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TEENAGE PREGNANCYr THE ECONOMIC

AND SOCIAL COSTS

TUESDAY, NOVEMBER 24,1992

CONGRESS OF THE UNITED STATES,
SUBCOMMITTEE ON EDUCATION AND HEALTH,

JOINT ECONOMIC COMMITTEE,
Washington, DC.

The Committee met, pursuant to notice, at 9:18 a.m., in room 2359, Ray-
burn House Office Building, Honorable James H. Scheuer (Chairman of the
Subcommittee) presiding.

Present: Representative Scheuer.
Also present: William Buechner and David Podoff, professional staff mem-

bers.

OPENING STATEMENT OF REPRESENTATIVE SCHEUER,
VICE CHAIRMAN

REPRESENTATIVE SCHEUER. This is a Subcommittee of the Joint Economic
Committee. We have a broad ranging mission looking at the economy of our
country and the things that impact it.

When Governor Bill Clinton was elected President on November 3, it
seemed to me that we ought to be on the eve of a revolution in reproductive
rights, facilities, services and reproductive research, and that at long last the
needs of young women in our society for contraceptive care and for a total
concern for their reproductive privileges is long over ue.

Since we are on the brink of this true revolution, it would be helpful for the
guidance of the Congress and to be helpful to the President, to have a hearing
and think about this subject, and to advise both the Congress and the Presi-
dent.

Just consider these facts: Every 21 seconds a 15- to 19-year-old woman
becomes sexually active for the first time. Every 64 seconds an infant is born
to a teenage mother, truly children having children. Between 1986 and 1990
adolescent childbearing increased 16 percent, from 38.4 percent to 44.6 per-
cent.

Every year more than a million teenagers become pregnant. Every year a
million girls become pregnant, and half of these pregnancies result in the birth
of a child, a half million cases, 500,000 children having children.

The vast majority of these children are born into families headed by a single
mother-the most poverty-stricken group in America-the type of family that
is least able to nurture and raise a young infant to maturity with all of the life
support, the caring, the love, the nutrition, the rich exposure to life's exciting
possibilities, the education and skills training that they need.

These women are not yet ready to have families. Only a third of teenage
mothers have a high-school degree, compared to 25 percent of mothers 25
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and over. Only half of pregnant teenagers know enough to seek early prenatal
care, compared to 85 percent of older mothers.

Many of these young women and their families will spend much of their
lives in poverty. The Congressional Budget Office recently reported that half
of all adolescent mothers begin receiving Aid to Families With Dependent
Children within five years after having their first child, while three-quarters of
unmarried adolescent mothers will go on AFDC within five years of their first
child.

As I said before, a new President is going to take office on January 20, with
a mandate from the American people to change this Nation's direction from
its utterly sterile and empty posture relating to young girls and their reproduc-
tive needs to something much fuller, much more rich and much more rele-
vant. We have a number of witnesses before us this morning who are going to
present some ideas for dealing with this problem of teenage pregnancy.

I am sure that the hearing record of this morning will be brought to Presi-
dent Clinton's attention. We hope and are confident that he will take it to
heart and act on it, many of these suggestions emanating from this morning's
witnesses.

Where teenage pregnancy results from ignorance of family planning meth-
ods, the challenge for the new administration would be to help with better
channels of information for young people as to where they can seek help in
meeting their reproductive needs.

Where pregnancy results from lack of convenient family planning services
and from Lack of appropriate family planning technology, then the challenge is
to create more and better institutions for family planning and to support the
research in order to give us a broader array of contraceptive technology, so
that in that full array, there will be something appropriate for a young girl.

Where teenage pregnancy results from immaturity or a lack of responsibil-
ity, the challenge is to find ways to support the efforts of families and social
institutions to raise our Nation's children to be mature and responsible adults.

Where teen pregnancy results from despair that life offers no alterna-
tives-no job prospects, no income, no respect, no hope-the challenge then
is to provide opportunities for better education, job training, employment and
advancement for both young men and women.

The Subcommittee is very fortunate to have a distinguished set of witnesses
here this morning to address the issue of adolescent pregnancy and what to do
about it.

Our first witness is Dr. Jocelyn Elders, Director of the Arkansas Depart-
ment of Health, and who has served Governor Clinton in this capacity for the
past five years.

She will then be followed by Governor David Walters of Oklahoma, who
has taken a strong interest in this subject through the Southern Governors
Association's Center on Adolescent Pregnancy Prevention.

Then we will follow with a panel of four expert witnesses.
Because this hearing was not announced or planned until after election

day, it was very difficult to round up Members to come here. They are all
back in their district celebrating, I suppose, and preparing for the new con-
gressional session. Because I am the sole Member here-and it may be be-
cause I have retired and I am not running for re-election, that may be the



3

reason why I am here and the Members of the Committee who have been
elected are back home preparing for the new session-because I am chairing
this hearing, I don't have to share time with other colleagues for questioning,
so I may do some questioning while you are all speaking, or after each witness
while the questions are fresh in my mind.

I do want to interject at this moment my deep appreciation and enormous
admiration for the gentleman sitting at my right and at your right, one of the
leading staff experts, Bill Buechner. Bill a a right to feel that the demands
on his time after the election were going to be a little less than they had been
in a hectic session. But when he and I discussed this hearing, he was en-
thused, full of pep, vim and vigor, and he totally agreed that this hearing was
important, timely and significant, and he threw himself into it with total con-
cern and dedication.

I want to say what a great pleasure it has been working with him over the
past many years. We all owe him a debt of gratitude. He has done some
great things for his country. He did a cost-benefit study of the GI Bill of
Rights after World War II which validated what an important payoff the Fed-
eral Government got for providing young men and women with postsecondary
education-an enormous payoff. It is such a good investment that it is hard
to see how we can fail to do it.

This is especially relevant at a time when we do not have a skilled, competi-
tive, viable work force that can compete successfully in global commerce with
the work forces in the developed world. It is urgent for us to complete the
mission and the challenge of producing a competitive skilled work force. Two
thirds of all of the jobs that are available in New York City, right now, for
young people require some postsecondary education.

Now, that has not been true in the past. We had one very visionary presi-
dent who, in 1948, produced a report on postsecondary education. His name
was Harry Truman. At that time he recommended that we ought to have two
years of assured, paid-for education beyond high school; in effect, that we
should extend our education system from K through 12 to K through 14.
Now, if you will add some kind of inflation factor to that K through 14-not
inflation, but a way of increasing the demands of society for skilled persons
from 1948 to 1992-I think you could easily say, if Harry Truman had been
writing that report today, he would say let's have four years of postsecondary
education as an entitlement.

It was Bill Buechner who gave us the sophisticated understanding of what
an enormous payoff there would be to our society in moving in that direction.
I hope that the new Clinton Administration will give deep thought to Bill
Buechner's study and the enormous potential for our country toward giving
each young person an entitlement to go through 12 plus four years of educa-
tion, starting from kindergarten. Of course, he had a hand in doing a cost-
benefit analysis of the Head Start program, too. That, also, has a tremendous
cost-benefit, from $7 to $12 back to the government for every dollar that we
invest.

So what he is suggesting and what I firmly endorse is that we restructure
our education system so that it is K minus two to K plus four. In other words,
two years of an enriched free-school program, plus 12 of elementary and sec-
ondary education and four years of postsecondary education, to give us the
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skilled, dynamic work force which our country urgently needs and which we
owe to our young people.

I want to express this profound debt of gratitude and my respect and affec-
tion for this wonderful man, Bill Buechner.

I also want to introduce David Podoff. He has been a trusted staff mem-
ber on the Joint Economic Committee staff for years, and I want to express
my appreciation to him.

All right, let's get on with the hearing and Dr. Joycelyn Elders who served
Bill Clinton as Director of the Arkansas Department of Health for the last five
years.

Dr. Elders is a native of Shaw, Arkansas, and has had a distinguished ca-
reer in medicine. After graduating from the University of Arkansas Medical
School in 1960, she worked as an intern pediatrician at the University of Ar-
kansas Medical Center.

She became a professor of pediatrics in 1976, receiving board certification
as a pediatric endocrinologist in 1978. Based on her studies of growth in chil-
dren and the treatment of hormone-related illnesses, she has written 188 arti-
cles for research publication. Dr. Elders has had a scholarly background and
has been in the thick of things in the last five years as Director of the Arkansas
Department of Public Health.

We are delighted to have you with us. Please take such time as you may
require.

STATEMENT OF JOYCELYN ELDERS, DIRECTOR, ARKANSAS DEPARTMENT OF HEALTH

DR. ELDERS. Thank you, Mr. Chairman. It is a real pleasure for me to be
here.

I want to thank you for myself and for all of the young people in this coun-
try for holding what I consider a very important session to discuss the social
costs of teenage pregnancy. This is a subject with which I have been fighting
long and hard since Governor Clinton appointed me as the Director of the
Arkansas Department of Health.

I might add that Governor Clinton has stood beside me the entire time
since I first dumped him in an ocean of Jell-O, from sitting around a confer-
ence table where I said that we were going to reduce teenage pregnancy in
Arkansas. The way we were going to do that was by health education, school-
based clinics. Then I was asked, were we going to provide condoms at
school? My response was yes, but I was not going to put 'them on the lunch
plate. You can imagine that since then Bill Clinton has had to swim in that
ocean of Jell-O by my side. /

Perhaps Governor Walters knows that. He has also testified, speaking to
the National Governors' Conference, that he and I had been working on this
problem for so long that when we started his hair was black and I was an al-
bino, just to give you an idea.

We are delighted that you are holding this important investigation. As you
know, the problem of teenage pregnancy serves as a barometer of our society,
of how well we are doing and how much we are investing in the future. We
know this subject is important. It is important because too many of our bright
young people are becoming parents before they become adults.

4
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You previously stated that more than one million young people each year
become pregnant. There are over 500,000 births, 400,000 abortions and
135,000 miscarriages every year in this country. Each year in America, 1 in 10
girls will have a pregnancy before the age of 20, and 6.7 out of 10 black girls
will have a pregnancy be ore the age of 20. Eighty-two percent of these are
unplanned.

We are behind every other industrialized country in the world. In fact, our
teenage pregnancy rate is twice as high as the next industrialized country,
seven to eight times higher than countries like Japan.

REPRESENTATIVE SCHEUER. Would you object if I asked you a question?
DR. ELDERS. No, not at all.
REPRESENTATIVE SCHEUER. These statistics that you have given us are ex-

tremely significant. I would like you to explain to us why there is such an in-
credible divergence in the experience of various industrialized nations. Is it
because the natural rate of sexual activity varies that widely? Or is it because
of the way society perceives its young people and the assistance the society
gives them in coping with their sexuality?

DR. ELDERS. From all the data I reviewed and I know about, the sex activ-
ity is no different between our young people and those children in other coun-
tries.

In Sweden they may even be more sexually active than our young people.
The difference is that they educate their children. They believe in being open
and talking about it. Not only is their pregnancy rate lower, but their abortion
rate is far lower than ours.

Yet, we do not teach our children, nor do we make reventive services
available for our children. I feel that we moralize about the issue and try to
legislate morals rather than teaching our bright young people responsibility.

REPRESENTATIVE SCHEUER. And giving them the services they need.
DR. ELDERS. Making the services they need available where they are.
REPRESENTATIVE SCHEUER. Okay. Please proceed.
DR. ELDERS. Thank you. As you may or may not know, 82 percent of the

children born to our children are unplanned. Eighty-two percent of all the
children born in America, regardless, are unplanned. Sixty-four percent of our
tenth graders admit to being sexually active.

REPRESENTATIVE SCHEUER. Those children are how old?
DR. ELDERS. They are probably 16, I would say.
Seventy-five percent of our 19 year-old women are sexually active, and 86

percent of our 19 year-old men admit to being sexually active. So our chil-
dren are sexually active as documented by the pregnancies, as documented by
sexually transmitted diseases.

One in six of our teenagers will have a sexually transmitted disease-every
year-more than three million. AIDS is rising most rapidly in our teenagers.

REPRESENTATIVE SCHEUER. In the heterosexual community?
DR. ELDERS. In the heterosexual community and obviously rising much

more rapidly in the black community in our poor black males. We are about
to lose a whole generation of young black men because of our failure to re-
spond to their ever-increasing needs.
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We know that these children-50 percent of the women become pregnant
before the age of 18-will never finish high school. Only 2 percent will go on
to college. Many of the children they have will be members of what we now
call the 5-H Club. Representative, that is children that are hungry. Every
night in America, three and a half million children go to bed hungry.

Many of them are homeless. We think of the homeless as the people that
we see on the streets or the alcoholics and drug addicts. A third of those are
children. We think that many of them are helpless. The group in our society
now who are least likely to have insurance or health care is our children. Up
to 30 percent of school-aged children have no health care. Many of them are
hugless. They have nothing to love them. Many of them end up hopeless,
with nowhere to go. I feel that because of our failure to respond, we have
created this problem in our society.

Sixty-four percent of the young women who become teen parents have
been abused at some time in their lives. Eighty-four percent of those less than
14 who become pregnant are sexually abused often by somebody in their own
home.

We do not have laws to protect these children. Many say, well, what if the
14 year-old is lying? Mr. Chairman, I do not feel a 14 year-old who is preg-
nant can lie. She had to be abused by somebody.

These children born to children are far more likely to be low-birth weight,
have multiple complications for the rest of their lives and require repeated
care. They are children who are twice as likely to have problems in school
and do poorly, and many of them are far more likely to end up themselves to
be teenage parents. In fact, we know that 50 percent of the children born to
children will themselves be teenage parents.

Ninety percent of our young men in prison between the ages of 17 and 35
were born to teenagers who didn't know how to parent. It costs $30,000 to
build one prison cell, and the average cost of keeping someone in prison is
$35,600 dollars a year.

We often say we do not have the money for these things, but we have the
money for the things we put first. It is apparent we have not put our children
first.

In this country, we spend $26 billion for AFDC, WIC and Medicaid for
families started by children. What we pay for with this $26 billion is for pov-
erty, ignorance and enslavement. This has increased from $16 billion in 1985
to $26 billion in 1991. We have seen an increase in the percentage of preg-
nancies in our very young teenagers-16 percent increase in the country, 18
percent increase in the South. In the South our outlay for AFDC, WIC and
Medicaid has increased more than 60 percent, from $3.2 billion to $5.7 bil-
lion.

Many of these children will grow up in poverty. Our poverty has increased
in children from one in seven being poor in 1970 to one in five poor in 1990.
If they are in Arkansas, it is one in four. If they are minorities-regardless of
the minority-it is one in two. This, to me, is a major problem.

We know that families that were started by teenagers in 1988 will cost tax-
payers-just all children born to teenagers-an average of $16,450-each
one-over the next 20 years. If they are on Aid to Families with, Dependent
Children, it will cost more than $37,500, or $5.9 billion over the next 20
years.
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How can we make sure that we begin to address these problems and re-
duce the many things that we see happening to our children?

First of all, I think we need to look at the government outlay for preven-
tion of teen pregnancy. We find that if we consider all the programs-Title
10, Title 20, and Title 5 and state funds funds for family planning has, in
fact, decreased more than a third over the past 10 to 12 years.

REPRESENTATIVE SCHEUER. Does that take into account the effect of infla-
tion?

DR. ELDERS. It has decreased 66'/3 percent, and we take into effect infla-
tion.

REPRESENTATIVE SCHEUER. That is a very important figure to have on the
records. That is a two-third decrease in real dolaors out of what we are spend-
ing on adolescent pregnancy care.

DR. ELDERS. We spend less than 2 percent of what we spend on preven-
tion. We do not invest in preventing the problems from coming about. So,
what must we do about it? What are some of the things that I feel we can do
to make a difference?

First of all, I feel that we must invest, as you have just said more elegantly
than I can, in education. We have to invest in early childhood education for
all of the children. We say that we want them to enter school ready to learn.

Mr. Chairman, I want you to know that only 18 percent of the children on
Medicaid have any early childhood education, not even Head Start, whereas
85 percent of middle- and upper-income children have early childhood educa-
tion.

REPRESENTATIVE SCHEUER. Just to illustrate that point, I want you to know
that I am a Head Start kid. You may ask how could you be a Head Start kid
when you helped write it in 1965-when I first came to Congress in 1965.

I had a preschool program. We didn't call it kindergarten or pre-
kindergarten, but a rose of any other name would smell as sweet. I am sug-
gesting that middle-class families have enabled their children to benefit from
an enriched pre-school education regardless of what they called it. So the
kids who came from homes like yours and mine had educational benefits,
they got the experience of good pre-school. Whereas, the kids who were edu-
cationally disadvantaged, the kids who needed it the least, got it the most,
and the kids that urgently needed it the most got it the least.

So, today, with all the rhetoric we have heard about President Bush want-
ing to be an education President, less than 25 percent of the kids who were a
desperate education risk have a pre-school slot in a Head Start program,
whereas more than 75 percent of the kids who urgently need it don't get it.

That is not a fair or just society. That is a dumb society. That is a society
that cannot figure out where its own economic best interest is. It infuriates
me that that should be the reality today after 12 years of the last two admini-
strations. That is one of the reasons I am so exhilarated to be alive and kick-
ing in the beginning of the Clinton era.

DR. ELDERS. I certainly could not agree with you more.
The other thing that I feel we must do, we must invest in comprehensive

health education programs in schools. I have been saying from kindergarten
to 12th grade, but the people in prep school tell me, Dr. Elders, it has to be
from birth to 12 years.
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We have AIDS programs, cigarette and tobacco programs. If we had a
comprehensive health and education program in our school from kindergarten
to 12th grade, we would not need all the specialty programs. It has to be age
appropriate, and we must build on it and make it a part of our educational
system if we want to make a difference.

REPRESENTATIVE SCHEUER. I have often thought that instead of having an
AIDS prevention or drug prevention or tobacco prevention program, what we
ought to have is a self-esteem program. Make those kids feel good about
themselves and they wouldn't be destroying their life prospects with drugs,
alcohol, tobacco, AIDS, or anything else. I cannot think of a better self-
esteem project than the kind of educational enrichment starting in school and
traveling throughout their elementary and secondary years, the kinds of pro-
gram that you are discussing.

DR. ELDERS. I would certainly agree with you. I also feel that we have to
educate their parents. I also tell people that we hire electricians to screw in
light bulbs, we get licensed plumbers to unstop our commodes, and we do
nothing to help the people who take care of the most important resource that
we have, our children.

REPRESENTATIVE SCHEUER. The Head Start program, as it is presently consti-
tuted, in its updated 1992 form, does spend a lot of time bringing the parents
into the education process and teaching them how to be competent, nurtur-
ing, supportive parents in the whole spectrum of needs that the young people
have. That is only an additional reason why some kind of Head Start pro-
gram deeply involving parents should be made available to each kid who
needs it.

DR. ELDERS. I could not agree with you more. We have been talking about
pregnancy prevention, but we know with Head Start, they are 50 percent less
likely of becoming a teenage pregnancy. I think we all know the real value of
these programs.

The other thing, we have to start teaching our young males to be responsi-
ble. We have allowed many of our young males to feel that they donated a
sperm and that is being a father. We have to teach them to be responsible.

In Arkansas it took 12 pieces of legislation, but we are going to deduct 7
percent of their salary from the top of the young man's. We put their social
security number on the birth certificate when the child is born so that we can
address that issue.

Another thing we have been involved in is comprehensive school-based
health services. One fifth of our population is in school every day. We can
provide primary health services for children in school for approximately $100
per child. Of course, you know the cost of health insurance or health care.
We feel that this has made a very big difference, especially for our children in
poor areas.

In one of our very small schools for which we received a federal fund, 7
percent of the children were on free lunch, so you know they were all poor.
The pregnancy rate was 59 percent. In three years we had no pregnancies, no
abortions and no dropouts because of this school-based clinic program in our
program.

The other thing that I feel we must begin to do, we must make contracep-
tive services available where the children are. We must improve
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contraceptives, as you said previously, and we must deal with the problem of
child abuse where 8 to 10 to 12 percent of our young people have been
abused.

Lastly, we must offer our bright young people hope for the future. The
hope is there. We passed a piece of legislation where children who had a B or
above average and were good citizens had their tuition and books paid at a
state-supported school. It is far cheaper to pay for college than it is to pay for
prisons.

For the past five years, I feel I have been out there dancing with the bear.
As we always say in Arkansas, when you are dancing with the bear, you can't
sit down; you have to wait until the bear gets tired. I want you to know that I
have been looking for some new partners to stand in for me. I am glad you
are having this opportunity, because it gives us the opportunity to get new
partners.

I am pleased Bill Clinton will be the President, because I know that he un-
derstands the problem I am talking about and understands what we need to
do for our most viable resource, our children.

I would like to close with an old Greek saying which says, children for the
most part are the most valuable resource we have, and when we find that
there are old men planting trees under whose shade they know they will never
sit, then our society grows great. Today, I feel that in this conference and in
this Subcommittee, we are planting trees for the most valuable resource we
will ever have to sit under. Thank you.

[The prepared statement of Dr. Elders starts on p. 41 of Submissions for
the Record:]

REPRESENTATIVE SCHEUER. Dr. Elders, thank you for your brilliant and in-
spiring testimony. We are very grateful to you.

I have a few questions. During your five years as Director of the Arkansas
Department of Health, how were your ideas of preventing teenage pregnancy
been affected by the Federal Government?

DR ELDERS. We feel the Federal Government has very frequently gotten
in the way.

I didn't know all the rules and policies. When I became health director, I
said I was too old to learn them. So I told my department to make the rules
fit what I do. So, in many respects, we bent a lot of rules to the absolute
breaking point in order to do some of the things we needed to do for our most
valuable resource.

One of our rulings relates to Medicaid, Mr. Chairman. In our society, we
go up to 185 percent of poverty to pay for pregnant women and children. I
support that. I am not opposed to that. But in my state, we only go to 29
percent of poverty for family planning. I told one of the members of your
committee that the Medicaid rules could only have been designed by a white
male slave owner who said that we want to have bigger, better, healthier
slaves rather than planned, wanted children. We don't need any more slaves
now.

I think it is for Medicaid to support reproductive help. Even if they want
to write in no abortions, that would help. I think I was convinced by legisla-
tion in Arkansas to pass a law for funding for all women 10 to 25 who want it.
It makes good sense. Economically, it would save us billions of dollars.
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REPRESENTATIVE SCHEUER. I am absolutely delighted to hear you say that.
As soon as Norplant was employed, I thought, wow, this will provide a break-
through for women in this country to control their own fertility. I thought the
cities and states would be clamoring to get Norplant passed, an absolute, as-
sured availability to young people, but, unfortunately, it has not happened.
Why hasn't it happened? Is it cost?

DR. ELDERS. It is cost. It costs approximately $500 at a single shot. Insur-
ances, some of them are now beginning to pay.

In Arkansas, we only go to 29 percent of poverty, so we didn't have the
money. Many of our legislators are wanting to sign on so that we can get
enough money to pay for Norplant. We have over 3,000 young women on
the waiting list, and you know how long they will stay on the waiting list. We
will need to send them to prenatal care next time.

REPRESENTATIVE SCHEUER. You are absolutely right. There ought to be a
federal policy addressing Norplant.

DR. ELDERS. I certainly think so. When I talked with Mr. Waxman, and I
also talked with Mr. Kennedy, they said that the governors didn't want it. We
were talking about changing it from pregnancy to reproductive health. They
said the governors did not want it changed, but I felt we, perhaps, did not sell
the governors enough.

REPRESENTATIVE SCHEUER. I hope you will get Governor Clinton's ear and
explain to him the importance of Norplant. It amounts to reversible steriliza-
tion. A woman can become sterilized at will, at her own timing and conven-
ient.

DR. ELDERS. Absolutely.
REPRESENTATIVE SCHEUER. It seems to me that is an absolute Godsend, and

our society is a fool if we don't make it available. I would indeed say that
around the world there are areas where that is just as appropriate as in Amer-
ica.

In sub-Saharan Africa, you have an area of the world where people's pro-
duction goes up about 31/2 percent a year. Food production goes up about
11/2 percent a year. It doesn't take a nuclear scientist to notice that there is a 2
percent drop in availability of food the first year or thereafter.

It may not be as important in the first few years, but by the fifteenth year
that comes around you have a 20 percent reduction in food availability. You
can see it on TV now with terrible pictures of Somalia which tear your heart
out. It is the interlockable problem created by an imbalance between more
people and not enough food.

I know from my own experience in over 20 years of scrutinizing family
planning programs in Africa, when they open up a family planning program in
a little center, women walk through the hot sun for hours and hours and
hours. If you come there around noon, the line stretches out to the horizon,
to infinity. Such is their desire to control their own fertility.

Somehow or other, the donor nations of the world, the OECD-Organiza-
tion of Economic Opportunity and Development-which relates to the well-
to-do developed countries and is located in Paris, they have done a shameful
job in mobilizing the resources of the developed world to provide family plan-
ning facilities for the young women of sub-Saharan Africa, especially. I think
the figure is that for $6 billion or $7 billion a year, we could provide
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contraceptive services for the entire world. Then we would not see those pic-
tures on the television that disgrace the concept of human rights.

Let me ask you, have federal policies been supportive of or hostile to your
efforts to reduce teenage pregnancy?

DR. ELDERS. I would describe them more as hostile. When we changed
some rulings, we had to go through a lot of investigation, a lot of threats. So I
would describe them as more hostile. I feel that I won, but it was only be-
cause I was willing to fight back, I think.

Things like the gag rule-the only thing that ruling ever did, Mr. Chairman,
was punish the young and the poor and the ignorant. We already know that
everybody else could go to their doctors and do what they wanted, and they
did not have to deal with the gag rule.

Who are the people coming to the family planning clinics? It is the young,
it is the poor-poor women are increasing all the time-and the uneducated.
So the rules were hostile to our young, our poor and our uneducated.

REPRESENTATIVE SCHEUER. As Director of the Arkansas Department of Pub-
lic Health, what would you find helpful in terms of assistance and attitudes
coming from the Federal Government. Let's be specific.

DR. ELDERS. AU right. First of all, I think I would get rid of the gag rule. I
think President-elect Clinton said he would get rid of that.

REPRESENTATIVE SCHEUER. I think by dusk on January 20 you will see the
gag rule becoming history.

DR. ELDERS. That would be very helpful.
The other thing that would be very helpful would be to really fund family

planning. I think that is the longest continuing resolution in the history of
government.

REPRESENTATIVE SCHEUER. I take it you mean funding the availability of
Norplant. So whatever we need for contraceptive services. We have a lot of
men in line for vasectomies whom we can't do because we don't have the
money. We have only one third of the funding that we need for family plan-
ning services. It would be helpful to us to change the immediate aid ruling to
extend it to reproductive health as opposed to just pregnancy. That may not
sound huge, but I think they would make all the difference in the world, with
the availability of women to control their reproduction.

REPRESENTATIVE SCHEUER. Well, Dr. Elders, you have been an inspiring and
eloquent witness. I can't thank you enough for joining us this morning and
expressing your points of view toward the new world that is upon us and the
challenge for the Clinton Administration. I thank you.

DR. ELDERS. Thank you. We are grateful for your holding this conference.
REPRESENTATIVE SCHEUER. We will now hear from Governor David Walters

of Oklahoma, who has taken a strong interest in the study of teenage preg-
nancy from the Center on Adolescent Pregnancy Prevention.

We are delighted to have you with us, Governor Walters. Please take 10
minutes and summarize your views, and I am sure we will have questions
along the line.
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STATEMENT OF THE HONORABLE DAVID WALTERS, GOVERNOR OF OKLAHOMA

GOVERNOR WALTERS. Thank you. It is an honor to participate in this hear-
ing, and my congratulations to you as you go forward in a new chapter in your
life.

It is great to follow Dr. Elders. Her leadership in our neighboring state has
spanned a decade. Each time I hear her I come away inspired, as I know you
are.

I am David Walters, Governor of Oklahoma. I am pleased to be here to-
day as the lead governor to the Southern Regional Project on Infant Mortality,
which recently authored a report on the public expenditures and investments
associated with adolescent childbearing. The author of that report, John
Schultz, is behind me. He did a very fine job.

REPRESENTATIVE SCHEUER. I would ask unanimous consent at this point to
put the report that you just mentioned into the Congressional Record. There
being no objection, it is so ordered.

[Material supplied for the record starts on p. 48 of Submissions for the Re-
cord:]

GOVERNOR WALTERS. The rate of babies born to teenage mothers is raising
steadily in the South and in the nation. Not surprisingly, the public costs for
supporting these families started by adolescents are on the rise as well.

In 1981, Southern states spent over $5.7 billion to support families begun
by adolescents. Included in that figure are the three largest public programs
for families in need: $2 billion for Medicaid, $1.5 billion for food stamps,
$2.2 billion for Aid to Families with Dependent Children. Even in Washing-
ton, this sounds like and is a lot of money.

By my estimation, the $5.7 billion figure is conservative. We have not be-
gun to estimate the cost of remedial education, job training and the day care
needs of the adolescent mom. With the recent increase in babies born to ado-
lescents, the federally-mandated Medicaid expenses for pregnant women and
infants, and the growing number of families requiring public assistance, the
price tag for adolescent childbearing is skyrocketing. In four years, our re-
gion's expenditures jumped 60 percent, from $3.5 billion to $5.7 billion.
Some Southern states' expenditures actually doubled.

In Oklahoma, 1991 outlays totaled $219 million, up 62 percent from $135
million in 1987. Imagine if we had these funds for prenatal care for drugs for
AIDS patients, for parents and teachers programs, for expanding Head Start,
for programs for our increasing elderly population.

The burden of too-early parenthood is not just a personal one. With an
incomplete education and inadequate work-force skills, teen moms are less
likely to be self-sufficient than their nonparenting peers, and consequently,
more likely to rely on public financial and medical assistance. The costs ex-
tend well beyond the young family and into our public pocketbook.

I do not mean to suggest that these public programs are inappropriate or
should be abolished. It is not in our best interests to abandon our most vul-
nerable populations. I do believe, however, that we need to take a good hard
look at our spending priorities.

Mr. Chairman, the familiar adage, "an ounce of prevention is worth a
pound of cure," is particularly relevant to this discussion. You have heard evi-
dence that we are paying for the pound of cure, but we have only begun to
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make wise investments in the ounce of prevention. In the same year that the
South expended $5.7 billion to support the consequences of adolescent preg-
nancy, investments to prevent too-early childbearing amounted to $110 mil-
lion.

REPRESENTATIVE SCHEUER. Let me ask a question here. You governors are
pretty pragmatic people. You are pretty bottom-line oriented. How come
governors and mayors didn't pick up on this, this thought that you have just
expressed, the enormous cost-benefit calculus supporting preventive evidence,
even absent any federal leadership in the field, and we have had none for 12
years?

Why do you think governors, themselves, didn't say that it is going to pay
us royally, there is going to be an enormous payoff for providing prevention
services.

GOVERNOR WALTERS. Mr. Chairman, it is not an uncommon problem, I
would say, in not only state and municipal governments, but even in the Fed-
eral Government, for us not to focus clearly on good investments. We still
struggle trying to find the money to rehabilitate prisoners within our correction
system when we know that it pays great dividends. We still struggle to find
the money to fund Head Start or to fund prenatal care, and so it is not just
isolated to teenage pregnancy. But I think Mr. Schultz' work, in terms of de-
veloping this report, helping us as governors, and hopefully congressional
leaders and others, focus very clearly on the fact that we spend two cents on
the dollar when it comes to prevention for the cost of these programs.

I am not sure that we have torn into Medicaid, AFDC and the other pro-
grams as carefully as we have now so that we can bring greater focus to that.
My hope is, with the new Administration and their interest in having an in-
vestment budget, that that will be infecting the rest of the country's attitude
towards budgeting, that we will all pay more attention to wise investments in
the future.

The $110 million, as I said, is virtually pocket change compared to the 5.7
billion, and as I just said, it represents two cents on the dollar of our expendi-
ture for prevention, compared to the cost of families started by adolescents.

As a businessman, I believe in true investments that reduce long-term out-
lays. And for my money, that would mean programs that help school-aged
children delay parenting until they have completed high school, until they are
self-sufficient, until they are emotionally and financially capable of raising a
family. Eight out of ten adolescent moms did not plan early parenthood, as
Dr. Elders said.

We face a serious, costly social problem that is not only undesirable to the
general public, but to the young people it directly affects as well. I would sug-
gest that we have a mandate to prevent our youth from facing the life-altering
costs and course of unintended pregnancy.

The question was posed to me, 'What recommendations do I have for in-
vestments that could reduce the incidence of teen pregnancy?" I am glad to
offer my own philosophy which is grounded in research and a little common
sense and a few hours with health advisors who do their best to educate.
There is no singular solution, they contend.

To be successful, our interventions must be multifaceted responses to a
large number of causes and reasons why pregnancies occur among adoles-
cents. To combat ignorance, counter misinformation, and dispel myths,
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communities should provide accurate information about human sexuality and
reproductive health.

I strongly believe that parents have the primary responsibility for shaping
values and attitudes about sexuality. But they clearly are in need of help.
Classroom-based health and sexuality education programs do increase knowl-
edge.

In Oklahoma, we will soon implement a comprehensive health education
curriculum, with defined learner outcomes with segments on family life and
health and other topics such as AIDS prevention.

By building interpersonal skills to manage their sexuality responsibly, we
empower our young people to resist peer pressure, to make smart, healthful
decisions. The most powerful evidence of effective programs we have comes
from classroom-based curricula that pulls students from behind their desk and
gives them the opportunity to rehearse and practice skills needed to avoid sex-
ual pressures.

Provide health care and family planning resources for sexually-active teens.
It is not uncommon for public health nurses to discover through in-take that
adolescents are sexually active, not using birth control, and not planning a
pregnancy. Too often adolescents' medical and preventive health care needs
are neglected.

In Oklahoma, we are making them a priority by establishing special clinic
hours, employing professionals who will work well with teens, and promoting
services to make sure they know what is available.

Finally, and this is our greatest challenge, we must link students to the fu-
ture and give them the sense that they have other options besides early par-
enthood. So many of our young parents are not motivated enough to avoid
the potential consequences of unprotected sexual activity. Students who have
lost interest in school and have tow expectations for success most often fall
prey to the early parenthood trap. We need to raise their expectations and
regain their interest in learning.

We don't ask, Mr. Chairman, for more dollars. I don't want a bigger deficit
or a bigger national debt. We ask for new priorities. I am proud to say that
many of our Southern States have taken great strides to make adolescent
pregnancy prevention a priority. Their efforts serve as good examples for the
country.

West Virginia and Tennessee, for example, employ adolescent pregnancy
specialists statewide to assist communities in their prevention efforts.

I mentioned Oklahoma's attempt to bring adolescents into the public
health doors. Georgia has committed a fair portion of its maternal and child
health block grants to school-based services in hopes of advancing their
school's health status. Florida's comprehensive and well-funded school health
program is a national model; communities across that state are given funding
to ensure a basic level of services to all students.

We in Oklahoma, as well as Georgia, Kentucky and North Carolina, have
established state grant programs that provide communities greater flexibility in
responding to local needs by providing funds for innovative projects.

Despite all these efforts, we cannot attempt to match the need. Mr. Chair-
man, we need the help of Congress to make this a national priority. Your
leadership in creating a federal family planning initiative those many years ago
has generated a public health response to fight unintended pregnancy, not just
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among teens, but among all women. It is one of our greatest prevention re-
sources. But as you know, those Title X funds continue to buy us less and less
when we are required to achieve more and more.

Given the limited resources and the myriad of socio-health problems facing
our communities, including substance abuse, low-birth weight, infant mortal-

ity, and HIV infection, the public health community is forced to make hard
choices about spending priorities. We have stretched our public health dollar
as far as possible. And unfortunately, adolescents are paying the conse-
quences. There simply are no federal resources to address the health informa-
tion and service needs of our children in adolescents.

