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TEENAGE PREGNANCY. THE ECONOMIC
AND SOCIAL COSTS

A,

Tuespay, Novemaer 24, 1992

CONGRESS OF THE UNITED STATES,
SUBCOMMITTEE ON EDUCATION AND HEALTH,
Joint EcoNnoMic 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-
ers.

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 overdue.

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
an think about this subject, and to advise both the Congress and the Presi-

ent.

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 petrcent to 44.6 per-
cent.

Every year mote than a million teenagets 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 Eaving 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 petcent 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
uhnlrlr(ljarried 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 c%nange 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 ric%luand 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 gitl.

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 tresults 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
hﬁre 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
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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 intetject 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 had a right to éel 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 aﬁ 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—1I 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 tﬁe 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 boatd 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. ELpErs. Thank you, Mr. Chaitman. It is a real pleasure for me to be
ere.

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 setves 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.
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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 begé)re the age o? 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 preventive 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. ELpErs. 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. ELpErs. 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—uwill 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 ot 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
hu%ess. 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
i4 who become pregnant are sexually abused often by somebody in their own

ome.

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 pootly, and many of them are far more fi,kely 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
%nroney for the things we put first. It is apparent we have not put our children

st.

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 petcentage of preg-
nancies in our very young teenagers—16 percent increase in the country, 18
petcent increase in the South. In the South our outlay for AFDC, WIC and
11:/Iedicaid has increased more than 60 percent, from $3.2 billion to $5.7 bil-

on.

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 ¢o 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 667 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 dollars 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 eatly 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 dg;stroying 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 teﬁ eople that we hite 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-
grar(ri) 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
Elr(e?nancy prevention, but we know with Head Start, they are 50 percent less
ikely 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 botn 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 gecause 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
cgild sbuse 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 countty 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. Insut-
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, ang you know Eow 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. The
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 3% percent a year. Food production goes up about
1Y5 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 thern 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. ELpers. All 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. 1 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 dié)erence in the world, with
the availability of women to control their reproduction.

REPRESENTATIVE SCHEUER. Weell, 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

€.

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
Eut the report that you just mentioned into the Congressional Record. There

eing no objection, it is so ordered.

[éVI]aterial 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 eldetly population.

The burden of too-eatly 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-
lnancy, investments to prevent too-early childbearing amounted to $110 mil-
fon.

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
r.Ke 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 earfl)y 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 priotity 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 eatly 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 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.

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 priotity. 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 setvices 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 possigle. And unfortunately, adolescents are paying the conse-
quences. Thete 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 likely 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 appatently 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-
ﬁlement really any program. So it is incumbent on us to have just this type of

earing, 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.



16

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
preﬁared their effectiveness? What kind of compromise have you had to
make to get your voter mandate?

GOoVERNOR 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 duting the petiod 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 ate
available.

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

GoOVERNOR 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 schoofs. ,

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-
hf)ods 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. [ 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 intetested 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 expancf our program. But if
HCEFA, 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 abﬁz 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 neatly 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. Rosorr. 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
family planning—to such a degree that Congressman Wilbur Mills, chairman
of the 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 of a century of contributing to
quite a wide variety of measures in the field of family planning and reproduc-
tive rights. I want to pay tribute to you, Jeannie Rosoft}.)

Ms. Rosorr. 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 grate]f)ul 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. JounsoN. Good morning, Mr. Chairman. I am Jane 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, 6klahorna, Wisconsin, and New York City. I also worked in cii]d
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. JounsoN. The thing that I want to thank you for, Chairman Scheuer,
is the oppottunity to s eaE on this issue, and before I go any further in my
statement, I want to Lﬁank ou for the dedication you have given over the
years to the issues of family planning.



20

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 eatly 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 mucl% 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, dty 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 eatly 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 Eeen 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 themsel?/es, 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 eatlier 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 eatly 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 intetcourse.

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 Things First 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 denies 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. JounsoN. 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 setvices, 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-
\éide them disinformation, as some cutricula that this Administration supports

oes.

We know that if clinics are available to them, if resources are available to
them—you talked earlier today about Norplant. We started providing Not-
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
plac:ia, 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. Rosorr. 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. RosoFr. 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 worty 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. JounsoN. That has been true, really, of the legislation you talked
about, Title 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-
?essively, strong family planning financing, certainly has not done anything

or 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 FELLOW, THE URBAN INSTITUTE

DR. Burt. I am actually going to try to express some facts. I am very de-
lighted to hear virtually everybofy 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 patt.

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 peopfe 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 petiod. 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
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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-
are?

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. Burr. 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. Burr. 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 wonderfu] 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 we%l 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. Burrt. 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 for 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?

DRr. 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.

DRr. Burt. Definitely.

REPRESENTATIVE SCHEUER. With an average cost of $5,000 per single out-of-
wedlock birth.

DRr. 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 the
started; the single cohort cost gives you a 20-year projection. And I thin
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. Rosorr. 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 patliament—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. Rosorr. 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
;_:veryone. And T don't mean religious differences, I mean just people have

ears.

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. Rosorr. 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?

Dgr. Burt. And more options.
REPRESENTATIVE SCHEUER. Yes. Let's get back to you.
DRr. 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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1 also talk from the point of view of a researcher in order to try and answer
your question about wﬁat 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, ifp 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 mocﬁ:ls 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 |. ROSOFF, PRESIDENT, THE ALAN GUTTMACHER INSTITUTE

Ms. Rosorr. 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
matriage, which is quite long. As a result, I think for the United States and
for most other countties, 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. RosoFr. 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 vaty 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 o%ten, 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 tEe 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
setious, 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 founcf 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 defetring sexual activity?

Ms. Rosorr. Not very much. As a matter of fact, most European countries
have the same sexual behavior that we do except for Sweden, which is eatlier.
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
gitls 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. Rosorr. Idon'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 thete 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. RosoFr. Yes, the sexuality. The pregnancy is viewed as a catastrophe,
as it is in this country.

Dr. Burr. 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. Rosorr. 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 Exct, 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. Rosorr. I would have to go back when the jet lag is over.

I want to conclude 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, patticulatly cancer. They are very often without symptoms,

articularly in women, so they are not easily detectable and may be dormant
ot a long time and have long-term economic consequences.

We don't know what they are, but we do know that they are particulatly
hatmful 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, tie 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 n;fht 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
gate considerably. There is something to hope about, but there is more to be

one.

REPRESENTATIVE SCHEUER. Mirs. 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 HIV-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 eatly 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 ot 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 &el 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
matriage. 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 mainl
focuses on technology. The debate is centered on the technology that it Wlﬁ
take to eliminate what some would call the detrimental effects of eatly 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 dgcla 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 classtoom. 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 gitls 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 feeﬁng 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, particulatly 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 faitly 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-ﬁased sex education. And they noticed over a period o% 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
1 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 ﬁnow, 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



38

ccl;ilcemed, 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 dgevelopment. 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.

REPRESENTATIVE SCHEUER. All right. I sympathize, and 1 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 presetving 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 eatlier 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 ctisis 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. RosorF. 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
ef?ective, they have to start basically before sexual activity has started.

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

Ms. Jonnson. 1 think one of the dilemmas that parents face—and we do
encourage and suppott 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.
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REPRESENTATIVE SCHEUER. Yes, DR. BURT.

Dr. Burr. 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 tetribly 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 ge 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 tetminated.

[Whereupon, at 12:05 p.m., the Subcommittee adjourned, subject to the
call of the Chair.]
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SUBMISSIONS FOR THE RECORD

PREPARKD STATEMENT OF M. JOYCELYN ELDIRS, M.D.

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 appointed me as director of the Arkansas Department of
Health. And, I might just add, 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 ﬁrematurely. 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-
Ean?', indicating school failure to be a contributing factor to premature mother-

ood.

+ 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-
lete ﬁoﬂege, 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.

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 cFoing 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 ancf 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 of%ering them the tools rgey 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 Ey 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 actuall
fallen by one-third. The publicly supported family planning program saves 3 tax dol-
lars in tge following year for every puglic 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 milﬁon, 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
anJ 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 sexuaFactivity are effectively
leamej’ 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
Earents, today's children, this can start in the comprehensive health and family
ife 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. Ti;js 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
Brimary health care, often to students wﬁo otherwise would be underserved.

uring 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 legisl):,ative 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.

Afain, 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 health 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 STATEMENT OF THE HONORABLE DAVID WALTERS

Good morning, Mr. Chairman. I am David Walters, Governor of Oklahoma. I am
leased to be here today as the lead governor to the Southern Regional Project on In-
ant Mortality, which recently authored a report on the public expenditures and in-
vestments associated with adolescent childbearing. Within the last few years, the rate
of 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 1o 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
Ec\);il) CS;amps; and $2.2 billion for Aid to Families with Dependent Children

By my estimation, the $5.7 billion figure is conservative. We haven't even begun to
talk d?bom 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 on
public 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 t):)r 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 prevent
too-early childbearing amounted to $110 million. Compared to $5.7 billion, that is

ocket change. In fact, for every one dollar we spend in the South to support the
ong-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 programs 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 undesirable
to 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 for shaping
values and attitudes about sexuality, but they clearly are in need of help.
gassroom-based health and sexuality education programs do increase knowl-
ge.
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
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 work well with teens, and promoting
setvices to make sure riey 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 avoi! e 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
arenthood trap. We need to raise their expectations and regain their interest in
earning.

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 pro 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 creathg

all

a federal family planning initiative those many years ago has generated a public heal
response to fighting unintended pregnancy -- not just among teens, but amo
women. It is one of our greatest prevention resources. 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 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 ﬁealth
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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ATTACHMENT TO THE HONORABLE MR. WALTERS' PREPARED STATEMENT

EXPENDITURES
AND
INVESTMENTS

Adolescent Pregnancy

in the South

Soutbern Regional Project on Infant Mortality
Seatbern Center on Adslescent Pregnancy Prevention
1992
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Note from the Author

W

hat is the public’s bill each year for supporting families that are started by
adolescents? [t 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 Center] 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.]

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 Investments 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 daa.

John J. Schlitt
September, 1992
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SPECIAL INITIATIVES

Community Grants State

Federai

LOUISIANA TOTAL
COMPREHENSIVE SCHOOL HEALTH

School Health Services Tide V MCH Block

Sute Depanment of Health and

Hospitals dedicates federal funds

to school health services personnel

and administration.
PUBLIC HEALTH SERVICES

Family Pianning State/Federal

Family Planning

Case Management Title V MCH Block

Federal funds are dedicated to one
community-based family planning
case management program to prevent
early first pregnancies.

MARYLAND TOTAL
COMPREHENSIVE SCHOOL HEALTH
Teacher Training CDC/DOE grants

Annual state wellness conference for
education personnel; teacher training
workshops for teaching the state’s
health curriculum framework.

