the issue (TPP), and 
identify where the information/education could provide 
meaningful effects for the stakeholders. This might also 
mean addressing a lack of knowledge about teen 
pregnancy or a reluctance to highlight the issue.

 b.  Understand the stakeholder group or organization, 
including roles and titles within the organization,  
language used, governance structures, norms and  
values, and unique characteristics.

   For faith-based organizations, this will include 
understanding about the religion and its unique 
characteristics.

   For schools this includes understanding the district  
and school level policies as well as the structure of  
the administration

 c.  Be aware of the unique strengths and needs of the 
stakeholder group or target audience.

5.  Ensure that your stakeholders include appropriate and 
diverse groups who represent people of different gender, 
age, race, class, sexual orientation, education, religion, and/
or other key dimensions, and understand how these factors 
can affect your work. Also include your target population in 
stakeholder engagement efforts (i.e. teens).

6.  Include nontraditional, hard to reach stakeholder groups in 
teen pregnancy prevention efforts. Use innovative and 
strategic approaches to engage these groups. [See also 
Best Practices for Working with Diverse Communities]

7.  Work toward a common understanding of purpose and a 
two-way flow of knowledge in order to build respect and 
trust. [See also Best Practices for Community Mobilization]

 Section 2: Develop your plan

8.  Develop a strategic plan for stakeholder education which 
includes goals, activities, timelines, and measurable outcomes. 

 a.  Involve key community stakeholders from the very 
beginning of the project. In particular, provide opportunities 
for stakeholders to provide input on project goals and show 
them how their contributions are valued and used. 
Opportunities may include leadership roles in small working 
groups, committees, or on aspects of the project. These 
roles are tailored to a stakeholder’s unique skills, expertise, 
and interests. [See also Best Practices for Community 
Mobilization]

 b.  Provide adequate resources for stakeholder education, 
including time and supporting resources. This should 
include assigning a staff member to act as a liaison 
between each key stakeholder group and the project  
(it could be the same staff member or multiple). 

 c.  Invest time to develop effective stakeholder education.  
Get to know your stakeholders in terms of their expertise, 
resources, and limits, as well as their potential roles and 
responsibilities through open discussion. [See also Best 
Practices for Community Mobilization]

 d.  Consider how strategies already employed within an existing 
structure can be integrated into your education efforts. 

   For example, with a faith-based organization,  
you may be able to integrate activities into prayer, 
faith-healing and music.

 e.  Work to develop knowledge and skills among 
stakeholders so that they can provide key leadership to 
build support for the project among other community 
stakeholder groups.
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9.  Develop a proactive means of communicating with 
stakeholders. This might include incorporating health 
marketing and traditional marketing strategies into 
communications efforts. [See also Best Practices for  
Working with Diverse Communities (#18)]

 a.  Plan to include a variety of educational and marketing  
tools depending on the chosen target audience including:  
fact sheets, information sharing (emails, blogs, newsletters), 
surveys, polls, workshops, expert panels, public meetings, 
interviews, and the Internet. 

10.  Engage senior leadership at your organization in the 
education process including the vision, strategy, and 
discussions with stakeholders.

 Section 3: Develop your message

11.  Tailor the message to fit the appropriate stakeholder 
group, and consider what competing messages exist  
in the community and how you might address them.

12.  Combine facts/data with an emotional appeal or human 
side to the story. [See also Best Practices for Working with 
Diverse Communities (#16 & #18)]

13.  Communicate a results-driven approach—that is, use the 
data to show the need for the program and how the program 
is making a difference in the community. This might include 
local data and local stories of needs and successes to the 
extent possible, and might connect teen pregnancy with other 
issues of interest in the community. [See also Best Practices 
for Working with Diverse Communities (#16)]

14.  Pre-test concepts, messages, materials and  
media strategies. 

15.  Be aware of and reduce the use of medical terminology,  
acronyms or other jargon in outreach materials. 

16.  Educate stakeholders through a process that is: 

 a. Interactive
 b. Encouraging
 c. Transparent 
 d. Responsive 
 e. Reciprocal 
 f. Objective 
 g. Inclusive 
 h. Flexible to change

17.  Communication, which is essential for education, should be:

 a. Clear
 b. Culturally relevant
 c. Ongoing and frequent
 d.  Transparent 
 e. Respectful

  Section 4: Delineate the activities for your  
plan and implement according to the plan

18.  Develop and provide talking points or provide  
skill-building sessions for stakeholders to effectively 
communicate about the project in the community and  
with their networks.

 a.  Provide “blurbs” and logos for stakeholder/partner 
websites which include information about project goals 
and successes. 

 b.  Create a guide or glossary of common terms that can be 
shared with all stakeholders.

19.  Be visible in the community. Utilize mass media to report 
to the community, celebrate successes, connect with the 
general public, and engage all community sectors.

 a.  Actively and strategically disseminate informational 
materials with the community, funders and other key 
stakeholders. 

20.  Utilize a range of techniques in order to engage 
stakeholders depending on the group, including personal 
interviews, workshops, focus groups, town hall meetings, 
surveys, participatory tools, and stakeholder panels. 
Include diverse forms of communication such as print, 
verbal, and digital. 

 a.  Ensure that you are using an appropriate form of 
communication depending on the context, level of 
education, and target audience.

21.  When appropriate, address the concerns and interests of 
your stakeholders by systematically exploring areas of 
shared interest and then building a shared understanding 
of goals and benefits of working together to address teen 
pregnancy through evidence-based programs and/or 
clinical services. 

22.  Provide tangible incentives to stakeholders when 
possible, but encourage voluntary participation. 
Considering location, time of day, intensity and length when 
seeking stakeholder engagement is important and can send 
a strong message that you welcome the involvement of a 
diverse group of stakeholders in your efforts. 

   For parents you might consider providing child care and 
using computer or telephone based strategies when 
engaging them. 
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