I am hopeful that this new Administration and new Congress will make
young people a national priority. Empowering them with accurate informa-
tion, accessible health resources, and a sense of their future is our greatest
hope for curbing the number of pregnancies to our Nation's adolescents. It is
our greatest hope for reducing the number of families started by young people
not even out of high school, and it is our greatest hope for reducing the exor-
bitant cost associated with supporting those families.

Thank you for this opportunity, Mr. Chairman.
[The prepared statement of The Honorable Mr. Walters, together with at-

tachment, starts on p. 45 of Submissions for the Record:]
REPRESENTATIVE SCHEUER. Thank you for your very thoughtful statement.
GOVERNOR WALTERS. You are the only elected official on the panel this

morning. So let me ask you a political question. Americans tend to be very
conservative about teenage sexuality. And frequently they are hostile to the
notion that teenagers are sexually active or ought to be sexually active, and
because they are lkely to be sexually active, they need family planning infor-
mation.

How do you deal with voters who are hostile to the concept of giving family
planning information and even services to teenagers?

GovERNOR WALTERS. Very carefully. It is a political risk. It is an element
of great sensitivity among many of our constituents. It is something that you
simply have to break down the traditional barriers by providing good informa-
tion.

Dr. Elders provided lots of good information this morning. The statistics
are undeniable. The surveys are undeniable. The transmission of sexual dis-
eases is undeniable. Our pregnancy rates are undeniable. And so I think
when you counter the emotion of the arguments with the simple facts, that
what we are doing apparently doesn't work, whether it is in the home or in the
school or in our health clinics, that what we have done in the past needs to
change, generally the public-at least the public that I have dealt with-be-
gins to appreciate the need for change. And that, of course, is where we start.

We have to have them appreciate the need for a change before we can im-
plement really any program. So it is incumbent on us to have just this type of
hearing, to have publications produced by the Southern Infant Mortality
Group, to hold press conferences.

John came to Oklahoma, and we connected up to radio stations all across
the Nation and did interviews and tried to make it publicly available to plow
the same ground that Dr. Elders has been plowing now for many, many years
in Arkansas and doing it very, very effectively. But she is right, she needs
some more partners to dance with the bear.
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REPRESENTATIVE SCHEUER. You can't afford to sit down. You had a problem
in Oklahoma, and apparently you have surmounted the problem. Have you
had to change the programs in order to gain voter approval in ways that have
prepared their effectiveness? What kind of compromise have you had to
make to get your voter mandate?

GOVERNOR WALTERS. Well, I would say that we have had to do a number
of different things in order to attack the problem. And it may just be a statis-
tical aberration, but we were the only state in the Southern States to actually
have a decrease in the teenage birth rates during the period of time that John
studied. And we have gotten there by doing a number of different things.

We have adolescent health clinics in many of our counties that we espe-
cially fund. We have matching grants for many of our programs, as we men-
tioned, which has really helped. We won't fund the community unless there is
strong community involvement. We have found very innovative programs
that have proven to be successful. We established a training program that
principally concentrates on self-esteem, so whether we bring in parents or
teachers or Boy Scout leaders, or whoever, we bring them together and train
them, and that seems to have had some impact.

We have now trained over 5,000 individuals who have branched out
around the state. I would say, if we have made political compromises because
of the sensitivities involved, it is that we have not been as strong as Dr. Elders
has been, as Arkansas has been in getting school-based clinics established in
our schools.

It does make lots of sense that you put the programs where the children
are, which would be in the schools, and we have not been able to climb that
wall yet and have, instead, begun to develop adolescent health clinics in our
county health facilities and making it widely known that those services are
available.

REPRESENTATIVE SCHEUER. Are they conveniently enough available so that
almost any young person in the state will find one?

GOVERNOR WALTERS. Not yet, to be honest with you. In our state, we have
15 out of 77 counties, so clearly they are not widely available. We are begin-
ning, I believe, through the school health curriculum, to establish a foothold
within the schools to provide both-kind of the cultural acceptance of health
education-and treating the health needs of children in schools.

So our comprehensive health education program, which was passed as part
of a major education reform in our States, I think will begin to help us provide
that information that is so important in getting acceptance for the need for
change.

REPRESENTATIVE SCHEUER. Governor, you know and I know that the science
and art of telecommunications, of communication by a politician with his con-
stituents, has been revolutionized, and Governor Clinton is an example. He
had a whole smorgasbord of approaches to communicating with people at the
grassroots level, far more than did President Bush or other politicians in the
years gone by: The town meetings, his travels by bus, his foray into neighbor-
hoods in Washington, an incredible variety of means of connecting with peo-
ple.

It doesn't seem to me that we have matched this creativity and inventive-
ness in our efforts to communicate with young women, young couples, and try
and pass on to them some understanding of how important it is for them to
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defer pregnancy to a point in their lives where it makes sense, the very criteria
that you have given us.

What prospects do you see? Of these breathtaking new means of commu-
nicating between politicians, politically and their constituents, what possibility
is there that these can be applied to improving the communication between
our society and these young people and giving them the message that you ar-
ticulated?

GovERNOR WALTERS. I think it has tremendous potential, and we have
seen just a glimmer of great hope in our state. My wife, Rhonda Walters, has
led a group called Healthy Futures in our state, which is a revitalized group
that was involved in the Robert Woods Johnson Foundation Grant a few years
ago.

This group decided that they were going to attack the problem of a too-
high percentage of our children not being inoculated, of the health issues sur-
rounding maternal and infant care. And so what they did, under my wife's
leadership, was to raise private dollars. Then they went to the television sta-
tions and asked them to contribute a certain amount of time, so if they bought
one ad, they asked for three or four, in some cases, five ads for free, not at 2
a.m. in the morning, but during prime time.

The stations were interested in this and began to become very active, and
now we have 100 percent participation of all the stations in our State. Then
we proceeded to take both that soft money contributed and the hard private
dollars contributed and ask the Federal Government to match that with
Medicaid dollars to help us advertise "two by two, take care of your baby
now"-all kinds of jingles.

We had a little rock band parity with little kids that were singing about
healthy programs. It has had a remarkable impact. We have had a 30 to 40
percent increase in the inoculations to our state.

Young women-we have advertised to prevent smoking and drinking dur-
ing pregnancy. Young women, it is reported coming into our health depart-
ments and into our schools, and teachers and others now report a remarkably
changed attitude, because we spent in a small state, without the expenditure
of additional dollars on our part, just by being creative, about a million dollars
on advertising. It works. It worked in the campaigns; it works on these is-
sues.

The thing that we do not do enough of on adolescent pregnancy prevention
is just that, and I hope in time that we are able to expand our program. But if
HCFA, or if those that manage Medicaid

REPRESENTATIVE SCHEUER. You better spell out HCFA.
GOVERNOR WALTERS. Health Care Finance Authority. If those that man-

aged those programs, which are so essential to our health, would also recog-
nize the importance of investing in advertising and prevention, and would
provide that match. If we are able to raise the funds or get contributed funds,
then we could advertise on this as well. Imagine if you had peer to peer, put a
teenager on TV, talking about the difficulties of engaging in early sexual activ-
ity and what it means in terms of a change in their life course, I think it would
have enormous impact. I don't think adults talking on TV are going to do
much, but peer to peer advertising, I think, has a lot of potential. And we can
do that if we can have some encouragement and perhaps some match will do
it anyway, but we won't do nearly as much of it.
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REPRESENTATIVE SCHEUER. How about one-on-one peer group involvement
with the target group we are talking about?

GOVERNOR WALTERS. It is very effective. We have funded some grant pro-
grams in our state from some communities that have that kind of peer-to-peer
counseling. And it is effective. It is hard to explode it to where you are deal-
ing with the great numbers of people that you need to touch, and that is the
advantage of telecommunications and advertising.

But I think, as I said in my testimony, it really is going to take a wide vari-
ety of solutions. We ought to have a table that has 20 columns in it and de-
termine which states do which things. There ought to be 20 different
programs that all of us can model and look to.

REPRESENTATIVE SCHEUER. Take from column A and column B?
GOVERNOR WALTERS. Right. So, in determining which ones are the most

effective, which is the advantage of having a southern group on infant mortal-
ity, we can now learn from other states' mistakes. If they spin their wheels or
spend their money doing something that doesn't work, well, we know that
now and we can try to copy those things that are most successful.

REPRESENTATIVE SCHEUER. Assuming that President-elect Clinton comes out
with some kind of program encouraging postsecondary education, what would
you think of some kind of requirement for those kids who benefit from gov-
ernment aid going to college? Some kind of requirement for them to relate
on a one-to-one basis with teenagers-males as well as females-in a one-to-
one relationship explaining to them the importance of delaying childbearing to
a point in their careers where it is appropriate and makes sense, and will en-
hance their happiness and life prospects?

GOVERNOR WALTERS. I think the educational trust proposal that the
President-elect has made is very exciting. The idea that we offer that kind of
educational prospects to our entire population and recognize that investment,
and equally exciting is the opportunity to pay for that or pay it back by volun-
tary services, making available what you just described as an option in that.

I am not sure you would want to mandate each and every student that vol-
unteers to pay it back in that range, but whether they are working there or
with community law enforcement or security or health care, it would certainly
be an attractive option to make available.

REPRESENTATIVE SCHEUER. Well, Governor, I can't thank you enough for
your fine testimony. We very much appreciate it.

GOVERNOR WALTERS. Congratulations to you as you enter your next chap-
ter.

REPRESENTATIVE SCHEUER. Thank you. All right. Now, we will go ahead
with our panel of four witnesses. Perhaps, you would all want to come to the
witness table. Jane Johnson, Vice President of the Planned Parenthood Fed-
eration; Dr. Martha Burt, Senior Fellow of The Urban Institute; Jeannie Ro-
soff, President of the Alan Guttmacher Institute; and the Reverend Michel
Faulkner, Minister for Youth and Director of Community Outreach of the
Calvary Baptist Church in New York City.

It is a great pleasure for me to welcome all of you to this hearing. I want to
say a special word about Jeannie Rosoff. I have been in Congress 26 years, 13
terms, and at the very beginning of my congressional service, Jeannie Rosoff
was a very young woman in Washington, but deeply experienced in the whole
matter of reproductive rights, family and the like. She took me under her
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wing and helped guide me, and with her advice and counsel, I coauthored
with Senator Joe Tidings the bill that ultimately became the current Title X.
Is that correct, Jeannie?

Ms. ROSOFF. You forgot one person, George Bush.
REPRESENTATIVE SCHEUER. Yes, and George Bush was a very important sup-

porter of ours. He was an active member of the Wednesday Breakfast Group
in Congress, which was the liberal enlightened group of Republican members.
We could always count on him for help.

As a matter of fact, I have in my file a newsletter from the Population Crisis
Committee of January 1971, a picture of me and Senator Joe Tidings and
Congressman George Herbert Walker Bush-an enthusiastic supporter of
famil planning-to such a degree that Congressman Wilbur Mills, chairman
of th~e House Ways and Means Committee called Bush, "Rubbers
Bush"-such was his enthusiasm for family planning services.

It was Jeannie Rosoff who guided me and extended her wisdom and coun-
sel. As a very young woman, she had a very high degree of wisdom and in-
sight, and she guided me through a quarter o a century of contributing to
quite a wide variety of measures in the field of family planning and reprod uc-
tive rights. I want to pay tribute to you, Jeannie Rosoff.

Ms. ROSOFF. We have learned together.
REPRESENTATIVE SCHEUER. We have learned a lot together, but you were

ahead of the learning curve, you were ahead of me on the learning curve at all
points in our joint experience, and you always interpreted and made your ex-
perience and your insights meaningful to me. And I ascribe much, if not
most, of the confidence I have been responsible for in family planning to you.
So your guidance, concern and patience, I am very, very grateful to you, Jean-
nie Rosoff.

Now, we will go ahead with all of the testimony. We will start out with
Jane Johnson, Vice President of the Planned Parenthood Federation. I am
going to try and limit each one of you to ten minutes, and then during the
course of that ten minutes, we will have some questions.

STATEMENT OF JANE JOHNSON, VICE PRESIDENT OF AFFILIATE DEVELOPMENT
AND EDUCATION, PLANNED PARENTHOOD

Ms. JOHNSON. Good morning, Mr. Chairman. I am Tane Johnson, Vice
President of Affiliate Development and Education for the Planned Parent-
hood Federation of America. I have spent my life as a trained social worker
trying to improve the lives of women, children, and families. Prior to my
23-year association with Planned Parenthood, I was a counselor. And I have
also managed social service departments at teaching hospitals in Michigan,
Alabama, Oklahoma, Wisconsin, and New York City. I also worked in child
welfare in Georgia.

I am appearing today on behalf of more than 30,000 volunteers and staff
who operate the 169 Planned Parenthood affiliates throughout the country.

REPRESENTATIVE SCHEUER. If you would get to the point, we don't have un-
limited time. If you would give us your thoughts on the problems and the
challenges ahead and what we can hope for in the Clinton area.

Ms. JOHNSON. The thing that I want to thank you for, Chairman Scheuer,
is the opportunity to speak on this issue, and before I go any further in my
statement, I want to thank you for the dedication you have given over the
years to the issues of family planning.
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I am particularly pleased that you did not have the conversion that our
President had. Your presence as a true advocate on family planning will be
very much missed on Capitol Hill.

For 75 years, Planned Parenthood has been concerned with the social and
health repercussions of early and unintended pregnancy. In 1989, we rededi-
cated our commitment to reducing teen pregnancy by launching a new initia-
tive we have called: First Things First. The goal of First Things First, and
one that we believe is very much improved by the election of President-elect
Clinton, is an ambitious one, which is to reduce by half, by the year 2000, the
number of adolescents who become pregnant and give birth annually.

It borders on scandal in the United States that a million teenage girls be-
come pregnant, 500,000 give birth. Little can more profoundly undermine the
well-being of the society than the premature, unprepared formation of families
by youngsters who are often struggling to get through their adolescence.

Think about it. Five hundred thousand young teen mothers a year, five
million in ten years. Let's put that number in perspective. There are approxi-
mately half a million persons in Seattle, Washington; El Paso, Texas; Denver,
Colorado; Cleveland, Ohio; New Orleans, Louisiana. Imagine for a moment
that during a one-year period, half of these cities' productivity was slashed.
Half of their bus drivers, doctors, nurses, teachers, dry cleaners, taxies, restau-
rants, stopped functioning or came to a halt.

Stop functioning and coming to a halt is what happens to half, 50 percent,
of the adolescent girls when they become pregnant and deliver a child. Half
of them stop functioning in their occupations, they stop going to school. But
unlike the cities, these youngsters are without skills, dependent, and bizarrely
expected to resume the most difficult occupation on the planet, to perform
with success parenting.

Not only is there a high degree of dysfunction and disintegration in these
young families, there is the corollary loss of two, and often more, productive
citizens. It is estimated that nearly $20 billion is spent annually to support
families begun by adolescents.

The personal costs of too-early childbearing are often devastating-Per-
petuating poverty, hopelessness, and the abandonment of school and produc-
tive work. And the cost to society is far-reaching. The vast resources spent by
government for the most part are not directed to preventing too-early child-
bearing, but in attempting to repair its consequences.

The First Things First that we hope the government will emulate is de-
signed to help adolescents avoid the pitfalls of early sexual involvement, be-
cause sexual involvement interrupts and even ends personal development in
adolescents.

First Things First offers guidance and materials to participating community
organizations. Our strategies include: Recognizing the family's role as pri-
mary sexuality educators by providing assistance to parents and caretakers in
communicating with children about sexuality. Highlighting effective programs
that involve, educate and provide services to adolescent men, whose role in
sexual decisionmaking has been often neglected.

A centerpiece of First Things First is its reliance on adolescents to help de-
sign and implement the programs and efforts that can prevent the early, unin-
tended pregnancy and childbearing that plagues them. Ironically, Mr.
Chairman, while some apparently find that it does not ask too much for
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adolescents to perform adequately as parents, their demonstrated potential for
helping to resolve their own dilemmas is effectively ignored.

We call on the government and the private sector to follow our example to
assure that all programs designed to stem the tide of adolescent pregnancy
and childbearing include an adolescent perspective. Professional expertise is
critical, but without the unique perspective of adolescents themselves, it is
doubtful that any program can succeed. Not only is their understanding fresh
and unique, but the acknowledgment of their fundamental resourcefulness
achieves the empowerment so many of them have been denied.

We professionals wring our collective hands as we note that teenagers are
initiating intercourse at earlier ages, and one-third of them use no form of
birth control at all during first intercourse. I am persuaded by the adolescents
who advise us that, with support, expectation, and information, adolescents
are capable not only of altering their own behavior, but also impacting the be-
havior of their peers and that of their younger siblings.

We also promote the involvement of caring adults to supplement the nur-
ture and guidance usually available for mature families. Unless the govern-
ment can mandate parental affects, guidance and wisdom, it is destructive of
the goal to reduce adolescent pregnancy and childbearing to mandate paren-
tal involvement in adolescent reproductive decisionmaking.

A key component of First Things First is to the recognition that to reduce
adolescent childbearing, intervention must begin in early childhood. Unless
children are nurtured and affirmed in their early years, the chances are greatly
reduced that later interventions will be of much use.

Traditional programs for involving and serving adolescents must be ex-
panded, and innovative programs begun. First Things First will do this, but it
also will work with communities to assure small children love, security, and
proper care.

Bottom line of all of this is that Americans must face the reality of adoles-
cent sexual activity. Fifty percent of unmarried women and 60 percent of un-
married men aged 15 to 19 have had sexual intercourse.

These are the hard truths. For over a decade, our only national effort ad-
dressing teen pregnancy has focused solely on promoting abstinence. I urge
Congress to expand the Adolescent Family Life program into a more compre-
hensive approach.

The task facing us, Mr. Chairman, is a tough one, but it is of fundamental
importance to the welfare of our children and the future of our Nation. It
merits the energy and resources it will require.

First ThinFirsirst acknowledges the right of every child to accomplish first
things first-by securing an education, obtaining physical and emotional ma-
turity, and developing life goals before assuming the responsibility of parent-
hood. Each year, the reality of too-early parenthood cruelly denes almost a
million U.S. teens the rights to first things first, and changes their lives for-
ever. We think that American children should reach their adulthood without
having parenthood in their childhood.

Thank you, Mr. Chairman.
[The prepared statement of Ms. Johnson starts on p. 70 of Submissions for

the Record:]
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REPRESENTATIVE SCHEUER. I think you said it all in that last sentence. Let
me just pose some questions to the whole panel. I probably should have done
this before your remarks.

What have we learned in the last decade or two about helping young peo-
ple control their fertility? What have we learned about the diffusion and dis-
tribution of family planning information and services? What have we learned
about the need for new contraception technologies?

What have we learned about acceptability of the way and the means that
we deliver family planning services and counseling? What have we learned
about the way we provide incentives? Should we provide incentives?

What kind of incentives for young women, to young couples to control
their sexuality in order to defer childbearing? In effect, what have we learned
since the days when others put together that piece of legislation, from 1967 to
1970, and up to 1992? That is a period of over two decades.

Ms. JOHNSON. I think what we have learned, and I will certainly defer to
my colleague, Jeannie Rosoff, as you pointed out very well, has helped us
learn what we have learned, and prove what we have known. The one thing
that is clear, we have known, Jeannie knew, I knew, Planned Parenthood
knew, health care providers knew, the importance of information services,
support.

We would have been, I have no doubt, in terms of being on the cutting
edge of new technology, if we had not run into a buzz saw of antireproductive
health attitudes in this administration.

What we have learned is that if we don't provide services, if we don't pro-
vide information, if we don't give young people what they need, they will con-
tinue to have unintended pregnancies. We already know that many of them
will be assisted if we have reality-based education in the schools and not pro-
vide them disinformation, as some curricula that this Administration supports
does.

We know that if clinics are available to them, if resources are available to
them-you talked earlier today about Norplant. We started providing Nor-
plant in our clinics in February of 1991. By the end of this year, we will have
inserted 30,000 Norplants, many of them in adolescent women with generally
very good results.

It is interesting that this is a method that has been more available to low-
income persons simply because Medicaid covers this cost in most states, in
fact all states-apparently not adequately in some states. But the tragedy is
that it is too costly really for a lot of working poor.

But we have learned, we have continued to learn. But when important or-
ganizations like AGI, who help us learn more, find that they don't have access
to the kind of resources necessary in a situation which we are running up
against a lot of problems, what we should have known, what we could have
known better, we had a setback. But my judgment is that we are in a new
place, in a new environment, and we have an excellent chance to move for-
ward.

REPRESENTATIVE SCHEUER. Well, I am very much impressed that you are us-
ing Norplant on as wide a scale as you are. It is my understanding that Nor-
plant, which was developed in, among other places, China, widespread
experimentation with Norplant-Jeannie, am I wrong?
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Ms. ROSOFF. I think it was tested in China, but no more than in other
places.

REPRESENTATIVE SCHEUER. Is it being used widely in China now?
Ms. ROSOFF. Not as far as I know.

REPRESENTATIVE SCHEUER. Well, it seems to me that in terms of the horren-
dous costs that we have documented being produced by early, unwanted, out-
of-wedlock adolescent pregnancy, if you calculate the cost to society per
child-and I don't mean the infant, I mean the mother-and you do a cost
benefit calculus for that $500 investment in Norplant, that would free that
young woman of worry about unintended pregnancy until she had completed
her education, completed her training, had grown to maturity, hopefully had
acquired a husband, a supportive and nurturing husband.

I think you would find on a very hard bottom line financial analysis that
that investment in Norplant was trivial to society in comparison to the savings.

Ms. JOHNSON. That has been true, really, of the legislation you talked
about, Tide X. And, again, Jeannie can address the issue of cost benefit of
dollars put in family planning. So any failure that we have had to pursue ag-
gressively, strong family planning financing, certainly has not done anything
for the economic well-being of this country.

REPRESENTATIVE SCHEUER. It has been very deleterious for the economic
well-being of the country.

Thank you very, very much, Ms. JOHNSON. We are very grateful for your
testimony.

Now, we will hear from Dr. Marcia Burt, Senior Fellow of The Urban Insti-
tute. Please take ten minutes and express your views to us.

STATEMENT OF MARTHA BURT, SENIOR FELOW, THE URBAN INSTITUTE

DR. BURT. I am actually going to try to express some facts. I am very de-
lighted to hear virtually everybody citing the public cost of teenage pregnancy,
while there were some studies from which I actually took off that did rather
detailed and expensive estimates of the cost of teenage pregnancies.

In 1985, I was asked by the Center for Population Options to develop a
method that practically anybody could use to develop estimates of costs for
local jurisdictions, states or for the country as a whole, and at that time I did
the country as a whole part.

What I want to do is describe the three different types of cost estimates
and what are included in them. There are several graphs in my written testi-
mony that will make rather clear what I am talking about.

I estimated three different kinds of public costs. The first of those is a one-
year cost. It is based on welfare dependency, Aid to Families with Dependent
Children, and the programs that are tied to that. Medicaid and food stamps,
which almost 90 percent of people on welfare get. Actually, the actual calcula-
tion is that slightly over half of the families on welfare-whatever the current
age of the mother- were begun by the birth to a teenager.

And it is very simple to calculate. You take the total cost of AFDC, the
total cost of Medicaid to those on AFDC, the total cost of food stamps to
those on AFDC, multiply by .53, and unless you have any better data for your
state or jurisdiction, you come up with an answer and that answer is displayed
on Table 2, Figure 2 or Exhibit 2.
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In 1985, which was when I calculated it, it started out at about $16.7 bil-
lion for the country as a whole. It has not gone down since then. Since 1985,
the Center for Population has been making these calculations every year.

The latest calculation, which was for 1990, was $25.1 billion, and you can
see how it has gone up. The big jump between 1989 and 1990 was, in part,
related to the number of people in poverty, because that will increase the
number of people on AFDC.

Case loads are pretty constant through 1985 through 1989, and then be-
tween 1989 and 1990, they went up. What that means is, you can expect the
1991 figures to be significantly higher as well. Another part of that jump is
the increase in medical costs. So there were big Medicaid increases in that
1989 to 1990 inspection as well.

The second kind of cost I calculated is a little bit harder to explain. Exhibit
1 tries, to the best of my ability, to paint a picture of the differences between
these two costs. The second kind of cost is the cost for a single birth to a
teenager who begins a family, a first birth. It begins a career that is basically a
career of a family that may be or may not be on welfare, may or may not incur
any public costs, but the expectations built into that 20-year projection are for
a certain period, additional childbearing and for a certain probability of re-
ceiving public support.

The costs that are involved in these are AFDC, food stamps, Medicaid, the
administrative costs to those programs which are not in the first category, and
an estimate of public housing costs and social services costs as well. They are
projected over a 20-year period, and they are discounted back to what you
would have to put aside today in order to pay for that family. It deals only
with first births because that is the beginning of the family.

There are, of course, other births to teenagers while they are still teenagers,
but that is calculated in the expectation of having a second child within a cou-
ple of years and so on.

That cost of a single birth is in Exhibit 3. It is in thousands and not terri-
bly impressive. It is not nearly as impressive as the billions. It starts at
$13,900 for a single birth on average to a teen. If you are talking about a
14-year-old, the costs are higher. If you are talking about a 19-year-old, the
costs are lower, but this is average.

REPRESENTATIVE SCHEUER. That is roughly $14,000 a birth?
DR. BURT. Correct, per family.
REPRESENTATIVE SCHEUER. Is that cost to society?
DR. BURT. That is the AFDC, food stamps, Medicaid, social services and

housing costs, over a 20-year period. It goes up to about $18,000 by 1990.
These costs are as low as they are because, although we all have the public
image of every teenager instantly going on welfare and staying there forever,
in fact, that is not what happens to a lot of them.

In the teen years, there is about a one-third probability in any given year,
there is only one out of three of them that will be on welfare during a given
year. By the time you hit 20, you are going down to one out of five, and then
way down by the time you are 30.

The image of the teenage parent as the one who gets on welfare and stays
there forever is the sort of public bugaboo, but it is not the reality for a great
number of families begun when they are teenagers. Nevertheless, included in



25

my written testimony is an estimate of what it would cost if they do go on im-
mediately and stay on forever, and that is somewhere in the $40,000 per fam-
ily range over the 20-year period.

REPRESENTATIVE SCHEUER. Where there is a teenager who does go on wel-
fare?

DR. BuRT. Immediately goes on welfare and stays there for 10 years.
REPRESENTATIVE SCHEUER. Let me ask, these figures range from about

$14,000 in 1985 to about $18,000 in 1990, going up to $40,000 when the
teenager does even up reasonably and promptly on welfare, and stays there
for a considerable period of time.

DR. BURT. Right.
REPRESENTATIVE SCHEUER. At a cost of $500, would you say that Norplant

would be an extremely desirable investment for society to avoid these costs,
which range from $8,000 to $40,000 in a family?

DR. BuRT. Right. The dark part of all of these charts is the savings that you
could expect by postponing all these teen births until the mother is at least 20,
and it is about 40 percent of the total cost. People do not immediately, once
they turn 20 without a baby, go down to a zero probability of ever receiving
welfare or being supported.

The people who are having babies and using public support also have a lot
of other things going on in their lives, which are part of why they are having
babies in the first place, in terms of low hopes, low education, low-labor mar-
ket participation, low school completion and so on, which also predict, even in
their later years, some probability of being on welfare, hence the 40 percent
issue.

But yes, in the abstract, Norplant would be a very, very wise investment,
although the feedback on a lot of Norplant stuff is that they also cost a lot to
take out, and teenagers may want them to begin with and then five months
later meet a wonderful man and decide that they want them taken out.

A lot of family planning clinics are beginning to report back that they are
getting a lot of requests to take them out as well as to put them in-they have
side-effects and so on. So I think that what you need is good counseling.
You cannot just pop it into somebody without explaining what they should
expect by it and the meaning of that decision, because then you are going to
be spending a lot of money to take it out, as well.

REPRESENTATIVE SCHEUER. Is the $500 cost of a Norplant insertion good
counseling?

DR. BURT. If you are talking about private docs, often no. If you are talk-
ing about family planning clinics, usually yes. It is critical to have it, because
people often do not recognize some of the side-effects that may happen to
them that they may not like. They may not really be thinking in a five-year
stretch.

I mean, in terms of new technologies, there is also going to be Deprovera,
which is a three-month decision instead of a five-year decision. It means a
more frequent return, but it also gives a woman more control in shorter peri-
ods of time.

REPRESENTATIVE SCHEUER. It gives them control over a shorter period of
time without the necessity of taking out Norplant.

DR. BuRT. That is right.
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REPRESENTATIVE SCHEUER. But Norplant is truly a reversible sterilization
procedure, and it is totally reversible?

DR. BuRT. Oh, there is no question about that. I think the issue is whether
people will reverse it short of the five years.

REPRESENTATIVE SCHEUER. Let's say a young woman 14 or 15 years old gets
Norplant that provides five or six years of protection.

DR. BURT. If she keeps it in.

REPRESENTATIVE SCHEUER. And let's say that at 18 she decides to get mar-
ried, and she has a supportive husband and she wants to have a family.
Surely she is not going to delay or hesitate about taking Norplant out fbr the
purposes of becoming pregnant.

DR. BURT. No, and that would be a very successful scenario, where you
have avoided all the public costs and an unwanted pregnancy.

REPRESENTATIVE SCHEUER. What is the cost of taking it out?

DR. BURT. About $350.
REPRESENTATIVE SCHEUER. Let's say, between the cost of taking it out and

the cost of Norplant-the cost of a thousand dollars-it seems to me, by al-
most any calculus, you would want to make, even if a woman has Norplant
only for a couple of years before she takes it out, it is an absolutely terrific in-
vestment for society.

DR. BURT. There is no question about that, and if society does invest in it,
it would be a very great benefit. At the moment, a lot of family-planning clin-
ics are having to raise money to take it out when an uncounselled person, who
has had it put in by a private doctor, comes in and wants it out. So, at the
moment, it is an issue. It would not be an issue if that public support was
there to allow people to go either way.

REPRESENTATIVE SCHEUER. By any test of logic, Norplant is still a terrific
public investment.

DR. BuRT. Absolutely.

REPRESENTATIVE SCHEUER. But what you are saying is that we better have a
reevaluation of the financial processes by which we have been inserting Nor-
plant and then taking it out at a later time.

DR. BURT. Correct.
REPRESENTATIVE SCHEUER. From any vantage point of overall logic and

rightness, from the point of view of our society, I don't see how you could
question a thousand-dollar investment, with an average cost of $5,000, right?

DR. BURT. Right.
REPRESENTATIVE SCHEUER. That is a pretty straight line down there.
DR. BURT. Definitely.
REPRESENTATIVE SCHEUER. With an average cost of $5,000 per single out-of-

wedlock birth.
DR. BURT. An average cost, I think, is up to $18,000.
REPRESENTATIVE SCHEUER. No, no, I am talking about the savings.
DR. BURT. The potential savings, right, right.
REPRESENTATIVE SCHEUER. And plus the single-birth cost of anywhere from

$14 to $40,000.
DR. BURT. Right, right. Exhibit 4 puts all the people who had their first

birth in a given year together for cohorts and gives us the total cohort cost,
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which are back in the billions. So you are at $5.2 billion for 1985, up to $7.2
billion for 1990.

Back to Exhibit 1. Each of the bars going across is a different cohort, and
so every year you are doing that again-you are starting another 20-year tra-
jectory. So the 1985 cohort is now in its seventh year, but the 1986 is only in
its sixth year.

The single cost cuts through that, picks up everybody whenever they
started; the single cohort cost gives you a 20-year projection. And I think
these numbers are striking enough.

I know one of the consequences for local jurisdictions that have calculated
them, who haven't cared very much about doing any prevention before that, is
that they look at it and say, my God, we are going to be spending a million
dollars on our 14 children who have had babies this year, and we are going to
do the same next year and the same next year. And all of a sudden, they start
looking at the real benefits of prevention.

I want to say one thing that is not fact-well, I guess it is fact, but it is of a
different variety-and that is what Europeans have done that I think we have
not done. They have separated three different things. They have separated
out knowledge, morality, and health care. They provide health care for every-
body, so there is no question about access to the means of preventing preg-
nancies if you want to.

They have education in the schools, so people have knowledge and they
have said, some more explicitly than others: Morality, parents, is your prob-
lem. We urge you, we encourage you, we pray that you will talk to your chil-
dren about what they should and should not do, but the State's function is to
give them information and to give them medical care so that they and their
children will be healthy. And I think that is what we haven't done. We have-
n't managed to separate those functions, and we are caught in a perpetual
head-in-the-sand dilemma, because we are so totally schizophrenic on the
subject of sex.

[The prepared statement of Dr. Burt, together with attachment, starts on
p. 72 of Submissions for the Record:]

REPRESENTATIVE SCHEUER. In Europe, where they have been much more
successful in helping their young people cope with their teenage sexuality,
have the various church groups, per se, opposed programs of knowledge in the
schools, the widespread and convenient availability of family planning coun-
seling and services?

DR. BURT. Not even in France.
REPRESENTATIVE SCHEUER. How about Italy, how about Spain?
DR. BuRT. Jeannie, those weren't in the study that I know of, but
Ms. ROSOFF. The sex education picture in Europe is very mixed. Except

for the Scandinavian countries, I think the situation is fairly similar to that of
the United States. What I think is very different, and I will give you just one
example of the German parliament-after the two Germanies came to-
gether- there was a big issue between the East German abortion law and the
West German abortion law. And the parliament passed an abortion law that
fell somewhere in between, but it was accompanied by a decision by the gov-
ernment to pay for all birth control devices for teenagers under national health
insurance at full cost, which was an exception from the normal way of dealing
with drugs in which there is some kind of deductible.
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REPRESENTATIVE SCHEUER. Did they use Norplant in Europe?
Ms. ROSOFF. In some countries. I think since there has been a lot of atten-

tion to Norplant, let me second a little bit about what was said before. Num-
ber one, if you ask what we have learned in the last 25 years we have learned
that people are very strange and they have all sorts of strange ways and habits
and preferences, and there is no birth control method which is acceptable by
everyone. And I don't mean religious differences, I mean just people have
fears.

There are some women who will not take the pill, even though it has been
proven to be safe. There are women who will be terrified of having something
under their arm, which is tantamount to surgery. So, to just say that this is a
wonderful method and everybody should get it, I think, is a great oversimplifi-
cation.

The other problem, which has to do with removal, is very complicated. For
example, even if a woman can get the device under Medicaid, Medicaid pays
for it and Medicaid is generous. If she is no longer in Medicaid-and hope-
fully in a couple of years she won't be-she then has no way of getting it out,
except paying for it out of pocket.

Most women on Medicaid six months ago are not suddenly wealthy and
capable of coughing up the surgical fees six months later. The second point
is that it is not that easy to take out. And not so many people-

REPRESENTATIVE SCHEUER. You mean, not so many of the technicians know
how to insert it as know how to take it out.

Ms. ROSOFF. Yes. And women move a lot around the country. You might
be living in New York where it is very easy, and then move to South Dakota
where it is not so easy. So the problems, I think, are much more complex
than they appear to be on the surface.

As a matter of fact, as you probably know, we are engaged in a two-year
study just to look exactly at that question. To see one, who can get it, be-
cause I think there is a triage system that, because the device is so expensive,
Medicaid agencies and public health agencies just give it to certain women,
maybe not older ones who would need it. But that is the whole problem of
mobility and removal.

And also the question of individual preferences. There are women who will
say I will never tolerate an IUD because I can't stand the idea of this thing
floating somewhere in my body. Other women will say I will never take hor-
mones. And I think we just have to accommodate this. And just as teenagers
are not all alike, all men and women are not all alike either.

REPRESENTATIVE SCHEUER. I take it that you are suggesting that we need
more research to increase the choices available?

DR. BURT. And more options.
REPRESENTATIVE SCHEUER. Yes. Let's get back to you.
DR. BuRT. I am finished with the money. The charts and the savings speak

for themselves. You can expect about 40 percent just from delaying teenage
pregnancy until the woman reaches at least the age of 20.