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

PUBLIC HEALTH SERVICES
Family Planning State/Federal
High-Risk Adolescent Family State
Planning Grants Program

SPECIAL INITIATIVES

Campaign for Our Children  State
Community Incentive Grant  State

State Department of State
Education Miscellaneous

Grants

Depanment funds 4 teen health
vonferences annually and 7 school-based
adolescent pregnancy prevention

initiatives for high-risk 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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Mississpp TOTAL $2,303,000
COMPREHENSIVE SCHOOL HEALTH

Teacher Training CDC/DFSC 40,000

Sute-sponsored “Train the Trainers”

workshops.

School Health Services Title V MCH Block 85,000

State Department of Health SSBG 203,000

dedicates federal block grant funds

to school nurse programs for

high-risk areas.

PUBLIC HEALTH SERVICES

Family Planning State/Federal 1,745,000

Adolescent Discovery Clinic  Title V MCH Block 230,000

Federal funds are dedicated to a :

community-based adolescent

health project.

MISSOURI . TOTAL $2,129,000
PUBLIC HEALTH SERVICES

Family Planning Federal 2,069,000
SPECIAL INITIATIVES

Teen Health Consultants Title V MCH Block 60,000

Federal funds passed through the state

health department are earmarked by

metropolitan health officials for a

peer-to-peer health education program.

* Missouri’s Tide X funds are d through 2 R 1 agency.
NORTH CAROLINA TOTAL $5,148,000
PUBLIC HEALTH SERVICES

Family Planning State/Federal 3,706,000
SPECIAL INTTIATIVES

Community Grants State 997.000

SSBG 445,000
OKLAHOMA TOTAL 3,536,000
PUBLIC HEALTH SERVICES

Family Planning State/Federal 2.948,000

Comprehensive State 100,000

Adolescent Clinics Title V MCH Block 180.685
SPECIAL INITIATIVES

Community Grants State 250.000

“Transitions” Title X 41.000

State Department of Health sponsors
workshops across the state on



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
suff 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

PUBLIC HEALTH SERVICES
Family Planning
Teen Health Scene
Community-based comprehensive
teen and family planning clinic.
SPECIAL INITIATIVES
Teen Companion Program

TENNESSEE

PUBLIC HEALTH SERVICES
Family Planning

Teen Clinic
State dedicites federal funds
to a community-based comprehensive
adolescent health clinic.
SPECIAL INITIATIVES
Adolescent Pregnancy
Prevention
Initiative

Teen Theatre

The PG-13 Plavers provide

headth related information
peer-to-peer through theatre.

Male Involvement

Funds support staff for a
community-hased family planning
male involvement education program.
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Title X

Title V MCH Block/
Community funds

TOTAL

State
cDC

State/Federal

State
Medicaid

Medicaid
TOTAL

State/Federal
Title V MCH Block

State

Title X

Title X

16,000

unavailable

$4,903,000

101,000
18,500

2,287,000
36,000
360,000

2,100,000
$4,619,000

4,022,000
245,000

320,000

20.000

12,000



53

TEXAs TOTAL

COMPREHENSIVE SCHOOL HEALTH
Health Education Specialist  State

School Based Clinic State
Coordination
PUBLIC HEALTH SERVICES
Family Planning State/Federal
Adolescent Primary State/Title V
Care Clinics
Teen Family Planning Clinic  Title X
SPECIAL INITIATIVES
Teen Theatre Title X
Male Involvement State
mspanlc Male Teen State
ealth Education Initiative
VIRGINIA TOTAL
COMPREHENSIVE SCHOOL HEALTH
Teacher Training CcDC

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/Federal
SPECIAL INITIATIVES

Male Involvement Title X

Support male staff in “teen only”
family planning program.

Community Coalition

Initiative Title V MCH Block
WEST VIRGINIA TOTAL
COMPREHENSIVE SCHOOL HEALTH

Teacher Training DFSC/CDC/State

Statewide training to integrate the
eight components of a school
health program.
School Health Services State/Local
Personnel
PUBLIC HEALTH SERVICES
Family Planning State/Federal
SPECIAL INTTIATIVES
[ ity Organization Titde V MCH Block
Community 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
5.000



The Southem 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
Camnegie Corporation of
New York.
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The Project’s region
encompasses Alabama,
Arkansas, Delaware, the
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Virgin Islands, and West
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Columbia and the temi-
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in this study because
data were not readily
available.
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For every $1.00 spent

on public programs

for families begun as

adolescents, the South

spends an estimated

2¢ on primary

pregnancy.
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here are two
types of public
costs associated
with adolescent
pregnancy: funds
dedicated to the primary
prevention of pregnan-
cies among adolescents
and funds directed 10
programs for pregnant
and parenting adoles-
cents. For the purpose
of this report, these
‘costs shall be referred 10
as investments and
expenditures, respec-
tively. Distinctly differ-
ent from each other,
investments are directed
to prevent the activity
resulting in pregnancy
learly and unprotected
sexual intercoursel;
expenditures deal with
the consequences of
pregnancy.
Expenditures might be
considered the public
cost of failing to make
prevention investments.

This report examines the
different costs associated
with adolescent preg-
nancy and its prevention
in southern states. Its
purpose is to draw
attention to the exorbi-
tant public expenditures
related to adolescent
childbearing in contrast
to minimal investments
of state und federal
resources for adolescent
pregnancy prevention.
The argument is not that

assistance for pregnant
and parenting adoles-
cents is inappropriate,
but that greater anention
to primary prevention
efforts might yield fewer
unintended pregnancies,
and as a consequence,
fewer publicly suppon-
ed families. This repont
also speaks to those
who contend that tax
dollars have no place
being invested in adoles-
cent sexuality issues.
The South’s bill to sup-
port families begun by
adolescents reveals that
tax dollars are already
being committed; for
every $1.00 spent on
public programs for
families begun by
adolescents, the South
spends an estimated 2¢
on primary prevention of
adolescent pregnancy.

PUBLIC
EXPENDITURES

he analysis of
consequences
associated with

adolescent child-

bearing, typically
framed around the per-
sonal costs to the ado-
lescent and her child.
has been broadened
within recent years to
inctude economic
impact. As measured
by public expenditures
related to families

begun by adolescents,
the cost data provide
compelling evidence
which suggest that the
public, too, pays a high
price for adolescent
pregnancy and child-
bearing. Advocates
have found the financial
impact to be a particu-
larly persuasive tool for
prompting leaders who
set public agency
policies, balance budgets,
and curb govemment
spending to give greater
attention to primary
prevention programs
that reduce too-early
childbearing.

In fiscal year 1991,
adolescent childbearing
cost southem states
more than an estimated
$5.7 billion in federal
and state funds [see
table for state-specific
estimatesl. This figure
includes outlays for the
three largest public
programs which serve
families-in-need: Aid to
Families with Dependent
Children [$2.2 billion].
Medicaid {$2.0 billion),
and food stamps [$1.5
hillionl. These single
year cost estimates ire
hased on national data
which suggest that 53%
of families receiving
public assistance were
begun when the mother
wits 4 leenager.



Mississippi

N. Carolina
Oklahoma
S. Carolina
Tennessee
Texas

Virginia
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PUBLIC EXPENDITURES
RELATED TO ADOLESCENT CHILDBEARING

West Virginia $63,861,000

Regional
Total

FY 1991
AFDC Food Stamps  Medicaid Total

$ 45,426,000 48,360,000 23,556,000 117,342,000

$31,156000 23892000 42,839,000 97,887,000

$ 21,643,000  18677,000 ~ 28,585,000 68,905,000

$301,075,000 198,863,000 295,951,000 795,889,000
$196,381,000 137,045000 202,578,000 536,004,000
$118,791,000 19,597,000 128,504,000 266,892,000
$112,055000 122,187,000 100,773,000 335,015,000
$229,234,000 79,931,000 140,131,000 449,296,000
$ 51,696,000 65482000 102,876,000 220,054,000

$127,942,000 73,201,000 126,729,000 327,872,000
$181,718,000 79,100,000 197,010,000 457,828,000
$100,452,000 53,945,000 64,697,000 219,094,000
$ 68,103,000 60,004,000 45,151,000 173,258,000

$158,520,000 123,850,000 143,487,000 425,857,000
$278,927,000 251,131,000 224,876,000 754,934,000
$123,424,000 69,326,000 91,956,000 284,706,000
70,599,000 67,720,000  202.180.000

2,210,404,000 1,495,190,000 2,027,419,000 $,733,013,000



Public costs bave

since 1987, when

estimates were last

compiled for the

region. Between

1987 and 1991, total

costs increased 60%,

up from $3.6 billion.

1 Center for Population
Options. 1992. Teenage preg-
nancy and tov-early childbear-
ing: Public costs, personal con-
sequences, Gth wlition,
Washington D.C.

2 Schlint. J. (1991). Brnngung
Health to School, Southem
Regional Project on Infant
Mortality.

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.!

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. Southem
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
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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 areds: compre-
hensive school health,

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

COMPREHENSIVE
SCHOOL HEALTH
EDUCATION AND
SERVICES

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-

omprehensive
school health
has long been
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DE

MO

oK

78

VA

HEALTH
EDUCATION
POLICY

Mandate: grades K-8 and
one high school unit.

Mandate: grades K-8

and one-haif unit in
high school.

Mandate: grades K-12

Mandate: grades K-12.

Mandate: 30 hours for
grades K-8 and 1 high
school unit.

Local option.

Two units of Health and
Physical Education are
required for graduation.
Mandate: grades K-8.

Local option; state-
adopted comprehen-
sive health education
curriculum is available.
Local option.
Mandate: grades K-9.
Mandate: Beginning
school year ‘93,
grades 1-12.

Mandate: grades K-8.
Mandate: grades K-12.

Mandate: grades K-12.

Mancate: grades K-10.
Mandate: grades K-12.

DIRECTIVES
FOR PREGNANCY
PREVENTION

None

None

required; see bullet

Mandated human sexuality
education grades K-12.

Human sexuality educa-
tion is included as
required competency.

None

None

required; see bullet

None

None

None

learner outcomes for
Family Life are provided
to schools, but not man-
dated.

required: see bullet
required; see bullet

None

required: see bullet
required: see bullet

HEALTH/FAMILY
LIFE TEACHER
TRAINING

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 annuaily.

see bullet

Health topics teacher
training by request.

Wellness conference for
school personnel; teacher
training for health
curriculum

Train the trainer work-
shops for state health
education curriculum

None

None

HIV/AIDS and health
aniu workshops serving
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.

SCHOOL HEALTH
SERVICES
POLICY

None

Sute 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 o be
provided; no mandate for
school nurses.

None

State health and education
agencies adopted standards
for school health; no state
funding was anached.

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 siate.

Essential health services
mandated: no state funding
for implementation.

None

Mandated student-nurse
ratio; health personnel state
funded: see bullet.




1 Asof 1993, Oklzshoma
school districts will be
required to provide health
education in all grades.

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?