Obviously, if we were also investing in education and in job opportunity
creation and more job training, and so on, you would reduce the probabilities
even further, and you would see much less public dependency.
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I also talk from the point of view of a researcher in order to try and answer
your question about what have we learned about what is effective. There are
several things that we have learned about the delivery of contraceptive serv-
ices. Information is critical. If they don't know what they need, if they think
that if they do it standing up, they won't get pregnant, then they are not going
to come in for care.

REPRESENTATIVE SCHEUER. Wait a minute, hold the phone. How do we get
that information to them? Is it through the schools?

DR. BURT. Through every possible available means where kids are, through
schools, Boy Scouts, Girl Scouts, through any possible youth activity, youth
centers. Put it on TV. If you can have anti-abortion stuff on TV, you should
be able to have this stuff on TV.

REPRESENTATIVE SCHEUER. Well, I have tried very hard for a number of
years to get the television stations to accept ads for condoms. They won't do
it. They will have 19,000 examples a year shown on television of sexual inter-
course, but they don't like to deal with the consequences of sexual inter-
course.

DR. BURT. Absolutely, unless you are Murphy Brown. I think we have
learned that availability, access and comfort are critical. Where you get serv-
ice has to be friendly with teenagers, has to be used to dealing with teenagers,
has to be close to where teenagers are, has to be cheap or free. It has to be at
the right time or be in school so that they can go during school.

It really helps if the people are familiar to them. Even if the facility is not
literally in the school, if the staff of that facility are involved in health educa-
tion classes in school, if they are known people with whom teenagers are com-
fortable, they will come for services. If they are shunted aside and told to
shut up, and so on, you will have a hard time.

Another thing we absolutely learned is that follow-up drastically increases
the success rate. If you keep after kids, if you ask them if they are happy with
their method, that all helps. Privacy should be essential so that they can go
there without having to tell their parents and without all the other kids in
school knowing what they are doing.

We have also learned, completely separate from family planning, per se,
that developing protective environments and peer cultures that have a hope
for the future is very effective. So, yes, you are talking about exclusively in
these environments. I am thinking of one that is a public housing project right
now, but there are others as well where there are curriculum models for talk-
ing about family life education responsibilities, et cetera.

There are also many other opportunities, entrepreneurs clubs, there are
ways of tutoring, ways to get them to stay in school and do right and have 150
kids like you who will not laugh at you when you do that. You can change
environments, even the worst environments, if you give kids a protective other
way to be that has some other kind of future. It helps more if the future is
realistic so you can say there are jobs out there.

I think we have learned that, in spite of the fact that we have had no fund-
ing for research into these issues. I think it is absolutely critical that the can-
cellations of major research projects, which look at people's sexual activity to
find out where it would be possible to intervene and on what grounds people
might be able to listen, should go forth. If you don't have the information,
you are really flying blind.

76-611 0 - 94 - 2
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We all have anecdotes. We do have some pretty old research actually on
program effectiveness. We don't have a lot of new research on program effec-
tiveness.

REPRESENTATIVE SCHEUER. Thank you very, very much, Dr. Burt.
Jeannie Rosoff, long-time guide, please proceed.

STATEMENT OF JEANNIE L. ROSOFF, PRESIDENT, THE ALAN GUlTMACHER INSTITUTE

Ms. RosoFF. I am pleased to be here this morning. It is only tempered by
the fact that I am jet-lagged from coming back from Japan where I was, inter-
estingly enough, asked to talk about the subject of teenage pregnancy.

The point there is that, even though the rate of teenage sexual activity in
Japan is only half of that in the United States, it is growing rapidly with all the
consequences we can mention.

My own institution has done studies in Europe and Latin American. This
is a problem which is really worldwide. It is not so much that teenage young
men and women are having sex much earlier, but that they marry much later.
It used to be, if you are pregnant at age 17, last year of high school, you has-
ten the marriage a little bit and everything was okay. It is no longer okay.

We expect young men and women to have long and expensive educations
in order to be able to support themselves-not only men, but also
women-and to marry later, hopefully, to have more stable marriages. So we
have now a period between the normal initiation of sexual activity and that of
marriage, which is quite long. As a result, I think for the United States and
for most other countries, the problem is as anxiety provoking as it is here.

We have to accept the fact that the teenage years are the transition to sex-
ual activity. This is something that adults, I think, find hard to face. As par-
ents, I think we like to keep our children young as long as possible and
children as long as possible. I think this issue is particularly difficult to face.

We don't have that much problem discussing whether they should stay in
school and whether they should go to college, but when it comes to boys and
sex, we become tongue-tied and paralyzed. Our children are not comfortable
talking about this with us, since they don't think we could be there in the
same condition.

REPRESENTATIVE SCHEUER. Are we more tongue-tied in this country than
parents are across the length and breadth of Europe?

Ms. ROSOFF. In general, that is true. The point I make about sex educa-
tion in Europe is also true, that most school districts are like the United
States, very regionalized and localized and, therefore, their practices vary out-
side the Scandinavian country.

The discussion of sexuality, not only among teenagers but among human
beings, is more open and frank and more acknowledged by government. The
fact that the government takes note in the midst of a debate on abortion, that
some teenagers should be able to get contraception, I think, is a powerful sig-
nal that your government thinks it is very important for you not to get preg-
nant in your teens.

This is the highest authority in the land saying, I don't think this is good for
you. I think that must have an impact on how people think on this issue. This
is also a national health system which makes sure that you really have access
to a physician.
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I know that I am in front of the Economic Committee, so I should be talk-
ing about money. But I think that there is, in this case, too much talk about
money, because the issue folks are focusing on-teenage pregnancy and child-
bearing-is teenage sexual activity.

It is possible to be a teenager and have sex and find it pleasurable, and
maybe also have emotional feelings about it. But, nevertheless, its conse-
quences will not be long-lasting and its consequences may be nil. However,
you can also get pregnant and then the choices, unfortunately, are only two:
To have an abortion or to have a baby.

One third of all abortions in the United States are to girls under 20, so it is
not a rare and unusual experience. But mention was made this morning about
somebody who said, even if we don't have anything to do with this, well, un-
fortunately, it is one of the most common resolutions of teenage pregnancy.
And whether we want to ignore it or not, I think it makes all our remedies
somewhat skewed to the portion of the population which is usually, of course,
the poorest and the ones that cost us the most money, and they usually end
up having the babies.

That does not mean-and I want to stress this-that there is fundamental
opposition to abortion among poor people. I know that their rate of abortion
is quite high, in some cases going beyond the general population. They tend
to have pregnancies more often, and they tend to have more abortions and
more births. For us to think simply in terms of this portion of the population
for whom the consequences are severe and who for the society's consequences
are severe, I think is scuzzing the whole problem.

We cannot address and segregate that population, if you will, as if they did
not exist in the United States. They were not exposed to the same back-
ground and the same aspirations as we are.

What's interesting about minority teenagers is that when they are 14 or 15,
their aspiration to go to college is higher than better-off people, but in fact
they don't get there. I think it is the problem of poverty, which I think is very
serious, and we need to address it as a poverty program, and then there is the
problem of teenage sex and how we feel about it.

I acknowledge the discomfort and particularly the political discomforts that
this creates, but I don't think solutions are possible until we face this issue
very squarely. I do think that we have found, and there is tentative research
which shows this, that it is possible under certain conditions to postpone the
initiation of sexual activity. I think the longer we can postpone it, the better.

I would deal with this for the emotional reasons for the young women and
men involved, maybe for religious reasons, for reasons that younger teenagers
do find it harder to obtain and use contraception well. Whatever we can gain,
whether it is six months, a year, or two years, I think this is all to the better. I
think we should do a lot of research on this. I think it would aid the public
comfort.

I was asking, for example, the Japanese, their particular problem with
teenage pregnancy, and really they were saying, well, you know, nobody is un-
comfortable as soon as kids go to college. They are already out of the house.
We don't know what they are doing and it is fine. It is really when they are
around and under foot that we really have a concern.

I think the American public would feel a lot more at ease if they felt when
their children started to have sex that they be out of the house. But I think
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they are then mature and can take care of themselves. So I think postponing
the activity is important.

REPRESENTATIVE SCHEUER. Do European countries, in their sex education
programs, have the kind of priority concern for deferring sexual activity?

Ms. ROSOFF. Not very much. As a matter of fact, most European countries
have the same sexual behavior that we do except for Sweden, which is earlier.
We are in the middle range of France, England; Canada seems to be a little
later.

The average age of sexual activity by girls, because we only know about
girls in this country, basically is a little under 18. It is not the 11- or
12-year-old. These are rarities. The numbers are too large, but they are still
rarities in this country.

REPRESENTATIVE SCHEUER. Why is the onset of sexual activity earlier in Swe-
den?

Ms. RosoFF. I don't know. They have very free attitudes about sex. That
is clear. Sweden and the Netherlands are the two probably best known exam-
ples of that. I think they know it is going to happen. They think there is
nothing wrong with it. Their parents are not upset. They have contraception
available. They think that is the thing to do,and it becomes part of the cul-
ture.

REPRESENTATIVE SCHEUER. The teenage sexuality?
Ms. RoSOFF. Yes, the sexuality. The pregnancy is viewed as a catastrophe,

as it is in this country.
DR. BURT. It is viewed that sex is fine. You have sex with people you care

about, and if you care about them, you protect them.
Ms. ROSOFF. I think it is a different attitude. We mentioned Japan, be-

cause it is fresh in my memory. What is interesting there is that, in fact, it is
the only country in which the teenage sexual activity of men is studied as
much as the teenage sexual activities of women. And given the fact that Japa-
nese activity is not particularly kind to women in general, I think this is a new
twist.

REPRESENTATIVE SCHEUER. How do you account for it?
Ms. RoSOFF. I would have to go back when the jet lag is over.
I want to condude on one point, some of which is in fact a question of

cost. We have heard a lot about the problem of adolescent pregnancy and
childbearing, but I think there is a more hidden cost and that is the cost of
sexually-transmitted disease.

As we know, in some sexual transmitted disease, the old fashioned ones we
knew about 20 years ago are treatable. I am talking about Syphilis and
Chlamydia. But a lot of the new diseases are not treatable and will have life
consequences, particularly cancer. They are very often without symptoms,
particularly in women, so they are not easily detectable and may be dormant
or a long time and have long-term economic consequences.

We don't know what they are, but we do know that they are particularly
harmful to women and have long-term consequences for women; and, in
some cases, for the babies that they will bear. We know very little. There has
been almost no research done on this topic. I think that is something impor-
tantly needed.
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I am not talking about HIV, which is obviously the most terrible and dev-
astating, but the diseases most of you never heard of, such as chlamydia,
which are basically silent diseases in women, and they have very serious, long-
term consequences.

Finally, as I say, hope is not lost. Perhaps, if our institutions are failed in
many ways, I think young people, there are I think some hopeful signs. For
example, in only five years, the proportion of the young women and their
partners who use contraception at the first intercourse went from 52 percent
to 65 percent.

In 35 years that's a very substantial increase. The proportion using con-
doms in the same period went up from 23 to 47 percent. Forty-seven percent
of young women who don't want to get pregnant are now using a contracep-
tive method. So that clearly is a response. Both the parents, the school, the
media, somebody is doing something, and it has had effect in a very short
time.

The down side of this-and this goes back to the question of education-is
that young women, women particularly between the age of 20 and 24-so we
are not talking about teenagers, but even younger women teenagers-are by
and large poor users of contraception. It is not that they don't use well. They
forget. They don't use it at the right time. The methods are not easy to use,
and many women are fearful of side-effects.

Therefore, I would think that there is a considerable need for improved
education, not only for teenagers, but the general population as well. It is re-
markable. In a Michigan study, with 1800 women using the pill, in which in
the first, I think, nine months of their use of the pill, 79 different ways of us-
ing the pill had been found.

Now, there are not 79 ways of using the pill, I assure you. It has to be
taken every day for 21 days. It has to be taken at the same hour of the day,
so the variations are all bad variations, which shows clearly that we have failed
to education the public. FDA has failed, the schools have failed, and the me-
dia has failed.

I think we don't quite know all of these reasons, but I think it needs a lot of
new investigation and research because, even taking the number of women we
now have, including teenage women, we could reduce the abortion and birth
rate considerably. There is something to hope about, but there is more to be
done.

REPRESENTATIVE SCHEUER. Mrs. Rosoff, thank you very much for your splen-
did testified this morning, as well as your years of guidance and wise counsel.

[The prepared statement of Ms. Rosoff, together with attachments, starts
on p. 89 of Submissions for the Record:]

REPRESENTATIVE SCHEUER. We will now hear from the Reverend Michael
Faulkner, Minister for Youth of the Calvary Baptist Church in New York
City. Please proceed.

STATEMENT OF REVEREND MICHAEL J. FAULKNER, MINISTER FOR YOUTH,
CALVARY BAPTIST CHURCH IN NEW YORK CITY

REVEREND FAULKNER. Thank you, Mr. Chairman. I am Michael Faulkner.
I also serve as the co-chair for the IfV-AIDS Advisory Board for the Board of
Education of New York City.
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I was raised in a middle-class family here in Washington, D.C. During all
my time growing up, I was never told by an adult or authority figure that sex
was wrong, or that I should in any way exercise caution, only to use prophy-
lactic protection. My values in this area were shaped at an early age by my
peers and exposure to pornography. As a result, I became sexually active at
an early age and extremely active in later teen years.

While I am not proud of these things, I do think it is necessary to share
them as background for my material so that you will know that my personal
journey leads me even more convinced and convicted of the ideals I have es-
poused today.

I would like to begin by shaping the debate as I see it. I do not see the de-
bate, however unwarranted it is, as being one only over the use or misuse of
contraceptive devices. I see the debate, rather, focusing on the essential ele-
ments of our moral concern for the dignity and value of each human being.

Contraceptives and contraceptive devices are not evil in and of themselves.
I am not here to debate whether young people are engaging in sexual activity.
As a minister and educator who works with young people, I can assure you
that our young people are having sex and at larger numbers and earlier ages
than ever before seen in our Nation's history.

The debate should not be over whether or not young people are having sex,
or whether or not we need to give them information about contraceptives, but
rather who gives them the information about contraceptives and where and
when the information is distributed and in what setting.

The impact of our teen sexuality crisis, we have heard the numbers and
talked about the economy and the end result of the bottom line figures, but
we really have not focused on what I feel are the most detrimental effects of
this country.

I do not feel like the most detrimental effect is the fact that over one mil-
lion teenage girls will become pregnant this year. I don't think it is that young
people are contracting sexually transmitted diseases at epidemic proportion. I
do feel like the worst and most devastating fact of this crisis is the fact that
we, as adults, have failed to shape and frame this argument properly for young
people.

By that, I mean sex in all of its wonder and beauty is meant to be shared in
the context of the long-term, mutually-monogomous relationship known as
marriage. Unfortunately, young people don't hear that anymore. The value of
marriage and the end result for their family is not something we promote in a
educational setting. Young people are not hearing that message as they
should. They are not being told the truth concerning their sexuality and how
their sexuality can best be utilized for maximum enjoyment.

Instead, the debate over this issue and the information we receive mainly
focuses on technology. The debate is centered on the technology that it will
take to eliminate what some would call the detrimental effects of early teen-
age sexual activities, eliminate pregnancies, sexually transmitted diseases.

When a person says that they are afraid of getting HIV, we give them a
condom. When they become afraid of getting pregnant, we give them a con-
dom. When a person expresses their fear of being jilted by someone they love
and care about and they are afraid of the emotional scar it will leave, there is
no technological device that we can give them.
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There is no magic solution we can hand them. I know from my own per-
sonal experience and from working with young people that these are some-
times the most detrimental effects of this crisis, the emotional fallout that
young people will have from early sexual involvement. It is devastating. The
numbers of suicides indicate that and parallel the rise in teen sexual activity.

There are two reasons I believe we have focused on the high-tech rather
than high-touch philosophy. One, we have opted for economics as a control
for responsible education, elevating the moral expectation of young people;
that is, our overall concern for the quality of life has diminished particularly
when dealing with young people of color.

We recognize this crisis in these areas extends beyond socioeconomic or
racial barriers, yet we find ourselves coming back to the same stopgap meas-
ures that we have used before, over and over again. We keep raising the level
of expectations for technology.

The second reason I believe that we find ourselves defining this problem
from a technological approach is that we really don't believe in young people
anymore. We do not believe that they can control themselves, their sexual
urges or desires for an appropriate opportunity to express what is the most
wonderful of all human emotions.

Our lack of faith in these young people is demonstrated by the fact that
relatively few programs use the "A" word as the cornerstone for education. It
is abstinence. That is becoming a profane and outdated idea. One New York
official called me Neanderthal for working with abstinence in programs deal-
ing with young people.

This epidemic is fueled by the fire of our technological approaches and also
the fact that we lack faith in our young people. And it is also fueled by the
fact that we, as adults, refuse to give up our sexual vices and, therefore, lack
the moral resolve and commitment to tell young people what is best for them
in controlling this problem.

A society without moral guidelines on its sexual relationships is not a society
at all, but a group of people poised for anarchy and destruction. Without sex-
ual guidelines in our communities, there are no families; without families,
there are no communities; and without communities, there is no structure
upon which to hinge the training for the future growth of our Nation.

In order to solve this problem, or at least to begin to properly address it, I
feel that we need a vision for the future. We need to be willing to set stan-
dards for young people and expect them to achieve those standards. These
standards do not have to be set by any particular religious code or dogma, but
as what we know as educators and health professionals as the most appropri-
ate behavior for them.

I am sure that my distinguished panel would all agree that sex before mar-
riage or sex for teenagers is an unwise activity. If we agree that it is not a wise
activity, then we should be promoting those educational programs that will
help them make the healthiest and wisest choices for their lives.

Instead, we have raised the condom to a new level of expectation. What
we found out about the condom 30 years ago is still true today. The condom,
even with spermicide, is not the most effective means of birth control, for a
long list of reasons. Nevertheless, I have heard it said by high-ranking New
York City officials that the condom is all we have, it is the only hope that we
have for stemming the tide on this runaway problem. Abstinence is not
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realistic and, therefore, let's not talk about it, but let's figure out a way to
make this technology work better for us.

I am not opposed to the discussion of contraceptives with young people;
however, it is imperative that messages of this sensitive nature not be done in
a mixed group. People call me old fashioned, but I believe young men and
ladies and gentlemen should be separated when talking about intimate sexual
matters.

I am not opposed to this information being targeted at senior high school
students, because I believe they are at a stage in their lives when they can
handle the education and need to hear it. But we would go a long way to
helping them build the necessary self-esteem if we separated them while con-
traceptives and forms are being passed around the room.

Recently, a young lady who participates in my youth program called me.
She was devastated. She just sat through a sex class which was unan-
nounced, so she could not opt out. The educator, who was a male, brought
into the class a model of the female genitalia with a contraceptive device in-
serted. This model was passed around the classroom. This young lady and
others were embarrassed to have the young men talk about this and handle
this in front of them, which led to a lot of discussions.

Finally, let me cite an example that I feel is on the right track and has gone
a long way to helping solve these problems. You may be aware of the Emory
University study that asked 1,000 16-year-old girls from low-income families
in the Atlanta area, what type of sex education they wanted to receive. They
had over 20 options.

Eighty-four percent said that they wanted to learn how to say no to sexual
pressure. This is the message from the group that is most talked about, the
group most abused, the group most at risk. Yet, we continue to pump money
into technology that will reduce the risk, rather than giving young people what
they need and are asking for.

We need to support these young people before they become pregnant by
giving them a feeling of hope and self-esteem and self-actualization and ac-
complishment. We can do this by setting the standards and giving them the
resources to meet those standards. Not simply giving them the technology to
reduce what some would call the pitfalls of early sexual involvement.

If a young lady gives birth out of wedlock before graduating high school,
what are the statistical chances of her actually going on to college and com-
pleting a degree? You have already heard that they are almost nil.

The success of self-help programs that I am talking about are parallel to a
program right here in Washington, D.C.-the Kenilworth Community Man-
agement Model-where people actually brought back their community and
took over a public housing project. Many people said that it wouldn't work.
Many people said that the poor didn't want homeownership, or that they did-
n't want empowerment; they only wanted the Government to take care of
them.

This message was, of course, ludicrous and racist, to say the least. Yet, that
stands as a shining example of what people can do, any people, if given an
opportunity. The young people in our communities, particularly the poor and
those of color, are dying for an opportunity to prove to themselves and to oth-
ers that they can wait, that they can take control of their lives, but they need
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us as adults, as leaders, to support them in their decisions and in their initia-
tive to wait and to delay early sexual involvement.

Thank you.
[The prepared statement of Reverend Faulkner starts on p. 107 of Submis-

sions for the Record:]
REPRESENTATIVE SCHEUER. Thank you very much, Reverend Faulkner. You

had very fine testimony.
You have heard from the witnesses that the level of sexual activity around

the world is fairly constant at a teenage level. There are some regions of the
world where it is going through the roof and other regions where it is fairly
normal. So there seems to be a common level of sexual activity around the
world. And whether we have teenage pregnancy resulting from it seems to
reflect how societies differ in helping young people cope with their sexuality.

Do you know of any societies anywhere in the world where there has been
an effective program of abstinence counseling that has reduced the level of
sexual activity?

REVEREND FAULKNER. Oh, yes. And that is not around the world, that is
right here in our country. In the Atlanta area, as a result of the Emory Uni-
versity study, they implemented a program that actually did give young people
abstinence-based sex education. And they noticed over a period of two to
three years that a drastic reduction in the number of teen pregnancies, and in
the number of sexual encounters reported by the young people involved in the
program.

There was also another study done in Ohio-I can't give the name because
I am not familiar with it, but there are numerous studies as a result of some of
the Title XX programs and funding-these studies have produced significant
results in the area of the reduction of the, not just reduction of pregnancies or
reduction of STDs, but actually the reduction in the number of encounters
that young people are having.

You see, we approach this problem from an adult perspective. We think of
an adult engaging in sexual activity, and we often focus on our rationale. We
fail to really grapple with the rationale that a young person uses when they are
engaging or, you know, approached about engaging in sexual activity.

The motivations are totally different from those that we think of as adults.
And, therefore, we need to get on their level and begin to deal with them
where they are, helping them emotionally, helping them to meet the chal-
lenges that they face in order to stem the tide on their early sexual involve-
ment.

REPRESENTATIVE SCHEUER. Well, I see absolutely no reason why there
shouldn't be abstinence counseling for those young people for whom that is
attractive and acceptable. Certainly nothing is lost from delaying sexual activ-
ity, and much may be gained. Certainly it reduces the danger of unwanted
pregnancy to the vanishing point. And the transmission of sexually transmit-
ted diseases, the STDs that you talked about, that also goes down to vanish-
ment.

So nobody can but applaud efforts toward counseling young people to de-
lay their sexual activity to a time when it is most appropriate in their lives,
when their education is completed, their skills training is completed, where
they have achieved a higher level of maturity, and hopefully, marriage, with a
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concerned, loving, supportive, involved spouse. Certainly that is very desir-
able.

But there are some young people who may have considered abstinence, but
they have opted for sexual activity. And I take it that you would think that
for them we ought to have information and services to help them cope with
their sexuality in ways that will not leave them vulnerable to unwanted preg-
nancy, and to sexually transmitted diseases. Would that be a fair statement?

REVEREND FAULKNER. Let me say it this way. I think that we live in a soci-
ety in which no matter how good the information, no matter how desirable,
quote, unquote, the choices, there are going to be people, no matter what age
or socioeconomic strata, who are going to deviate from that and go in a differ-
ent direction.

I think our approach, though, should be one of not that this is the natural
way for you to go, but sure, there are going to be some who are going to disa-
gree and not decide to take advantage of, or to understand, that they can live
healthy and normal lives and express affection in nonsexual ways.

I think young people are engaging in sex, and the reasons that they are en-
gaging in sex are different from those that we might have heard, or think that
this is just a natural part of human growth or development. It is that, yes,
young people's hormones are raging, so to speak, but there are nonsexual ways
that we can teach young people to express affection that are very effective.

And those young people-and I am speaking from my own personal experi-
enc-the young people whom I have talked to and whom I have counseled,
who have been sexually active and then gotten into an abstinence-based pro-
gram or an encounter group, have been much happier at the end, because
early teen sexual involvement is not the most pleasurable experience in the
world for those young people who are engaging in that.

REPRESENTATIE SCHEUER. All right. I sympathize, and I sympathize with
the points of abstinence training. I would simply say that it isn't the lifestyle
of choice for all teenagers, and for those for whom abstinence is not the an-
swer and who have sexual drives that they want satisfied, I take it that we
ought to provide them with the training and services that will enable them to
be sexually active if they so will it, while preserving their health and preserving
their life prospects by both avoiding pregnancy and avoiding sexually transmit-
ted diseases.

It seems to me that these two programs ought to go hand-in-hand, and that
the two choices-education and abstinence and abstinence and education
and safe sex, if you will-ought to be two options in the schools, and that nei-
ther option will be satisfactory to everybody and meet everybody's desired life-
style, and there ought to be options that are freely offered to all young people.

REVEREND FAULKNER. We heard earlier that only 2 percent of all of the mo-
nies that are spent for sex education are spent toward abstinence-based pro-
grams. You know, if we feel that abstinence is the best and most desirable
option for young people, then we really need to put our money where our
mouth is, and we really need to begin to fund programs that are going to pro-
mote research, and that are going to promote other programs.

You know, as I said before, the real problem in this crisis is adults, because
we are approaching this problem from our own vantage point, looking at what
we don't want to give up in our lifestyles, and not saying to young people, you
know, this is what is best for you, but you know, not forcing it, no.
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Nobody is going to try and legislate morality. But I do think we need to
tell them that these are the most desirable outcomes for your life; I mean,
given the statistical opportunities that you will have, and so on. We really
need to put our emphasis behind those programs that will give the best and
most desirable outcomes.

REPRESENTATIVE SCHEUER. Fair enough. Jeannie Rosoff.
Ms. RoSOFF. I am very familiar with the study that Reverend Faulkner just

mentioned, which is at Emory University. As a matter of fact, we published
it, so I read my own journals and I am familiar with it. The program, in fact,
was quite successful, but it was done with 13- and 14-year-old kids who had
not had sex, and among those who hadn't had sex, in fact, the initiation of
sexual activity was postponed by 18 months, which I said was really a good
and desirable thing.

Among the kids who already have had sex at age 13 and 14, which is un-
usually low, there was no difference in sexual activity. One of the things
which the program found which was interesting, and I think many people do
not really believe, that it was in fact possible to give a message of abstinence
and have that message work for at least a portion of that population and a
message of, "If you are sexually active, use contraception," that the two things
were not contradictory or undermining to each other.

I would completely agree, and I think I said this in my remarks, that I think
we need to find better ways of communicating these messages, and also find-
ing out at which age they are the most effective. I think it is clear that, to be
effective, they have to start basically before sexual activity has started.

REPRESENTATIVE SCHEUER. Yes. In other words, they start far earlier than
the senior year in high school. Very much earlier. Yes, Mrs. Johnson.

Ms. JOHNSON. I think one of the dilemmas that parents face-and we do
encourage and support parents in their roles-is that the parents of so many
of our current adolescents, who are in difficulty, are themselves single mothers
who are frequently also not married, and it asks an enormous amount of them
to find the strength to repudiate, in fact, their own history. And so I think
families are a lot of support.

I would also urge Reverend Faulkner to understand that our position on
adolescents and their behavior and their needs is not based on an adult per-
spective. Many of the studies that AGI has conducted are studies of young-
sters, their attitude, their behavior, and their perspective. We have a lot of
faith in their ability to influence and alter their behavior, and they need to be
given that.

But I would want to give you the perspective of what I think of this hear-
ing, that this represents an adult view of adolescent sexual behavior. It does
not. It represents a significant investment in determining from youngsters-
we know the enormous things that impact, and Dr. Burt talked about how we
can alter their behavior with television and movies and music.

It is not just what a teacher says in school that ultimately makes a determi-
nation about how a youngster behaves. For example, a study in Chicago
showed that a mother spends, on average, maybe 40 minutes with an adoles-
cent child and the father spends five minutes a day, whereas they spend hours
with their peers and a significant amount of time watching television. So I
think it is important to understand that youngsters don't grow up in a vacuum,
and there are many things that impact their behavior.



40

REPRESENTATIVE SCHEUER. Yes, DR. BuRT.
DR. BuRT. I think it is also very important to reinforce the point that Jean-

nie made in passing, which is that programs can give both messages, that ab-
stinence is preferable, or delay is preferable, until you can behave responsibly.
However, you want to define that, but that if you are going to be sexually ac-
tive, then here is the way to not incur grave consequences.

Often, the argument is made that if you say both things, you are basically
denying the message of abstinence. In fact, programs are quite capable of
giving both and of being effective, usually with the not-yet sexually active with
the abstinence message and with the protection part with those who are al-
ready sexually active. And I think it is critical to do both of those things.

I personally think that since most people in this country are spending less
and less time being married, it is not terribly realistic and not specifically
within the moral framework of a lot of people in this country, that the only
place and time and way to have sex is to be married.

REPRESENTATIVE SCHEUER. I want to thank this panel for a very enriching
and thoughtful discussion of all of these issues. I want to thank each and
every one of you for having shared your wisdom and your experience with us.

This is a significant date for me, because I have spent much of my 26 years
here involved in these problems. I think this is a very proper and appropriate
preview of the Clinton era, in so far as how we, how we perceive of young
people's sexuality and the kind of investments we are willing to make in their
education and in their counseling, and in the services and facilities that we
provide to them. So I am very happy to end my congressional career on this
note.

This is the last hearing that I will chair as a Member of Congress. I am very
grateful to all of you for having made it a very enriching and a very satisfying
one.

Thank you very, very much. The hearing is terminated.
[Whereupon, at 12:05 p.m., the Subcommittee adjourned, subject to the

call of the Chair.]
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SUBMISSIONS FOR THE RECORD

PREPARED STATEMENT OF IL JOYCELYN EDIRS, OLD.

Chairman Scheuer, members of this honorable committee: Let me thank Repre-
sentative Scheuer for inviting me to appear before you today to discuss the social costs
of teenage pregnancy. This is a subject for which I have been fighting long and hard
since Governor Clinton app inted me as director of the Arkansas Department of
Health. And, I migt just aMd, Governor Clinton has stood beside me the entire time.
Both of us are delighted that this honorable committee has chosen to investigate this
issue and we are ready to assist you in your work in any way possible.

Consider these facts:
* Every 21 seconds a 15 to 19 year old woman becomes sexually active for the

first time.
* Every 64 seconds an infant is born to a teenage mother.
* Between 1986 and 1990, adolescent childbearing increased 16 percent, from

38.4 to 44.6 births per 1,000 girls aged 15-17.
* For those who give birth during adolescence, one in three will have a subsequent

pregnancy within two years.
* Every year more than 1 million adolescents get pregnant. This is nearly one

teenage girl out of every ten. This rate is twice that of any other industrialized
nation.

What are the nation's social and economic costs of teenage childbearing? In a
word, staggering.

* Teenage pregnancy is the number one cause for females to terminate their edu-
cation prematurely. In addition, those who get pregnant prior to completion of
high school are, on the average, 2 years behind grade level at the time of preg-
nancy, indicating school failure to be a contributing factor to premature mother-
hood.

* Only 50% of teenage women who give birth before 18 ever complete high
school, compared to 96% of those who do not have children before age 20.
Of those women who become mothers before the age of 20, less than 2% com-
plete college, as compared to 20% of those who wait until age 24 to have their
irst child.

* 70% of teenage men who become parents complete high school, as compared to
95% of those who do not become parents as teens.

* Men who become fathers in their teens are only 50% as likely to complete col-
lege as those who put fatherhood off until their 20's.

l The probability of repeating a grade is 40% higher for adolescents born to early
childbearers as compared to 20% for adolescents born to older mothers.

* Women who have their first baby as a teenager have lower status occupations,
accumulative less work experience, receive lower hourly wages and earn less an-
nually than women who give birth later in life.

In a recent report released by the Southern Governor' s Association and the
Southern Legislative Conference, the public expenditures associated with early child-
bearing were enormous. In 1991, southern states spent over $5.7 billion to support
families started by teenage mothers. This represents a 60% increase since 1987. In
1988, the U.S. spent $19.83 billion on families started by teenage mothers. Consider
these other economic facts:

* More than 40% of the never married women younger than 25 who enter the
AFDC program when their child is younger than 3 spend 10 years or more on
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the program. These young women account for almost one quarter (22%) of new
entrants and almost one third (32%) of the total caseload.

* Two thirds of children younger than 6 in families begun by a teen birth are living
below the poverty level.

* A family begun by a teenage mother in 1988 will cost the taxpayers $16,450 over
20 years. This is the average for all teenagers, not all of whom receive public as-
sistance. The average for only those who receive assistance is $37,500. The pe-
riod of 20 years was selected because the public will likely support more than
one child to adulthood.

* All the families begun by adolescents having their first baby in 1988 will cost the
United States $5.98 billion over the next 20 years.

When I agreed to accept the appointment as director of the Arkansas Department
of Health, I chose teen pregnancy as the major health problem in my state which I
was going to impact. This has not been an easy job. I have literally worn out my state
car driving up and down the highways talking to anyone I could get to listen about the
problem of teen pregnancy in our state.

The first time I appeared before a legislative committee at our state capitol, one
legislator commented, "Dr. Elders, we didn't have a problem of teen pregnancy in this
state until you became our health director.

That just illustrates the importance of educating the public on this issue. But once
you get them educated, you must be ready to present a plan and implement that plan.
I believe that I have educated my state about our problem. When I travel around the
state today and ask people what they think is the biggest health care problem we have,
they tell me "teen pregnancy."

Now we are ready for our plan.
The issue of teen pregnancy is much like the chicken and the egg. I am not sure if

our poverty rates are high because of the number of unwed mothers or if we have so
many unwed mothers because our poverty rates are so high.

I have reviewed with you the statistics which reflect the economic costs of adoles-
cent childbearing. However, little research has been done to indicate the motivations
which prompt a young girl to chose to bear a child.

Clearly, for too many, there is no choice. The pregnancy may be the result of sex-
ual abuse, even within their family. Often, the child is too young to even know what is
happening to their body as the pregnancy progresses. I could spend all day telling you
horror stories about twelve and thirteen year olds who present in labor in the emer-
gency rooms of our hospitals complaining of a stomach ache.

But for some, there is a conscious choice to have a child, someone they can hold
and someone who will love them. They chose to become pregnant because of the ar-
ray of services which we make available to them. These services are important and I
would not advocate cutting them out for any reason. But, you must understand that
for a poor, young girl living below poverty, in substandard housing, who has repeated
one or more grades in school, a pregnancy means an improved quality of life for her. A
single mother can move into public housing, collect AFDC, food stamps and receive
WIC food vouchers for herself and her child. She may no longer have to go to school
if adequate child care is not available. In her eyes, with her grossly limited vision, she
becomes an overnight success.

Are we offering these children any hope for success to motivate them to delay par-
enting? Are we offering them the tools they need to avoid parenting? Are we facing
the reality that despite efforts to promote abstinence, 75% of women and 86% of men
are sexually active by age 19?

This is why combatting teen pregnancy has been so challenging for me. As director
of a health department, I can provide prenatal care for teenagers who get pregnant.
But, to keep them from getting pregnant, there are many others areas which must be
fixed. It is in some of these areas where you really begin to feel the heat.
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I know one of the areas where you feel the heat is Title X, public funding for fam-
ily planning services. We all know that although funding has risen by $154 million
over the past decade, when inflation is taken into account, expenditure have actually
fallen by one-third. The publicly supported family planning program saves 3 tax dol-
lars in the following year or every public dollar spent on teen age services. The overall
savings for all age groups is $2.00 saved for every dollar spent. Applying this ratio to
the 1983 public investment in family planning of $340 million, about $680 was saved
the next year.

I recognize the problems associated with Title X and Congress, but I am hopeful
that together with the new administration, we can break out of some of the grid-lock
that has plagued reproductive health.

On the state level, I have developed what I call my six prescriptions which, I be-
lieve, will secure a future for our children. These are:

1. Universal, early childhood education will prepare our children to learn and
achieve, removing some of the disadvantages that hold them back. Given the
success of Head Start in improving school performance, there is no excuse for
not making such resources available to all children and families in need.

2. Comprehensive health and family life education should be taught to all
children, starting in kindergarten and continuing through high school. Of
course, instruction should be appropriate to the child's ability to understand
and need to know. But we must not be timid about facing our obligations
even to the youngest children. After all, messages they get from television and
videos, older siblings, and even parents, don't respect their ages. They need
and should be encouraged to take responsibility for as much of their lives as
they are capable. They need to know about human nutrition and physiology
and the risks of substance abuse -- tobacco use, alcohol consumption, abuse of
prescription medications (more than narcotics alone), and experimentation
with substances they may be offered by friends or strangers. In the same way
they need to be armed with knowledge about human reproductive biology and
development. The risks of early and unprotected sexual activity are effectively
learned in such a context. We must do all we can to empower our children
with useful facts and resources.

3. Parents need more support in nurturing, caring for and teaching their chil-
dren. So many of our social problems are worsened by parents' uninformed
attitudes toward health and inappropriate behavior toward their children. In-
struction, counsel, and peer discussion ought to be available. For our future

arents, today's children, this can start in the comprehensive health and family
Dfe education mentioned above. For today's parents, accessible programs must
be devised for their busy lives. Many resources can be tapped, including
churches, civic organizations, work sites, schools and communities.

4. Male responsibility needs reinforcement. Family planning and sex educa-
tion has traditionally focused on young females. This strategy tacitly absolves
young males of sexual responsibility. As with young females, many young
males have few opportunities other than procreation to prove themselves. Ac-
cordingly, they must also have opportunities for growth and self-expression in
other arenas of life.

5. Comprehensive school-based clinics are needed to provide medical care,
including family planning services, to all teens. They are logical partners of
comprehensive health and family life education. Providing primary and pre-
ventive care in schools assures nearly universally access for youth. School-
based clinics make good sense. I know Senator Kennedy recognizes that fact
because he introduced legislation during the last session of Congress to pro-
vide school-based clinic funding. I have been fighting for funding in Arkansas
and we now have some 26 school health programs which offer comprehensive
primary health care, often to students who otherwise would be underserved.
During a meeting last year of the National Governor's Association Committee
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on Health Care Access, Governor Clinton, who chaired this committee, made
the statement that he and I had been facing the heat so long on school-based
clinics that when we started he had dark hair and I was an albino! The heat
can get pretty hot. The issue of funding for condoms in school-based clinics
held up my entire department's appropriation bill until the last minutes of the
1991 legislative session. It was the last bill to pass.

6. Opportunities for higher education should be guaranteed. All children with
a B average or above who exhibit good citizenship and whose family income is
less than $20,000 should be guaranteed free tuition and books at state-
supported colleges. Our society needs educated, critical minds, and our chil-
dren need opportunities to develop fully.

Again, I appreciate the opportunity to be heard today and discuss with you this
issue from the perspective of a state health director.

America is the world's wealthiest nation. But today, our poorest Americans are the
12 million children who live in poverty. Many of these children were born to teen
mothers. They are members of what I call the 5-H--

the hungry
the homeless
the helpless
the hugless, and
the hopeless.
The children, who are our only hope for the future, are hanging by a very slender

thread to any hope for their future. Until we address the problems in our society
which have resulted in children being poorly housed or homeless, poorly fed, poorly
educated and lacking adequate healt care, we will continue to hand out Band-Aids
when what the patient needs is major surgery.

I am sure you feel like I do so often, overwhelmed by the magnitude of the prob-
lem. But, just keep in mind, enough committed fleas can make even the biggest dog
uncomfortable and transform even the biggest nation.

I have often compared attacking the problem of teenage pregnancy to dancing
with a bear. I have been dancing with that bear for over five years. I am delighted that
you are willing to join me in this dance at the federal level. I am also pleased to tell
you that the next President of the United States has a demonstrated commitment to
dancing with that bear also.

The children of our nation are crying for our help. It is time to become committed
to this cause, not just concerned.

I would like to close with my favorite saying which I stole from someone so long
ago that I've have forgotten who I borrowed it from:

A society grows great when old men plant trees under whose shade they know
they'll never sit.

Thank you.
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PREPARED ffATEMT OF THE HONORULK DAVID WALTERS

Good morning, Mr. Chairman. I am David Walters, Governor of Oklahoma. I ampleased to be here today as the lead governor to the Southern Regional Project on In-fant Mortality, which recently authored a report on the public expenditures and in-vestments associated with adolescent childbearing. Within the last few years, the rateof babies born to teenage mothers has been increasing steadily in a majority of states
across the South and the nation. Not surprisingly, the public costs associated with
supporting these families started by adolescents are on the rise as well.

In 1991, southern states collectively spent over $5.7 billion of federal and state
funds to support families begun by adolescents. Included in that figure are the threelargest public programs for families-in-need: $2 billion for Medicaid; $1.5 billion forFood Stamps; and $2.2 billion for Aid to Families with Dependent Children
(AFDC).

By my estimation, the $5.7 billion figure is conservative. We haven't even begun totalk about the remedial education, job training, and day care needs of the adolescent
mother.

With the recent increase in babies born to adolescents, the federally-mandated
Medicaid expansions for pregnant women and infants, and the growing number of
families requiring public assistance, the price tag for adolescent childbearing is sky-
rocketing. In four years, the region's expenditures jumped 60%, from $3.5 billion to
$5.7 billion. Some southern states' expenditures actually doubled. In Oklahoma, 1991
out lays totaled $219 million, up 62% from $135 million in 1987.

The burden of too-early parenthood is not just a personal one. With an incomplete
education and inadequate work force skills, teen moms are less likely to be self-sufficient than their non-parenting peers, and consequently, more likely to rely onpublic financial and medical assistance. The costs extend well beyond the young family
and into our public pocket book.

I do not mean to suggest that these public programs are inappropriate or should
be abolished. It is not in our best interests to abandon our most vulnerable popula-
tions. I do believe, however, that we need to take a good hard look at our spending
priorities.

Mr. Chairman, the familiar adage, "an ounce of prevention is worth a pound of
cure," is particularly relevant to this morning's discussion. You have heard evidence
that we are paying for the pound of cure, but we have only begun to make wise invest-
ments in the ounce of prevention. In the same year that the South expended $5.7 bil-
lion to support the consequences of adolescent pregnancy, investments to preventtoo-early childbearing amounted to $110 million. Compared to $5.7 billion, that is
pocket change. In fact, for every one dollar we spend in the South to support thelong-term costs of families started by adolescents, only two cents is expended to pre-
vent the initial pregnancy.

As a businessman, I believe in shrewd investments that reduce long-term outlays.
For my money, that would mean progams that help school-aged youth delay parent-ing until they have completed high school, are self-sufficient, and are emotionally and
financially capable of raising a family. Eight out of ten adolescent moms did not plan
early parenthood. We face a serious, costly social problem that is not only undesirableto the general public, but to the young people it directly affects as well. I would sug-
gest we have a mandate to prevent our youth from facing the life-altering course of
unintended pregnancy.

The question was posed to me, "What recommendations do I have for investments
that could reduce the incidence of teen pregnancy?" I am glad to proffer my own phi-
losophy which is grounded in research, common sense, and long hours with my health
advisors who do their best to educate me. There is no singular solution, they contend.
To be successful, our interventions must be a multifaceted response to the multitude
of reasons why pregnancies occur among adolescents.
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* To combat ignorance, counter misinformation, and dispel myths, communities
should provide accurate information about human sexuality and reproductive
health. I strongly believe that parents have the primary responsibility or shaping
values and attitudes about sexuality, but they dearly are in need of help.
Classroom-based health and sexuality education programs do increase knowl-
edge.

* By building interpersonal skills to manage their sexuality responsibly, we em-
power our young people to resist peer pressure, to make smart, healthful deci-
sions. The most powerful evidence of effective programs we have comes from
classroom-based curricula that pulls students from behind their desks and gives
them the opportunity to rehearse and practice skills needed to avoid sexual pres-
sures.

* Provide health care and family planning resources for sexually-active teens. It is
not uncommon for public health nurses to discover through in-take that adoles-
cents are sexually active, not using a birth control method, and not planning a
pre nan Too often, adolescents' medical and preventive health care needs are
neglected. In Oklahoma, we are making them a priority by establishing special
clinic hours, employing professionals who work well with teens, and promoting
services to make sure they know about what is available.

* Finally, and this is our greatest challenge, we must link students to the future
and give them the sense that they have other options besides early parenthood.
So many of our young parents are not motivated enough to avoid the potential
consequences of unprotected intercourse. Students who have lost interest in
school and have low expectations for success most often fall prey to the early
parenthood trap. We need to raise their expectations and regain their interest in
learning.

I am proud to say that many of our southern states have taken great strides to
make adolescent pregnancy prevention a priority. Their efforts serve as exemplars for
the country.

West Virginia and Tennessee, for example, employ adolescent pregnancy special-
ists statewide to assist communities in their prevention efforts.

I mentioned Oklahoma's attempts to bring adolescents into the public health
doors. Georgia has committed a fair portion of its MCH block grant to school-based
services in hopes of enhancing their students' health status. Florida's comprehensive
and well-funded school health program is a national model; communities across that
state are given funding to ensure a basic level of services to all students.

We in Oklahoma, as well as in Georgia, Kentucky, and North Carolina, have es-
tablished state grant programs that provide communities greater flexibility in respond-
ing to local needs by providing funds for innovative projects.

Despite all these efforts, we cannot attempt to match the need. Mr. Chairman, we
need the help of Congress to make this a national priority. Your leadership in creating
a federal family planning initiative those many years a as generated a public health
response to fighting unintended pregnancy -- not just among teens, but among all
women. It is one of our greatest prevention resources. But as you know, those Tide X
funds continue to buy us less and less when we are required to achieve more and
more. Given the limited resources and the myriad of socio-health problems facing our
communities, including substance abuse, low birthweight, infant mortality and HIV
infection, the public health community is forced to make hard choices about spending
priorities. We have stretched our public health dollar as far as possible. And unfortu-
nately, adolescents are paying the consequences. There simply are no federal resources
to address the health information and service needs of our children and adolescents.

I am hopeful that this new administration and new Congress will make young peo-
ple a national priority. Empowering them with accurate information, accessible health
resources, and a sense of the future is our greatest hope for curbing the number of
pregnancies to our nation's adolescents, the number of families started by young
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people not even out of high school, and the exorbitant public costs associated with
supporting those families.

Thank you for this opportunity. I would be glad to entertain your questions.
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Note from the AuthorI hat is the public's bill each year for supporting families that are started by
adolescents? It is an often-asked question of advocates who surmise that
attaching a price tag to adolescent childbearing might pique the interest of
state leaders who set policy and appropriate funds to public agencies.
By exposing the exorbitant public spending on adolescent childbearing.

advocates hope to prompt fiscally-responsible policy-makers to put prevention
before costly remediations. Public expenditures are a compelling argument for
greater attention to prevention, but they only tell half the story. Of the billions of
dollars being expended each year for adolescent pregnancy, what investments of
public funds are being made to prevent pregnancies among adolescents in the
first place?

The Southern Center on Adolescent Pregnancy Prevention [the Centerl conducted
a regional analysis of state policies, programs, and funding related to adolescent
pregnancy for the purpose of assessing the state's role in stimulating prevention
initiatives. Recognizing that responsibility for adolescent pregnancy prevention
crosses agency boundaries, the Center requested information and funding
estimates for state-sponsored primary prevention initiatives from state education,
health, and human service administrators. Several criteria were used to determine
what state efforts to include. The policy, program, or funding should be: directed
to initiatives that seek to prevent first pregnancies; directly related to reproductive
health and responsible sexuality management; and designated by the state for this
purpose. [In some instances, federal funds by-pass state agencies and are used by
localities for at-risk prevention programs, but are not designated specifically for
adolescent pregnancy prevention.l

This is not a rigorous, scientific study, but rather an analysis of states' commitment
to adolescent pregnancy prevention as gauged by state policies and appropriations.
Its purpose is to draw attention to the spending differential between programs
that serve adolescent parents and those that prevent them from becoming parents.
Most importantly, the exemplary programs featured here provide guidance for
southern states desiring to combat the poor sexual management of its youth.
What Expenditures and IVestments does not capture is the myriad of programs
and initiatives sponsored by non-public entities. including religious institutions.
civic groups. hospitals, and community-based youth organizations: their
contributions are both invaluable and immeasurable.

The Center staff is indebted to the countless agency representatives who
completed surveys and responded to telephone information requests. Special
thanks to Kelly Thompson and Meg LaPorte of the Southern Regional Project on
Infant Mortality for their assistance in collecting data.

John J. Schlin
September. 1992
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SPECIAL INITIATIVES
Co muiity Grants State

Federai

LOUISIANA TOTAL

COMPREHENSIVE SCHOOL HEALTH
School Health Services Title V MCH Block
Suare Department of Health and
Hospitals dedicates federal funds
to school health services personnel
and administration.

PUBLIC HEALTH SERVICES
Family Planning State/Federal

Family Planning
Case Management Title V MCH Block
Federal funds are dedicated to one
communiry-based family planning
case management program to prevent
early first pregnancies.

MARYLAND TOTAL

COMPREHENSIVE SCHOOL HEALTH
Teacher Training CDC/DOE granta
Annual state wellness conference for
education personnel; teacher training
workshops for teaching the states
health cumculum framework.

School Health Services State
State and federal funds support DFSC
school nurses in 15 counties.
Federal and state funds are Title V MCH Block
dedicated to one school-hased State
clinic.

PUBLIC HEALTH SERVICES
Family Planning State/Federal

High-Risk Adolescent Family
Planning Grants Program

State

SPECIAL INrImATIVES
Campaign for Our Children State
Community Incentive Grant State

State Department of State
Education Miscellaneous
Grants
Deparmem funds 4 teen health
conferences annually and 7school-ha-ed
adolescent pregnancy prevention
initiatives fwr high-nsk students.

48,000
690,000

$3,284,000

70,000

3,073,000

141,000

$5,682,000

100,000

80.000
540,000

1,000
113,000

2.705,000

2.000,000

320.000
250.000

193.000
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MISSISSEPPI TOTAL

COMNI[EHENSIVE SCHOOL HEALTH
Teacher Training CDC/DFSC
State-sponsored Train the Trainers'
workshops.
School Health Services Title V MCH Block
State Department of Health SSBG
dedicates federal block gran funds
to school nurse programs for
high-risk areas.

PUBLIC HEALTH SERVICES
Family Planning State/Federal
Adolescent Discovery Clink Title V MCH Block
Federal funds are dedicated to a
community-based adolescent
health protect.

MISSOURI TOTAL

PUBLIC HEALTH SERVICES
Family Planning Federal

SPECIAL INTrIATIVES
Teen Health Consultants Title V MCH Block
Federal funds passed through the state
health department are earmarked by
metropolitan health olflcials for a
peer-to-peer health education program.

* Msouris ride X fund, are adftn.qerd hnroghb non-goremmenual gncny.

NORTH CAROLINA

PUBLIC HEALTH SERVICES
Family Planning

SPECIAL IrNTATIVES
Community Grants

OICLAHOMA

PUBLIC HEALTH SERVICES
Family Planning

Comprehensive
Adolescent Clinics

SPECIAL lNrlATIVES
Community Grants

'Transitlons'
State Department of Health srxpn,-r-
workshop. acrw. s the .state on

TOTAL

State/Federal

State
SSBG

TOTAL

State/Federal

State
Title V MCH 131 wk

Stare

Title X

$2,303,000

40.000

85,000
203.000

1,745,000
230.000

$2,129,000

2,069,000

60,000

$5,148,000

3.706,000

997.000
445.000

3,536,000

2.948.000

100,000
180.685

250.000

41.000
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adolescent sexuality for parents,
teachers. counselors.
Male Involvement Program
Funds state family planning staff
position to stimulate male
involvement activities in schools
and public health agencies.

Adolescent Health
Conferences
Coordinated by state public health
staff and local leaders, one-day
health conferences link over 8.700
students with health information
and community resources.

SOUTH CAROLINA
COMPREHENSIVE SCHOOL HEALTH

Teacher Training

PUtBUC HEALTH SERVICES
Family Planning
Teem Health Scene
Community-based comprehensive
teen and family planning clinic.

SPECIAL INITIATIVES
Teen Companion Program

TENNESSEE

PUIBUC HEALTH SERVICES
Family Planning

Teen Clinic
State dedicates federal funds
to a communiry-based iomprvhentse
adolescent health clinic.

SPECIAL INITIATIVES
Adolescent Pregnancy
Prevention
Initiative

Teen Theatre
The PG-13 Plavcr provide
health related nfinmnati,,n
peer-hr peer thniugh theatre.

Male Involvement
Funds suppin seaf lir a
cnmmunity-ha-d famtls planning
male involsement education pngram.

Title X 16.000

Title V MCH Block/ unavailable
Community funds

TOTAL

State
CDC

State/Federal
State
Medicaid

Medicaid

TOTAL

State/Federal

Title V MCH Block

State

Title X

Title X

$4,903,000

101,000
18,500

2,287,000
36.000

360,ooo

2,100.000

$4,619,000

4.022,000

245,000

320.000

20.000

12.000
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TEXAS TOTAL

COMPREHENSIVE SCHOOL HEALTH
Health Education Specialist State
School Based Clink Stare
Coordination

PUBLIC HEALTH SERVICES
Family Planning State/Ft
Adolescent Primary State/Ti
Care Clinks

Teen Family Planning Clinic Title X

SPECIAL INITIATIVES
Teen Theatre Title X
Male Involvement Stare
Hispanic Male Teen State
Health Education Initiative

VIRGINIA TOTAL

COMPREHENSIVE SCHOOL HEALTH
Teacher Training CDC
Nine HIV/AIDS and health education
teacher training facilities across the
state; reached nearly 2,000 teachers
in 1991-92 school year.

PUBLIC HEALTH SERVICES
Family Planning State/Fe

SPECIAL INITIATIVES

Male Involvement Title X
Suppon male scaff in teen only'
family planning program.

Community Coalition
Initiative Title V P

:deral
tle V

deral

MCH Block

WEST VItGINA TOTAL
COMPREHENSIVE SCHOOL HEALTH

Teacher Training DFSC/CDC/State
Statewide craining to integrate the
eight components of a school
health program.
School Health Services State/Local
Personnel

PUBLIC HEALTH SERVICES
Family Planning State/Federal

SPECIAL INITiATIVES
Community Organization Title V MCH Block
Comnmunity Grants State

$15,092,000

700,000
60,000

11,430,000
1,965,000

739,000

120,000

51,000
27,000

$7,020,000

160,000

6.705,000

5.000

150.000

$5,425,000

200.000

3.778,000

1.152.000

320,000
S.000
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The Southern Center on
Adolescent Pregnancy
Prevention is a clearing-
house and technical
assistance function of
the Southem Regional
Project on Infant
Mortality and is spon-
sored by the Southern
Govemors' Association
and the Southern
Legislative Conference.
The Center is funded by
a generous grant from
the Carnegie
Corporation of New
York. The views in this
report do not constitute
positions of the
Southern Governors'
Association, the
Southern Legislative
Conference, or the
Carnegie Corporation of
New York.

The Projects region
encompasses Alabama,
Arkansas, Delaware, the
District of Columbia,

Florida, Georgia,
Kentucky, Louisiana,
Maryland, Mississippi,
Missouri, North
Carolina, Oklahoma,
Puerto Rico, South
Carolina, Tennessee,
Texas, Virginia, the
Virgin Islands, and West
Virginia. The District of
Columbia and the terni-
tories were not included
in this study because
data were not readily
available.

Any or all portions of
this report may be
reproduced without
prior permission, pro-
vided the source is
cited as Adolescent
Pmgnancy in the South:
Es1penditurts and
Investments (1992),
Southern Center on
Adolescent Pregnancy
Prevention: Washington,
D.C.

Southern Center on
Adolescent Pregnancy
Prevention

John J. Schlitt
Coordinator

444 N. Capitol St., N.W.
Suite 200
Washington, D.C. 20001
202/624-5897

$10.00
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types of public and parenting adoles- the cost data provide
costs associated cents is inappropriate, compelling evidence
with adolescent but that greater attention which suggest that the
pregnancy: funds to pnmary prevention public, too, pays a high

dedicated to the primary efforts might yield fewer price for adolescent
prevention of pregnan- unintended pregnancies, pregnancy and child-
ies among adolescents and as a consequence, bearing. Advocates

and funds directed to fewer publicly support- have found the financial
programs for pregnant ed families. This report impact to be a particu-
and parenting adoles- also speaks to those larly persuasive tool for
cents. For the purpose who contend that ta= prompting leaders who
of this report, these dollars have no place set public agency
-costs shall be referred to being invested in adoles- policies, balance budgets,
as investments and cent sexuality issues. and curb government
expenditures, respec- The South's bill to sup- spending to give greater
tively. Distinctly differ- port families begun by attention to primary
ent from each other, adolescents reveals that prevention programs
investments are directed tax dollars are already that reduce too-early
to prevent the activity being committed: for childbearing.
resulting in pregnancy every $1.00 spent on
learly and unprotected public programs for In fiscal year 1991,
sexual intercourse]: families begun by adolescent childbearing
expenditures deal with adolescents, the South cost southern states
the consequences of spends an estimated 2c

$5 7 billon in federalpregnancy. on primary prevention of and in federal
Expenditures might be adolescent pregnancy.
considered the public table for state-specific
cost of failing to make estimates]. This figure
prevention investments. PUBLIC includes outlays for the

Ti r mEXPENDITURES three largest public
This repon examines the s;A r E Is v I s 1, zE J programs which serve
different costs associated he analysis of families-in-need: Aid to
with adolescent preg- consequences Families with Dependent
nancy and its prevention associated with Children 152.2 billion].
in southern states. Its adolescent child- Medicaid 1S2.0 billion],
purpose is to draw bearing, typically and lfod stamps 1S1.5
attention to the exorbi- framed around the per- hillionl. These single
tant public expenditures sonal costs to the ado- year cost estimates are
related to adolescent lescent and her child. based on national data
childbearing in contrast has been broadened which suggest that i3%
to minimal investments within recent years to of families receiving
of state and federal include economic public assistance were
resources for adolescent inmpact. As measured begun when the mother
pregnancy prevention. by public expenditures was a teenager.
The argument is not that related to families
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PUBLIC EXPENDITURES
RELATED TO ADOLESCENT CHILDBEARING

FY 1991

AFDC

Alabama $ 45,426,000

Arkansas $ 31,156,000

Delaware $ 21,643,000

Florida $301,075,000

Georgila $196,381,000

Kentucky $118,791,000

Louiialna $112,055,000

Maryland $229,234,000

Mississippi $ 51,696,000

Missouri $127,942,000

N. Carolina $181,718,000

Oklahoma $100,452,000

S. Carolina $ 68,103,000

Tennessee $158,520,000

Texas $278,927,000

Virginia $123,424,000

West Virginia $63,861,000

Food Samps Medicaid Tota

48.360,000 23,556,000 117,342,000

23,892,000

18,677,000

198,863,000

137,045,000

19,597,000

122,187,000

79,931,000

65,482,000

73,201,000

79,100,000

53,945,000

60,004,000

123,850,000

251,131,000

69,326,0D0

70,599,000

42,839,000 97,887,000

28,585,000 68,905,000

295,951,000 795,889,000

202,578,000 536,004,000

128,504,000 266,892,000

100,773,000 335,015,000

140,131,000 449,296,000

102,876,000 220,054,000

126,729,000 327,872,000

197,010,000 457,828,000

64,697,000 219,094,000

45,151,000 173,258,000

143,487,000 425,857,000

224,876,000 754,934,000

91,956,000 284,706,0D0

67,720,000 202.180.000

Regional
Total 2,210,404,000 1,495,190,000 2,027,419,000 5,733,013,000
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Public costs have

rises dramatiail

stine 1987, when

estimates were ast

compiledfor the

region. Between

1987 and 1991, total

costs imnreased 60%,

upfriom $3.6 billion.
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The $5.7 billion figure is
conservative because it
does not take into
account other public
costs associated with
adolescent parenting,
including remedial
education, job training,
and day care for the
mother and her infant.
Other potential long-
term costs that might be
incurred by needy
families begun by
adolescents include
housing subsidies, WIC,
subsidized school
meals, special education,
and foster care. t

Spending Trends

Public costs have risen
dramatically since 1987,
when estimates were
last compiled for the
region. Between 1987
and 1991, total costs
increased 60%. up from
$3.6 billion. Southern
states experiencing the
largest increases were
Florida (110%).
Tennessee (108%),

North Carolina (96%).
Delaware (92%), and
West Virginia (90%).

Alabama was the only
state whose expendi-
tures remained
unchanged. Although

there are minor
differences from state to
state, the increase can
be attributed generally

to a combination of
several factors: child-
bearing among adoles-
cents aged 15-17 has
been increasing steadily
since 1986; the number
of families eligible for
public support has
increased across the
region: and payment lev-
els for AFDC, Medicaid,
and food stamps, too,
have increased over the
last four years.

PUBLIC
INVESTMENTS

tates' invest-
ments in primary
prevention of
adolescent preg-
nancy are

reflected in the policies,
programs, and funding
that facilitate local
prevention efforts. For
the purpose of this
report, the Center
looked at a broad range
of state-sponsored
initiatives that have
potential for preventing
adolescent pregnancy,
including health and
human sexuality educa-
tion. health services,
family planning, and life
options programs.
Surveys reveal that state
legislative and agency
activity is concentrated
in three are-is: compre-
hensive school health.

public health services
for adolescents, and
special initiatives targeted
at reducing adolescent
pregnancy.

COMPREHENSIVE
SCHOOL HEALTH
EDUCATION AND
SERVICES

omprehensive
school health
has long been
regarded as an
essential com-

ponent of the adoles-
cent pregnancy preven-
tion paradigm. 2

To
successfully delay early
parenthood, young

people need information,
skills, and resources to
manage their sexuality
responsibly. School

health programs have
had promising impact
on increasing students'
knowledge of human
sexuality and reproduc-
tion, building skills for
responsible sexual deci-
sion-making. supporting

parents as sexuality
educators. and provid-
ing linkages with health
personnel and services.
Comprehensive school
health programs can
establish a foundation
of knowledge that
stresses personal
responsibility for well-



58

HEALTH DIRECTIVES HEALTH/FAMILY SCHOOL HEALTH
EDUCATION FOR PREGNANCY LIFE TEACHER SERVICES
POLICY PREVENTION TRAINING POLICY

AL Mandate grades K-s atnd None
one high school unit.

AR Mandate: grades K-8 None
and one-half unit in
high school.

DE Mandate: grades K-12 required; see bullet

FL Mandate: grades K-12. Mandated human sexuality
education grades K-12.

GA Mandate: 30 hours for Human sexuality educa-
grades K-8 and I high tion is included as
school unit. required competency.

KY Local option. None

LA Two units o Health and None
Physical Education are
required for graduation

MD Mandate: grades K-8. required; see bullet

MS Local option; state- None
adopted comprehen-
sive health education
curriculum is available.

MO Local option. None

NC Mandate: grades K-9. None

OK Mandate: Beginning learner outcomes for
school year 93, Family Life are provided
grades 1-12. to schools, but not man-

dated.

SC Mandate: grades K-8. required: see buller

TN Mandate: grades K-12. required; see buhlle

IX Mandate: grades K-12. None

VA Mandate: grades K-10. required: see hullet

WV Mandate: grades K-12. required: see bullet

None

Curricula training for 5-6
districts a year.

46 teacher trainings in
1991- 92 for 2800 school
personnel.

Variety of training events
across the state serving
1.000 teachers annually.

see bullet

None

Health topics teacher
training by request

Wellness conference for
school personnel; teacher
training for health
curriculum

urain the trainer work-
shops for state health
education curriculum

None

None

HIV/AIDS and health
topics workshops serving
466 personnel in 1991-92.

See bullet

Family life education
teacher training by
request. 700 teachers
served in 1991-92.

See bullet

See bullet

Statewide teacher training
to integrate 8 components
of school health program.

None

State law mandates the
services of a licensed nurse
per school district suggested
nurse-student ratio is 1:1,000.

State law mandates one
nurse per 40 teacher units;
see bullet.

See bullet

None

State defines essential
health services to be
provided; no mandate for
school nurses.

None

State health and education
agenos adopted standards
for school health; no state
funding was attached.

Authorized. but not funded
by state.

None

Authorized, but not funded
by state

Written description of
health services required.

None

Authorized, but not funded
by state.

Essential health services
mandated: no state funding
for implementution.

None

Mandated student-nurse
ratio: health personnel state
funded, see hullet.
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ness, and aid students
in understanding choices
and behaviors that
Impact their physical.
mental, social, and
emotional health.

The Center examined
state school health
policies as they relate
to the prevention of
adolescent pregnancy.
Is there a legal basis
for school-based health
education? Does the
state code support the
inclusion of human
sexuality and pregnancy
prevention topics?
What state-sponsored
training opportunities
are available for health
and human sexuality
instructors?

Comprehensive
Health
Education Policy

The primary mechanism
by which states support
comprehensive health
education is through
legislation or agency
policy. Thirteen of the
17 southern states
provide a legal basis
[see tablel; Kentucky,
Mississippi, Missouri,
and Oklahomal
encourage, but do not
mandate, local school
districts to provide
health education.

Human Sexualityl
Adolescent
Pregnantcy
Prevention

Many states that estab-
lish learner outcomes
for comprehensive
health education
include topics which
address human
reproduction and the
prevention of adoles-
cent pregnancy li.e.
human sexuality, family
life education, etc.). Of
the 13 states mandating
health education, 8
identify human sexuality
and/or the prevention
of adolescent pregnancy
as a required compo-
nent [see tablel. Some
states provide broad
parameters for
addressing human
sexuality, giving
communities flexibility
in meeting the state
objective:

* Florida law mandates
human sexuality edu-
cation in grades K-12;
local school districts
have the option of
including as a part of,
or separate from.
health education.

* Maryland's State
Board of Education
requires that health
instruction help
young people make
responsible decisions
about sexual behav-

ior, family planning,
and preventing
pregnancy.

* South Carolina
requires a minimum
of 750 minutes of
classroom time dedi-
cated to reproductive
health and pregnancy
prevention for grades
9-12.

* Tennessee code
requires family life
education for all
counties with an
adolescent pregnancy
rate exceeding 19.5
Iper thousand females
aged 15-171. 'Mhe
locally devised and
implemented program
...shall emphasize
abstinence from sexual
relations outside of
marriage, the right
and responsibility of a
person to refuse to
engage in such
relations, basic moral
values, as well as the
obligations and con-
sequences which arise
from intimacy.

Other states prescribe
very specific objectives
which must be met in
the classroom:

* Delaware's State
Board of Education
set health education
objectives which
include analyzing the
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benefits of postpon-
ing sexual involve-
ment, the effects of

teenage pregnancy,
and the various
methods of pregnancy
prevention.

* The Virginia State
Board of Education's
family life education
learning objectives
include understanding
the benefits of
postponing sexual
involvement, the con-
sequences of teenage
sexual activity, the
responsibility of
family planning, and
the effectiveness of
contraception.

* West Virginia's state
health education
include analyzing the
implications of
adolescent pregnancy;
evaluating methods of
fertility control; and
recognizing the
responsibility of

parenthood and the
significance of family
planning.

Health and
Human Sexuality
Education
Training

Tangible support for
health education is
apparent when states
sponsor health and
human sexuality educa-
tion training. State

funds for training
school personnel to
provide health instruc-
tion have been limited.
In recent years federal
Drug Free Schools and
Communities and
HIV/AIDS prevention
grant programs have
provided fiscal support
for health education,
including state adminis-
trative staff, profession-
al development, and
health materials. While

the categorical funds
relate to very specific
health topics, many
states have used the
funds to support a
comprehensive health
framework for address-

ing all health risk
behaviors, including
too-early sexual activi-
ty. The inclusion of
human sexuality and
pregnancy prevention
in state-sponsored
training activities
depends greatly on the

education agency's
philosophy regarding
comprehensive health
programs. The follow-
ing states have demon-
strated a significant
commitment toward
supporting health and
human sexuality
educators:

* In 1991, Georgia's
Governor Miller

earmarked S500.OOO

of state revenue to
fund salaries for family
life education trainers
in each of the 16
regional education
service agencies
thereby assisting
schools in implement-
ing the state's family
life education
mandate.

* South Carolina's State
Department of
Education funds two
full-time health edu-
cators to travel across
the state in a mobile
health education van

and provide teacher
training.

* The Texas School
Health Project, state-
funded at S700,000
via the Texas Cancer
Council. provides staff
development for
school personnel
interested in infusing
health topics into
existing curricula.

School Health

Services Policy

Among the school
health components,
health services has
probably received the
least amount of atten-
tion from state govem-
ment. Six southern
states report having no
code regulating school
health services; seven
states authonze the
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provision of essential
services but do not
provide funding for
implementation [see
tablel. While school
nurses, the dominant
provider of school
health services, are
supported primarily by
local funds, some states
designate federal block
grant funds for health
personnel. Three states
have made a significant
financial commitment to
school health services
and personnel:

* Delaware and West
Virginia mandate
school nurse pro-
grams, including a
specific nurse ratio
(per students in West
Virginia; per number
of teachers in
Delaware). The nearly
160 school health
personnel in each
state are considered
state employees; their
salaries are funded
through state funds.

* Florida's school
health code establish-
es the foundation for
district programs and
includes state funding
[S5.7 million] for basic
health services; an
additional appropna-
tion [S9 millionl is
allocated for expanded
school-based services
for high-risk
populations.

PUBLIC HEALTH lives focus on providing
SERVICES

dolescent public
health services
are a vital pan of
the prevention
paradigm

because they link young
people to health per-
sonnel-counselors,
educators, and service
providers-and medical
care. Public health
agencies have enormous
capacity for supporting
responsible adolescent
sexuality management,
for encouraging the
postponement of sexual
involvement, and for
providing family
planning resources to
adolescents. The
Center examined public
health initiatives
designed to improve
adolescents' access to
health education,
counseling, and services.

While the estimates vary
from source to source,
more than half of all
adolescents are thought
to be sexually active by
18 years of age.t For
each of these adoles-
cents the risk of an
unintended pregnancy
is significant; for the
25% of sexually active
adolescents who use no
contraception, the risks
are great. Many of the
state prevention inita-

family planning coun-
seling and contraceptive
services to sexually
active adolescents. In
fact, family planning
represents the region's
largest investment of
state and federal funds
toward adolescent
pregnancy prevention.
With adolescents
representing nearly 30%
of the South's family
planning clients, state
and federal family
planning counseling
and contraceptive
resources for this popu-
lation alone total over
567,000,000 [see tablel.