Comprebensive
Health
Education Policy

The primary mechanism
by which states suppont
comprehensive health
education is through
legislation or agency
policy. Thirteen of the
17 southem states
provide a legal basis
[see table]; Kentucky,
Mississippi, Missouri,
and Oklahomat
encourage, but do not
mandate, local school
districts to provide
health education.
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Human Sexuality/

Adolescent
Pregnancy
Prevention

Many states that estab-
lish leamer 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 table]. 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 a2 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
[per thousand females
aged 15-17). “The
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



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 Secxuality
Education
Training

Tangible support for
health education is
apparent when states
sponsor health and
human sexuality educa-
tion training. State
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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
Govemor Miller
earmarked $500.000

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
Deparntment 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 $700,000
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 govern-
ment. Six southern
states report having no
code regulating school
health services; seven
states authorize the



1 Moore, K., Snyder. N, &
Daly. M. (1992) Facts A1 A
Glance. Child Trends:
Washington. D.C.

provision of essential
services but do not
provide funding for
implementation [see
table). 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 schoo! 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
[$5.7 million] for basic
health services; an
additional appropria-
tion [$9 million) is
allocated for expanded
school-based services
for high-risk
populations.

76-611 0 - 94 - 3
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PUBLIC HEALTH
SERVICES

dolescent public
health services
are a vital part 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.! 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 initia-

tives focus on providing
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
$67,000,000 (see table).

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
programs, implement
aggressive follow-up,
and hire staff sensitive
to adolescents have
been greatly enhanced
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STATE AND FEDERAL RESOURCES
FOR FAMILY PLANNING

FY 1990

ﬁm Family Planning Investments for Adolescents?

family planning

caseload State  FederaP 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% (Tide 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
™ 26% 195,000 3,827,000 4,022,000
By o 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% $19,995,000  $47,721,000 567,71'6.000

1 Estimated by state health agency administration

2 Gold and Daley (1992), Public Funding of Contraceptive, Sterilization 2nd Abortion Services, Fiscal Year 1990,
Famly Plansning Perspectives, 23(5), p. 204-211; and repons of adolescents as a percentage of family planning
chienes served.

3 Pederad funds comprive Titke X, Medicaid, Tide V MCH Block Grant. and Titte XX Social Services Block Grant.



by states’ commitment

of federal and state

dollars toward
adolescent primary care
services.

® With $500,000 in
combined state and
federal funds,
Arkansas’ State
Department of Health
has forged a parntner-
ship with local
education agencies o
create 20 school-
based health centers
across the state.

® The Georgia
Depanment of Human
Resources commits
nearly $1 million of its
federal Matemnal and
Child Health Block
‘Grant annually to
school-based health
centers in 14 counties
across the state.

® The Kentucky State
Department of Health
dedicates neasly $.5
million of its Matemal
and Child Health
Block Grant toward
12 school-based
adolescent primary
care facilities.

@ Following a state
survey that revealed
adolescents face a
variety of barriers in
accessing family
planning, Maryland
appropriated $2
million of state rev-
enue for a family
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planning demonstra-
tion grant program in
seven comununities
with large proportions
of high-risk youth,

® Okiahoma allots
$280,000 of state and
federal funds to
public health clinics
around the state to
enhance health
delivery to adolescents.

SPECIAL
INITIATIVES

here is an

increasing belief

among preven-

tion advocates,

social researchers,
and program providers
that adolescent
pregnancy prevention
must be broader than
human sexuality
education and family
planning. Adolescents
who lack the motivation
to delay early parent-
hood, they contend, will
require a greater
commitment from
society than an hour of
reproductive health
instruction or expanded
after-school hours for
family planning services.
The following initiatives
reflect a variety of
strategies that states are
implementing to help
communities reduce
adolescent pregnancy
and childbearing:

Primary
Prevention
Initiatives

As evidenced by the
growing expenditures
related to families
begun by adolescents,
the lion’s share of
public resources and
programs are dedicated
to serving the conse-
quences of young
people’s sexual activity.
Reaching young people
before they become
sexually active, while
seemingly logical, is the
exception, not the
norm, to how public
institutions treat adoles-
cent sexuality issues
{see Schiit, J. (1992).
Primary Prevention of
Adolescent Pregnancy
Among High-Risk Youth,
Southern Regional
Project on Infant
Mortalityl. Two states
have created innovative
programs that break
from the traditional
delivery of services.
These programs are
innovative in that they
represent statewide
efforts to delay the initi-
ation of sexual activity
among high-risk youth.
® South Carolina’s
Departments of Social
Services and Health
Care Financing
teamed up to
establish an after-



school prevention
program for Medicaid-
eligible youth. Called
the Teen Companion
Program, the
statewide initiative
links peer and adult
companions with
young people to help
them delay early
sexual activity and
parenthood through
education and
mentoring.

® A combination media
campaign and family
life education
program, Maryland’s
Campaign for Our
Children advises
children across the
state that “You can go
farther when you
don't go all the way.”
The message promot-
ing sexual abstinence
is delivered through a
variety of media,
including billboards,
prime time television
and radio ads, and
posters. Classroom
lesson plans give
teachers an opportu-
nity to discuss and
explore the
campaign’s themes
with students.

Community
Organization
The participation of the
community in distin-
guishing adolescent

pregnancy and
childbearing as undesir-
able and in developing

. prevention solutions is

indisputably necessary
to creating effective
programs. Four southem
states provide funds to
facilitate community
organization around
identifying local strate-
gies and resources for
preventing adolescent
pregnancy.
® Virginia and
Maryland provide
seed money, or
incentive grants, to
community-based
organizations to
stimulate the collabo-
ration, coordination,
and strengthening of
linkages between
public and private
youth-serving agencies.
Funds are used to
form and maintain
coalitions, as well as
undertake special
activities, including
needs assessments,
resource guides, etc.
® West Virginia and
Tennessee have taken
a unique approach o
organizing communi-
ties and resources:
state health agencies
employ full-time staff
dedicated solely to
coordinating commu-
nity adolescent
pregnancy prevention
activities.

Adolescent
Pregnancy
Prevention
Community
Grants

Unlike most categorical
grant programs which
address one aspect of
adolescent pregnancy
prevention, state grant
programs provide

" communities greater

flexibility in developing
comprehensive responses
to local needs. State
grant programs augment
local prevention efforts
by providing resources
and/or staff that were
heretofore cost-prohibi-
tive. The grant process
also prompts collabora-
tion among community
agencies to determine
how the funding could
best serve its youth.
Programs fulfill a wide
range of community
needs, including teacher
training workshops,
male responsibility
programs, health
instruction materials,
and adolescent health
conferences.
©® Georgia provides an
annual $1.1 million
state appropriation to
local health deparnt-
ments for community-
based initiatives;
® Kentucky combines
state revenue and a
variety of federal



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

@ 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. [n approxi-
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mating 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

[i.e. non-administrative).
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 $110 million for
fiscal year 1992 [see
table; appendix A delin-
eates spending break-
down state by state].
Family planning services
make up the largest
portion {61%), 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 [Title
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
$5,148.000: divided by



an estimated 918,000
adolescents aged 10-19,
North Carolina’s per
capita investment is
$5.60. The South’s per
capita investment is
$8.50. Delaware’s
figure, $65, appears to
be an anomaly among
the regional range of
$3-20; the high number
reflects the state’s nearly
$5 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 minirnal
investments beyond
family planning; high
per capita figures reflect
a greater commitment
to providing prevention
resources {0 commu-
nities.

ADOLESCENT PREGNANCY IN THE SOUTH
PUBLIC EXPENDITURES AND INVESTMENTS/
INVESTMENT PER CAPITA

Louisiana

Mississippi

N. Carolina
Oklahoma

S. Carolina
Tennessee
Texas
Virginia
West Virginia

Regional Total

1 Medicid, AFDC, and

2 li.e. school
Primary prevention Wmm:e hnlm,puu:

program informazion

Investments
Expenditures! Investments?  Per Capita’

$117,342,000 $ 3,349,000 $5.50
$97,887,000 $ 2,033,000 $5.70

$ 68,905,000 $ 5,728,000 $65.00
$795,889,000 $23,805,000 $15.40
$536,004,000 $11,685,000 $12.10
$266,892,000 $ 4,573,000 $8.20
$335,015,000 $ 3,284,000 $4.85
$449,296,000 $ 5,682,000 $9.30
$220,054,000 $ 2,303,000 $5.30
$327,872,000 $ 2,129,000 $2.90
$457,828,000 $ 5,148,000 $ 5.60
$219,094,000 $ 3,536,000 $7.50
$173,258,000 $ 4,903,000 $9.30
$425,857,000 $ 4,619,000 $ 6.60
$754,934,000 $15,092,000 $5.70
$284,706,000 $ 7,020,000 $8.40
$202,180,000 $ 5,425,000 $19.90
$5,733,013,000 $110,314,000 $8.50

Food Samp expenditures for families begun by adolescents: hased on FY 1991 data
reported by state mmwm i > *

heatth, special initiatives, etc.k based on FY 1992
education, and human services.

3 Mml”lmmmlmmbmﬂfamb:ggdl&l??opuhmmm.ﬂumu

of the Census.



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 19 of
the region’s total public
expenditures related to
adolescent childbearing.
For every $1.00 spent
on adolescent pregnancy
programs, only 2¢ 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
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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, regularory
policies, and program-
matic directives for
those institutions.
Accordingly, it is the
state that can establish
adolescent pregnancy
prevention as a priority
among locat youth-
serving institutions,

PUBLIC SPENDING

RELATED TO
ADOLESCENT
PREGNANCY
FY 1991

’ Investments =

@ Expenditures =

1,495,190,000

Medicaid
2,027.419,000

most 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 O Carry out its
complicated role of
prescribing solutions, all
the while providing the
flexibility and suppont
to help localities deter-
mine their particular
needs.

AFDC
2,210,404,000

Family Planning
Public Health
School Health
Special Initiatives

$110,314.C00

AFDC
Medicaid
Food stamps

$5.733.013.000
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APPENDIX
STATE INVESTMENTS IN ADOLESCENT
PREGNANCY PREVENTION

CDC - Centers for Disease Control HIV/AIDS prevention grant

DFSC=  US. Department of Education Drug Free Schools and Communities

DOE = U.S. Department of Education

SSBG =  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

AlLABAMA TOTAL $3,349,000
PUBLIC HEALTH SERVICES
Family Planning State/Federal 2,919,000
Adolescent Primary Care Titte V MCH Block 430,000

Hospital-based Children & Youth
Project; serves large metropolitan
area and provides professional
development to adolescent health
providers across the state.

ARKANSAS TOTAL $2,033,000
COMPREHENSIVE SCHOOL HEALTH
School Health Services Title V MCH Block 430,000
Combination state and federal State 450.000

funds suppon 20 school health
centers across the state.