Not all adolescents at
risk of an unintended
pregnancy seek family
planning. Many state
public health agencies
across the region have
identified this high-risk
population as an agency
priority and have made
concerted efforts to
improve the delivery of
and increase access to
health care and family
planning services for
adolescents. Efforts to
provide service outreach,
establish nontraditional
delivery sites, publicize
prrograms, implement
aggressive follow-up,
and hire staff sensitive
to adolescents have
been greatly enhanced

76-611 0 - 94 - 3
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STATE AND FEDERAL RESOURCES
FOR FAMILY PLANNING

FY 1990

Adolescerm
as a % of Family Planning Investments for Adoleents

2

family planrmmg
caslod' Federal3 Total

AL 31% $1,104,000 $1,815,000 $2,919,000

AR 28% 681,000 652,000 1,333,000

DE 28% 73,000 202,000 275,000

FL 29% 4,097,000 5,080,000 9,177,000

GA 31% 1,431,000 7,365,000 8,796,000

KY 33% 1,378,000 1,987,000 3,365,000

LA 27% 250,000 2,823,000 3,073,000

MD 26% 1,292,000 1,413,000 2,705,000

MS 28% 66,000 1,679,000 1,745,000

MO 21% (Public Health) 0 1,359,000
- 30% (Tdtle X agency) 710,000 2,069,000

NC 33% 571,000 3,135,000 3.706,000

OK 28% 1,530,000 1,418,000 2,948,000

SC 31% 923,000 1,364,000 2,287,000

TN 26% 195,000 3,827,000 4,022,000

TX 24% 1,865,000 9,565,000 11,430,000

VA 33% 4,241,000 2,464,000 6,705,000

WV 34% 298,000 863,000 1,161,000

South 29% S19,995,000 S47,721,000 $67,716,000

I EBnd o - t,.Hh W-

2 I dd aId Dn (9Q2). od9 Fog anA . ooan and Ask Saw. FH 1990.
F hP.oihP 23(50 p. 2D4.211, ad ,.p f dd K p-n f Xi pw.ftnp
do &ad
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by stales' commitment planning demonstra- Prim a ry
of federal and state tion grant program in Prevention
dollars toward seven communities In iti a iaies
adolescent primary care with large proportions As evidenced by the
services, of high-risk youth.
* With $500,000 in 0 Oklahoma allots related Co families

combined state and $280,000 of state and begun by adolescents.
federal funds, federal funds to the lion's share of
Arkansas Slate public health clinics public resources and
Department of Health around the state to programs are dedicated
has forged a partner- enhance health to serving the conse-

ship with local delivery to adolescents. quences of young
educationagencies to people's sexual activity.

based health centera SPECIAL Reaching young people
bacssed hestal enters INITIATIVbefore they become
across the saite. INITIATIVES sexually active, while

* The Georgia _ b here is an seemingly logical, is the
Department of Human i increasing belief exception, not the
Resources commits * among preven- norm, to how public
nearly Si million of its tion advocates, institutions treat adoles-
federal Maternal and social researchers, cent sexuality issues
Child Health Block and program providers (see Schlitt, J. (1992).
Grant annually to that adolescent Primay Prevention of
school-based health pregnancy prevention Adrokscet Pregnancy
centers in 14 counties must be broader than Among High-Risk Youth,
across the state. human sexuality Southern Regional

* The Kentucky State education and family Project on Infant
Department of Health planning. Adolescents Mortalityl. Two states
dedicates nearly S.5 who lack the motivation have created innovative
million of its Maternal to delay early parent- programs that break
and Child Health hood, they contend, will from the traditional
Block Grant toward require a greater delivery of services.
12 school-based commitment from These programs are
adolescent primary society than an hour of innovative in that they
care facilities. reproductive health represent statewide

* Following a stare instruction or expanded efforts to delay the initi-
survey that revealed after-school hours for ation of sexual activity
adolescents face a family planning services, among high-risk youth.
variety of barriers in The following initiatives * South Carolina's
accessing family reflect a variety of Departments of Social
planning, Maryland strategies thatstaes are Services and Health
appropriated S2 implementing to help Care Financing
million of state rev- communities reduce teamed up to
enue for a family adolescent pregnancy establish an after-

and childbearing:
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school prevention pregnancy and A dolte sent
program for Medicaid- childbearing as undesir- Pr egn a n cy
eligible youth. Called able and in developing Pr ev e n tion
the Teen Companion prevention solutions is Co m M u t iy
Program, the indisputably necessary G r a n t s
statewide initiative to creating effective
links peer and adult programs. Four southern Unlike rost categorical
companions with states provide funds to grant programs which
young people to help facilitate community address one asaect of
them delay early organization around adolesce ont pregnancy
sexual activity and identifying local strate- prevention, state grant
parenthood through gies and resources for programs provide
education and preventing adolescent communities greater

mentoring. pregnancy. ~~~~flexibility in developingmentoing. pregnancy comprehensive responses

* A combination media 0 Virginia and to local needs. State
campaign and family Maryland provide grant programs augment
life education seed money, or local prevention efforts
program, Maryland's incentive grants, to by providing resources
Campaign for Our community-based and/or staff that were
Children advises organizations to heretofore cost-prohibi-

children across the stimulate the collabo- tive. The grant process
state that "You can go ration, coordination, also prompts collabora-
farther when you and strengthening of tion among community
don't go all the way." linkages between agencies to determine
The message promot- public and private how the funding could
ing sexual abstinence youthserving agencies. best serve its youth.
is delivered through a Funds are used to Programs fulfill a wide
variety of media, form and maintain range of community
including billboards, coalitions, as well as needs, including teacher
prime time television undertake special training workshops,
and radio ads, and activities, including male responsibility
posters. Classroom needs assessments, programs, health
lesson plans give resource guides, etc. instruction matenals,
teachers an opportu- 0 West Virginia and and adolescent health
nity to discuss and Tennessee have taken conferences.
explore the a unique approach to * Georgia provides an
campaign's themes organizing communi- annual SI. I million
with students. ties and resources: state appropriation to

state health agencies local health depart-
employ full-time staff ments for communit-

Cgo m m n i ty dedicated solely to based initiatives;
rg a n i:-- a t i o n coordinating commu- based combives

'he participation of the nity adolescent 0 Kentucky combines
ommunity in distin- pregnancy prevention sarety of federal
uishine adolescent activities.

I

gC
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block grant dollars to
sponsor a $738,000
special prevention
initiatives fund for
communities;

0 North Carolina's $1.4
million grant program,
comprised of state
funds and Social
Service Block Grant
money, is directed to
local adolescent
pregnancy prevention
projects on a competi-
tive basis;

* Oklahoma provides
$250,000 of state
funds to local
community agencies
to implement adoles-
cent pregnancy
prevention initiatives,
which must include
the establishment of a
community task force
and educational
components for youth
and public awareness.

COMPUTING
REGION'S
FINANCIAL
INVESTMENT

or the purpose
of contrasting
expenditure and
investment
figures, states'

financial commitment to
adolescent pregnancy
prevention was
measured. In approxi-

flating the states'
investment of federal
and state dollars, the
Center requested state
agencies to affix a dollar
amount and source to
the programs featured
throughout this report
The criterion for being
included was that the
funding must be
dedicated to primary
prevention and directed
to the community
li.e. non-administrativel.
While every effort was
made to include all state
adolescent pregnancy
prevention activities,
some program informa-
tion and funding may
have been missed. It
cannot be emphasized
enough that-these are
estimates and should be
used accordingly, It is
the Center's intent to
create a sense of states'
spending patterns related
to adolescent pregnancy
prevention: What
resources are dedicated
to prevention? What is
the funding source? Are
some states making
greater investments in
prevention than others?
How do the figures
compare with expendi-
tures associated with
adolescent childbearing?

In total, the investment
of state and federal
funds in adolescent

pregnancy prevention
reached SIl0 million for
fiscal year 1992 Isee
table: appendix A delin-
eates spending break-
down state by statel.
Family planning services
make up the largest
portion 161%1, with the
remaining spread across
various school and
public health initiatives.
The distribution
between federal block
grants and state revenue
is evenly matched,
suggesting that states
are looking beyond
categorical grant
programs to fund
innovative projects.
The maternal and child
health block grant ITitde
V of the Social Security
Act] is the predominant
federal funding source
for prevention programs
not under the family
planning roof. Use of
the social services block
grant and Title X family
planning funds for
special initiatives is
sporadic.

To make the figures
meaningful across
states, investments per
capita were computed
using census data for
10-19 year olds in each
state. For example:
North Carolina's
investments totaled
S5,148.,000; divided by
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an estimated 918,000
adolescents aged 10-19,
Nonh Carolina's per
capita investment is
$5:60. The South's per
capita investment is
S8.50. Delaware's
figure, $65, appears to
be an anomaly among
the regional range of
$3-20; the high number
reflects the state's nearly
S5 million commitment
to school health
personnel. Divided by
the estimated 90,000
adolescents, the
financial investment is
much higher than its
neighboring states in
the South. Low per
capita figures are
representative of states
which make minimal
investments beyond
family planning; high
per capita figures reflect
a greater commitment
to providing prevention
resources to commu-
nities.

ADOLESCENT PREGNANCY IN THE SOUTH
PUBLIC EXPENDITURES AND INVESTMENTS/

INVESTMENT PER CAPITA

Arka

Ddeaw

Kentuk

Loulalsana,

Marylnd

Missisppi

Missouri

N. Carolina

Oklahoma

S. Carolina

Tennessee

Texas

Virginia

Expeadbs

$117,342,000

$97,887,000

$ 68,905,000

$795,889,000

$536,004,000

$266,892,000

$335,015,000

$449,296,000

$220,054,000

$327,872,000

S457,828,000

$219,094,000

$173,258,000

$425,857,000

$754,934,000

S284,706,000

West Viginia $202,180,000

Regional Total $5,733,013,000

Investments
Investments2

Per Capftas

$ 3,349,000 $ 5.50

$ 2,033,000 S 5.70

$ 5,728,000 $65.00

$23,805,000 $15.40

$11,685,000 $12.10

$ 4,573,000 S 8.20

$ 3,284,000 $ 4.85

$ 5,682,000 S 9.30

$ 2,303,000 $ 5.30

$ 2,129,000 $ 2.90

$ 5,148,000 S 5.60

$ 3,536,000 $ 7.50

$ 4,903,000 S 9.30

$ 4,619,000 $ 6.60

$15,092,000 S 5.70

$ 7,020,000 S 8.40

$ 5,425,000 S19.90

$110,314,000 $ 8.50
I d'4 "DC. -d Pood S p - do -o bgD- by adl.-: b.od - FY 1991 dD. o.p by o h-o -oo od Modoo.d o,
2 ftw..y P=C.=f, - * .d- h= b. pbie1 hobh. I-Id h . -.k b-d - PY 1992

E..,d on 1991 OoIo d r .d 1d1*. rh- d B .
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ANALYSIS

n contrast to
the $5.7 billion
expended to
serve families
begun by

adolescents, the $110
million investment of
state and federal dollars
toward programs
designed to prevent
pregnancies among
adolescents seems
minuscule. The
region's largest invest-
ment in preventing
unintended pregnancies
among adolescents,
family planning.
represents only 1% of
the region's total public
expenditures related to
adolescent childbearing.
For every $1.00 spent
on adolescent pregnancy
programs, only 2e is
directed to primary pre-
vention. This inequity
reflects a societal
conflict: we agree the
problem exists but we
cannot agree on how to
resolve it. As a conse-
quence, support for
public adolescent
pregnancy prevention
programs is minimal.

While few would argue
that the most effective
solutions to preventing
adolescent pregnancy
and childbearing are
locally derived and

supported, it is the
public institutions, more
often than not, that take
responsibility for
community prevention
initiatives. And it is the
state that provides
funding, regulatory
policies, and program-
matic directives for
those institutions.
Accordingly, it is the
state that can establish
adolescent pregnancy
prevention as a priority
among local youth-
serving institutions,

PUBLIC SPENDING
RELATED TO
ADOLESCENT
PREGNANCY
FY 1991 /

moat especially,
schools, health depart-
ments, and social service
agencies. The relation-
ship between state
government and local
initiatives cannot be
dismissed. The challenge
remains for state gov-
ernment to carry out its
complicated role of
prescribing solutions, all
the while providing the
flexibility and support
to help localities deter-
mine their particular
needs.

Investments - Family Planning
Public Health
School Health
Special Initiatives

SI10,314.C00

Expenditures - AFDC
Medicaid
Food stamps

55.733.013.000

I
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APPENDIX
STATE INVESTMENTS IN ADOLESCENT

PREGNANCY PREVENTION

ALABAMA TOTAL
PUBLIC HEALTH SERVICES

Family Planning State/Federal
Adolescent PrImary Care Title V MCH Block
Hospital-based Children & Youth
Project; serves large metropolitan
area and provides professional
development to adolescent health
providers across the state.

ARKANSAS TOTAL

COMPREHENSIVE SCHOOL HEALTH
School Health Senrices Title V MCH Block
Combination state and federal State
funds suppon 20 school health
centers across the state.

PUBLIC HEALTH SERVICES
Family Planning State/Federal

SPECIAL WIIATIVE
Statewide Media Campaign State/Federal

DELAWARE TOTAL

COMPREHENSIVE SCHOOL HEALTH
Teacher Training
State held 46 health education CDC/DFSC
teacher trainings in I991-92 school
year for 2800 teachers and nurses;
Annual wellness conference attracts
additional 120 school personnel.

$3,349,000

2,919.000

430,000

$2,033,000

430,000
450.000

1.333.000

200.000

$5,728,000

30.000

CDC - Centers for Disease Control HIV/AIDS prevention grant

DFSC - U.S. Department of Education Dnug Free Schools and Communities
DOE - U.S. Department of Education
SSDG - Title XX Social Services Block Grant

Title X - Federal family planning program

Federal - Refers to any combination of federal funds, typically, Title V

MCH Block Grant, Title XX Social Services Block Grant, Medicaid,
and Title X Family Planning.

State - Refers to state appropriations
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Schol H-hM Se
State law mandates one nurxs
per 40 teacher units nurses ar
funded through state and
federal appropriations.
Four school-based clinics are
supponed with federal and
state funds.

PUBUC HEALTH SERVICES
Famity Planning

SPECIAL INrFIATIVES
Evaluation of the state's
school-based health intiativc.

State
Federal

State
Title V MCH Block

State/Federal

Title V MCH Block

FLORUDA TOTAL
COMPREHENS1VE SCHOOL HEALTH

School Health Services
* Basic School Health Program State
* Supplemental, high-risk State

school-health grants fund 49
projects statewide.

PUlBUC HEALTH SERVICES
Family Planning State/Federal

GEORGIA TOTAL
COMPREHENSIVE SCHOOL HEALTH

Teacher Training State
School-Based Primary Care Title V MCH Block
State Human Resources Depanrment
dedicates federal funds to middle and
high school-based clinics in seven
health districts.

PUBBUC HEALTH SERVICES
Family Planning State/Federal
Teen Clincs State
State-sponsored grinms to district
health offices to enhance family
planning services for adolescents.

SPECIAL NnrfAT7WES
Community Grants

KENTuCKY

COMPREHENSIVE SCHOOL HEALTH
Scbool-Based Adolescent
Primary Health Services

PUlBUC HEALTH SERVICES
Family Plannin

State

TOTAL

Title V MCH Block

State/Federal

4.900.000
47.000

341.000
120.000

275.000

15.000

$23,805,000

5,679,000
9,009,000

9,177.000

$11,685,000

500.000

980.000

8,796.000

290.483

1,119.000

$4,473,000

q-70.000

3.365.000
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PREPARED STATEMENT OF JANE JOHNSON

Good morning. I am Jane Johnson, Vice President of Affiliate Development and
Education for the Planned Parenthood Federation of America (PPFA) I have spent
my life trying to improve the lives of women, children and families. I am trained as a
social worker. Prior to my 23-year association with Planned Parenthood, I was a coun-
selor. I managed social service departments at teaching hospitals in Michigan, Ala-
bama, Oklahoma, Wisconsin and New York City. I worked in child welfare in
Georgia.

I am appearing today on behalf of more than 30,000 volunteers and staff who op-
erate the 169 Planned Parenthood affiliates throughout the country, the one mill ion-
plus individuals who contribute to our organization, and above all, the more than 1.6
million adolescent women and men who are served by our affiliates each year. I want
to thank you, Chairman Scheuer, for the opportuity to speak about the issue of ado-
lescent pregnancy and the risks it poses to the health and well-being of young Ameri-
cans.

Before I go any further with my statement, I want to thank you, Mr. Chairman,
for the dedication you have given over the years to the issues of family planning. Your
presence as a true advocate will be very much missed on Capitol Hill.

For 75 years, Planned Parenthood has been concerned with the social and health
repercussions of early and unintended childbearing. In 1989, we rededicated our com-
mitment to reducing teenage pregnancy by launching a new initiative - First Thing
First. The goal of First Things First is an ambitious one: to reduce by half, by the year
2000, the number of adolescents who become pregnant and give birth annually.

It borders on scandal that in the United States, a million teenage girls become
pregnant each year, and 500,000 give birth. Little can more profoundly undermine the
well-being of a society than the premature, unprepared formation of families by
youngsters who often are themselves struggling to get through their adolescence.

Think about it. 500,000 teen mothers a year, five million in ten years. Let's put
that number in perspective. There are approximately half a million persons each in,
Seattle, El Paso, Denver, Cleveland and, New Orleans. Imagine for a moment that
during a one year period, half of these cities' productivity was cut in half, half of their
bus drivers, doctors, nurses, teachers, dry cleaners, taxis, restaurants, stopped func-
tioning or came to a halt.

Stop functioning and coming to a halt, is what happens to half, 50%, of the ado-
lescent girls in the United States when they become pregnant and deliver a child. Half
of them stop functioning in their "occupations they stop going to school. But unlike
the cities in our imagining, these youngsters are without job skills, dependent, and
bizarrely expected to assume the most difficult occupation on the planet, parenting.

Not only is there a high risk of disfunction and disintegration in these young fami-
lies, there is the corollary loss of two, and often more, productive citizens. It is esti-
mated that nearly 20 billion dollars are spent annually to support families begun by
adolescents.

The personal costs of too-early childbearing are often devastating - - perpetuating
poverty, hopelessness, and the abandonment of school and productive work. And the
cost to society is far-reaching. The vast resources spent by government for the most
part are not directed to preventing too-early childbearing, but in attempting to repair
its consequences.

First Things First is designed to help adolescents avoid the pitfalls of early sexual
involvement, because sexual involvement interrupts and even ends personal develop-
ment in adolescents. Joining PPFA in promoting First Things First are a number of
well-known and respected individuals and organizations.

First Things First offers g'udance and materials to participating community or-
ganizations. Our strategies include:
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* Recognizing the family's role as primary sexuality educators by providing assis-
tance to parents and caretakers in communicating with children about sexuality.

* Highlighting effective programs that involve, educate, and provide services to
adolescent men, whose role in sexual decision-making often has been neglected.

A centerpiece of First Things First is its reliance on adolescents to help design and
implement the programs and efforts that can prevent the early unintended pregnancy
and childbearing that plagues them. Ironically, while some apparently find that it does
not ask too much for adolescents to perform adequately as parents, their demon-
strated potential for helping to resolve their own dilemmas is effectively ignored.

We call on the government and the private sector to follow our example and as-
sure that all programs designed to stem the tide of adolescent pregnancy and child-
bearing include an adolescent perspective. Professional expertise is critical, but
without the unique perspective brought by adolescents themselves, it's doubtful that
any proram can succeed. Not only is their understanding fresh and unique, but the
a nowledgment of their fundamental resourcefulness achieves the empowerment so
many of them have been denied.

We professionals wring our collective hands as we note that teens are initiating
intercourse at earlier ages, and that one-third of them use no birth control during first
intercourse. I am persuaded by the adolescents who advise us that, with support and
information, adolescents are capable not only of altering their own behavior but also
of impacting the behavior of their peers, and that of their younger siblings.

We also promote the involvement of caring adults to supplement the nurture and
guidance available from mature families. Since we cannot mandate parental affection,
guidance and wisdom, it is counterproductive to the goal of reducing adolescent preg-
nancy and childbearing to mandate parental involvement in adolescent reproductive
decisionmaking.

A key component of First Things First is the recognition that to reduce adolescent
childbearing, intervention must begin in early childhood. Unless children are nurtured
and affirmed in their early years, the chances are greatly reduced that later interven-
tions will be of much use.

Traditional programs for involving and serving adolescents must be expanded, and
innovative programs begun. First Thing First will do this, but it also will work with
communities to assure small children love, security and proper care.

Americans must face the realitV of adolescent sexual activity. Fifty percent of un-
married women and 60 percent of unmarried men aged 15-19 have had sexual inter-
course. Teenagers are having sex for the first time at younger ages - - in 1979, 56
percent of urban, unmarried females aged 17 had experiencedintercourse; in 1988, 72
percent. Most of the increase in female sexual activity in the 1980s was among white
teenagers and those in higher income families - - narrowing previous racial, ethnic and
economic differences. Six in 10 sexually active women aged 15-19 report having had
two or more sexual partners.

These are the hard truths. For over a decade, our only national effort addressing
teen pregnancy has focused on promoting abstinence. I urge Congress to replace the
Adolescent Family Life program with a more comprehensive approach. The task fac-
ing us is a tough one, but it is of fundamental importance to the welfare of our chil-
dren and the future of our nation. It merits the energy and resources it will require.

First Things First acknowledges the right of every child to accomplish first things
first - by securing an education, attaining physical and emotional maturity, and devel-
oping life goals - Before assuming the responsibilities of parenthood. Each year, the
reality of too-early parenthood denies almost a million U.S. teens access to first things
first, and changes their lives forever.
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PREPARED STATWMNT OF MARTHA L BURT

The Joint Economic Committee of the U.S. Congress has asked me to discuss the
impact of teenage childbearing on expenditures incurred by federal and other govern-
ment programs. There are many reasons to care about teenagers having babies. First,
most teenagers are not mature enough themselves to provide effective parenting to
infants and youn children. Second, many teenagers do not take care of their own
health, so the health of the babies they carry is compromised. Third, many of the ado-
lescents who give birth are very poor, an their poverty affects the immediate well-
being and future chances of their children. Fourth, the responsibilities of caring for
infants and small children compete with school work and jeopardize the young moth-
ers' economic prospects for the future, which may depend on high school completion.
Many teens who have babies were already experiencing difficulties with and alienation
from school before getting pregnant. Their pregnancy may be a result of their disaf-
fection from school, but pregnancy and parenting also assures that young mothers will
have more difficulty completing their education and gaining work experience.

These are the human costs of teenage childbearing. But there are also public
costs, which can be measured in the dollars spent through public programs to support
the families of mothers who had their first birth while still teenagers. When the full
monetary costs to society of too-early childbearing are recognized, they add another
compelling reason to identify and implement approaches that can prevent teens from
having babies.

* Any opinions expressed herein are solely those of the author and should not be at-
tributed to the Urban Institute or its officers or funders.
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Types Of Cost Estimates
The cost figures I will share with you today are based on a method I developed

in 1986 for calculatg public sector costs of families begun by a first birth to a teen-
ager at either a national or a local level.' After reviewing all available methods and
their applications, the pragmatic approach I chose was adapted from the much more
complex analyzes undertaken by researchers at the Urban Institute and elsewhere,2. I
developed the estimates for 1985; estimates for subsequent years were calculated by
the Center for Population Options.'

The size of cost estimates for teenage childbearing depend very much on what is
included in the calculations, and on which approach one takes. Three approaches are
presented here: single year costs, single birth costs, and whole annual cohort costs.
Exhibit 1 illustrates the differences in these three approaches.

* Single Year Costs -- this approach can be considered a "slice in time." It esti-
mates the total public outlay in a given year for all families begun by a teen birth
who receive assistance through relevant government programs. The mothers in
these families may be of any age during the year in question; that is, a 30 year
old mother whose oldest child is 13, a 22 year old mother whose oldest child is
6, and a 17 year old mother would all be counted, since each had her first baby
as a teenager.
WIxt CGats b yIdud - In this method, the cost of supporting these families though the
three bigest relevant public programs are estimated

* Aid to Families with Dependent Children (AFDC);
* Medicaid;
* Food Stamps.

* Single Birth Costs -- this approach can be considered a "corridor (or tunnel) in
time" for one family. It calculates the cost over 20 years of supporting a family
begun by a birth to a teenager through the use of various government programs.
It asks what the childbearing career of a woman who has her first baby as a
teenager in a particular year will cost the public by the time her first baby
reaches adulthood. The cost calculations are done separately for a first birth to
a teenager aged 14 or younger, a teenager aged 15-17, and a teenager aged
18-19.
Wlxt CisvAre bidud The method takes into conideration the probability that any family
begun by a teen birth will receive AFDC and related prgram benefits in each of the 20
years of the projection. It also discounts the projected costs to anive at a figure in "today's
dolars." It ircldes estimates of costs for

* AFDC;
* Medicaid;
* Food Stamps;
* Publicly subsidized housing;
* Social services;

'MR. Burt, "Estimating Public Costs of Teenage Childbearing." Family Planning persoectives
18(5), 1986, 221-226; M.R. Burt and D. Haffner, Teenage Childbearing: How Much Does It
!Q=? A manual for estimating local costs. Washington, DC: Center for Population Options, 1986;
M.R Burt and F. Levy, "Estimates of Public Costs for Teenage Childbearing: A Review of Recent
Studies and Estimates of 1985 Public Costs." Chapter 10 in S.L Hofferth and C.D. Hayes (eds.),
Risking the Future: Adolescent Sexuality, Prenancy. and Childbearing. Volume I1. Washington,
DC: National Academy Press, 1987.
2 RF. Wertheimer and K Moore, Teenage Childbearing: Public Sector Costs. Washington, DC:

Urban Institute, 1982; SRI Intemational, "An Analysis of Government Expenditures Consequent on
Teenage Childbirth. Menlo Park, CA: 1979.
' See Center for Population Options, 'Teenage Pregnancy and Too-Early Childbearing: Public

Costs, Personal Consequences," 6th edition. Washington, DC: Center for Population Options,
1992.
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* Program administrative costs.
* Whole Annual Cohort Costs -- this approach estimates the 20-year costs of

the entire cohort of families begun by a first birth to a teenager in a given year.
Thus it multiplies the Single Birth Cost of 20 years of support for a mother 14
or younger by all the first births to girls of that age during a given year, does the
same for teens aged 15-17 and 18-19. It then adds the results together to ob-
tain the cost of the entire annual cohort.
For example, all the first births to teenagers in 1985 (approximately 371,000) are one co-
hort, and begin one "coidor in time" that will end only in 2004. The 1986 cohort will begin
another "corridor," this one ending in 2005. Thus many cohorts or "corridors" exist at the
same time, with cohort members being more or less advanced toward the end of their 20
year projection, depending on when they started.

Costs Not Covered
Several types of public outlay are not covered by any of the projections, because

no adequate data exist on which to base an expectation of use among families begun
b a first birth to a teen. I mention them here because there is some evidence that

ildren in families begun by a teen birth may have a higher likelihood than other chil-
dren of needing the programs through which these costs would accrue. The types of
services for which this may be true in some as-yet-unknown degree are: treatment for
sexually-transmitted diseases; child protective services and foster care or other out-of-
home placement; compensatory education or special education; special needs/mental
health services; and emergency services related to homelessness or potential homeless-
ness such as emergency food, shelter, or health care.
Estimating Potential Savings To Be Gained From Delaying Births To Teens

Single Year Cost
In addition to these three types of cost estimates, it is also possible to estimate the

amount the government would save if every teenager who had a baby had postponed
that birth until she was at least 20 years old. The major savings come from the fact
that women 20 and older who did not have children before reaching the age of 20 are
less likely to rely on AFDC and other government programs than are women who had
their first child as a teenager. The assumption underlying the calculation of net sav-
ings is that any teenager who manages to postpone a birth to the age of 20 or later will
experience the same rates of welfare dependency (and hence government expense) as
observed in other women who wait until they are 20 or older to have children.

Having a baby as a teenager increases a woman's chances of needing and receiving
welfare (AFDC) beyond what a woman who waited to have children would experi-
ence. But waiting until 20 or later to have children does not reduce the chance of
needing welfare to zero. Given the impoverished backgrounds and often poor educa-
tional attainment of women who have babies as teenagers, they run a considerable risk
of eventual welfare dependency even if they postpone childbearing. Thus delaying a
birth until a woman is beyond her teen years is likely to reduce, but not entirely elimi-
nate, the risk that a woman will at some time need to rely on welfare. The net savings
to the government of delaying these first births depends on the difference between
these two probabilities. In research conducted at the Urban Institute, this difference
was projected to result in a savings of 40 percent in public costs.4 That projection of
40 percent savings is used in all the calculations reported here.
Estimated Costs And Potential Savings

Exhibit 2 shows the single year cost of supporting families begun by a first birth to
a teenager through the three biggest public programs for the six years 1985 through
1990. These figures are in the current dollars of their year; they are not adjusted for
inflation.

4 Wertheimer and Moore, Public Sector Costs.
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In 1985, the cost for that year along of supporting families begun by a first birth
to a teen through AFDC, Medicaid, and Food Stamps was $16.7 billion. The cost
increased gradually over the next four years, due to automatic inflation adjustments in
Food Stamps and changes in Medicaid outlays. AFDC caseloads fluctuated up and
down during these years by less than 1 percent. The big jump of 16 percent between
1989 and 1990 was due to two things: a 5 percent increase in the AFDC caseload, so
that more households are included in the calculations; and a significant rise in Medi-
caid :osts for this population.

If one totals the cost to these three programs for the six-year period 1985-1990,
public outlays related to teenage childbearing totaled $120.4 billion. There are, of
course, other public outlays for this population that are not included in these figures,
which focus only on the three biggest programs.

Exhibit 2 also shows what savings we might expect if teenage pregnancy and
childbearing were not a factor in AFDC and related costs. These savings are 40 per-
cent of each year's outlays, for a total potential savings of $48.2 billion over the
1985-1990 period.

Single Birth Cost

Exhibit 3 displays the average public cost over 20 years for a single family begun
by a teen birth. In 1985 that cost was $13,900; by 1990 it was up to $18,100.

These costs may seem very low to many readers, who envision every teenage other
immediately going on welfare and staying there for 20 years. In fact, however, only
about one-third of teen mothers receive welfare in any single year while they are still
teenagers, and the probability of receiving welfare goes down from there for every year
after the mother reaches 20 years of age. However, we can calculate the cost f the
public image of immediate and prolonged welfare dependency were actually to occur.
In 1985, these figures turn out to be $46,500 for a family begun by a birth to a teen
14 or younger with a 10-year welfare spell, $44,200 for a teen 15-17 at first birth with
a 7.5 year spell, and $31,000 for an 18-19 year old with a 5 year spell. I want to stress,
however, that these patterns of prolonged welfare dependency are not the norm for all
families begun by a teen birth.

Exhibit 3 also shows potential savings for postponing all births until the mother is
20 or older. At 40 percent of projected costs, these savings would be $5,600 per fam-
ily in 1985, up to $7,200 per family in 1990.

Annual Whole Cohort Cost

Exhibit 4 shows what happens when you add up the cost of every birth to a teen-
ager in a given year to get the cost for the entire annual cohort of teen births, pro-
jected over a 20-year period. The first cohort examined, 1985, was projected to cost
$5.2 billion in public outlays over a 20-year period. By 1990, the annual whole cohort
cost was up to $7.2 billion for families begun in that year by a first birth to a teen.
Some part of the increase was due to automatic adjustments to benefit levels, and
some part was due to a slight rise in births to teens beginning in 1989.

As with the other projections, 40 percent of each cohort's cost could have been
saved had these births been delayed until age 20 or later. Over the six-year period
covered by Exhibit 4, these savings would have amounted to $14.3 billion.

Conclusions
The public cost of teenage childbearing is enormous; so too are the human costs

in reduced opportunity, reduced earnings, and health, mental health, and educational
outcomes for the children born to teenage parents. The question is always--"What
should be done to reduce all of these costs?"

We could reduce the outlay of public funds for families begun by a teen birth by
changing eligibility rules for public programs, restricting length of time on welfare, and
similar measures. Some states have already taken steps in this direction. But taken by
themselves, such measures are merely punitive--and further, they would certainly
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increase the human costs for children born to teenagers. The real solutions lie else-
where, in changing the opportunities available to poor teenagers.

The opportunities I refer to are of two types: 1) accessible and affordable family
planning services, including clear and unprejudiced discussion of sexual behavior and
choices at an age young enough to make a difference; and 2) life options holding more
attraction and promise than early childbearing.

Teens must know the facts about sexual activity and contraception, experience
support from both adults and peers for making responsible decisions, and have access
to reliable contraceptive care so they can behave responsibly if they choose to be sexu-
ally active. Expanding health care options, investing more in and doing more out-
reach through family planning programs, and greatly improving the content and
timing of sexuality education curricula through schools and other mechanisms are all
essential.

But no amount of knowledge or access to family planning will make a difference if
teenagers do not have a motive for controlling their fertility and the support to act on
that motive. Expanding life options for the youth most likely to have babies in their
teens will require a major societal investment--in health care, in child-supportive pro-
grams, in education, and in job training. It will also require a societal investment in
job development, to assure jobs able to pay enough to maintain a family without re-
course to public assistance. At the same time, teens and younger children will need
support to take advantage of expanded opportunities. The experience of the last dec-
ade of intervention efforts suggests that exhortation without opportunity will do little,
but changing the real and perceived opportunity structures can have considerable im-
pact.
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EXHIBIT 2: SINGLE YEAR COST
AFDC, MEDICAID, FOOD STAMPS

Dollars, in billions
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EXHIBIT 3: SINGLE BIRTH COST
20-YEAR PROJECTION FOR ONE FAMILY

Dollars (thousands)
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EXHIBIT 4: ANNUAL WHOLE COHORT COST
20-YEAR PROJECTION FOR EACH COHORT

Dollars, in billions
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ATTACHMENT TO ML BUMr PREPARED STATEMIEN

TEENAGE PREGNANCY AND TOO-EARLY CHILDBEARING:
PUBUC COSTS, PERSONAL CONSEQUENCES

Summary Report

In I989 every minute another teenager became a mother. Nearly one-fourth of these young women was

giving birth for the second, third or more time. Every 48 minutes an adolescent 14 years old or younger

had a child.

Altogether. 517,989 babies were born to teenagers In 1989, up from 488,941 the year before. This

represents an 8 percent increase In the teen birth rate, defined as the number of births per 1.000 Individuals,

making it the highest since 1974: 58.1 for teens 15-19 and 1.4 for teens under 15. Birth rates among teens

15-17 have risen 19 percent since 1988. Even before these increases, adolescent pregnancy rates in

America were the highest among developed countries, despite similar proportions of teens who are sexually

experienced.

There Is broad consensus that preventing teenage pregnancy and childbearing Is an Important national goal.

Healthy People 2000 the Bush Administration's health agenda for the nation, calls for the reduction of

pregnancies among adolescents under 18 by nearly one-third by the turn of the century. Nevertheless, it

has been enormously difficult to galvanize the political will to move forward with real solutions.

America's teens are paying the price. For teen parents and their children, too-eally childbearing can result

In lost economic and educational opportunity, In short- and long- term health consequences, and in

emotional and social stress. However, disadvantaged young people often remain Invisible to policy-makers

who must negotiate competing claims for diminishing public resources.

The Center for Population Options (CPO) has conducted a study for each of the last six years to translate

the human realities of too-tarly childbearing into a form that commands the attention of the nation's leaders.

This study estimates the economic impact of teen parenting: what it costs Americas taxpayers to support

families begun when the mother was a teenager.

In addition to federal costs, state and local governments also bear the burden of supporting families begun

by too-early childbearing. CPO has estimated costs to seven states - Florida, Kansas, New Mexico, Ohio,

Oregon, Vermont and Wyoming - and two cities - Baltimore and San Francisco. States have initiated a

variety of measures to help teens avoid pregnancy and too-early childbearing, and some of these are

described briefly in the report However, much more can be done.

CPO belIeves that 'qulck fixes focused on short-term cost reductions are likely only to defer payment by

society for a brief while, and exact payment, with interest, at a later time. Rather, investment In America's

young people and In programs to help them avoid pregnancy and parenthood before they are ready will

reap enormous benefits for them, their familIes and for all Amencans.

ESTIMATED FEDERAL COSTS OF TEENAGE CHILDBEARING FOR FISCAL YEAR 1990

The costs of teenage childbearing are conceptualized In three ways: Single Year Costs, the amount the U.S.

spends in a single year on behalf of all families in which the first birth occurred while the mother was a

teenager; Single Birth Costs, the average amount taxpayers will spend as a result of a single teen birth over

the next 20 years; and Single Cohort Cost, the amount taxpayers will spend over the next 20 years on all

teen births in a given year.
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Estimetes of Single Year Costs are baed on a perceage of AM to F _ with Dependent Children
(WC. Medicaid and Food Stamp payments that are rmde In a gOven year to families that began with ateen birth. The figure, which Indudes direct payments as wdl as administrative costs, Is actually a
conservative estinate It does not lndude other public costs commarxy associated with family support suchas job training, housing subsidies, the Women, Infarns and Children (MIC) supplemental food program,
subsidized school meals, speci educaion, foster care or day care.

IN 1990, THE U.S. SINGLE YEAR COST WAS OVER $25 BILLION, up an alarming 16 percent, or $3.5billion, from 1989 (Table I). CPO estinates that I every birth to a teen mrther had been delayed until the
mother was In her 20s. the U.S. woud have saved 40 percent of the caiculated expenditures, or $10.02
billion.

EACH FAMILY BEGUN BY A TEENAGE MOTHER IN 1920 WILL COST THE TAXPAYER AN AVERAGE
OF S18,133 BY THE TIH E THAT CHILD REACHES AGE 20 (Shnle BtM Cost, Table II). If the birth were
delayed until the mother was In her 209, the average potential saving would be $7,253. Since only onethirdof families begun with a teen birth actualy receive public assIstance, the average amount to each family
receiving public assistance after a teen birth would be around three times the Single Birth Costs, or $54,399
over 20 yearsa

FInaily. THE ESTIMATED COST OF ALL FAMIUES BEGUN WITH A TEEN BIRTH OVER THE
FOLLOWING 20 YEARS IS 7.15 BILUION (Single Cohort Cost, Table ll.) This figure Is calculated by
multiplying he Single Birth Costs by the number of fist bths to teens. 394,119 in 1989, the ltest year for
which data Is available. By delayig those births. CPO estimates the federal government could save as
much as $2S8 billion

1985 - 1990 Single Year Costs
TABLE I

Six Year Trend in Single Year Costs Attributable to Teenage Childbearing

(in billions)

SINGLE YEAR
COST: 128S 1986 1987 1988 1989 1990

Aid to Families
with Depen-
dent Children
(AFDC) 58.32 $9.49 $9.87 $10.07 S10.43 511.23

Food Stamps $3.42 $2.82 $2.97 $3.23 $3.44 $3.98

Medicaid $4.91 $5.62 $6.43 $6.53 $7.68 $9.84

$16.65 $17.93 $19.27 $19.83 $21.55 525.05

The Center for Population Options. 1992
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1985 - 1990 Single Birth Cost
TABLE 11

Six Year Trend in Projected 20-Year Public Costs to Support Each Family
Begun by a Teen Birth

(average cost)

Age 1221 1229 1287 1298 1282 1290

415 $17,724 $18,913 $19,691 $20,723 $21,491 $23,094

15-17 $17,689 $18,897 $19,638 $20,679 $21,446 $23,050

18-19 $11,214 $11,984 $12,416 $13,101 $13,579 $14,581

AU
Teens $13,902 $14,852 $15,450 $16,410 $16,975 $18,133

1985 - 1990 Single Cohort Costs
TABLE III

Six Year Trend in Projected 20-Year Costs to Support All Families Begun by a Teen

(in billions)

Age 198 1248 147 1488 1289 1220

415 $0.17 $0.18 $0.19 $0.21 $0.22 $0.25

15-17 $2.55 $2.73 $2.85 $3.08 $3.24 $3.56

18-19 $2.44 $2.60 $2.66 $2.69 $2.89 $3.34

All Teens $5.16 $5.51 $5.70 $5.98 $6.35 $7.15
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TEEN PREGNANCY PREVENTION: IMPERATIVES FOR THE 1990c

Since 1966 the U.S. has been losing ground In the effort to preveat teenage pregnancy and childbearing.
Policy Initiatives have been caught up In societal ambialence about adolescent soeal behavior, In arDdetles
about parental roles and In philosophical, theological and political conflicts over abortion.

EVERY YEAR OVER ONE MILLION TEENAGED WOMEN - ONE IN TEN - BECOME PREGNANT. Eighty-
two percent of these pregnancies are uwslended, and three out o five occur to teenagers not using any
form of contraceptlon By the age of 20, an estimated 43 percent of al adolescent girls will have become
pregnant at least once. Ceeuly, the strategies of the last decade that have resulted In reduced access to
services and altemately rely on just-say-no messages have failed.

MORE TEENS ARE SEXUALLY ACTIVE By the time they reach the age of 20, three-ourths of American
females and 86 percent of American males are seaBly active. Nearly one-third (31.9 percent) of ninth-grade
girls and nearly half (48.7 percent) of ninth-grade boys report having had sexual Intercourse. In 1988 over
half o at females I-19 reported having had sexual Interourse up from 2a percent In 1970. Despite this
Increase, between 1970 and 1986 teen pregnancy and birth rates continued to fall due to Improved access
to and use of contraceptives and the legalization of abortion The tend has now reversed.

BOTH FAMILY PLANNING AND ABORTION SERVICES ARE BECOMING MORE DIFFICULT FOR TEENS
TO OBTAIN at a time when they need them more. Already 37 states have enacted laws limiting minors
access to confidentil abortion, although not all are currently enforced. If Roe v. Wade Is overturned by the
Supreme Courtg expicitly or In effect, teens In some states will lose access to abortion services altogether
and more teens will become mothers. Should abortion be illegal and shoud all teens now choosing
abortion be forced to give bih, then U.S. taxpayers could expect to pay billIons more In Medicaid, AFDC
and Food Stamp costs. With abortion less available to teens, prevention becomes even more urgent

PREVENTING TEEN PREGNANCY IS EXTREMELY COST-EFFECTIVE. A study by the Alan Guttrnacher
Institute found that for every dollar of federal funds spent to provkde contraceptives to women of all ages,
$4.40 Is saved that would otherwise be needed for medical care, welfare and nutrition programs just In the
two years folowing a birt Yet after adjustments for Inflaton, the federal FY 1990 spending for
contraceptives has actually decreased by over one third since 1980. While most states have dramatically
Increased their own spending for contraceptive services to compensate for federal cutbacks, total federal
and state spending has not kept pace with Inflation.

TOO-EARLY CHILDBEARING REPRESENTS A SIGNIFICANT HEALTH RISK FOR THE TEEN MOTHER.
During pregnancy, teenagers are at a much higher risk than older women of suffering from serious medical
complications. Including anemna, pregnancy-Induced hypertension, toxemia, cervical trauma and premature
delivery. This results In higher medical costs associated with pregnancy, and has an impact on the present
and future health of the Indivdual teen. The maternal mortality rate for mothers under age 15 is 60 percent
greater than for womaen In their 20s. Teenagers' tendency to delay or forego prenatal care contributes to
the Increased health risk of pregnancy. Only 54 percent of teens who gave birth In 1989 received prenatal
care In the first trimester (compared to 85 percent for Women 3-34), and 14 percent received late or no
prenat- d mm

TOO-EARLY CHILDBEARING REPRESENTS A SIGNIFICANT HEALTH RISK TO THE CHILD. One of the
most heart-rending costs of teen pregnancy Is paid by the Infants themselves. The Infant mortality rate In
thI country is strongly relted to the number of arnts bom at low birth weights. In 1989. over 10 percent
of babies bom to teens under 18 were of low (2,500 grams or less) or very low (1,500 grams or less) birth
weight Even normal birth weight Infants of teen mothers have a higher rate of rehospitalizatlon than Infants
of older mothers. Lengthy hospital stays, painful procedures and greater risk of chronic llness and disability
exact high personal medical costs and Increase the burdens on an inadequate health care system.

The Center for Population Optons, 1992
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TEEN MOTHERS ARE LESS LIKELY TO GRADUATE FROM HIGH SCHOOL Toen mothers are lose likely
than their childless peers to have the education and skills needed to become economically Independert.
Eighty percent of teen mothers drop out and only 56 percent ever graduate from high school. A woman
who begins parenting In her teens nakes half the Ifetime earnings of a woman who waits until she Is 20 to
have her first child. In 1985 and 1985 81 percent of young rothers livng alone had incomnes below the
federal poverty level, and poverty rates even of married teen mothers were twice the national average.

TEEN MOTHERS ARE UNLIKELY TO RECEIVE CHILD SUPPORT. Twotirds of parenting teens 15-19, and
almost all teens 14 or younger, are unrnanled, Increasing the likelihood that they will need public assistance.
Any form of child support from the father Is extremely rare. Furthernore, In many cases of teen births the
father Is not Identified. Where the age of the father Is known, almost onethird of fathers are teenagers
themselves. Even If the father Is older he Is likely to be unskilled and/or unemployed.

EVEN MARRIED TEENS FACE HIGHER RATES OF POVERTY. In the short run, marriage appears to
reduce the poverty associated with teen childbearing, since fewer married teens receive public assistance.
This Is misleadhig, however, because prior to FY 1991 two-parent families were Ineligible for benefits In many
states. Even when teenaged girls many, their husbands are almost three times less likely to have completed
high school, and have higher unemployment rates than their male peers. One survey showed that 40
percent of the husbands of young mothers were not high school graduates, and are unlikely to be highly
skied or have high-paying jobs. Furthermore, many of these early marriages are short-lived. Married teen
mothers face higher divorce rates than women who wait until they are older to have children.

TEEN MOTHERS NEED HELP DEVELOPING PARENTING SKILLS. Over 90 percent of teens who choose
to carry a pregnancy to term also choose to raise the chid themselves. Teens who parent are suddenly
faced with the awesome responsibility of shaping the lives and characters of their chlldren, at a time when
they themselves are In the midst of overwhelming and confusing physical and emotional developmental
tasks. Too often teen parents have little or no social support system. Not only Is their own development
Interrupted by poarethood, but that of their children is all too often negatively affected as well.

Guiding the growth and development of the next generation and passing on the collective wisdom of the
culture is one of the most Important tasks of any society. We owe a productive and healthy future to all our
children. Education and services can help teens avoid becoming parents until they are ready. Many
programs are being Implemented In states to prevent too-early childbearing and asst parenting teens -
both young women and young men - to achieve brighter futures for themselves and their children. But
these and other efforts must overcome lack of funds, political agendas and years of counterproductive
policies. The urgent need to reduce the heavy burden on taxpayers from too-early childbearing must move
policy-makers to adopt policies that are effective in reducing teen births and reject those that do not work.

TEENAGE CHILDBEARING: SEVEN STATES AND TWO CIES

Teenage pregnancy exacts a tol at the state and local levels as well as at the national level. Estimated costs
of teen childbearing for Florida. Kansas, New Mexico, Ohio, Oregon, Vermont, Wyoming, Baltimore and San
Francisco were calctated to highlight the extent of these costs. The numbers thrust into sharp relief the
budgetary toil exacted by too-earty childbearing in those indidual states and cities

The costs and potential savings reported for these states and cities vary widely and are not meant to be
compared with each other. Some of these jurisdictions have a much greater number of AFDC participants
than others. In addition, teenage birthrates vary among the states and cities. Lastly, AFDC, Medicaid and
food stamp payments vary from state to state; therefore, a locality providing payments at a higher percent
of poverty level than another localty will have higher costs associated with teen childbearing, but will also
provide more completely for those families in need.

The Center for Population Options, 1992
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The number calculated for each Jurisdition b an andIn I the Shge Yer Cost - th equivalent dt the
$25.05 billion Vht the Federal gove omert spends each year to support baOme begun when the mother was
a teenager. The total flgures for each Ata and city reported here represet those locales' allocations of
federal funds - part of the $25.05 bilbn described earlier - as well as other monies originatIng from state
and local revenue. Most city govemnwts do not diredly hnd Medicaid services. A local contribution to
the non-edera portion of Medicaid, when requIred by the stale plan, Is more often provided by counties
than by cites. The two cities Incduded In this report, however, are exampes of city-county consoldatIons
that do provide services.

The Center for Popsipon Optiom 19i2

Teenage Childbearing: Seven States & Two Cities
TABLE IV

Single Year Public Cost for All Families Started

by a Teen Birth in Selected States and Cities

Estimate for 1990

(in millions)

Outlay Attributable to Teenage Childbearing

Aid to Families
with Dependent
Children (AFDC) Food Stamps Medicaid TOTAL

Florida $301.08 $198.87 $295.95 $795.90

Kansas $ 64.00 $ 25.48 $ 24.29 $113.77

New Mexico $ 37.23 $ 19.53 $ 31.22 S 87.98

Ohio $427.10 $271.93 $302.45 $1,001.46

Oregon $ 91.73 $ 29.38 $ 31.83 $152.94

Vermont $ 26.59 S 8.36 $ 6.88 $ 41.83

Wyoming $ 11.50 $ 8.06 S 7.39 $ 26.95

Baltimore $123.68 $ 46.14 $ 76.09 $245.91

San Francisco $ 46.28 $ 10.29 $ 6.79 $ 63.36
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STATE AND LOCAL PREVENTION INmATIVES

A survey of adolescent pregnancy prevention programs In Florida, Kansas. New Mexico, Ohlo, Oregon.
Vermont. Wyoming, Baltimore and San Francisco reveals common thernes and some Innovative
programmatic twists. Experts understand that early Intervention Is a key to forestalling too-early pregnancy
many of these states and cities address middle-school-aged children. In Florida. for example, Project First
Class focuses on boys In an urban area, providing mentors and a program emphasizing human sexuality
Information and declsion-maldng sif Baltimore's Teen Impact Program Series (TIPS) Is a six week, six
session educational program implerented in three middle schols, covering a range of topics related to
preventing teenage pregnancy.

Increased access to contraceptlv services Is cited In most of the states and cities as a critical component
of any 0oncerted effort to lower teenage pregnancy rates In Vermonrt, Planned Parenthood of Northem New
England specifically reaches out to teens. Oregon's legislature has provided funds to expand the capacity
of local family planning dinics and to provide outreach activities for adolescents. Wyoming's Reproductive
Health Council coordinated statewide family planning services so that all counties are now served.

Too often teenage pregnancy prevention efforts exciude potential fathers, focusing solely on young women.
Male Involvement programs place the focus on young men. helping them to understand the consequences
of their actions. In New Mexico, a statewide Male Involvement Coordinator provides technical assistance
to state-funded pregnancy prevention programs, beefing up male Involvement in those projects. Florida's
Leadership for Young Men Program is an eight week program located In a nrual high school that empowers
young men to plan for a future with opportunities and helps them develop the motivation to delay sexual
actvty.

Prevention of repest pregnancies among teens Is another essential piece of any prevention strategy.
Young men and women who have already become fathers and mothers need the Information, skills and
services that will help them delay unwanted subsequent births. Fuly hal of New Mexico's prevention
projects are designed for already-pregnant and parenting teens In Vermont, a community-based program,
Teen Pregnancy Initiative, works to prevent second and third births to teenagers. Wyoming's Governor's
Pregnancy Task Force Is focusing on establishing case management and mentoring projects aimed at
reducing repeat pregnancies among adolescents.

Peer counseling - teens teacilng teens - Is noted as one of the most effective ways to reach adolescents
with any prevention messages. Ohio has discovered that some of Its most successful efforts to reduce teen
pregnancy have utilized a peer-to-peer discussion approach to teenage sexuality, pregnancy and parenting.
San Francisco's Innovative Teen Peer Counselors Program Involves parenting teens, both male and female,
as peer counselors and trainers who visit both middle and high schools covering the topics of birth control
methods, sexually transmitted diseases and the consequences of teen parenting.

Al teens need access to health care services School-based or school-inked dinics in many states and
cities provides high school students with on-site health care services, including contraceptive counseling
and referraL A unique mall-based teen comprehensive teen health clinic in Baltimore attracts all youth, both
those enrolled In school and those not.

Parents are the primary sexuality educators of their children and so programs that Improve parent-child
communication are very useful. Two plot projects In Kansas focus on young people between the ages of
10 and 17 and their parents; the emphasis Is on improving parent-child communication skils, building self-
esteem and promoting abstinence. Baltimore hosts free Parents and Children Talking events, funded by the
state, that help parents polish their sex education and communication skils.

The Center for Population Opto 1992
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Lastly, media campaigns to hicras public asnww ot the severity of the problem of teenage
pregnancy are popular. Ohio ran a statewide campaign targeted at chidren between the ages of 10 and
14 with the message 'Your decisions about sex change your life - forever.' Public service announcements
on radio and televisin billboards and other printed material promoted a toll-free hoilne number and a
brochure. The public awareness campaign In Kansas featured posters. billboards. rap songs on the radio,
ads In high school newspapers, public service announce s In movie theaters and a teen parent speakers
panel. Baltmore's media prograrm Campaign for Our Children, blitzed the city with
messages targeted to middle-school children and parents.

Most of the states and cities Included In this report have a govemons or mayor's task force on adolescent
pregnancy, idicating consensus In the top levels of government that teenage parenthood Is reaching crisis
proportions In many communities The range of recommended strategies emerging from these bodies
provide a blueprint for reducing the incidence of teenage childbearing in the U.S.

For a copy of the fill report, including a complete lsting of sources of data and citatons. send $8 to the
Center for Population Options, 1025 Vermont Ave., NW, Suite 210. Washington, D.C. 20005.

The Center for Population Options, 1992
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PREPARED STATMN OF JEANNI ROSOFF

I am Jeannie Rosoff, President of The Alan Guttmacher Institute (AGI), an inde-
pendent, nonprofit corporation for research, policy analysis and public education on
issues relating to reproductive health. I want to thank you, Chairman Scheuer, and
the Subcommittee on Education and Health of the Joint Economic Committee, for
the opportunity to make this statement regarding the scope of the adolescent preg-
nancy problem in the United States and the compelling need for national attention to
the issue of adolescent pregnancy prevention.

Adolescence has never been an easy time of life. The adolescent years are a turbu-
lent time when young people with developing personal skills increasingly take on the
seemingly confusing tasks and responsibilities of adulthood. But the general task of
making the transition into adulthood may be the only common aspect to all the young
people we label "adolescent." Despite the fact that we tend to think of all adolescents
as the same, adolescents are a very diverse group -- the variances in age, living ar-
rangements, education and economic status are but a portion of the list of differences
that are present in the very diverse group that we like to label with the oneterm "ado-
lescent." You people develop at different rates -- both developmentally and legally.
Developmentally, a 14 year-old is often very different from a 17 year-old. And in most
states the law treats a 14 year-old and a 17 year-old differently when it comes to her
ability to make reproductive health decisions for herself. Because of the diversity
within the adolescent population -- no matter what the question -- there will never be
just one answer that will embrace the concerns of them all. And the question of how
best to handle the issue of adolescent sexuality and pregnancy prevention is no excep-
tion.

For the majority of Americans today, the teen years are a transition time into sex-
ual activity This is a reality that many American adults find hard to face. Some recent
data suggest that adolescent sexual activity may be starting to plateau, but at a high
level: 50 percent of unmarried women and 60 percent of unmarried men aged 15-19
have had sexual intercourse. In addition, over the past 20 years (the only period for
which we have national data on sexual activity of adolescent women) the trend has
been toward earlier initiation of sex, but later marriage. As a result, young women,
and young men also, spend a longer time than their elders did being sexually active
before marriage. This period is especially risky in terms of both STDs and unintended
pregnancy, and presents special challenges to our society in meeting needs for educa-
tion and services.

Today's youth are facing consequences from their sexual activity that are very
adult in nature, but to try to prevent and deal with these consequences they must ma-
neuver their way through a health care and education system that is often unrespon-
sive to their needs. Too often, the focus on their age has been used to deny
adolescents needed services, rather than a reason to develop ageappropriate and cul-
turally- appropriate, adolescent-specific programs to address their needs. They need
more from us in order to thrive. It is the responsibility of parents and of our society as
a whole to prepare teens for these transitions and to help them through them as suc-
cessfully as possible. We do this much more readily when it comes to education and
employment; we fulfill these responsibilities much less often -- and much less well --
when it comes to preparmg youth with the knowledge, values and means to deal re-
sponsibly with their sexual activity.

The consequences of unprotected sexual activity -- pre cies and either the
abortions or largely out-ofwedlock births that result -- have been with us since time
immemorial. What is most shocking is not that these problems are still with us, but
the extent to which they exist in our society. Each year, more than one million teenage
females -- one in 10 women aged 15-19 and one in five who are sexually active -- be-
come pregnant. By age 18, one in four teenagers will become pregnant at least once.
Eight in 10 teenage pregnancies are unintended. Nearly one in five teenagers who ex-
perience a premarital pregnancy become pregnant again within a year.
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In addition, while this hearlang may focus on the problem of adolescent pregnancy,
it is important not to overlook the unfortunate fact that the risks from unprotected
sexual intercourse also include sexually transmitted diseases, including HIVIAIDS.
Nearly 3 million teens -- one in six teens -- contract an STh annually. Adolescents rep-
resent at least 20 percent of all STD cases. Certain types of STDs, such as chlamydia
and human papilloma virus, can lead to infertility and cervical cancer, respectively.
While the numbers are lower than for other STDs, the statistics for adolescents and
HIVIAIDS are certainly alarming. of the estimated 1 million Americans with HIV,
over 75,000 are believed to be between the ages of 13 and 24. Persons in their twen-
ties make up the largest portion of HIV infected persons, and with the latency period
of approximately 10 years it is reasonable to assume that a large share of persons with
AIDS contracted the virus while adolescents.

Despite the statistics, it is important to say that what really distinguishes today's
generation of sexually active youth is the extent to which they are trying to be respon-
sible about their sexuality. Between 1982 and 1988, the proportion of teenage women
who reported they or their partner used a contraceptive method at first intercourse
rose 52 percent to 65 percent and the proportion using condoms increased from 23
percent to 47 percent. Among those women currently sexually active and trying to
avoid unintended pregnancy, 79 percent are using a contraceptive method. But while
these developments are promising, the unfortunate fact remains that one sexually ac-
tive teenage woman in five uses no method -- and as many as nine in ten sexually ac-
tive teenage women will become pregnant within a year if they continue to have sex
without contraceptives.

Moreover, even when sexually active adolescent women do use contrace tion,
they still face some degree of uncertainty. Most teens who are sexually active and who
use contraceptives rely either on the pill or on condoms. These and all other reversible
methods, except fbr the recently available contraceptive implants (Norplant) and the
injectable (Depo-Provera) which was just approved by the Food and Drug Admini-
stration and should become available early next year, require ongoing attention from
the user. Among women of all ages, but especially among younger women, the effec-
tiveness rates with these methods are much lower that what could be achieved if they
were used consistently and correctiy. In addition, the methods that are the most effec-
tive for pregnancy prevention -- like Norplant and DepoProvera, or even the pill -- do
not offer protection from STDs and HIV, while the only methods that offer any pro-
tection from STDs and HIV -- like the condom -- are the methods that have the high-
est user failure rates among all users, especially adolescents. These are very serious
problems, indeed.

The issue of contraceptive user failure brings us to the issue of contraceptive use
and sexuality education. Adolescents need better contraceptive education, for it is the
nonuse and ineffective use of contraceptives -- problems bor, in part, out of insuffi-
cient information and education -- that make sexually active adolescents vulnerable to
a number of health problems. With contraceptive education, user failure rates can be
improved. But the current state of affairs is one where this kind of education may not
be readily available to teens in need. In spite of increased emphasis on sexuality edu-
cation by parents, schools and other organizations, over half of young women aged
15-19 say that there is too little accurate information on sex and reproduction avail-
able today. The content and intensity of sexuality education programs vary widely, but
in most schools, the total time devoted to instruction is 39 hours between grades 7
and 12, with just 5 hours spent on birth control and 6 on STDs.

Family planning clinics have served as a major source of information and educa-
tion to teens about contraceptive use. Teens are much more likely than older women
to rely on family planning clinics for their contraceptive care. Among those surveyed in
the 1988 National Survey of Family Growth, for example, 62 percent of the women
aged 15-19 who had made a family planning visit in the past year had gone to a clinic,
compared with only 42 percent of women aged 20-24. The prtmary reason young
women give for using a clinic rather than a private doctor is that doctors are too
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expensive. The second is that they are concerned about keeping their medical visit
confidential.

Mr. Scheuer, you were instrumental in bringing the national network of family
planning clinics into being. They have been a crucial source of care for women of all
ages, most especially low income women and young women who are unable to use
private physicians. Poor women and teens are more likely to use contraceptives today
than in the past. The pregnancy rate among sexually active teens has fallen over the
past two decades. (The pregnancy rate among all teens has increased because more
teens are sexually active and at risk of pregnancy.) However, the initial goals of those
who started the program have not been met. As a result, teens and especially low-
income teens, are overrepresented among women having STDs, unintended pregnan-
cies, abortions and poor birth outcomes.

A foundation has been laid, but much more needs to be done. In large part due to
political fighting about issues tangential to the family planning program, the program
has limped along. It needs rejuvenating -- not only in terms of increased funds -- but
more over in terms of attention to questions of what services it should offer, especially
those that would help more teens postpone sexual intercourse, use contraceptives
whenever they have sex and support to help them continue to use their chosen meth-
ods effectively. In the coming months, our country will consider changes in how health
care is financed, and how it is delivered. In the process, it is important that the value
of contraceptive use in preventing accidental pregnancies -- and abortions and unin-
tended births that result from them -- be recognized and that contraceptive services
be included along with other preventive healt measures -- especially for the teens
that have been so dependent upon them. The special needs of adolescents must be
paid attention to in the coming deliberations. Indeed, we must not allow adolescent
pregnancy and parenting to become one of the intractable "facts of life" for American
youth, because we as adults are unable to implement an effective federal program that
deals realistically with adolescent sexual activity and pregnancy prevention.

Thank you.
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S4.40 Is Saved for Each $1 Spent..
The Cost-Benefit of Publicly
Funded Family Planning Services
There are many ways to assess the
value of the educational and preven-
tive health services offered by publicly
subsidized family planning providers.
One evaluative tool that may be par-
ticularly useful at a time of concern
about high federal budget deficits Is a
'cost-beneitt analysis - that is, a study
which attempts to calculate what If any
savings eventually accrue back to the
taxpayer from expenditures for contra-
ceptive services that help women avoid
unintended pregnancies.

Evaluating the Impact of publicly
subsidized family planning services is
importantsince. according tothe most
recent data available, almost one in
every four women in the United States
who uses a contraceptive method each
year (exclusive of contraceptive sterili-
zation) obtains It from a publicly subsi-
dizedsource. Over 90percentofthese
women - about 4.1 million - rely on
family planning clinics: an additional
400,000 go to private physicians who
are reimbursed by Medicaid.

Because neither contraceptives
nor the people who use them are per-
fect, these 4.5 million women experi-
ence approirrtely 430,000 unintended
pregnancies a year. New calculations
by The Alan Guntmacher institute (AGI)
show that, in the absence of govern-
ment support for family planning serv-
ices. an average of 1.2 million addi-
tional unintended pregnancies could

be expected to occur eachyearamong
these women - at least four in 10 of
which would end In aborion, Accord-
ing to these calculations. every public
doler spent to provide contraceptive
services saves an average of $4.40 in
funds that otherwise would have to be
spent to provide medical care, welfare
and other social services to women
who by law would be eligible for such
services If they became pregnant.

Background
For almost 20 years. family planning
services have been subsidized for
people who otherwise might not be
able to obtain them through several
federal programs, including Tite X of
the Public Health Service Act, Medi-
caid and the Maternal and Child Health
and Social Services Blodk Grants. Most
states now also make someappropria-
tions for family planning services.

While providing contraceptive
methods to help women avoid unin-
tended pregnancies is the primary
purpose of family planning programs,
these programs also offer a range of
related reproductive health care serv-
ices. These Include contraceptive In-
formation and counseling; gynecdogi-
cal examinations, including basic lab
tests and screening for high blood
pressure as well as screening for breast
and cervical cancer (Pap smears);
pregnancy testing and testing for stxu-

ally transmitted diseases; the provi-
sion of contraceptive methods, includ-
ing Instruction In natural family plan-
ning: and basic Infertility services

Measuring the amount of money
saved by public expenditures on fam-
iiy planning services Is difficult, since
thesavingstobecalculated comefrom
events - pregnancies - that do not
occur because they are averted by
contraceptive use. Over the years,
there have been several such attempts
to evaluate family planning programs.
Almost without exception. these stud-
ies have concluded that large numbers
of unintended pregnancies (and. there-
fore, births and abortions) are averted
by subsidized family planning efforts,
and that as a result, for every dollar
appropriated for contraceptive serv-
ices. considerably more is saved In
medical care and welfare costs.

These studies are by now quite
old, and each was limited by lack of
key data at the time, including data on
such Important variables as sexual
activity. extent of overall contraceptive
use and publicly subsidized contra-
ceptive care obtained from private
physicians. The new AGI calculations
are based on more recent estimates of
many of the variables used In the ear-
lier research as well as on actual meas-
ures of variables that had been either
Inadequately measured or left out
completely from the earier analyses.

J.D. Formn n" S. Singh. ubte-ic.eto,
Saeings reoting tromn E.rendlturn. for Con-
trac~Ptbn.Salvices, FamityPlannogP ftpec-
at. 22-.6. 1990.
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Teenage Sexual and Reproductive
Behavior in the United States
SEXUAL ACTnvITY

97% of women and 99% of men aged 15-19 are unmarried.
* 59% of unmarried women and 60% of unmnaried men aged

15-19 have had mexual intercourse.
* Levels of sanual activity increase wtth each year of agF 27% of

unmarried 15-year-old women and 33% of unmarried 15-year-
old men have had interouse at least once at age 19, 75% of
wontn and K6% of men have had intercourse.

* Teenagers am haig se for the first lime at younger ages In
1987 19%of unmarried womsen aged 15 had had intercours in
1988. 27%. In 1979, 56% of unmarried men aged 17 living in
metropolitan area had had intercourse in 1988, 72%.

.Sanal activity levels vary constiderably by ra* and ethnicity-
anmog unnarried 15-19-year-old moe, 81% of blacks, 60% of
Elispanic and 57% of whites have had intercourse. Proportions
among women aged 15-19 are 59%, 45% and 48.
M Most of the increase in tamale sexual activity in the 19ft was
among white teenagers and those in higher inoe families
narrowing the previous radal ethnic and umcome dlHfererf

* 6in 10sesuallyactivewomenaged 15-19report having had 2or
nm sexua partemU

SEX EDUCATION
. Neardyallumiorand shdor hghsdumoietcaepore lwtthatteir

schools offersman education, but ost think is often provided
too late and that too little time is spent on the subjct

* On av*age. secondary schools offer only 61/2 hours a year on
sX educaton-fewer than 2 of those hours focus on contrace
tlin and the prevention of manually trmed di

* Most staet and large sehool districts in the United States sup-
poet seX education in their public schools, yet 1/3 of the states
and I/5of the largersdoldisrict do ntireqireormcunurage
their schools to teach peunncy prevention.

* Measuring the relationship between smm education prograns
and teenage pregnancy is limited by many factors. iriluding
lkofdata on teenagesen ual activit at th stateor local level.

* Studies have found no condusive evidence that max education
causes teenagers to benomw maxually active earlier or later.

* In-depth studles ofa few specific mxs education prograsn have
shown that sone approaches contritute to greater delay in
teetagers becoming maxually active, at least in the sheet term

*Sexeducationprogramhavebeenshowntoeffctivelyprovide
Infortation about reproduction and contraception and thus in-
ceae teenagers' knowledge about those subjects.

CONTRACEPlWE USE
* More teenage women surveyed in 1988 used a contraceptive

method the first time they had intercourse than in 1982 (65% vs,
48%), yet 1/3 used no protection the first time they had sm.
Contraceptive use at first intacourse has mreased aInost ern
trely because of a doubling in condom use during the 198ft
(from 23% to 47%).

* 79% of sanually active teenage women use a contraceptive
method-up from 71% in 1982. They are more likely, however,
than any other age group to be nonusers I In S use no method.

* 57% of sexually active unmarried men aged 15-19 used a con-
dom the lat time they had inte and among those aged
17-19 in metropolitan are, condom use more than doubked
between 1979 and 1988-fronn 21 % to 58%.

* 66%of black.54% of white and 53% of lipanic omen aged 15-19
used a condom the last him they had seL

* In gereral, young wormen are more likely thn older womenu to
become pregnant while using any contraceptive-I I Sof een-
age pill usms experiences contraceptive failure during the first
year of use, compared with 6% among women aged 15-44.

TEENAGE PREGNANCY
* US. teenagers have one of the highest pregnancy rates in the

western world-twe as high as in England and Wale France
and Canada; 3 times as high as in Sweden; and 7 ties as high
as in the Netherlands.

* Each year more than one million teenagers (0,014AW In 1987)-
I in 10 women aged 15-19 and I in S who are smnally active-
become pregnant

* 50%oftemtagpregrnnciesconceivedinl987resultedinabirth,
36% in an abortion and an estimated 14% in miscarriage.

. In 1987, the teenage pregnancy rate (pregnancies per 1,0
women age 15-19) was 109. and 72 among those aged 15-17.

* Minority teenagers have twice the pregnancy rate of white teen-
ager-in 1987, the rates were 189 and 90, rn p vely.

* By age l. I in 4(24%) teenagers will become pregnt at least
once-and more than 4 in 10 (44%) will do so by age 20.
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* 21% of whiite teenagersass 410% of 40$d_ y _ers wil be.
cone pregnant at least onc by ap 18 and 41% of w and
63% of nonwhites by age 20.

* Nearly I in S teenagers who experience a premarital pregnancy
bene pregnatagain within ayear. Within2yeaors more than
31% have a repeat pregnancy.

* in 10 teenage pregnanis are unintended-9 in 10 among
unmarred teenagers and about half among married teenagers.

* States with the highest teenage pregnancy rates in 1985 were
CA (151), AX (144), GA (132).TX (131), AZ (128), states with the
lowest rates were ND (60). MN (62), IA (67), SO (70), WI (73).

. The number of teenage pregnancdes and the teenage pregnancy
rate rosegradually during the 1970s but leveled off in the 198Ib
ln1972,thepregnancyratewas95-in 198,111 andin 1987,109.

CHLDBEARING
. Th US teenage childbearing rate is halfway between Canada's

and Latin America's. By age 20.1 in9 wotne in Canada. 2 in 10
in the United States, 3 in O in Brazil and Sin O in Guatemala,
have had their Rise did.

* About 1/2 of all teenage pregnancies end in bihs in 1988.
teenagebirths toled488941 (10,558to thoseunderagelMand
66% were to those unmarried-n4% of the births to whites and
91% of the births to blacks.

.7 in 10 births to teenagers result from unplanned pregnancies.
* The teenage birthrate (births per ICO0 women aged 15-19) in
l
9
88waS3A-angwhites,43.7,andamongminoritis.95.3.

* The birthrate for teenagers aged 15-17 Increased 10% between
1986 and 1

9
8;i the 1988 rate was the highest since 1977. The

xse ocnud entirety among nonwhites and Hiqsince.
* Of wonmen having their first birth in 1988,23% were teenagers.

Among whites, 2 in 10 fst births were to teenages and among
blacks, 4 In 10 were to teenager

* Nearly 1/4 of all babies born to teenagers are not first births.
* Law than 10% of teenagers whogive birth place their babies for

adoptbru.
* On average, 33% of wonen under age 20 who give birth receive

Inadequate prenatal care, either because they start cre late in
their pregnancy or because they have too few medicl visits.