PUBLIC HEALTH SERVICES

Family Planning State/Federal 1.333.000
SPECIAL INITIATIVE

Statewide Media Campaign State/Federal 200.000
DELAWARE TOTAL §5,728,000
COMPREHENSIVE SCHOOL HEALTH

Teacher Training

State held 46 health education CDC/DFSC 30.000

teacher trainings in 1991-92 school
year for 2800 tezchers and nurses;
Annual wellness conference attracts
additional 120 school personnel.
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School Health Services

State law mandates one nurse State
per 40 teacher units; nurses are Federal
funded through stte and

federal appropriations,

Four school-based clinics are State

supported with federal and Title V MCH Block

state funds.
PUBLIC HEALTH SERVICES

Family Planning State/Federal
SPECIAL INITIATIVES

Evaluation of the state's Title V MCH Block

school-based health initiative.
FLORIDA TOTAL
COMPREHENSIVE SCHOOL HEALTH

School Health Services

@ Basic School Health Program State

® Supplemental, high-risk State

school-health grants fund 49
projects statewide.

PUBLIC 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 Department

dedicates federal funds to middle and

high school-based clinics in seven

health districts.

PUBLIC HEALTH SERVICES
Family Planning State/Federal
Teen Clinics State

State-sponsored grants 1o district
health offices to enhance family
planning services for adolescents.

SPECIAL INITIATIVES
Community Grants State
KENTUCKY TOTAL

COMPREHENSIVE SCHOOL HEALTH
School-Based Adolescent Tite V MCH Block
Primary Health Services

PUBLIC HEALTH SERVICES
Family Planning 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

470.000

3.365.000
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Good morning. I am Jane Johnson, Vice President of Affiliate Development and
Education for the Planned Parenthood Federation of America (PPFA) 1 Eave 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 opportunity to speak about the issue of ado-
lescent pregnancy and the risks it poses to Lﬁe 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 Things
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 annuaﬁy.

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 d%ivers, 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, iopelessness, 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 guidance and materials to participating community or-
ganizations. Qur strategies include: :
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® Recognizing the family's role as primary sexuality educators by ir;)viding 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 Em?_fm 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 Llfat 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 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 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 Things First will do this, but it also will work with
communities to assure small children love, security and proper care.

Americans must face the reality 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 %emales aged 17 had experienced intercourse; in 1988, 72
percent. Most of the increase in femafe 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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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 young 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, and 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 calculating 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’. 1
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 bi.rtﬁ 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.

What Casts Are Included — In this method, the cost of supporting these families through the

three biggest 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.
What Costs Are Included: The method takes into consideration the probability that any family
begunbyatembixﬁwﬂlmdveAFDCmdrdawdpmgmnbmeﬁsmmdaa;ymeZO
years of the projection. It also discounts the projected costs to armive at a figure in "today's
dollars" It includes estimates of costs for:

» AFDC;

» Medicaid;

» Food Stamps;

» Publicly subsidized housing;

» Social services;

' M.R Burt, "Estimating Public Costs of Teenage Childbearing.” Family Planning petspectives,
18(5), 1986, 221-226; M.R. Burt and D. Haffner, i ing:
Cost? 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.),
Riski ¢ e; : exuality, Pre: d Chi ing. Volume II. Washington,

[(MSKIDG 1) jture: £ [ xual
DC: National Academy Press, 1987.

2 RF. Wertheimer and K. Moore, Teenage Childbearing; Public Sector Costs. Washington, DC:
Utban Institute, 1982; SRI International, "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 le, all the first births to teenagers in 1985 (approximately 371,000) are one co-
hort, and begin one "corridor in time" that will end only in 2004. The 1986 oohortwillbe&i\n
another "corridor," this one ending in 2005. Thus many cchorts or "corridors” exist at the
same time, with cohort members bei moxeorlessaozrancedmwardtheendofﬂleirzo
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)g)ata exist on which to base an expectation of use among families begun
by a first birth to a teen. I mention them here because there is some evidence that
cKildren 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 wouk?lsaave 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.* 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 throu,
19ﬂ9a0. These figures are in the current dollars of their year; they are not adjusted for
inflation.

* 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 costs 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 mi?'nt 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, onl
about one-third of teen mothers receive welfare in any single year while they are stiﬁ
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 if 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 fam.i.fy in 1990.

Annual Whole Cobort 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 a(if 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-
adfe) 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
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EXHIBIT 3: SINGLE BIRTH COST
20-YEAR PROJECTION FOR ONE FAMILY
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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 MS. BURT'S PREPARED STATEMENT

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

Summary Report

In 1889 every minute another teenager became a mother. Nearty one-fourth of these young women was
giving birth for the second, third or more time. Every 46 minutes an adolescent 14 years old or younger
had a child.

Altogether, 517,989 babies were bom 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 1986. Even before these Increases, adolescent pregnancy rates in
America were the highest among developed countries, despite similar proportions of teens who are sexually
axperienced.

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 natlon, calls for the reduction of
pregnancies among adolescents under 18 by nearty one-third by the tum of the century. Nevertheless, it
has been enormously difficult to galvanize the political will to move torward with real solutions.

America’s teens are paying the price. For teen parents and their children, too-early childbearing can result
In lost economic and educational opportunity, in short- and long- term health consequences, and in
emotional and social stresg. However, dlsadvantaged 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-early 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 America’s 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-earty 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 chiidbearing, and some of these are
described briefly in the report. However, much more can be done.

CPO belleves that "quick 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 iime. 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 familes and for all Americans.

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 behaif 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 rasult 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.

Cérneter fOT 1025 Vermont Avenue. NW. Suite 210 Washington, D.C. 20005 USA
. 202/347-5700 FAX 202/347-2263
Population
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5

dsmeCouambuedmamthomewaﬂdmn
(AFDC), MedbauandFoodsnmppnMﬁmthaglvmywmhmmsMbeganwﬂha
een birth, mme.whbhlndwesdeymamaawduadeamNem.lsactuauya
estimate. ndoesnahdmmpuulccomcunmaiyauoemadwnhfamiysupponsuch
as Job training, housing subsidies, the Women, Infants and Chidren {WIC) supplemental food program,
subsidlzedsd\odmeals.specuedueaﬂoufoaermordaym

:

IN 1990, THE U.S. SINGLE YEAR COST WAS OVER $25 BILLION, up an alarming 16 percent, or $3.5
billlon, from 1989 (Tabie i). CPOesthmaleweryblﬂhloataenmﬂwhadbeendelayedunﬂthe
mother was In her 20s, the U.S. would have saved 40 percent of the calculated expenditures, or $10.02
billion.

EACH FAMILY BEGUN BY A TEENAGE MOTHER IN 1990 WILL COST THE TAXPAYER AN AVERAGE
OF $18,133 BY THE TIME THAT CHILD REACHES AGE 20 (Single Birth Casts, Table Ii). If the birth were
delayed until the mother was in her 20s, the average potential saving would be $7,253. Since only one-third
dfamlleabegunwlthatmwmwmwbmmmmgeamoummeachfamny
mmmbmmuatmmmmmmmmmsweemcm,or$54.399
over 20 years.

1985 - 1990 Single Year Costs
TABLE |

Six Year Trend in Single Year Costs Attributable to Teenage Childbearing

(in billions)
SINGLE YEAR
COST: 1985 1986 1987 1988 1989 1990
Aid to Families
with Depen-
dent Children
. (AFDC) $8.32 $9.49 $9.87 $10.07 $10.43 §11.23

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  $1927  $19.83  $21.55  $25.05

The Center for Popuiation Options, 1982
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1985 - 1990 Single Birth Cost
TABLE II
Six Year Trend in Projected 20-Year Public Costs to Support Each Family

Begun by a Teen Birth
(average cost)

Age 1985 1986 1987 1988 1989 1920
<15 $17,724 $18913 §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  $13,101 513,579 $14,581
All

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

1985 - 1990 Single Cohort Costs
TABLE I

Six Year Trend in Projected 20-Year Costs to Support A/l Families Begun by a Teen

(in billions)
Age 1985 1986 1987 1988 1989 1990 I
<15 $0.17 $0.18 $0.19 $0.21 $0.22 $0.25
15-17 $255 $2.73 $2.85 $3.08 $3.24 $3.56
18-19 $2.44 $2.60 $2.66 $2.69 $2.89 $3.34

$6.35

The Center for Population Options, 1982
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TEEN PREGNANCY PREVENTION: IMPERATIVES FOR THE 1990s

Slncoiws.meu.s.rnsbemloshggramdmmdonwprevmmgopregnamymdchndbeaﬂng.
Policy initiatives have been caught up in societal ambivalence about adolescant sexual behavior, in amdstles
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-
mmdemmwmw.wmmdemmaagmmushgmy
form of contraception. By the age of 20, an estimated 43 percent of all adolescent girls will have become
pregnant at least once. Clearly, the strategies of the last decade that have resulted In reduced access to
services and altematively rely on *just-say-no* messages have falled.

MORE TEENS ARE SEXUALLY ACTIVE. By the time they reach the age of 20, three-fourths of American
females and 86 percent of American males are sexually active. Nearly one-third (31.9 percent) of ninth-grade
giris and nearly half (48.7 percent) of ninth-grade boys report having had sexual Intercourse. In 1988 over
half of all females 15-19 reported having had sexual intercourse, up from 28.6 percent in 1970. Despite this
Increase.betweenwmand19%tewpmgmncyandblrthratasconﬂnuedtofaﬂduetohnprovedaccess
to and use of contraceptives and the legalization of abortion. The trend has now reversad.

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 confidenttal abortion, although not all are currently enforced. If Roe v, Wada is overtumed by the
Supreme Court, explicitty or In effect, teens in some states will losa access to abortion services altogether
and more teens will become mothers. Should abortion be fllegal and should all teens now choosing
abomonboforeedtogmblmmu.s.taxpaysrscoddexpecttopayblllonsmorelnMedlwld,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 Guttmacher
lnsﬂnnofwndttmforeveryddlardfedemlmmsspemtopmvldeeocmcepﬁvestowomenofaﬂages.
“.wbwnmwwwwlsoboneededfornwdlcalearo.weltamandmmiﬂonprogmm]ustlnme
two years following a birth, Yet after adjustments for Inflation, 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 faderal 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 anemia, pregnancy-induced hypertension, toxemia, cervical trauma and premature
delivery. mmmmmummwmmm.wmmmmammmm
and future health of the individual teen. The maternal mortality rate for mothers under age 15 is 60 percent
greater than for women In their 20s. Teenagers’ tendency to delay or forego prenatal care contributes to
the increased heaith rigk of pregnancy. Only 54 percent of teens who gave birth in 1889 received prenatal
care In the first trimester (compared to 85 percent for women 30-34), and 14 percent received late of no
prenatal care.

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 themsalves. The Infant mortality rate in
this country is strongly related to the number of infants bom at low birth weights. In 1989, over 10 percent
ofbabiesbomtoteonsuruanawemoﬂow(z,soogramsoc'lesa)orverylow (1,500 grams or less) birth
weight. Even normal birth weight infants of teen mothers have a higher rat of rehospitalization than infants
of older mothers. Lengthy hospital stays, painful procedures and greater risk of chronic finess and disability
exauhlghpersau!nwdbdm“hueaseﬂwuﬁmsmmhndmuatehedﬁwesystem

The Center for Population Options, 1992
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TEEN MOTHERS ARE LESS LIKELY TO GRADUATE FROM HIGH SCHOOL. Teen mothers are lass likely
mmmldlesapeemtohavemoedueauonandsldlsmededtobeeomeeeonomunylndependem.
Elghwmdwenmdmpmnwmsewwumgmduamﬁomhlghsdwd. A woman
who begins parenting in her teens makes haif the Iifetime eamnings of a woman who walts until she is 20 to
have her first child. In 1985 and 1988, 81 percent of young mothers living alone had incomes below the
federalpovonylevd.andpovenyrateswendeedteenmoﬂmwefeMbethemﬂonalavemge.

TEEN MOTHERS ARE UNUKELY TO RECEIVE CHILD SUPPORT. Two-thirds of parenting teens 15-19, and
almostalltaemuayanw.ammmnbd.w:mshgummdmoodmuwywﬂmedpuUbasslmnee.
Any form of child support from the father Is extremely rare. Furthermore, In many cases of teen births the
father Is not identified. Whueﬁnagedﬂ\efaﬁwhhwn.almme—tmmdfmhersamteemgers
themsalves. EvanumelamerlsddeersllkelytobomskNedW/orununployed.

EVEN MARRIED TEENS FACE HIGHER RATES OF POVERTY. In the short run, marrtage appears to
reduce the poverty associated with teen chidbearing, since fewer married teens receive public assistance.
This is misleading, howaever, because prior to FY 1991 two-parent familes were ineligible for benefits in many
states. Even when teenaged girts marry, their husbands are aimost 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 unilkely to be highly
skilled or have high-paying jobs. Furthermore, many of these early marriages are short-ived. Married teen
mothetsfacehlgherdlvoreemtestfnnwotmnwhowahumltheyareoldaftohavechlldren.

TEEN MOTHERS NEED HELP DEVELOPING PARENTING SKILLS. Over 50 percent of teens who choose
to cany a pregnancy to term also choose to raise the chiid themselves. Teens who parent are suddenly
faced with the awesome responsibiity of shaping the lives and characters of thelr children, at a time when
theythenwelveamlnthemldstdwemhelmlngmdconfuslng physical and emotional developmental
tasks. Toooﬂentaenparmfnvolhﬂeornosoehlsupponswtem. Not only is their own development
interrupted by parenthood, but that of their children is all too often negatively affected as well.

Guidlngthegrowthanddevelopmemofmenmdgef\eraﬂonandpasslngonthecollecﬂvewlsdomofthe
culture is one of the most important tasks of any soclety. We owae a productive and healthy future to all our
chidren. Education and services can help teens avokd becoming parents until they are ready. Many
pfograrmmbo!nglmplememedhstatestoprevemtoo-eaﬂyehﬂdbeaﬂngandassistparenﬂngteens—
bahyoungwmnawyumgnwn—waddwebdgmmmmwmelrchndm But
mesaandothereﬂonsmuaweteornelackofﬁmds.pdmealagendasandyearsofcountefproducwe
poiicies. Tngmneedtoredwehheawhudwmmmaymhmtw—eaﬂychidbeaﬁngmustnwva
pdlcy-maksfstoadoptpdldesﬂtatareeﬂedlvehmdmmteenblmar\drejeatmsetrmdonotwom

TEENAGE CHILDBEARING: SEVEN STATES AND TWO CITIES

Teenage pregnancy exacts a toll 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 calculated to highlight the axtent of these costs. The numbers thrust into sharp relief the
budgetary toll exacted by too-earty chiidbearing in those individual states and citles.

ﬂwmamwmsammmﬂedfammw&bsvawwiddyandammmeammbe
compared with each other. SomedtheselurlsdlctlonstnveamuchgreatefnumberofAFDCpanlcipams
than others. In addition, teenage birthrates vary among the states and citles. Lastly, AFOC, Medicaid and
foodstamppaymemsvaryfrunstatatostata;therefae,aloeamyprwidhg payments at a higher percent
otpovenylevenhananotherloealkywl!havehlghetcostsassocla!edwﬁhteenchﬂdbeadng,butwiﬂalso
provide more completely for those famiies in need.

The Center for Population Options, 1982

76-611 0 - 94 - 4



86

The number caiculated for each jurisdiction Is an estimate of the Single Year Cost — the equivalent of the
$25.05 billion that the Federal government spends each year to support familes begun when the mother was
a teonager. The total figures for each state and city reported here represent those locales’ allocations of
federal funds — part of the $25.05 billion described earller — as well as other monies originating from state
and local revenue. Most city governments do not directly fund Medicaid services. A local contribution to
the non-tederal portion of Medicaid, when required by the state plan, is more often provided by countles
than by cities. The two cities included in this report, however, are examples of city-county consolidations
that do provide services.

Florida
Kansas

J New Mexico
Ohio

Oregon

Vermont
Wyoming

Baltimore

1 San Francisco

Teenage Childbearing: Seven States & Two Cities

TABLE [V
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
$301.08 $198.87 $295.95 §795.90
$ 64.00 $ 25.48 $ 24.29 $113.77
$ 37.23 $ 19.53 $ 31.22 $ 87.98
$427.10 $271.93 $302.45 $1,001.46
$ 91.73 $ 29.38 $ 3183 $152.94
$ 26.59 $ 836 $ 688 $ 41.83
$ 11.50 $ 8.06 $ 7.39 $ 2695
$123.68 $ 46.14 $ 76.09 $245.91
$ 46.28 $ 10.29 $ 679 $ 63.36

The Center for Population Options, 1982
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STATE AND LOCAL PREVENTION INITIATIVES

A survey of adolescent pregnancy prevention programs In Florida, Kansas, New Mexico, Ohilo, Oregon,
Vermont, Wyoming, Baltimore and San Francisco reveals common themes and some Innovative
programmatic twists, ExpensuMerstaMﬂmuﬂylmmmbnhakeytofammmtooeanypregmncm
many of these states and cities address middle-school-aged children. In Florida, for example, Project First
Gassbamsmboyshmwbanam.mmgmwaMawogmmemMnghumsexumhy
Information and decislon-making skils. Battimore's Teen Impact Program Serles (TIPS) Is a six week, six
smbneducatbmlpmgmmlmpletmedmmmddlosd\oda.eoverlngamngedtopurelatedto
preventing teenage pregnancy.

Immmwmmmbwhmdmmwwssesacmwmm
of any concerted effort to lower teenage pregnancy rates. In Vermont, Planned Parenthood of Northem New
England specifically reaches out to teens. Oregon'sleglslanuehasprwldedmmstoecpandmeeapacﬂy
of local family planning clinics and to provide outreach activitles for adolescents. Wyoming's Reproductive
Heaith Council coordinated statewide family planning services so that all countles are now sarved.

Too often teenage pregnancy prevention efforts exciude potential fathers, focusing sotely on young women.
Male involvemaent 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 rural high school that empowers
youngmentoplanforafmurewllhopponunitlesandhelpsthemdevelopthenwtlvatlontodelaysexual
activity.

Prevention of repeat pregnancles among teens is another essential plece of any prevention strategy.
Ywngnwnarﬂmnwhohvealreadybeoamfathasandmmhewmedﬂwﬂomaﬂon. skills and
services that wil help them delay unwanted subsequent births. Fully haif of New Mexico’s prevention
projects are designed for already-pregnant and parenting teens. In Vermont, a community-based program,
Teen Pregnancy Initlative, works to prevent second and third births to teenagers. Wyoming’s Govemor’s
Pregnancy Task Force is focusing on establishing case management and mentoring projects aimed at
reducing repeat pregnancies among adolescents.

Poercounulmg—mtwchlngteens—Isnotedasonedmemosteﬁedwewaystoreadradolescents
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,
aspeetcounselotsandna!nemwhovlsitbothmlddleandhlghschoolswvarlngthetoplwofbinhcomrd
methods, sexually transmitted diseases and the consequences of teen parenting.

All teens need access to health care services. School-based or schooldinked dinics in many states and
citles 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 ail youth, both
those enrolled In school and those not.

Parents are the primary sexuality educators of their chidren 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 skills, 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 skills.

The Center for Population Options, 1992
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Lastly, media campaigns to incresss publiic awarensss of the severlty 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 television, biliboards and other printed material promoted a toll-free hotline 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 announcements in movie theaters and a teen parent speakers
panel. Baitimore's abstinence-based medla program, Campaign for Our Children, biltzed the city with
messages targeted to middle-school children and parents.

Most of the states and citles included In this report have a governor’s or mayor’s task force on adolescent
pregnancy, indicating 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 full report, including a complete listing of sources of data and citations, send $8 to the
Center for Population Options, 1025 Vermont Ave., NW, Suite 210, Washington, D.C. 20005.

The Center for Poputation Options, 1992
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PREPARED STATEMIENT OF JEANNIE 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." Young people develop at different rates -- both developmentally and legally.
Develo; me:?aﬁy, 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 meetmg 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 throutg?x, a health care and education system riat 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 -- pregnancies and either the
abortions or largely out-ofwedlock births that result -- have been with us since time
immemorial. Wﬁat 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 hearing may focus on the problem of adolescent pregnancy,
it is important not to overlook tie 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 contraception,
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 born, 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 og’ 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 famil
planning clinics into being. They have been a crucia? source of care for women of aﬁ
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 fieeds to be done. In large part due to

litical ﬁshting about issues tangential to the family planning program, the program
as 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}%m 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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ATTACHMENT TO MS. ROSOFF'S PREPARED STATEMENT

March 1990

III_‘SSUES
BRIEF

$4.40 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 pubticly
subsidized family planning providers.
One evaluative tool that may be par-
ticularly useful at a time of concemn
about high federal budget deficits is a
“cost-benefit analysis” — that is, a study
which attempts to caiculate 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 publicty
subsidized family planning services is
important since, according tothe most
recent data available, almost one in
every four women inthe United States
who uses a contraceptive method each
year (exclusive of contraceptive sterili-
zation) obtains it from a publicly subsi-
dized source. Over 90 percent of these
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 approximatety 430,000 unintended
pregnancies a year. New calculations
by The Alan Guitmacher Institute (AGH)*
show that, in the absence of govern-
ment support for family planning serv-
ices, an average of 1.2 million addi-
tional unintended pregnancies coutd

beexpectedto occur eachyearamong
these women — at least four in 10 of
which would end in abortion. Accord-
ing to these calculations, every public
dollar 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 soclal services to women
who by law would be eligible for such
services if they became pregnant.