CONlSQUENCES OF EARLY CHILDBEARING
* The younger the mother, thegreaterthe likelihood that she and

her beby wll experience health omplcatbrs~as a resultof later
prenatal car poor mntntion. and other lifestyle factos

* Teagemrothers areat srateeriskofsocoenmidbadv dn
lage throughout their lives than those who delay childlbaring
untD their 20 They are generally iess educated and have more
children and higher levels of norinanital unintended bitto

* More teenage maoiters are now graduating from high scdool
thaneverbefore yetonly I/2of thewomenwhohavewthei hrst
child at age 17 or younger will have graduated by age 30.

* Teenagers who become mothers are dispropoetionately poor
and dependent on public assistance for their economicsupport

* Pubic fundspayforthedelivery costsfatleastl/2ofthebirths
to tenagers.

* The government spent over S21 billion in 1989 tor social, health
and welfare services to families begun by teenage mother
Babies born to teenagers in 1989 will cost US. taxpyers 6
billion over the next 20 years.

* Children of tenage mothnls are at greater risk of lower nteilec-

tud la xcdmm II behavior probe , and prob.
1 of sodf l ths aser dkidnrn of older mothers, prinar-

ily because the effects of single parenthood, lower maternal
education and larger family size.
Although it is not inevitable, the daughters of teenage mothers

are more likely to become teenage parents themselves.

ABORTION
*4 in 10 teenage pregnancies (e'rluding miscarriages) end in

abortion
* While the teenag abortion rate (number of abortions per IC

women aged 15-19) among minorities (73) is considerably
higherthantherateamongqwhites(36),thekwlikotod that they
will end a pregnancy in abortion (abortion ratio) is about the
same as for whites.

* 26% of a abori inthe United Stateseach year are to wamen
under age 27-in 1987 the total number of abortions in this age
group was 406,790.

* Every year, about 4% of women aged 15-19 have an abortion.
* Thethree reasons mostoften given by teeragers forchoosng to

have an abotion are: concern about how having a baby would
change their lives, feeling that they are not mature enough to
have a child, and financtal problems.

* 18 states currently have mandatory parental consent or notice
laws ineffect fora minortoobtahan abotio AL, AR,CT, IN.
LA. MA, ME MN, MN, MO, ND, OH, RiSC, UT, WV. W, WY.

SOURCES OF DATA
Mont of the data in this factsheet are from research conducted by
The Alan Gutmacher Institute and /or published in Famny Pesn-
nirg Perspectnes. Additional sources include: The Centers for
Disease Control, The Center for Population Options, the National
Center for Health Statistics, and the National Academy of Sa-
ences' epo, Risidn thE Fatre.
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Gr~tculdons
The new AGI study had fbur rnor
steps:

a using data from the National
Survey of Famiy Growth to determine
the number and characterlstlca at
women who cbein cteteive hfrn
pubildy supportad programs, either

y panng clirics aor Vate physl-
clam reimbursed through Medicai

* using newly avalable data on
fIllure rates of the various contracep-
the methods hi act use to estinate
the number of unintended bWrt abor-
ions and miscarriages thes women

wated experience under conditions of
continued access to publicly funded
services and under three scenarios of
probable beluvlor * aSch services were
unavesiable: -

* calcruating the public-sector
costtolprovidInglornityplannlngserv-
ces onthe one hand and, on the other

hand. of providing medical care for
pregnancy and childbirth (and abor-
tiOn In tiose few states that fund
abortion services) and, for a two-year
period after chldbirth. pediatric care
Medicaid) and social services (AFX.
food stamps and WC) to women and
infarntswho. undertheterms ocurrent
law. wouid be aligible for such sarv-
ices: and

* computing the savings in pub-
Ic spending resulting from expendi-
tures on contraceptive services.

AM~or~b
These calcations yield the ftolowing
major findings:

* The 4.5 million users of revers-
ibis contraceptives Inthe United States
who rely on publicly funded providers
experience approximately 433.000
unintended pregnancies a year.

* Under the three scenarlos of
probable behavior. an average of 1.2
milion additional unintended pregnan-
des wouid occur In the absence of
publidy funded services, including
509.000 additional unintended birt
and 516 000 additional abortions.

e Federal and state governments
spend a total of approximately $400
milion for contraceptive services an-
nualy. If these services were not avail-
able, the additional shor-term expen-
ditures that wotid be required by law

d I o tgsv i.tJSI n - a -_r
go _ pd of S40 br a y u

dMur penLt

Arielmt tr *Pc*y,
The new AGI analysis focuses on a
narrow but cnrcbl ares of fmytY plan-
4*19 program Impact - prevention of
uniended pregnancies by cont p
ivy use and the resutting taxpayer
srvings in health and welfare expeid
tures. However lie lmotnt to note
tht women making visls for contra-
ceptiv cae to pubilicy fundad provid-
ers - which are often their orty sounce
of health care - may receive. In addi-
ion to free or low-cost contraceptive
supplies a variety of related and im,
portant health and educationai serv-
ie, as wetl as counseling and referm
to other health providers for special-
ized care when needed

The following major conclusions
may be drawn from the new study

* Public subsidy rens crtl-
ily important to the ptoviason of lrrny

planning services In the United States.
Arnost one in every four women who
uses a coraceptive meod each year
(and onein threewhouses eiltherd the
moat effective methods. the pit or the
IUD) obtains It from a publicly subl-
dized provider.

* Famly planning dinties remain
the key source d care for women
seeldri subsidized contraceptive aser
ces. Of the 4.5 million women receiv-

Ing sufled services each year, over
90 percent rely on family planning di-
ics; less than 10 percent go to private
doctors who are reimbursed by Medi-
cald.

e Because women receiving
publicly subsidied cortraceptive sav-
ices are disproportionately young,
unmarried, poor and nonwhite, they
have hir rates Of contraceptive fa-
ure than do American women gener-
ally. However, since thesa women
tend to use the most highiy effective
methodsofconraception. theiroverall
pregnancy rates are simitarto those of
all otherwomen using reversible meth-
ods.

* Publicly funded family plan-
ning services allow substantra nma
bers of women to prevent unintended
pregnancies. birthsand abortions. The

II wnt set to provide these seav-
ioar tinte refative tothe large sav-
hngs that mstdL

Finaly, despite the substantial
i eand cs inbt thaccrue

from subsIdizd ftamnly planning serv-
ies curanrmty bing left mnra needs

to be done. The gap between the low
contraceptive falure rates hot can be
adcieved theoretically and the actual
leves obtained with normal use Is well
documenteda In Idc-or althoug oaiy
a smat number of women at risk of
unitended pregnancy use no method
of contraceptIon -about eight percent
-thesewomen accountfor overhalf oi
a unintended pregnancies and half of
all abortions

Shtc 1990. total goversmrnt hds
for fmily planing services. measured
In constant dollars. have actualty de-
dined. Expandig and inproving the
peovislon o cotraceptlve services ard
retad eduilon and counueling would
helpmorecouples practice contracep-
tion more effectively and would father
reduce the number and rates of unin-
tended pregnancies and abortions
experienced In the United States to-
day.

-slnm 5s, topetot t'o Oei emeadY wh1et
erymori rmight do it pubkdyfunded oo-

e n .lss no kKeW alasable to
her. a taigs of Possibilitis enSoI ioe. A
erm sod 0of e bolunouat sapecewo. Pas I
eIdi m eat h I an additonad opprxl--a amtly SW I - h

tuded PbdM I I bshIn tho ste oa-

wete m Ot. sam tome r est whosnedmd teaul t earnandiad rikfunm.Pattended
dait not u a o P1o1i M -
Osinn i n >o t 1 MM uxnh
tended pnegncnssl ts based on ntonmn-
bonaboutwhalontracepta wnstode

a tD tt eystopteidngsmth bkdi neslt pa
aXndcd nuss wor psaoelptionithlO J
hen a 0onrept!w esioon (espec1a1Y
im*toipcebaceatsof~terhuptunbotdinic

d ieneo ma p45 mesa Panam trmuto
o a*n eddidtoal 1.7 etbo unitehded pWag-
nodeose)ma bousadn to tedo, ebouiehal

co mera eds _ontd ume bdtond
Sy cai, to *etity pLaruang t lin. A torh

no ehid auted rmit to an additional
3.1 million Witteded p 1retnoms asued
OW none at Sm lwrsen att nmad -Cid on-
deus to me, o onttm biut *t od Ion-
Stia to be _eosalty Atos. VW&* didtsdty
wosabod, Sin Ot lsarto Itunnites VW toa

contbwdon o0 subsidized d nOtieV 0 d-
loestotmpbsnuont oluintt dedgnencY
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Teenage Pregnancy In Developed Countries:
Determinants and Policy Implications

a8 Eli. F. Jones.Jorqteine DOoch Forrrt- Xorern Cold-.. Sdrle AL Ileirl Asl .
Richorrrd Lincoln Jeannir 1. Rosoff. Charl F. Werrffand Drirdmr Wulf

Ths aetticel summarims the reuths o ct,,.
purattise stutdy of dlescerit prenev atnd
childbearing in developed countries. under.
taken, hr The Alan Cuttmacher Inatitut
tACIt. The study's mai. purptme was to pin
trom in,,ght into the determinaot of teen-
age reprodurtie hehsior. especially hfisn
thlt might be subict to policy charngs.

A 113 articr. he Chales F. Westoff. CS-
card Calut and Andr' D. Foster teported
that Althush adolescent fertiltv ras have
been delining in thL Undted State.. a, thev
has. in s irtualls ill the rountries o% Westrn
and northerrn Europ. teenusr fertilis still
cotoiderablh higher in the United Statsn
than in the great insjncy fotherdeneloped
countries. I Thee iso large diferential within
the United States between the rae ofhite
and black teenager. Honr even if on)f
whites are considered. the ruat in the
United States are still much higher than
those insut dftheotbercoutnitires.Tbeh W
bet-een the United State and the other
countries as xwter atnong nounger adIe-
cents Ifor whom the Peat miata rv of birth
are out of .edlocl and. preontably. unin
tended) than it r aimong olde, teenstrs.
Abortirn rates ate also higher ransr U.S.
teenagers than amon utdolesent. in the do.
enor su countries Sor which there ar data.

2

Two maor question wet. sugsted by
these comparssow: why are teenage fertility
and abortion rates sO much higther in the
United Satets th.mn otherde-elopedcoon-

Etne lii.'4if. r1.iit.-a,.~, ..ernK.tH.. bn
lined ..hI r,S~ , ia.,. a,i AnaraIi

tiint 1.w .t i i.td La_ inr.
On- Pnsrt Je Itt NW.o i d r 0 CA.

55,0 .tE5.a- It.. .f t,. dA hit A.

F 55 .U s--- U111t. kpn_ 11-&.
- n- L a ,_ ,T.nb t L.- t_,

Let.trF-d E6.V Ksi6rWC-n.

iii,,tk Lo a.. 6d h . b

"(U.S.] teenagers . .. have Inherited the worst of all possible
worlds.... Movis, music, radio and TV tell them that sex Is
romantic, exciting, titillating.... Yet, at the same time, young
people get the message that good girs should say no."

tries? And. since most teenage presie
in the United Sttses ar, unintended. and
their consequences often adsre -what ran
he learned froum the esperwenm of countries
with wr adolescent ptmnanr rtatm that
migtht he usefsul Ite reducint the maoher of
teenatg co.eptns in the United States?

The ACI study imsohvd two dintinct un-
derfakings quantitativ bsrste and multi-
sriteanalYsesofthefacto,. asociatedwith
adolescent fertilitt in 37 developed coon-
tries, and case studies of teenae pregirott
and its antecedents in fre selected countries
and the United States.

The 37-Cousty Analyift
The tso dependent sarablies selected few the
37.countryv study wet. cumoulatie ae-spe-
cifir birthrate. ore girl, under age l8 and
those for ome. 18-l9. The rates -r en-
plainedin the append I(pa61). Birthrate
rather than pregnancy rates wet chosen be-
-use abortion data wet. taiable Soronly 13
of the 37 countries. Howv,,, it was found
that ahortion rates and birthrates wre highly
correlated to that it seeemed reaonable to
ssumes that birthrates are an acceptbk

prory tre pregnant.' rtne It-.M Sor 42
independent vsribiaes selected Str the qranu
titatnr ttalsits urrr obtained hom pub-
lished data and from a counte-leveI arse
conducted by the ACI design ed to upple-
ment inadequatehl docamented ares of in-
Srotation. such a the prilenceros, edu.
cotion within each countr, the arniahilt of
contraceptie secrces faor minon and metal
attitude, that migit hurr a berinma oado-
ncent stlsh actisty. The t o _eitin

wt. sent to the piblic ras oler of the
Amnersn eny ia each Sr W t os61utatry

Included in therstuds. u them -lss d'-nh

ol'these ountrne in '4aiWhimt.a. D1C.. (nd
to the family plannint --remir-sata in ther
aLency resposible 6. ELanih ph.nin .rrc
siree in earh coinunt

Scatter plots and pauis r.n Latihir,,
between eaeh independent .arubli- .n the
two dependemn sa8ia.l0he w.ts sr-nrio ini-
tially. and on the hia of these -d.lti a
multiartite inalysit 'wi attempted. Dre-
scriptimts of the methndukitsand rf the mn-
jor results ofthe hnai-ti anw -so a- rarrard
in the ppendix Theresuhi of th -It airt
ate anally.. presented here bse to In' taken
a susgetne rather than ctnchun. and
they are described onh in hiroal tems
* The anatlvis found i pinitnr siation
between teenairg childhearit and the pr-
portion of the lbor Sre emphred in ag
ricultutr (a ariable interpreted . indic-atntm
level ofsocieconomic depeluparot
* Ther is a positis relatiomnhip between
leels of dmaternitm leses and henefits and
the teenag birthrate. ilncauss the United
States does not has. a oniform national pol-
icy, it ,as not represented on this ihbl.
In fact. U.S. matternity benefit policens tend
to be less liberal than those in mot European
countriest and, thus, the United State
would not harm fit tho pattern.
* Analysi of the relationhip beneen fertil.

'Aasha A . 1i k _. tWVo C ,. Chk.
Cohn Clanna6. Orkt, ite Fdeul Amito d
Cenr- Fr.hd. Fm i. C a D - .e
pilt. Gio toun FraEgdti nd WaI.. td. nd
rind Fiesite S-6todl Cre H1w L-o, H.n-
in. 1swt t. t a*. I" , rt

.a- _. t''- '. _ - tim ta
an' S s 5,r. i__.. Sd. T- itr,
LUS, At Vinsa) S. m mW
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One of the mms impont actonr Axctd

iwth 1aw teeng ntdiy. Although it one
of the most highy deeloped countries ex-
anmed, the United States ba s teenage fey-
tdiiy rite much higher than thoew obsrd
in countries that at comparably moder.

,' had ad the U.S. tn arn ly
hi, er than those und in * number dfmclr

/ Inx lest deeloped countsies. The into
applies particularly to fertity among ywgn-
/tr teenatger. wsabe n the U.S. rte I be-

stle s those of Romanra uid Hunpary. The
. relatively high adoeincent birthrate in the

Unitted States would also , sgt. f the ex-
7- , ,,.7* pernce of the United Stan vera h-

- z S H / .- _ tent with that of other countar, that the
,' - > .- _ counsTy has a pe1ostaltst fertility policy high

le-e of maternity leaves and benefits and .
i________ lbw minimum ag et morrugeIn lact the

,a ~~~~~United States has now theser
The United St tes fez the general pattrn,

fr high teenage kenity a that it tsin sopen
Sustaxlom about useual matters than mont tountries
Otas tmtl wish low teenase birthrates. -md ktivy
Wamtt V t Insall prOpotin of its Incom I distributed

to Familmis on the bIttom rungs of the co
met nomic ladder.
tSWff Had better or mor complete inbsrmation

been aniable, it is Iy tha t lIntt om d of
the additiona vaiable ound to bhe mos-

snUs about ses (defined on the ed wth adolescent fertility itn the bisrlit
items, media pesesttrn of analyst mould hav rtined thear Impor-
the estent of nudity on public toaus in the multivrAe analysts. Certain of
of sexually esplcit litentur them desesve mentmi beuse of thev, pol-

"ve"tingoc adO sm) in a Xlven iy sgnificance and because they figue
a lane birthrntes sn countries prominently tn the ondividual country cse
tnpliFy the moos lt e dew s, studies that hrlow br which moen detailed
able, dstsrbutimn of mssme inhrmattbn a avil . These include me

Np supseion ofd countriys total trictaom placed on teenatis afeesa to cn-
omerecetvedbythebporrest20 tnaception the levl of Mrigietty so the
e populatirn) is ngtvey re- country (both asociated wtrh high birch.
cumulative bibrate for gi rates) and teachtng about rceptose is
the 19 countries hr whbih this the scholsf alsocued with low binhrates).
Was available, Canada. the It is nworthy that government subidy of
a tnd %i Zealand have the abortons is mw assocted wsh ternage Fe

It diotrbutwos of income. of tdty.
suntrr. the United Stas has In the37-country study, the United Stat
thes teta bthrate. does t appear to be more essrwtive than
te fhr older teenagers i loe lto-fendity countrie so the proasmnofcon

inium age hr macrage is btagh- nheptee setvwies to teenagers; hwosr.
Sr United States was to rep- comparable data could not be obtained on
tho sorable becouse the legal the psovrsonofcontrsceptives freefchsge
tge ,'aoet foin sttme to state, or aS very lo cost-a actor that, s w aha
mt states tn ren cotn marry on see, appears to be wry tupotrnt so terms of

aent by se it.) acesosbibilty us the country mae studie.
er te for older teenage,, is also Teenagers we much lSs, iely to get frv or
spon rs to government piiaes vry blwcn cotraceptivr in the
rtaidtd. United States than io the other fiv countrses.
e thbt the United StRaw Mesa s in dera-rd of wh hav mab
the countris Ash compmny* fewe adolescens birwna and sabrttic

rates than the Unistd States. The ery high
level of religiosity reported hor the United
States (the higuessa ny of the 13 countres
fer which ther ar dta) is probly one

cor underlying tbe loIwratingsthe United
Stan on openness about sex. It is bla noa
table that the United States scors rlativly
law ,amorg the 37 countries on the measures
of aailabity of wcntspiwv eduwion in
the whools,

The fie countries selected hfr the me stud.
in in addition to the United Staes-Can
ada. England and Wale. France. the seth-
erlands and Sweden-were chsen on the
basi of three considerations The rats of
adolescent pregnascy an, comidensly lower
than that of the United States, and it was
belirved that sexual actias amost young
people is not vry difvrst the countrees ar
similar to the United States tmgeneral cuhur-
al background and stage of economic devrl-
opment; finally, fiven the inesticatorn es-
perience with the fir0 phase ofther prjct, it
was apparent that hr these countris. some
crucial dat rebted to adolescent prevgcy
were aviable.

Figures 1 2 and 3 present. or the United
States and each of the fin countraes. 191t1
birthrates, abortion rtn and pregyrncy
rates by single year of age. The exceptional
position of the United States n immediately
apparent. The U.S. teenrge birthras. as
Figure 1 shas. are much higher than those

Flpgse 2. Abortion, pM 1,000 woma, by
wonst' Sia. 1961
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r 1. Prognancy ra.s .. t_ _ The French rates are w among women up
rnopsaga. 1961 to age lb. but increase ery sharply ang

rno sisp nC0Dra older teenagers.
In 1981. as Figure 2 shows, the relativ

positans of the countries with respect to
abortion are surprisingly close to the pasttern
o/ esed hbirths. TheUitedStatshasby

/ / r the highest rat, and the Nethband,
/ ery much the lowest. at each age. French

- teenage abortion rues climb rsteeply with
v., while the Casndian cur s somewhat

flatter. The rute for England and Wales rises
/ relatively little after age 17. The chiefdfr-

ener between the patterts fr births and
abortions involve Sweden. which has ag

7 aPecific ahbortibn rates as high as. or higher
s; JH ~~tha. thosed ony of rthe osrcosantrtmen-

/; .. rept the 'nited States.
, . The teenag pregqiary ruest necessariy

; , . follow the same pattern. as Figure 3 rah.
/; > . The U.s. rates ar distinctly higher than

/, 4.t ~~~~thcso etbe otherl nm rrounri the Dutch
rutes are clearly lower. The French temge
pregnancy rates appear to be low among
teenagers Iftand oanyger. and aker tht age,
to be high. The revris true orcanada.

Thus, the six countries represent a rtther
, * ,, w varied esperience. At one estreme is the

United States, which has the higest rate of
teenage birth. abortion and pregny. At

ts *4 I la .9 the other stands the Netherlnd. with etry
losw lekh on all three measures. Canada.
France . and England and Wiales quite

tuco s. noi similar to one another. S.wden . notable hr
* ..slC -awass its ke aiduescemnt birthrtes. although its

teenage aboeuion rues are generslk- higher
t .Casaaa than those reported fhr an, cruntnv escept
5.Sw.Ossi the United States. It i notewnrths that the

United States n the onlh runtn where the
s Inrsdence of teenage prrexnans baa been in-
inp~eicesasaabmnetwaaswrauaan creasing in recent en The increase -
tS Sri as. MO"tu , ect. . e in the ahortuan rate that has not

hben onipletels aset Its a decline us the
htdthe r., muntrers at eren ae.I h birthrate For both younger and older teen-
-rahk-sran The sontrat a par . atm. the dairts between the U.S. preg-
Mtrkiin hr sisangr, tnagers. In frct. nass rates and those hr other untries i.
ssumu.i reLitsdd-ertrinthe brth- crnrod n- hit be-een l .ind 191.
etreen thr Unied States and other In the n ited States. the pregnanc rues

-s. i -unat ae-s tndr IS. With nt -nun lc teen igern arr su.firwntl higdr
sr buirths per lists) gurb aed 14. the than thir among whits to influencr the
ateal rind (tsar tnes that ofCanadt. ras f-, the total adolescnt population.
.h other unt, with as muchs a on een though in 191.i. black teenagers rep-
ter INtK) lttsobcomparble age. resented nlh 14 percent of all 15-19-year.
nagen from the Netherlands dead old.. Restriction ofthetinternatonal compar.
the lowet Irthr at ee cer In atn. to prutnury ruts among white C'S.
Dutch is-rn iced 19tt ere t a. tenwagers nrduces the dfrtnxe between
toI. rwa-ihdssen. n Anw itn - thr Unwed States and other cuunrirs by
rd IS-th The birthrates a se ahoWt n fiith. Houwewr the preraacy
Sweden. espechllr amwanh the n rat hr wluig adSt

uenzn Cminadi. England awiWales. _ah hiier thaw the rams for th mem
rce -swp.r an miteadar xap. popolAinis, as the other _ats a shiwas
ates are trb high W Caiada in the tale i the tb ntus enlti.

P r x 15-19 15_ 7 1

U.S.t lo 96 62 It
U.S.ata 83 5t 12
Etrvwat&ntWaln 45 27 7
Friotu 43 19 7
Casd4 44 26 6
Sa5den 35 20 5

tssit14s 14 7 2

what a more. snome of the other ounty
studied also have minority papulatoes th
apper to haWe higer tban-aese teena
reproductive rates Caribbean a-
Asin women in Englandi. so that it woi
not be appropriste to compare white U.!
rutes with rates thf tothral adolescnt pop
Lathin in those countries.

A emnmon approach -a establnbhed h
the study of the six countries selected h
close examination. Detailed inhrwmation o
teenage births and abortions was collecte,
and a systemeatic ef rt was nude to assemb
quantitative data on the panaximet defte
nantsofppregnipcy-sperfically. the props
tion of teenagers coabditing rates of ss
actity among those not Ivnvg together a.
levels ofdrousheptte practice. Inaddito
the investigators sought descriptsr mater
on a number of related topics: politie a,
practires regarding teenage access to contr
cepttve and artetiss services, the delivr,
those sirvices, and the formal and in"
provision ofset education. Ste5ral aspects
teenage life were estlored to try to enhsa.
understanding ofcertain tarsal and econan
omsideratons that might influence the da

sra to bear children and contraceptive pre
tire. These include the prportiom of-si
people in school. emplomeatad user
ploynset patterns the -ove away bnum i
fnmihd home, and gerneet asastt.,
progms horyoung people and. parti-rL.r
hnr young unmarried mothrs.

Terms of two investigators ech sonr
Canada. England. Frnce. the Nethern-
and Sweden hor one week and conducir
inteniews with gernmentaoatuial. statist
cire. demographers and other researchr
and Latnily planning. atbortion ad adoles-
health service providens. These intview
proied the opportunity tod attitudr
and other less tangible Lstor that might no
otherwise have been possible to document
and helped the irvestigato to identi yothe
sourmes ofdata.

The hive countries that were ed ano
the Untied States have wmuh incomrnio. Al

t
e atwi im r_ -ws nr onme

t~almiar_ - tdo - i tas d da _.6 en
.asd h s taint elardh teadvs,
.itdotwaid __.
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Teenrip Pmgassv ih DevepodCuoutrin

ate highly developed nati
benefit and problems ofine
era sarietie. AU belotnig e
cultiral tradition of north,
AU hve reaelsd an advor
process of demographi in
Ie:.' cyiover rnveuiarsh
ofal& therotantries. Finaill
levls below that ecquired
Yet. as Figure 3 denonssntt
nancy rate isn the six con
diverse. However,. the rona
counttiiet poaitiens in Figut
to an immedlate and impo.
The remasn that adalescer
lowerm in the ve other cos
are in the United Statesa i n
resort tn abortion in thote r
the birthsate is lwer. the a
tends to bhe sec. Thus. th
intervaointry differences rcn
termimants of pregnnt-v a, t
both births and aboirtins.
* The desire for p r=ew
cores in tdaenent hirthrotl
that In soae rutrses. high
young 'anmee choose to ht
The number of marital birth

Wau,4. P - dlstotis
elsa. and pmnnp ratma I
Wottman tlad 1-19t. Iti1nWtVI
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bnt. sharing the ags is higher in the United States than in
ls-strrtaiwed msd- any other of the countews studied. and the
,ssentially to the pcoetan ofteenaerthoartrm-sdinat

renteern Eurqoe. leant tiece ao high in the United States an in
nred stage in the the other countries lost shownt. Dots on
twition. Life es- teenatgers pregnancy intentions are, iable
'tmen and women only hor the United States. In 1106 7.7 per.
.al have IetSniity cent of marital teenage pregnaenrie and on-l

eo replacnent. nine percent ofnonarutal teenage pregnan.
en. teenage preig- Cide were intended. On the anstumptins that
nrias are quite all pregttancien ending in abortions ate um.-
oit-tey of the soi tended. and that a large mnaoitvofsnsnari-
rw land 2 points tal birth are the renmilt of unintended preg-
truasm oncaiunsio nancien (ewrep" in Sweden. where notnar-

it birthrotes ae tal childbering has tadidionnally b firee of
untrin than the, socinl stigan). the distribution of pregnrscy
at more fequpent outcomsen illuntrated in Figure 4 hedb same
.onntris. Where lighto athecontributionofunistendedpreg-
horticn rate also n-y to the differences among the sio roun.
h enplarwtina of tries. The combined fractimn of all pregn-
herou on the de- ies aceou nted hi hr shart iont and wna.ai-
he antecedent of tal births is appeonimotely three-quartes in

the United States and Cnda. rdane to two-
Are the dier. thirdsinEnglandandvalesandFranre. and

en d eto the fht only about oneh in the Netherlands.
er prapoetioat of Thua. in England and Wales. Frenee and the
,come pregnsnt? Netherlands. unintended pregnancy ap.
S per t.f04 teen- pears to coattitute a smaller pan of adoles-

cent pregnancy than it does in the United
Statea. Even mome stifing if the hfat that the

OmaOif ngnp abortion tote alone in the United State isa
't Oweutota about as high an. or higher tihan. the overal

teenage pregnancy rate in any of the other
countries.
a ExPossr, to the rita of pgananc. Figure
5 ilhnutrates same recent findings on ievels of
senual athity (defined here an the piopor.
thin who hae ever had interosirnelt among
teenagers in the ss rcountrie. The data
thouild be interpreted cts,,itnly. however
an there are numerotus problems o compars-
bility and quality. CTw potentially imnportant
aspects of sesuai activity among adoles.
rents-the aumber of enual partners and
frequenrc of intercours onauld not be e.-
amined bensose data an them were notswavd.
able hre most countr-.t The most strung
obsetvatatn from the figure i that the dibr.
enees in sesuia ctinstiaon teenagers in

sthe Dfr countries renot appear to be nesrl, an
ngret as the diffrencen in pregnancy stes.
a.Sexuac tit isv initiated considersbly earli-

er in Sweden than elsewhere. ii age l6.I aro und one-third of all Srediah igirl hae
hrd intereourse. and by age IS. huc.Afth,
haw done so. In CanAda. by ronparmon.

many h.ve had the. ftnt sexual en-
Oanoatw perenrce later than the average hor fl sin

countries. At ages 16-17. nnionemout.fre
ils sar senssally setw. Smaaller propMrtinn

_tsnoaneat of womaen a-res ad a so a vrt in itd
i-Mons Icl intercourse berem the of IS in

boti Greest Beritas (Enid. Wales and

itgwsra 5. Percmnspa at owftn anne avmqt
had iftatcours. tby ag

soo
00

sota
20

to

20

to I ' I' ' .t5 t tr a iS 20 Zr
Ags,
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Scotland) and Frane than in she UVnitd
Staten. Hoarer. a rapid raish-up nt- sit
tIAe place. and in F.rsn-r ther prtpV.inon f
voung worn wha ha.. had atterourne its
the time the amr lI appersr to he hm-rh
than that bind in the United States. The
aedian -age t Iret istercsse r .ersr srttlr
hor the United States. France. Great Ordain
and the Netherlands-,nrehihn tmider ace
lb-and in about a !e-ar s- n s-r in S- edn.
and may he ahout a styar hihe in Cana.

These data indicate that the vawan in
adolescent pregnancy rates shoan in Figure
3 cannot. bI and lamce, he esplianed Itb dif.
fereace, ia leI of seual esperrete. The
e.anple of the Netherands ad S.eden
make it clear that the postponement o fist
intercour ise not a prerequisite fh the
avidance ofd er premnancvy It doesst-er
possible that reduced sesual esponore among
vaunger Catadian teenager isa part4. re-
sponsibLe for eeping their pregnancy rates
relatnsely ow. The diferenre in pregnancy
rtes betaeen the Netherlands and Sweden
may also be prtly atterbutable to the older
sage t sesuial initiation in the Netherands.
* Contracptpis usr. The data on contrace
tive practie. represented weheatiatiy in
Figure 6. were. libewar. derved fn sue-
eyvs that differed wnide, in their design and

aipproach to the issue.- Neverheless it ia
pIntibi, to manke some estimates of p.spor.
tion usrnag arm contacepti-e method, and
pnapnetim uratiog the pal. at sionus ags.
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Contraepitie use uanmo French teenawen
is probabl underestimated because condoum
Uoe nea nt induded in the published renults
of the sune,. It is Ik therfrie, thaI the

tnited States ha the bswen"t l con-
trtafo practice oxng teenaem of all sa
countris..

In partiutlar. pill uxe apyeas to be kw
nridespread aUng 1.S. Steerger than
amongthose in thothercountrie.. Thi dif.
ference suggIsts that American adolesernt
us less effectivetontraredtes to avoid an-
cidentad pregnanc. e en if they are usint a
birhh conawIl method.
* Access to contrceptive acnd abortlon ser
cews. Contruceptmse sen,.. app..r to he
nont iacessible to trenazer in England and

WVAe. the Netherlands and Sweden. In En-
bland and WUal.. and the Netherlands. those

seehing ore man choose to go either to a
generel practi~tner uitnled to their on-n
Lfmd. dotn in the Netherandsor tuoneof

reasonably dense netwok of dinis. Th.
Dutch dink -temh o less "t hense thao the
Bntiist one. hu it hs directed brlgeh touad
meetint the special needs ofouth. whereas
in England and Wales, the are relati-h,
few daoics specially designed for younx peo-
pie. In r S-drn. theee -rt.,n paalleldine
spt es. onearoiniincixfhe primnar hesath
Crr centers that ee eer ommunIty
*od the other cuosotnn cia les romplete
netork pno iding contraeeptsr- cire and re-
lated ren ri to the schassl-i population.

Canada. Franee cnd the onited States also
bane dinr sssents. ht these appear to be
less accesibie than thone found in the other
eountries (In Franee. how r, the elinir
nstem has exparded considertbly dnce

W.1 The Canadian coe nvstens is oen.
with furls oomplete rometrge for doleacents
in Ontaso and Quebec. and scattered rr
lees elsehere. The U.S. linic netwrk is
na-onable acces,.bl, in a stretlv geographic
seon. MoNose.r all f. mih planning dcinic
recerivng federal funds atre required to sense
adolescents. A haic dabsak cof the U.S.
dlinr stem. hoeser. i that it dws deel.
oped as . sn-we for the paor, and io often
.-oWed hy teenagers ho consider dinlen
places o nlhere on se le nsdien to.

Condoms are wdeh a-ailble i Enooad
aod Wales. the Netherlnds and Seden.
Ther, Int unx oh .a.,ubla fhom fr mily plan-
ning donie, and pha-n--irs. but also ae sold
in supenoarkets and otheT shops and in
sendint msschints. In France and in nsasw
parts dfCanada and the United Staten. eon-
dum.5 are less lreel -vailble.

Gmfimnnitalis found to be wo e -
tst s.. in e, ,ouIwtr. Es. hew, at.
Iltuiles Dot ne are en opee. a i the
Netherlands and Seden the rer

Apgw. 6. Pemntae of _aunany _Spmanotd won wi ay oooswpn Maid ana.
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teams were told that young people -h to
keep thev peronal Se lien privte. The
need for confidential senires a probably

bent met in Sweden. where doctors are spe-
cii forbidden to inhrom parents about an
adolteseens requst for contispose SeT-
svve. Dutch ro n Jra we required to
hoop the siit ooXewl i tow _am

requests it. and the teniee in Dutch clinics
are entirely confidential. French cfcaal pol-
icy stipulates that dinie se-sice for seonen
under age 18 be alsolutely onfidentIalu Al
though the preseription of crontracepthes to
gtls souger than 16 without a reqourenset
that the parents be inferned 0 na being

ullv ronoind in Ertao.i the paetiou wan
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ollwed throme the period c-rred by this
stody. and the British government is eking
to presene confldentiality for young teen.
gers. In (an-da and the United States.

many individual doctorn 1imt on puiental
content before they will provide contracep-
thes to minns. However. momt fEmily p,1
ping clinic in Corado and the United Sttsn
peovidc sereven to young wimen without
any suh restriction.

Like all mediral rare. ontrarepeie we
ices. including supplies. ae prtosided free

of charge to young people in Englsnd and
Weeks and Sweden. Free xevices and sup.
plies ace available homn clinis to French
women under als 18: and hor older teen.
Pen. mont of thene epnses reibun-

able under tarsal secunty. Coiwtnnceptie
se-ses provided by Dutch mily doctoe
are coveed under the natinal helth insor-
ten seheme. but the dinins cha" a nsall
foe. Until ery rerently. no cherge was made
to ha'. a peescriptn filledat pharmacy. In
Canada. dotons' see, rr s -re likew mv-
reed he sational mediral insturimce. and din.

Ir ters r ae firee but 
11

patients escepe
thouse on wefare hase to pay hnr supplies
obtained from phamacuies. The potentii en.
pense of obtlining tontr.epe be aerciten in
the United States iarers considerably. Indi.
gent tenager. fom eligible fatdies are ble
to gt r ere cate through Sledmrud. nd Mother
do not basr to par anrthing besone of indi-
cidua clinmc polic: otherws. clinc fiesre
lihtl to he mudrlst. On the ather hand. con.
sultmtg a pritsate duetor usualh. entas ap-
precds-1 espeme. at does purielue of sup-
plies at phirosucies.