Background
For aimost 20 years, family planning
services have been subsidized for
people who otherwise might not be
able 1o obtain them through several
federal programs, including Title X of
the Public Health Service Act, Medi-
caid and the Maternal and Child Health
and Sociat Services Block Grants. Most
states now also make someappropria-
tions for family planning services.
While providing contraceptive
methads 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 counssling; 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 saxu-

The A

Alan
Guttmacher Np

Institute

An independent, Nonprofit
Corporation for

Ressarch, Policy Analysis
and Public Education

2010 Massachusetts Avenus, NW
Washington, DC 20036
Telephone 202 296-4012

Fax 202 223-5756

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-
fly planning services is difficult, since
thesavings tobe calculated comefrom
events — pregnancies -- that do not
occur because they are averted by
contraceptive use. Over the years,
thers have been several such attempts
to evaluate family planning programs.
Almost without exception, these stud-
ieshave concluded thatlarge numbers
of unintended pregnancies (and, there-
fore, births and abortions) are averted
by subsidized family planning efforts,
and that, as a result, for every doflar
appropriated for contraceptive serv-
ices, considerably more is saved in
medical care and welfare costs.
These studies are by now quite
oid, 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
uss and publicly subsidized contra-
ceptive care obtained from private
physicians. The new AGI calcutations
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 earlier analyses.

*J.D. Forrest and S. Singh, “Public-Sector
Savings Resulting from Expenditures for Con-
traceptive Services,” Family Planning Perspec-
tves, 22:6, 1990.
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Teenage Sexual and Reproductive

Behavior in the United

SEXUAL ACTIVITY
® 97% of women and 99% of men aged 15-19 are ied

tates

¢ 50% of unmarried women and 60% of unmarried men aged
15-19 have had sexual intercourse.

* Levels of sexual activity increase with each year of age: 27% of
unmarried 15-year-okd women and 33% of unmarried 15-year-
old men have had intercourse at least once; at age 19, 75% of
women and §6% of men have had intercourse.

-Teangasmhnvlnguxfortheﬂmﬁmeatywnguags:ln
1982, 19% of unmarried women aged 15 had had i

¢ Sexed programs have been shown to effectively provide
Inf about reproduction and ption and thus in-
Crease teenagers’ knowledge about these subjects.
CONTRACEPTIVE USE

* More teenage women surveyed in 1988 used a contraceptive
method the first time they had intercourse than in 1982 (65% vs.
w%),yaIISu&dmpmuuﬁmdnnthqhadm

1988, 27%. In 1979, SG%ofuxmniedmagedﬂhvmgm
mvpoﬂhnnmshadlndlnfaw\mmlm 2%.
* Sexual activity levels vary id y by race and ethnici

ptive use at first i d almost en-
tirely bx of a doubling in cond usedunngthelm
(from 23% to 47%).

*79% of sexually active teenage women use a contraceptive

m\nurriedl.'v—l&yuroldmm%ofbhch 0% of
thanlamdmdwhxmhavehadmwmum Proportions
among women aged 15-19 are 59%, 45% and 48.

* Most of the increase in female sexual activity in the 1980s was
among white mgmmﬁwumhlshakmuhmﬂis
narrowing the previous racial, ethnic and income differences.

* 6in 10 sexually active women aged 15-19 report having had 2 or
more sexual parters.

SEX EDUCATION

¢ Nearly all junior and senior high school teach h
sdmhoﬁusex:dmmhnuwthmknuoﬂmpmnded
o0 late and that too little time is spent on the subject.

* On average, secondary schools offer only 6 1/2 hours a year on
sueduamn——fewumzdthoaehamfoaummmep-
tion and the p of

-Mwmmdhrg::dnuld:sﬂiﬁsmduUmtedStahswp—
ponnexeduﬂﬁonmtharpublxsdmh yet 1/3 of the states
and 1/5 of the larger school dit

H\arsdnobm&achp@umypmmm

g the

b

hod ..,fmm?'l%mlm'l'hcymmhkdyhowzvu
than any other age group to be 1in 5 use no meth
¢ 57% of sexually active unmarried men aged 15~19 used a ¢on-
dmﬁ!hﬂm&wyhmmm-mngdmnged
17-19 in metropolitan areas, condom use more than doubled
between 1979 and 1988—from 21% to 58%.
¢ 66% of black, 54% of white and 53% of Hispanic men aged 15-19
used & condom the last time they had sex.
* In general, young women are more likely than clder women to
t e v .

age pill users experience a 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—twice as high as in England and Wales, France
and Canada; 3 times as high as in Sweden; and 7 times as high
as in the Netherlands.
© Each year more than one million teenagers (1,014,620 in 1987)—
1in 10 women aged 15-19 and 1 in 5 who are sexually active—

andmaug:pmgmmyuhmmdbymyfms mdudmg

tack of data on teenagers’ sexual activity at the state or local level.
* Studies have found no conclusive evidence that sex education

Causes teenagers to become sexually active eartier or later.

* In-depth studies of a few specific sex education programs have

shown that some approaches contribute to greater delay in

teenagers becoming sexuaily active, at least in the short term.

become pregnant.
* 50% of| eived in 1987 resuited ina birth,
%%mmlbwmn-ndanstmumd 14‘5 in miscarriage.

* In 1987, the ies per 1.000
women age 15-19) was 109, and 72 among those aged 15-17.

* Minority teenagers have twice the pregnancy rate of white teen-
agers—in 1987, the rates were 189 and 90, respectively.

¢ By age 18, 1 in 4 (24%) gers will b gnant at least
once—and more than 4 in lO(“%)mlldosobyapm




¢ 21% of white teenagers and 40% of minority lenagers will be-
mmumatmmbynpls.ndnsdmm
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" - [y 1y

tua) and and prob-
hmdldw&dhnmdi&mofoldermhm primar-

wiofmnwhiubyngezo uybeauseofn!effemofsmglepam!hood lower maternal
¢ Nearly 1in5 g i ] and larger family size.
becomepmgmntapmmthmaymr WilhmZyenn morethan * Althoughitis noti ble, the daughters of ge mothy
Jl%hlvenmpeatpnynncy are more likety to b ge parents th b
*8in 10 ge p i d 9 in 10 among
unmarried maugmlndlbouk half among married ABORTION
* States with the pregnancy rates in 1985 were  « 4 in 10 teenage preg (excluding ges) end in
CA (151), AK (144), GA (132}, TX (131), AZ (128); states with the abortion.
lowest rates were ND (60), MN (62), LA (67), SD (70), WI (73). © While the teenage abortion rate ber of ab 1,000

* The number of pregnancies and the teenage pregnancy
rate rose graduafly during the 1970s but leveled off in the 1980s.
In1972, the pregnancy rate was 95—in 1980, 111 and in 1987, 109.

CHILDBEARING

* TheUS. g rate is Canada’s
mdhdnAmaiao.ByugeZOlln9wommiand&,21nlO
in the United States, 3 in 10 in Brazil and 5 in 10 in Guatemnala,
have had their first child.

* About 1/2 of all teenage pregnancies end in births, In 1988,
teenage births totaled 488,941 (10,558 to those under age 15) and
66% were to those unmarried—54% of the births to whites and
91% of the births to blacks.

* 7 in 10 births to agers result from
‘Mba\:gﬁbitﬁnh(bmhspal,anwommagedls—l%m
IMst—cmmgwMtu,B 7,and minorities, 95.3.
* The birth gers aged 15-17 § d 10% b
IMMIm.ﬂlelmmzwuthehlg!umlmm

TR half s

1. 9 .

ly among
© Of women wmmmmn%m

per
women aged 15-19) among minorities (73) is considerably
hxghrd\and\emlemmtgwlnm(%),thehkdlhoodmnhzy
will end a preg (abortion ratio) is about the
same as for whites.
¢ 26% of all abortions in the United States each year are to women
under age 20-—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.
-mmmmmofmyvu\bymugmfmdmdngm
have an abortion are: concern about how having a baby would
change their lives, feeling that they are not mature enough to
have a child, and financial problems.
* 18 states have or notice
hwsmdfectfonmmtoobnhanubotdmLAL.AR,Cl'lN
LA, MA, ME, ML, MN, MO, ND, OH, R1, 5C, UT, WV, WL, WY.

SOURCES OF DATA
Most of the data in this f; are from by
The Alan Guttmacher Institute and/or published in Family Plan-

Amollgwhlhﬁ,linwﬁntbinhswmwheaugusmdm\g

blacks, 4 in 10 were to

© Nearly 1/4 of all babies born to are not first births.
¢ Less than 10% of teenagers who give birth place their babtes for

¢ Onaverage, 33% of women under age 20 who give birth receive
inadequate prenatal care, either because they start care late in
their pregnancy or because they have too few medical visits.

CONSEQUENCES OF EARLY CHILDBEARING

* The younger the mother, dlegraﬁzrﬂueli.kdﬂmdmuheand
herbaby willexp asaresultoflater
wmnlmpowmmﬁm.amlod\erubtykm

* Teenage mothers are at greater risk of soci

ning Persp . Additional sources include: The Centers for
DhaaeCmvaTlqutzrforPowhuonOPﬁms the National
Center for Health Statistics, and the National Academy of Sci-
ences’ report, Risking the Future.

FOR MORE INFORMATION
FROM THE ALAN GUTTMACHER INSTITUTE:
Abortion end Women's Heslth: A Turning Point for America?, 1990, 74 pp., $12.00.

Preventing Pregmency, Protecting Health: A New Look st irth Control Choices i the
Usited Stazes, 1991, 129 pp, $20.00.

1gs on Termege enning 19851989, 1969, 352
PP- $30.00.
Risk and y 3 in America’s Schoots Todey, 1989, 24 pp..
£3.00.

oge Countrics, 1986, 310 pp., $30.00 clothbound, $12.95
Press).

(Yale

tage throughout their lives than those who delay childb

until their 20s. They are generally less educated and have more
mmmmwmamummam
g from high school
!hlneverbdon y«mlyl/ZofthewmwhohaveMﬁm
ddldltagel?orywmwiﬂhvegnduamdbyagew

mage Preg States: , 1989,
72 pp.. $15.00.

Today's Adolesornts, Tomorrous's Parents: A Portrait of the Americes, 1990,97 pp., $20.00,
availzhle in English and in Spenish.

Fawily Plaxning $32.00 for &

Tyear 280 for

Y
"

and deg nn forthar

State

public assi
. Publkf\mdsplyfw&nddwerymohthmllzofd\:bm

to teenagers.
OHngovchspenlmmbﬂhminlmforml.hahh
and welfare services to families

tioe: $12

mmwmmm.lmm
i $100.00 for L

Mewes, |
1-year p

hhﬁﬂlmdma&vhﬂmmwuwmwy

begun by
Babies born to teenagers in 1969 will cost US. hxpaym%
binhnovvrthenextznyean.
* Child: hers are at greater risk of lower intetlec-

copies of this factrheet may be purchased for $040 each—-volume
discounts sre available.

This “Facts in Brief” was made possible by a grar from The Sophia Fund.



Cajculations
The new AG! study had four major
steps:

@ using data from the National
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would average $1.8 bilion — an aver-
ags savings of $4.40 for every one
dollar spent.

amounts spent to provide these sorv-
ices are smad relative to the large sav-
Ings that resuft.

Finaly, desphe the substantial

Survey of Family Growth to determine  impilications for Public Palicy sockl and economic benelts that accrue
the number and characteristics of The new AGI analysis focuses on a  from subsiiized family planning serv:
women who obtain contracaptives from  narrow but crucial area of family plan-  ices currently baing offered, more needs
publicly supportad programs, elther  ning program impact — prevention of  to be done. The gap betwoen the low
famly planning clinics or private physl-  unintended pregnancies by contracep-  contraceptive faliure rates that can be
ctans reimbursed through Medicaid; tive use and the resulting achieved theoretically and the actual
@ using newly avaltable data on  savings in health and weifare apendl-  levels obtained with normat use Is well
fallure rates of the various tures. H ,Risimportanttonots  documentad. [n addition, athough only
tive methods in actual use to estimate that women making visiis for contra- & small number of women at risk of
the number of unintended births, abor-  ceptive care to publicly funded provid-  unintended pregnancy use no method
tions and miscarriages these ors ~ which are often their only source  of contraception —~about eight percent
would experience under conditions of  of health care — may recelve, in add}- —MWamnloroverhaﬂd
continued access to publicly funded  tion to free or low-cost eptive  all preg igs and haif of
services and under three scenariocs of  supplies, a variety of related and im-  all abortions.
probatle behavior ¥ such servicesware  portant health and educational serv- Since 1960, tetal govermment funds
unavailable;** loes.aswdumtsdmwmm for tamily planning services, measured
e calculating the public-sector  to other heeith providers for sp in doflars, have actually de-
costs of providing family planning serv- Izedearewhenneeded dined. Expanding and improving the
icas on the one hand and, on the other The following major conclusions  provision of contraceptive services and
hand, of providing medical care for  may be drawn from the new study: mmmmwwwd
pregnancy and childbirth (and abor- e Public subsidy remains criti-  hel ! ep-
tions in those few states that fund  cally important to the provision of tamlly Mmoﬁmﬂywmm
abortion services) and, for a two-year  planning services in the United States. redueemmn'nbuand rates of unin-
period after chidbirth, pediatric care  Almost one In every four who ies and abortions
(Maedicaid) and social services (AFDC,  uses a contraceptive meathod each year experiewedhheUnnsd States to-
food stamps and WIC) to womenand  (and onsin three who uses elther of the
infantswho, underthe terms of current  most effective methods, the pil or the

law, would be eligible for such serv-
ices; and

o computing the savings in pub-
lic spending resutting from expend}-
tures on contraceptive services.

Major Findings
Thase calculations yield xhefoﬂowlng
major findings:

@ The 4.5 milion uysers of revers-
ible contraceptives inthe Unlted States
M\orelyonwuldy‘—‘-‘,. i

IUD) obtains it from a publicly subs-
dized provider.

o Famiy planning clinics remain
the key source of care for women
secking subsidized contraceptive serv-
ices. Of the 4.5 million women recelv-
Ing subsidized services each year, over

**Since it s IMmpossidie 10 predict exactly what

90 percent rely on family planning ciin-  sence similarty to women at risk of unintended
ics; less than 10 percent go to private  Pregnancy and of the same income level who
eimbursed did nct use subsicized services. Pattem 1

doctors who ars by Medi- M“hmmu milion unin-
caid. - L tended pregnancies) was based on informs-
putlicly subsidized CONTBCEpvG Serv-  SWhoh o they siop taking the birth control il
ices are dlsnfooonlona!d!_wgz-y m‘:"""‘“"’"“"’“"'““"““
ol of clinic

probable behavior, an average of 1.2
million additional unintended pregnan-
cles would occur in the absence of
publicly funded services, including
509,000 additional unintended births
and 516,000 additional abortions.

¢ Federal and state governments
spend a total of approximately $400
méllon tor contraceptive services an-
nually. If these services were not avail-
able, the additional short-term expen-
ditures that woutd be required by law

have higher rates of contraceptive fai-
ure than do American women gener-
ally. Howaever, since these

clients who are pill users). Pattan 1 (resutting
in an additional 1.7 millon unintended preg-
about what

tand to use the most highly effective
methods of contraception, their overall
pregnancy rates are simiarto those of
all other women using reversible meth-
ods.

e Publicly tunded famiy plan-
ning services allow substantial num-
bers of women to pr b d

women used befors
they came to & tamily planning clinic. A fourth
mmmﬂmhmm
3.1 million
that none of the women atfectsd would con-
tnus to use contraceptives but all would con-
ﬂmubb--mmym Whﬂlmlwy

°' m

The

Copyright 1960.
The Alan Guttmacher iInstitse.
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Determinants and Policy implications

By Elise F. Jones, Jocqueline Darroch Forrest, Noreen Coldman. Stanley K. Henshar,

Richard Lincoln, feannie 1. Rosoff, Charles F.

introduction

This article summarizes the results of a com-
pas study of adok pregnancy and
childbearing in developed countries. under-
taken by The Alan Cuttmacher Institute
{AGD. The study’s main purpose was to gain
some insight into the determinants of teen-
age reproductive behavior, ially factors
that might be subject to policy changes.

A 1943 article by Charles F. Westoff, Cé-
rard Calot and Andrew D. Foster reported
that although adolescent lertility rates have
been declining in the United States, as they
have in virtually all the countries of Western
and northern Europe. teenage fertility is still
considerably higher in the United States
than in the great majority of other developed
countries.! There is a large differential within
the United States between the rates of white
and black teenagers. However, even if only
whites are considered. the rates in the
United States are still much higher than
those in most of the other countries. The gap
between the United States and the other
countries is greater among vounger adoles-
cents (for whom the great majority of births
are out of wedlock and. presumably, unin-
tended) than it & among older teenagers.
Abortion rates are also higher among LS.

nagers than among adok in the doz-
en ot 30 countries for which there are data *
Two major questions were d by

Westoff and Deirdre Wulf

in Developed Countries:

TU.S.] teenagers . . . have inherited the worst of all possibie

worlds. . . . Movies,

music, radio and TV tell them that sex is

romantic, exciting, tititlating. . . . Yet, at the same time, young
people get the message that good giris should say no.”

tries? And, since most teenage pregnancies
in the United States are unintended.? and
their consequences often adverse,! what can
be learned from the experience of countries
with lower adolescent pregrancy rates that
might be useful for reducing the number of
teenage conceprions in the United States?

The AGI study involved two distinct un-
dertakings: quantitative bivariate and multi-
variate analyses of the factors associated with
adolescent fertility in 37 developed coun-
tries, and case studies of teenage pregnancy
and its antecedents in five selected countries
and the United States.

The 37 Analysis
two dependent variables selected for the
37-country*® study were lative age-spe- b

included in the study, to the emhassy of each
of these countries in Washington. ... and
to the lamily planning organization or other
agency ble for family pl
vices in each country.,

Scatter plots and pairwne nelatiannhips
between each independent  aruble aid the
two dependent variables were examined ini-
tially. and on the husis of these reults. a
multivariate analysis wus attempted. De-

“ seriptions of the methadulogy and of the ma.
jor results of the hivariate analvss are carriend
in the appendix. The results of the multivari-
ate analysis presented here have to be tuken
as suggestive rather than conchisne, and
they are described only in hrad terms.

@ The analysis found a pusitive association

ere

cific birthrates for girls under age 18 and
those for women 18-19. The rates are ex-
plained in the appendix (page 61). Birth

teenage childbearing and the pro-
portion of the labor force emploved in ag-
riculture (a variable interpreted as indicating
level of soci ic devel

rather than pregnancy rates were chosen be-
cause abortion data were svailable for only 13
of the 37 countries. However. it was found

these compansons: Why are teenage femllty
and abortion rates 30 much higher in the
United States than 1n other developed coun-

Elne F Junes dwvctrd the wnach wpon s bich the arteie 8
hord while b ® 2 4 Senew Revearch Assorute of The

Var Prvdent. Jeannwr | Fancll & Presdens and Dewdre
Wall & Drputs Dweetor of Publcstom. of the AGI.
Novren Cokiman o Rwach Demearephes snd Chares
F Wenll o Devetir. (ffae of Papulstme Rrseasch,
Priccrton L anenin The contributun of Lyame Sovn-
nee. Karen Fuller, Ellen £ K aber and Camb o Maksonon
are cratetnih abmmbdend The wed oo supporeed by
the Ford Foundatzm

that ab rates and birth were highly

lated, so that it d ble to
assume that birthrates are an acceptable
proxy for pregnancy rates. Measures for 42
independent variables selected for the quan-
titative analysis were obtained from pub-
lished data and from a country-level survey
conducted by the AC! designed to supple-
ment inadequately documented areas of in-
formation, such as the prevalence of sex edu-
cation within each country, the availability of
contraceptive services for minors and soctal
attitudes that might heve 2 bearing on ado-
wii sent to the public alfairs officer of the
American embassy in each foreign country

P X
® There is a positive relationship between
levels of maternity leaves and benefits and
the teenage birthrate. (Because the United
States does not have a uniform national pol-
icy, it was not represented on this varizhle.
In fact, U.S. maternity benefit policies tend
to be less liberal than those in most European
countries.® and, thus. the United States
would not have fit this pattern.)

© Analysis of the relationship between fertil-

*Australa, Austrw. Belgium, Bulgarm. Conads, Chide,

ered separately, Scottand), Crerce, Hong Koag. Hunga-
rv. Irviond, lormel. itay. Japun, the Nethertands, New
Zewinnd. Norwsy, Pelasst. Parvanal, Puerto Rico. Roma-
om, Sigapare. Spam. Sovdea. Sunzertand. Taman, the
USSR, the United Santws. and Yumsleves.
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high adol fertility on four factors. The

Figure 1. Births per 1,000 women under 808
z:.'nm'-mwm
101

Sirthe per 1.000 women
100

posnbndthl)nmdsumbmmbm

with low teenage fertility. Although it is one
of the most highly developed countries ex-
amined, the United States has a teenage fer-
tility rate much higher ll\u!houoh«ved
in that are b

ized: and the U.S. rates are mdedﬂy
higher than those found in 8 number of much
less developed countries. The inconsonance
applies particularly to fertility among youn-

ger where the U.S. rate falls be-
tween those of Romania and Hungary. The

latively high adol histh in the
UnnedShmwwldlhowm f the ex-
perience of the: United States were consis-
tent with that of other countries, that the
country has a pronatalist fertility policy, high
levels of maternity leaves and benefits and a
low minimum age at marriage. In fact, the
United States has none of these.

The United States fits the general pattern
for high teenage fertility n that it is less open
about sexual matters than most :

rates than the United States. The very high
level of religiosity ed for the United
States {the highest of any of the 13 countries
for which there are data) is probably one
factor underlying the low rating of the United
States on openness about sex. It i also no-
table that the United States scores relatively
low among the 37 countries o the measures
of availability of contraceptive education in
the schools

y

Country Case Studles
The five countries selected for the case stud.
ies in addition to the United States—Can-
ada. England and \Vales, France, the Neth-
erlands and Sweden—were chosen on the
bnh of three eonudemmu Their rates of
derably lower
th.lnllmofthel.'nmdswn and it was
believed that sexual activity among young
people is not very different; the countries are
similar to the United States in general cultur-
al background and stage of ic devel-
opment: finally, from the investigators” ex-
mmw&hlh:&nphmdlhm it

with low teenage birthrates, and a relativel
unaﬂpmponbndmhmmehdktribuud
to families oo the bottom rungs of the eco-
nomic ladder.