An dtdditiomr ahews-atimn concerns the
stntral role of the pdi resehene outside

the United Stats. Io eah country. the re-
strandh teams were told that the medial pro-
fesoim p.s the pill as a hathly ppropn.
ate. saudis th mnnr appropriate. method for
ad6lcnts. Mt pr.a pk esamtnutimt
bs no nureesasn, r ehp..red efor the pill ann
be pesiehed in -0w df these rountries.
The rmphuan u pdl asr emergd more
dealrk lomo the ntsm-s than fom the
iman pkrtpe slltAta -annirareeptte uste
s.mm-azed in Frgure th. By contrast. in the
United Staes. the- - tem, to be a good deal
of amlbialetwe alnut pill ous. hoth on the
pan of the medi.a pnotessa and among
ptltential -oung u -rn. In the United State,.
ttedeal protocol renu-s thai A pew ep -
amnatm be perfarmed before the pil rn
he prnrdied. a poc.due teue osng peo-
ple find dasntsa.' Wheeiroe ert_.
this -rs-msesnent ondobks e i _
mi-thsd- s.-etain .ng s1 11M.

AM-sntld ssntr-ptne pi le beet
aisalablir at mans fimtls plewg elini io

the United Eingdom fra number ofyears.
Postcoital IUD insetrtion and oral contmrep-
toes ate aailb"le in the clinsi run hy both
the Dutch and the French fbmihs pliaoing
AIsociatism. Huweevr. it is onike that
these methods are saleien,, aidei oIt.
lied to infience the bautrstc appreeahb.
In Sweden. the mornsg.ayter pi'd rs nma *t
permitted hr gPnerol use. The federal Fusd
and Drug Admoinustrotion hat not appmned
postcoitad to of pill. in the United States.
and no plan exrst to makllet them. but they

t are lable in some college health 4inin
and rape treatment cnter..

Ciographe-alls. abwortnmsneeises aemost
raslyiacessibi inthe Neth-randsand Sow.
den. Although sseres are theorestae sm
plae throughout Ensband and WA. and
France. wide difezence, in the alation
rates by ares ate belesed to be atributble
to sacotin in the asadhadit ofabuitiem ba.
cdifies. In all three ountries. at in Caadal
and the United States. oreices ene liket to
be found in cities. In anada. Enmand and
Wales and France. ahxatimns typirlhl in.
soke at least an ormight hospital st.

In Sweden. ther is n-chazgrra.mmsaeD;
Caardian woanen usuallh pay onh a small
porteon of the cost; and aurtimnt oubtained
under the natinm l herlth sees in Britnt
are also bree. Hu. er. because df bure.-
crate deays in the natandal health s ix.
altmost hff of Britih wen choose to pay
for an abortion in the pessate sector. In the
.Netherbras. the cot ofan abortion s hor
by the patient but is not high. The same was
true in France up until 102. when the we.
sire becnme fiee. Mont U.S. 'morn mast
pay hor the aborten procedure themselves.
For a sweod-trimester abortiom in pattteu.
l, the cost maz be substwatijl.
* Sn tducotwo Sweden has the dtinctmen
ofbeing the fist countr in the wnedto h-
established an ofial sex eductiam ctnrru-
ham m it schools. The curriculum. vhih n
compubory and estends to all grade lelsh.
gives specrl attention to contraceptin and
the disctusson ofhuman and stoodl relators
ships. PeFrhaps most important. there n a
cane. carefulls entablihed link in Swede
berween the schools and contrareptrt dine
sesires hr adlesicents t none do the cther
countries rome elose to the Swedish model,
Sweden established thn lino in 193. fodlw-
ng iberalizationofthe abortmh la. heratne

of concern that fibenrliied abortion ;.-
might othiseise result in ashbap rie in teen.
age Abortim rates. In foia. adoleent ar.
tins tmtn hos declnd dramaticlls sance
lB73. we th rs foe advith bane eew
d d ttttb. IO the other tntt traso ttad.
sto'. _ a ien rt s te _ Me.

t dtu - Tie S _"I I

credit th tiemhieato of we edof.ntn oth
the adolescent cdinr program kw thr dedli.

In Canada. England and Wale,. and the
UniLted States. schl -e edutssatsn a. a -om.
mood.y opton. and it u. -sdtihl up to the
blaca axuthomns. svlahui peta pals or mdno-di.
al teacher to stewrmtne I much -s

taught and at vhat a to. England and
Wales. howeeur. these n a nats.nad polei
favoring the icimiisa ouF spw relted to se
and fm&il life to the vureolom. wheres
there i n sorh ntntlnal psdis in Canada
and the United State,. Frneed pulie suw
mandates broad staserrage o sesoalt he
adolescenrts. alhough., pralt siLh .i atrnpnrta-
lon of this pros oin simaiLh tdle-tlss on
las-aldecuissao-taors..

The Nethrlainds a a - apat. C.. rrag
of se in the setoulicu.lom o ltnted on
the v. hol toh facts d reprudu-tmn to natu-
ral sience cs. The Dwlth o-eront.
neserthels. e -ars the ts-htn of
cotri-ptean insl.rctl I s.drln.tsinet mu-
bikl edotasal t-m that tirate t-der
the ausptce of the pe- at. iakh planning
as tirtatona. At the same toss-. .,. n--tnt ! srs
ther ha, been an -eplasat .f matr"t ,.n
rontttaebpttn n.. tither sv-r-lasl tapirs in
the media. db. tiv hsch -I .r t arpndskl
and inturtatos- satsYr -,th sues.-.- .h-w
that k,.shlgs.d id ' hun t.. .. d ls -nncr
appear. to her trs.allh .n..r al.

In St-eden. ss edatnin n rmpletel
accepted hI the sot ma- rsit ad prnts.
Mttat t h htt e had u-sdtwatisn
vhik the- s-e , slao1l Ohttbltsiu.re
confined to the immerai, v nt tt.a..,,,ta. for
some ,d v suton u- ~lLds ,sstatsn rpes-rots a
direct chalem- 5, thets tria.ait I ..Bret.
ilel lao tesl.ies sc4a-6 ..- mtn 5-5 slo-a
tat, to rtsttt the parents. In the kesttd

States. man, of the .ssoul diutr-ts that pro.
side t edas-ataoe n parsnt fthesptsnd
etrusing thee I hal.hrss lionm su.-h ssr ss.

The Wide, Contxt
CGunideriatnan .ensn. t -amm luthrer
smynd. econoum and paisitial (.i1te, that ap-
pear to be related to the phei* toeas of
adoklcent preg -nc.The atrxet en ho
soited the tur European nsotres n.re
strurk by the frta that t those tontrie. the
gwcrsement. at the matm pnrs idieeoprecen-
tis and bais health seesa. petriese, ds
respoaeabdity in the area ofadolescnt preg-
nancy to be the pru aono rofrarepi
serT-ees to sexually actie teenager. Thn
commitment to aen, and the ouncratn of
an atnambiguosu sorial poler appear to be
acared widh a pasitie publi diate sur-
mendi;g the .Trenage chddbeang a
vieied. i- gal. to be indirable. and
head eiemew eists that testagens -
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quire help in avoiding p s
biths.

Another apdct of goneremet ir
ment in and commitment to corntrcetive
servics for teenagers has to do with the i-
tenale for such prngrans. In France. the
Netherlands and Sweden. the decitsin to
denelop such servies was strongly linked to
the desire to minimine uhortbot antong
young people. In France and the Nether.
lands. for etsmnple. cotnerai medicsl
gioups had shown some reluctince to en-
dorse the provision of contraveptices to
young. unaaued nomen. Apparently, the
alterntim of rising abortion rates mong
teenagers helped to peruade them that such
sericwes re justified. In Sweden. the on-
nectain waw made esplicit by the gorn
went, and the 1973 law that liberalized aor.
tibn also laid the groundwork for the devel-
opment of contraceptive erv icfsSor young
people, with the specific understanding that
preention of the need for abortion ould
betn be achiesed by putting safe.ectne
ronfidentrl evivces within the rch of al

teenagers. In the United States. In contrast.
some puiserful public figures rellect the iew
that the avadsditv ucnirteptive ir e
ai as in it.mtsent to premrita sesxua
activity and claim. therelir. that such ser-
virn actualhl cau an increase sin bortno.

The use of contraceptie senices is ohni-
oushy made simpler in the European cran-
tries as in Canad by the fact that medilai
erices of aIl bind are easily acceibie

through niatonal health pr ns. nd teen-
agers, in particular. grow up ccstonsed to
using public health h cslities or to visiting
their kcl gteneral practitiner as matter of
coure This combitntson of ee of adcessi-
bilit, and aiarariit with the health care
system podalh slenet to remove many m f
the socal. psscholoecal and financiai hiaTi-
er ti contraceptie n -es experienced by
voungt people in the United States.

There seems tub e monr tolerance often
age rsual ts. it an the Eunpean countries
vuited than there is in minst da the United
States and m patt it Cmnida. Such scep-
tairc icladlescentd seility is unniarkable
in , nauntlr lake Sweden ith its ling hbt
rv of suppurt ior sexua fireedo and the
almnerce there f talss atnutwt premarital
se. Haeser. such acceptance reprentsa
amiderablie bmrak with tradituonalstandards
in the Netherands, France and, in Cudsa
Quebec. One rea on for the more _ i
experenc dof the European rsasti smy
he that public tention �as7 e IY _n
dievthi fiscsd un the morlin otem* s.
u i ctisat, hi.t rather, was di at a
seatch hat uslusso tu prent i
teenage pris-sr med shildbesein.

In the Vid Sitots. tM m ob tbswol
ed ai spccal sepc. aid thre ist k e -
bivelencew Sex imsm tetic hut also sinul and
dity. it is flaunted but also something to he
hiddten. This is less ttrie n seral Eurpean,
countries. wher matter-(-fiact attitudes
teem to be mooe ptialent. Again, Sweden ia
the outstanding earnple, hitu the contrast
withthe UnitedStateswses-identin mo fd
the countries vsited. Suney mults tend to
besr wot this isnmssion. although the qUes-
tios asked are not directly compaeable limn,
.ountrvt countr. Forilesiance. inl9111. 76
percent of Dutch adults agreed with the
.tiatment that -re is naturaleen outside
marrage.- siheres in iUi. onh 39 pencent
fAmnirstins thought prem ritases ws-not
rmong i*tWI. 11 Thes oseswauinss tend to

consfutir the fildin ofthse 37-country study.
which aound that openness ahout ses may he
an especiall ihapoitant factor in lowering
adolescent retdait.

hilte the asocbnsio between seual con-
seratim and religiosity is not automtic. in
the case of the United States the relatstinhip
appenrs to be relatively lose. The proper-
ton of the populatinon who attend religious
trrircs and feel that God is important in
their lies is higherinthe UnitedStatesithn
in the otherrtussa tountriex." Although
England and ales and Sedn hav an es-
tablilted church. both countries are mtor
secular in outlook than the United Statn.
Mloreot. in the Netherlands, France and

Quebre lrovssre. incteoing secualariation
is believed to be an ispowsnt aspect of e-
cent broad social changes. Fundanetaist
groups in Asseric, are prominent and highle
vocal. Such groups ohe. hold e-tmresrl con-
seative stew on sial behasr. aol sort
rsrely encountered ini most of Western Eu-
rope. Both the nature and the intenrity of
religious felingi the United Stat e- to
inet anemotional qualitv into public debate
dealing with adolescent sexuAl iehasor that
seems to be generaly lickingt in the ther
rountries. It is notable that eigisity was
found to correlite highl with t lems fe
tility in the 37-countr studs. although the
numberofcountms obserattn wasm iall.

Although all si countries included in the
surey are pialiantenta densuracies. the
nature of c countr 's political institutsito
difier. and there is considerible retiaron in
the was in which public isue anre deveioped
and publi policies ormulated. The UtS. pa-
blt system appears to bster dvisieness
and r ,_ at _ W tle of a Pr.
whde thes view t Wss srett amt
of, poia l" letheethereeeu.lasdi-
it the Use sne dis uh s
itheo _seqea _ rr u~ te he rso- p~r.and ema mso arm-

me gi . M.5e, the Ameriscn confrontsa
tint styl mena hame its political uses, it
makes the resolution of ertain emotionally
charged issues hard to achi-se Positimn
tend to become polarized. and the possibili-
ties for creati compromis re na rrowed
The most intermtingcosuntn toconit-rt waith
the United States. in terms dpolitical style.
is prohably the Netherlands. It has strong
and dierse religsiui and politics

1
groups,

but a comples range of ormin and inornmal
consentions exists to dfue -and re e
ideologucal conflicts before the e merge into
the open. As a nreult. through accmmoda-
tson and negoiation. the Dutch adminitra-
tiow of all political tendencies hae, in the
past 1S wvar or so, been able tn mAse bith
control srvices availal t teenagern ith-
out e erhatingt divnions in the saciety.

Directhl related to this issu- it the fact that
with the euceptis of Canada the nited
States is a much arger country than an of
the others, in terms of hoth its vororaphic
and its popualaton siae. In smallr, stre
cormpact countries where lines ofdnmmuni
rsinsn are more direc it is iear than in the
United States to engage ina na and dehate
that includes 11 the appqotw pite-s to
the disrussisn. For xaaople. in thr arly
19iMl debair within the IDutch medical
community oer the Ads-ibilinat F dprcrib-
ing the pill to tenagers quicky remuled in
a brud conenwus. A similar process would
be much harder to implemetit in the United
States. As a lt. iisrmiung cend pins-
fessinra albint the terms ifi duhate mat be
ai hard a keeping the general population up
to date on any issue

Another lushe relted fart df naonaal
lb is th e-tent to which plitical and ad-
minitrativ por r is concentrated in the s-
ioni gwoerment. Frnnce often cited as
the epitotmtedaf centralied state. and en
the eistnce rf dno nmatmom within En-
gland and Wales is a simple atrangement
compared with the feder syvstms otCniad
and the United Stains. Both sxnuntries have
Ic-tiered go einment strsatum. wih
some pwern delegated in the cntnda ipas.
emnment and some -rsetsed to the po-inos
or states. Thi structure ha, t.o main nse-
quences First, major dirences ran devel-
op within the cmuntr in piliy-msaaing. Sec-
ond, the taskofgung shape to oi change.
in terms of public policies and programs.
becomes enormously complicated because of
the many busreacracin that must be dealt
uth_ the osnoetires indetemnaitehboun-
dmi sfthirseua t dkt S - -d .

Momrn ohmenssrm Is domatn hack-
- kSe soutied th am"l tessir

c, i1_ it. thi Utatd Stain is Mr
ttrn. to ssien asme wis tna s oF
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reasses s Pegnanca inDeu ucammn

hopelessness about the future on the part of
large nu-kmb ofnyoong peoole Vwing up in
poverty. Io the cosune of the country visits.
the tnvestgte collected inhemrtion on
teenage education mnd employment pat-
temts, in order to expinee further the possible
Otociation betoeen cuerr and life oppoertu.
attiis hr young people and their attitudes
toward reproductive planning. Tbe finding
wa that educational oppornunities in the
United Stat appen_ to be as great s. or
peater than, these In other contrsn. es-
Cept. possibly. Sweden. In Sweden. aboutSS
percent of'young people aged i-19re pur-
suing atndenic or ,vcational schooling. In
Canda and France. mont young people
leave school at aound. IS. they do in the
United Stotis. athough * higher peopowtoo
of U.S. students g on to college. Hover.
in the Netherlands. only .bout hoi of gdrl
ate still in school at age 18. whIle in England
and Wales. the m** y dyouqt people end
their Full-time schooling at age lf.

The employment situation n difirult to
compare or mm. sinee deflnitinns oflahor.
here pabticrpation and unemployment diEer
frot country to country. The mont that can
be concluded is that unemployment Among
the souqt it considered A very sericso prob-
lens everw-hr. And young people them-
selves ae universally snetny on this score.
The chances of petting and eepinga sa*oy-
ing or well-paying job do not a to be
wone in the United States than in other
countries. To A greater extent than in the
United States. hoorr. al the other comn-
tris Offe Asr istane to ease the probem. i
the herm of douth trainin. unemployment
benefits ans other kinds ofaupport.

It is cten suggested that in the United
States, the Aaiabity olpubhir es tance ber
u nmarried mothers crestes a financid ineen-
toe hr poorw omen. espeally the jota. to
bear chidren outside ofensarte. Yet. al the
countries studied prosde extensive benefit
to poor mothers that suaav include medical
core, hod supplements. housing and funtily
allowances. In onm Moore. the overllenel of
support appears to be more generou than
that pri ded under the Aid to Fanieeis with
Dependent Children proersm in the United
States. benefitbs the other osnatrit tesdto
be tailable reeardlesa of wmern smarital or
repeoductice s-ut. although in England
and Wales and in Frace. at bost sced
supple e- beaefit progtms hor por
single mothers abs not. In those fnfs.

bo1er-er. the exnsence ofcnsiderabl finan-
red support hor out-ofl ll oi

does eue. appear to _i _ma a
birthrxexs urwoplasa the dlleae _aa e
their rMtex And the U.S. s.

The finad dhleracq, tsse the United

States and the other countries that may be
relevant to teenage pnegtancy concernt the
overall extent Andnture poverty. Peaty
to the degree that enub in the United States
is essentially unimnown in Euroope. Rgird-
less of which wav the political wtnds Ar
bbkwing. Western Europen gorernments
are committed to the philosophy of the v4l
fare state. The Dutch and the Swedes heve
been especiallv successftl in chieving n-
sonably egalitaritan xisesi. but even in E.
gland and WVale And France the contrast
between those who Arm better off and those
who ar less well off a not so det As it o in
the United States. In every cont when
respondents were pressed to deserise the
kind of young woano who would be most
likely to hear a -hid. the answer was the
snte; adolescenct who have been deprived.
emotionally a wea teconomically. and who
unrealisticofi seek gratiicaton and ii
mant in a Child of their own. Such explins-
tibns e als giiven in the United States. but
they tend to Apply to a mcuh learer propor.
tibn of people growing up io a culture of
poverty No data Are *ailable that would
have mrde it ponsible to examine adolescent
pregnaury In terms of teenmaers fianily in-
come. Howeer. noted earlier, the r3.
country study ound that more equta dis.
tributton of household inconoe is nAssciated
with lbwer teenage bertility-at least among
the younger tet enoes

Pokyc y "
The 37-country study and the individual
country rtudiex pweide, convsnwg evridese
that many widely held belief Aoout teenge
p regsaneycannot explaSn the larwe dider
enets In adolescent pregnancy rat hound
beteen tbh United Stateanld othr devel-
oped countries; Teensger, in these other
counts apparently are nti ton tmature to
use contnxneptives consistently and ec.
ttely. the lewl and erailabtlity of weltfr
servies does sot seem Correlated with hiuh.
er adolescent fiertlity; teetueo-pregnacy
rates aoe lower in countres, where there n
greater avsilabit f onnecept services
and of sx educationa Levels or docnt
seua Activity in the United States Ac not
very dieresf uom those in countrwx welh
much lower teenage pregrame, nuexs a.
though the caenage pngnrance rte. ofAsmer
cn blacks is much higher than thst of whates,
thin difference does not -pasa the gap be-
twren the pregnancy rats in the United
States and the other coontrie tenenge sno
aasm tes wars to beat leaset As saero
a P."_ in am tder omets d a is
in sl Cad Sovits _ .e _wa_
tWM hosaw mm. seat le a -Sarl, aeal.

inavooei sawt ihor nowm 0814.

Tiw otIhr rOestsdv contrries ha., wore
extentie public health and .elfae benefit
systems and they do ant ha ro r tesne
and econornkally deprived An undrLss as
does the United States.

Clearly, then. it ti possible toachrhi iow.
er teenag pregnancy rat n in the prm.
ence df high rant of seutl Astit. ad a
number ofountlre hae doner so. Although
no single faetor ha been found to be rspon.
sible hr the diSenrence in adolescent prne
nacy rates between the United States and
the other five countries. b ther aunthim to
be learned nnrm these countries r perernc,
that can be applied to eapnt-e the sotassin
in the United States?

A somber of fsators that har hbee dio.
cussed here, ofdcurse. Arm Mt ra*ll trnm.
orable, or arwe not rportable at all, to the

United States Each of the other rke re-
studv countries n cornsderabl smaller. and
all but Canada Are more compct than the
United States-makinig rapid dssemination
of innorvatlns easier, thee pitpulatin, are
less heterogeneous ethnei alky theuch not so
helooge-wus isomnreonis asmed-mwat
have substantial minex un mswhhte pvpola-
tion. usually with highr-than-asreag hr.
ttlitk religion, nd the idilncore of comer.
vatire religious bodies.n Ies peair in
the other countrie than d n in the United
States; their g ernments tend to be more
centralited the poisinnfwiderangnaso
riJ and vWlfare benefits is firmly establihed.
whethe, the Country is led by pase labeled
conservative or liberal; incumrditrHbutan
ls unequal than h b in the United Stat;
and contastuenes that orppos coote-ep.
tne ex rducatbn and leail altabon Ar net
at powerful or well funded As they Ar an the
United States.

Sotne Eactors assnciated wSth la paregna
ry rates that oe at least thoretical. tr-
ferble receive varying levels of emplais in
each country. For example. tchnool se-du-
ratbn appears to be a much more important
factor in Sweden thatn it in the other coun-
tries a high level of espoure to conteep-
tire inhomation and ses-nrelted topes
through the medians pnaninent in the Neth-
erands; Condoms ar more widelr a-aable
in England. the etherands nd Sveden.
Access to the pill by ten ger s probably
eosiest in the Netherlands.

On the other hand, although inittotion of
sexual actlrty mauy begin slightly earlwr in
the United States than in the other ounurain
(esrept ler Swedent. ntone ofthe others have
develoted offiei programs designed to dis-

_ tl n oan hatsom e hainx seul re-
_as-s _o itervention that b ns-

adr^ d sud aaloadited by the U. S. ov.
aeneuThwr ountrehave tended to
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leave such mnhltters to _ td Ir
or to teenagers informed judgmaents.

By and large, of a
11

the countries studied.
Sweden has been the ant actbe it deelop.
leg progrsns and poliIes to reduce teenage
pregmiey. Thee 1o include awrenJl
educatlon in sexuality and contraception. de-
velopment Of special c1Jnics-CWiy assocs
sted with the rwhool-where young people
mree contnceptbe sersces and counsel-

ieg; free. widely aialaible and confidential
contraceptiee and obotison services; wide-
spread adwertoing of contraceptises in nld
media, frank treatment ofE snod -suibil.
ity ofcondonu 1rni a v rityo sources. It is
notable that Sweden has loner teenage preg.
nancy rates than hlve nil of the countries
examined, except for the Nethelands. t-
though teenager begin intercourie atearlier
age in Sweden. It is also notewonhy that
Sweden is the onh em of the rountries oh.
srened to has, shos-n a ropid decline its teen
age abonston rates in recent yeas. even fter
its abortion lw ws liberalued.

The study findings point to sernal p.
prsKhes obshe-ed in countries other than
Sweden thst also might help reduce teenage
pregsnancs rates in the United States. Thes
incdurle upgrading the E mily pl-oungedlia
system to ptotde free or lo t contracep-
tne xns iaes to ni teesg v.4so want them.
and publiscsing the Eact that these seices
are not limited to the poua: establishment of
special adolescent clini. including dinics
assiAted .tth schools, to protide corfidn.
tial contrceptre sen esa pa" of gener.
al health care, encuraging hcl school
districts to pius ide cumprehenwnie sen edu-
catun pscgras. vhere posnible. closely in
tegrated .ith faind planning dmcic erinc:
relastmn o reotrietions an distrtbutton and
idsertiing d nonpecrtpiosmn costcce
tises. espealls the condom. disseisiitenn
o murr rr.ltt trnformintron ahut the health
benefits,. a ell a1s the health risks, df the
pill: and appsal of the oe of poncotal
methods.

In som. inereasint the legitima sc nd
,.sLhihty of cuntrwrotomn and - dr-
t unte in its Isudest rne is likel to result in
dsclmnnc teenage precntncs rates. That h.a
heen the esperiesce if n:a countries of

flu....w it. tmierr 5...tieset it- ri-..

,m. int-is aJo.tan..n-oan sas b. _m n
i.-is -e-..w-r . i

tn sr .. tiN W .tn ..-. s.w_-V xdnwt

.I . -- _ jIe. .,.F _

W eut aissEmp. and thot nto seion to
think thb n su asappr wlssld not aboe
suiccesful in the tetted States.

Admittedly. application of any of the pn.
grantm and policy measures that appcar to
hose been efctie in other countries is
moneddfscuh intheEnitedSwtesnaitmnndly.
where govesrment itutherity ic rar more di-
Fused. But thei rpplicatien may. in bet. be
as easy or exsiee tn some states and com-
munitite. EFs need to be diected not just
to the federal es tse branch of gosetn.
ment. but to Congress. the courtsX, ste g*
ilntues. local athoritses and school super.
intendents and principals- wel as to fami-
Ises and such prsvte-sectro and charitable
enterprises as isursance companies. btoad.
crst and psblshimg executite. church
goups and ywth-tring agresces.

Among the most triking of the obr
tibns comeonn to the four European coun-
tries included in the six-country study is the
degree to which the g oenments f those
cuntrews. whaterer their political pemsu-
slon. hasr demonstrated the clear-cut vwll to
reduce lesels of teenage pregriasncy. Preg-
nancy. rather than adolescent seiual acivsity
itself, is identifed as the mijor problem.
Though a number of mutes. with varying
emphasits on tpes ofefwt. the gorernments
of those countrits have made a concerted.
public eftrt to help sexuosly active young
people to aoid unintended pregnatncy ind
childbeaesitg. In the Vnited State. in con.
trait. there has been no wl-defined expes-
sion of political will. Political and reltgous
leaders. particulorly. appear disided over
what thesr primary mission should b: the
eradication or discouragement of sexual ac-
t-ity amongyoung unmaied people, or the
reduction ofteenage pregnsiy threugh pro.
motint of contraceptire use.

Amerian teenagers seem to hone inherit-
ed the waist of a.l possible wrlds regarding
thesr exposure to message about sen: !Jo-
te,. music. radio -id Ti tell them that ses i1
conantic. exciting. titillatimg premaital
and cohabstatmo sire *isiblr w.ass of Ife
asmoin the adults thes see and heat' shout;
these on parents or these parentsfrinds are
likelr to be dsumd o separated bht in.
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PREPARED STAnMen OF REnVREND MICAL J. FAULIMGR

INTRODUCTION

Honorable members of the Congress of the United States, distinguished panelists,
and friends, I would like to begin by thanking the members of the Joint Economic
Subcommittee on Education and Health for inviting me to address you today on what
is one of the most important issues facing our nation today.

I was raised in a middle-class family in Washington D.C. not far from here.
Growing up, I was never told by an adult authority figure that sexual activity was inap-
propriate or unwise. I was not urged to exercise caution, except to use prophylactic
protection. My values in the area of sexuality were shaped early on by my peers and
by my exposure to pornography. I became sexually active by the age of thirteen and
extremely active, with multiple partners, by the age of fifteen. While I am not proud
of making this statement, I do feel the need to share this information as background
so that you will know that my own personal journey leave me even more convinced
and convicted of the ideals that I espouse today.

I would like to begin my discussion today by defining the debate as I see it. After
sufficiently defining the debate, I will discuss several philosophical areas in which this
debate and related questions can be addressed in the most responsible manner. Fi-
nally, I will conclude with examples of successful programs in the areas mentioned.

DISCUSSION OF ISSUES

I do not see the debate over unwanted teenage pregnancies as one over the use,
misuse, or distribution of contraceptives or barrier devices. I see this debate focusing
on the essential elements of our moral concern for the dignity and value of each hu-
man being. Contraceptives and contraceptive devices are not evil in and of them-
selves. I am not here to debate the question of whether or not young people are
engaging in premarital sexual activity. As an educator and a minister who works pri-
marily with young people, I can assure you that our young people are indeed having
sex more frequently than ever before seen in our nation's history. The debate is not
over whether or not to tell young people about contraceptives or their appropriateness
in the educational setting. Rather, the focus should center on how this information is
communicated, when, and by whom.

The Problem:
The impact of teen sexual activity is having a profound and detrimental effect on

our nation's health care systems, our economy, and on the community structure in
general. The most devastating effect of the teenage sexuality crisis is not the fact that
young people are contracting sexually transmitted diseases in epidemic proportions.
The worst thing is not the fact that over one million teenage girls will get pregnant this
year (and those numbers are continuing to rise). The most detrimental effect is not
that young people are in an extremely high risk category for the transmission of the
HIV virus. The most detrimental fact about the teen sexuality crisis is that we as
adults have failed to define these issues in the proper context for them. By that I
mean that sex and all its wonder and beauty is only wonderful and beautiful when it is
shared in the context of the mutually committed monogamous long-term relationship
we know as marriage. Premarital sex becomes cheap and the immediate thrills pale by
comparison to the sustained feelings of joy and euphoria that result from a healthy
sexual relationship enjoyed within a marriage. Young people, however, are not hear-
ing this message. They are not being told the truth concerning sexuality or how their
sexuality can best be utilized for the maximum pleasure and enjoyment. Instead, this
debate, and most of the information that we feed to young people has focused on
technology.

The Technological Approach:
The debate has been centered on the technology that it will take to eliminate what

some would call all the detrimental effects of early premarital sexual activity. When
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young people say that they are afraid of contracting the HIV virus, we say "Use a con-
dom." When young women tell us that they are afraid of becoming pregnant, we say,
"Use a contraceptive." But when young people say that they are afraid of engaging in
sexual activity with people they love today and who are gone tomorrow, there is no
technological device we can give them. I know from personal experience and from
counseling teenagers that some of the most detrimental effects or fallout of early teen
sexual involvement are the emotional scars that result when they are torn apart and
their partners move on to greener grass. Yet we have not addressed this issue, nor can
we as long as the debate is framed around reducing what we would consider the most
detrimental effects of this crisis.

FAULTY RATIONALE:
There are three reasons that we have engaged in a high-tech instead of a high-

touch philosophy:
1) We opted for control economics as opposed to responsible education and be-

havior and moral expectations. That is, our overall concern for the quality of life has
diminished, particularly when dealing with young people of color. We recognize the
crisis in these communities is an extension of the failure that began with the genera-
tion before them. We find ourselves coming back to stopgap measures as opposed to
long-term solutions.

2) The second reason that we find ourselves defining the problem from a techno-
logical approach is that we do not believe in young people anymore. We do not be-
lieve that they can control their sexual desires and urges for the most appro riate
opportunity to express that most wonderful of all human emotions. Our lack offaith
in these young people is demonstrated by the fact that relatively few programs which
use the "A" word as the cornerstone for its educational program have been supported
on the federal, state, and local level. The "A" word, of course, is abstinence, which has
become in the minds of many, profane and outdated. One New York City official
called me Neanderthal for talking to young people about abstinence. Our lack of
faith over the past several years has resulted in a growing epidemic much like a run-
away train.

3) This epidemic is fueled not just by the fire of technological approaches, or by
the fire of our lack of faith in young people's ability to control themselves. This prob-
lem is fueled also when we adults refuse to give up our sexual vices. Consequently,
we lack the resolve and moral commitment to tell young people what is best in con-
trolling this problem. A society without moral guidelines for sexual relationships is not
a society at all, but a group of people poised for anarchy and destruction. For without
moral guidelines, there are no families. Without families, there is no community.
Without community, there is no structure upon which to hinge any training or build-
ing for the future.

SOLUTIONS:
In order to solve these problems or properly address them, we must have a vision

for the future. We need to be willing to set standards for young people and for the
expected behavior that we have of them. These standards do not have to be set by
any particular religious code or dogma, but by what we know as educators and health
professionals as the most appropriate behavior for them. I am sure that my distin-
guished panel would all agree with me in saying that abstaining from sexual activity is
the wisest choice that a young person can make. If that is the wisest choice, then why
aren't we using abstinence as the cornerstone for all of our educational programs and
emphases today? Instead, we have raised the condom to a new level of expectations.

Condoms?:
What we found about the condom thirty years ago is still true today. The con-

dom, even with noxynol-9, is not a very effective mode of birth control because, for a
number of reasons, it cannot totally prevent the transmission of semen during sexual
intercourse. Nevertheless, I have heard said by high-ranking New York City officials
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and others that abstinence is not realistic when dealing with young people and, there-
fore, is not worth discussing. Their antidote is to make condoms and condom usage
more effective. With these prescribed remedies, however, we can never hope to win
or solve the problem.

Contraceptives?:
I am not opposed to the discussion of contraceptives with young people. How-

ever, it is imperative that messages of such a sensitive nature not be done in a mixed
group. Call me old-fashioned, but I believe that young men and young ladies ought
to be separated when talking about intimate sexual matters. I am not opposed to this
information being targeted at senior high school students because they are at a stage
in their lives when they can handle it, and when they need to hear this information.
We would go a long way to helping them in building their self-esteem if we separated
them and did not have the uncomfortable situation of young men and young ladies
sitting together while contraceptive devices and information are being passed around
the room. The giggling and the comments make education in that setting a virtual
impossibility.

(I will share an antidote here from my own personal experience.)
Illustrations:

Finally, let me cite a great example of a program that is on the right track, and
which we need to support. You may be aware of the Emory University study of one
thousand sixteen-year-old girls from low-income families in the Atlanta area. These
young people, all of whom had been sexually active and using the health clinic, were
given a list of twenty options of sex education materials they would most like to re-
ceive. Eighty-four percent said they wanted to learn how to say no to sex without of-
fending their friends or partners. This is a message from the group that is most at
risk, the most abused, and the most talked-about group in our discussion. When we
talk about the teen sexuality crisis, although we know in our minds that this crisis ex-
tends beyond racial and socioeconomic barriers, our primary concern really is for those
who will not be able to support the children or pay or pregnancy terminations: abor-
tions.

We are talking about the poor who were born poor and who will bring into this
earth more poor babies. We need to support these young people before they become
parents by giving them a feeling of hope, self-esteem, and accomplishment. We can
do this by setting the standards and giving them the resources and support to meet
those standards, not simply the technology that we think is necessary to help them
avoid the pitfalls of early sexual involvement. If a young lady gives birth out of wed-
lock before graduating high school, what are her chances for completing a college de-
gree? We all know that statistics tell us she has virtually no chance. And yet, we
continue to pump more dollars into technology rather than into the programs that
have a proven track record for the outcomes desired.

The success of this type of self-help program can be paralleled with programs right
here in Washington D.C. such as the Kenilworth community management model.
Many people said that poor people in inner cities do not want self-help or self-
ownership, that they do not want to be empowered, and that they want the govern-
ment to take care of them. That message, of course, was ludicrous and racist, to say
the least, for we see that the residents of the Kenilworth housing community have not
only taken ownership of their community, but are a shining example of what people,
any people, will do if given the opportunity. Our young people, particularly the poor
and of color, are dying for an opportunity to prove to themselves and to others that
they can exercise self-control.

CONCLUSIONS:
In order to stem the tide of the economic, health, and social devastation caused by

teen pregnancies, members of this esteemed committee, I urge you to support pro-
grams such as the Title XX programs that promote abstinence-based sex education
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materials. I urge you to support educators who have dedicated their lives to sharing
the truth that young people can and will abstain. I urge you to invest in the future.
Young people who use a condom thinking that it is an birth control device will inevita-
bly, if they are fertile, become pregnant, impregnate someone, or contract a sexually
transmitted disease. The statistics clearly tell us this. We need to invest in the most
positive outcome for our future. We need to give young people a choice. Pushing a
condom or other contraceptives in their faces and demonstrating how to use does not
give them much of a choice at all.

Many people would argue with me and say, "Just because we show them how to
use a condom does not mean they are going to have sex." No, it does not mean that
they are going to have sex, but it does mean that when that question comes up, they
are going to think that having sex with a condom is as good as not having sex at all. It
is not. Sex is wonderful, sex is beautiful, and sex is meant to be enjoyed for marriage.

Thank you very much for allowing me to share these comments.

0*