Had better or more lete ink

pp that for these some
mnnldmmhxedmndokmn:mmm
were available.
Figures 1, 2 and 3 present. for the United
sum and each of the five countries, 1981

been available, it is likely that at least some of

ity and openness about sex (defined on the
basis of four items: media presentation of
female nudity, the extent of nudity on public
beaches, sales of sexually explicit literature
undmednd\muuqdcondoms)hlginn
society reveals low birth

the additional variables found to be associat-
ed with adolescent fertility in the bivariate
analysis would have retained their impor-
tance in the multivariate analysis. Certain of
!hemdauvementmbewmoﬂhewpol—
icy ngmﬁanm and because they figure

buadln:nmp!iythemtl&rﬂvm
® More equitable distribution of income
(le a greater proportion of s country’s total

ly in the individual country case
Mmdmblbvbrwhlchm iled

b rates and pregnancy
rates by single year of age. The exceptional
position of the United States s immediately
apparent. The U.S. teenage birthrates, as
Figure | shows, are much higher than those

information was available. These include re-
strictions placed on teenagers’ access to con-

income
percent of the population) is negatively re-
lated to the cumulative birthrate for girls
under 18. Of the 19 countries for which this
information was available, Canada, the
United States and New Zealand have the
least equitable distribution of income. Of
these three countries, the United States has
by far the highest teenage bisthrate.

© The birthrute for older teenagers is lower
where the minimum age for marrisge is high-
er. (Again. the United States was not rep-
resented on this variable because the legal
age at marriage vanes from state to state,
although in most states women can masry on
their own consent by age 18.)

. Fmal}v thentefofoldeneemgen isabo

to go policies

to increase fertility.
It is notable that the Lmked Slaudlm
From most of the bl

hold i d by the poorest 20

the level of religiosity in the
country (both associated with high birth-
rates) and teaching sbout contraceptives in
the schoots ( isted with low birth

it is noteworthy that government subsidy of
abortions is not associated with teenage fer-
tility.

1n the 37-country study. the United States
does not appear to be more restrictive than
Tow-fertility in the provision of

ive services to h

mpanbk data could not be obtained on
the provision of contraceptives free of charge
or at very low cost—a factor that, as we shall
see, appears to be very important in terms of
accessibility in the country case studies.
Teenagers are much less likely to get free or
very low-cost contraceptive services in the
United States than in the other five countries
studied n detnil—all d’vb:b hvc much
lower adok ba and

soevses Swpton




Figure 3. Pragnency rates per 1,880 wemen
by woman's age, 1981

Pregrencies per 1.000 women
160

98

vk aged 1408, i rise grachually with oge.
The French rutes are low among women up
to age 18, but increase very sharply among
older teenagers.

In 1961. as Figure 2 shows, the relative
pmmm of the eounum with respect to

are ly close to the pattern
observed for births. The United States has by
far the highest rate, and the Netheriands,
very much the lowest, at each age. French
teenage abortion rates climb steeply with
age.* while the Canadian curve is somewhat
flatter. The rate for England and Wales rises
rehmtlylmledhn;eh The chief differ-

the px

ence b for births and
abortions involves S-reden, which has age-

Pregnancy rate 15-19 1517 181
U.S. ol 9 [~] 14
U.S. whita 8 51 12
Englanc & Wales 45 7 7
France 43 19 7
Canada a“ 28 6
Sweden 38 20 s
Nethertands 4 7 2

What is more, some of the other countri
studied also have minority populations th.
appear to have higher-than-aversge teenac
reproductive rates (e.g., Caribbean an
Asian women in England). so that it woui
not be appropriate to compare white U.¢
rates with rates for the total adolescent pop:

specific sbortion rates as high as, or higher hkbninlhouewmm

than, those of any of the other ex- h was established &

cept the United States. . !he study of!he six countries lelectedﬁ
The teenage pregnancy ratest dy close Detailed ink

follow the same pattern, as Figure J reveals.
The U.S. rates are distinctly higher than
those of the other five the Dutch

teenage births and abortions was collecm
and a systematic effort was made to assemb

rates are clearly lower. The French teenage
rates appeer to be low among
16and nger, and after that age,

&8 09hNEd here a3 bathg Dus SDOF-

Note Pregnances se
LONS 300 13 G 208 M OUICOMe

of each of the fine countries at every age. by a
cunsiderable margin. The contrast i partcu-
lurly strdung loe younger teenagens. In fact.
the mazimum relitn e difference inthe birth-
rite between the United States and other
cuuntrees occun at ages under 15, With more
than frne buths per 1.000 gir aged 14 the
U.S. rate s around four times that of Canada,
the only uther countn: with as much as one
buth per 1.000 grls of comparable age.
Teenugers from the Netherlands cleashy
have the lowest birthrate at every age. In
1951, Dutch women aged 19 were about o
Ikely to bear s child s were Amencan wom-
en aged 15-1h. The birthrates are e veny
low in Sweden. especully ameag the youn-
gest teenagers. Canuda, England and Wales,
and France compose an intermedute group.
Birthrates are relatnely high for Cu—iu

to be high. The reverse is true of Canada.
Thus, the six countries represent a rather
varied experience. At one extreme is the
United States, which has the highest rates of’
teenage birth, abortion and pregnancy. At
the other stands the Netherlands, with very
low levels on all three

data on the proximate determ
nants of pregnancy—specifically, the propo
tion of teenagers cohabiting, rates of sexu.
activity among those not living together ar
leveks of contraceptive pnchce 1n additio-
the i sought descriptive matert
on a number of related topics: policies ar
practices regarding teenuge access to contr
ceptive and sbortion services, the delivery
those services, and the formal and inform

Canada,
France. and England and Wales are quite
similar 10 one aruxher Slrden s noubb for
its low adok gh its

P ion of sex ed Several aspects
teenage life were explored to try to enhan
understanding of certain social and econom

teenage abortion rates are gnenll\ higher
thun those reported for any country except
the United States. [t is noteworthy that the
United States o the only country where the
incudence of teenuge pregnancy has been in-
creamg i recent Years. The increase re-
flects 3 rse i the abortwon rate that has not
been completelh offset by a decline in the
birthrate. For both vounger and oider teen-
agen. the disparity between the LS. preg-
nancy rutes and those for other countries in-
creased sumewhat between 1976 and 1951,
In the United States, the pregnancy rates
amont black teenagers are sufficently higher
than those amang whites to influence the
rates for the total adolescent population,
even though in 1950, black teenagers rep-
resented only 14 percent of all 13-19-year-
olds. Restnction of the international compar-
Bom to pregnancy rates among white U.S.
ternugen reduces the difference between
the Unsted States and other countries by

iderations that might influence the d-
sire to bear children and contraceptive pra
tice. These include the proportions of you:
people in school, employvment and unen
ployment patterns, the move away from tk
family home, and government sssistanc
programs for young people and. particularh
for young unmarried mothers.

Teams of two investigators each visite
Canada, England, France, the Netherianc
and Sweden for one week and conducte
interviews with government officials, statist
cians, hers and other h
and family planning, abortion and adok
health service pﬂ)\ldtﬂ These interview
provided the opportunity to discuss attitude
and other less tangible factors that might no
otherwise have been possible to document
and belped the investigators to identify othe:
sources of data.

The five countries that were visited anc
the Uniied States have much in common. Al

showt one-fith. However, the
rate ke white U.S.
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are hid!ly developed mnom xhnnng the

em Allbelnng '“tnlhe

Mural trad of north Europe.
Aﬂhaveread\edanadvamvdsugmdn
process of d ion, Life ex-

agers s higher in the United States than in
any other of the countries studied, and the
proportion of teenagers who are married is at
least twice as high in the United States as in
the o(her countries (not shown). Data on

I o5cy is over 70 vears for men and women
of afl the countries. Finally, all have fertility
levels below that required for replacement.
Yet, as Figure 3 demonstrates. teenage preg-
nancy rates in the six countries are quite
diverse. However, the consistency of the six
countries’ positions in Figures | andzpomu
to an i diate and i
The reason that adolescent birthrates are
lower in the five other countries than they
are in the United States is not more frequent
resort to abortion in those countries. Where
the birthrate is lower. the abortion rate also
tends to be lower. Thus, the explanation of
|mﬂmmrv differences can focus on the de-
ofp as the dent of
both births and abortions.
® The desire for pregnancy. Are the differ-
ences in adolescent birthrates due to the fact
that in some countries, higher proportions of
young women choose to become pregrant?
The number of marital births per 1.000 teen-

v intentions are available
only for the United States. In 1940, 78 per-

cent of marital teenage pregnancies and only
nine percent of nonmarital teenage pregnan-
cles were i ded. On the that

Figure 5. P«mmmnmm

?5

alp ending in sbortions are unin-
lended and that s large majority of nonmari-
tal births are the result of unintended prex-
nancies (except in Sweden, where nonmari-
tal childbearing has traditionally been free of
social stigma), the distribution of pregnancy
outcomes illustrated in Figure 4 sheds some
light on the contribution of unintended preg-

3 8 & 88 3 8 8

nancy to the differences among the six coun-

8

tries. The combined fraction of all preg
cies d for by abortions and

tal births is approximately three-quarters in
the United States and Canada, close to two-
thirds in England and \Wales and France, and
only sbout one-half in the Netherlands.
Thus, in Eagland and Wales, France and the
Netherlands, unintended pregnancy ap-
pears to constitute a smaller part of adoles-
cent pregnancy than it does in the United
Sme: Even more striking is the fact that the

rate alone in the United States is
about as high as. or higher than, the overall
y rate in any of the other

Figure 4. o of preg!

cles, and rates, by outcoms,” for
‘women sged 15-19, 1960/1981

Pregnancy ram countries.
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® Exposure to the ritk of pregnancy. Figure
5 illustrates some recent findings on bevels of
sexual activity (defined here 2s the propor-
tion who have ever had intercourse) among
teenagers in the ux countm m data
should be interp

as there are b of

Scottand) und France than in the United
States. However. u rupid catch-up seems to
take place, and in France the proportion of
voung women who have had intercourse by
the time they are 19 uppeans to be higher
than that found in the United States. The
median age ut first intercoune o ven sontlir
for the United States. France. Creat Britain
and the Netherlands—something under age
18—und is about 4 year younger in Sweden.
and may be about a year higher in Canada,
Theu data indicate that the variation in

bility and quality. (Two p iall

aspects of sexual activity arnonz adoles-
cents—the number of sexual partners and
fr of i id not be ex-
amined because data on them were not avail-
able for most countries.) The most striking
observation from the figure is that the differ-
ences in sexual activity among in

preg rates shown in Figure
3 cannot. by and Large. he esplained by dif-
ferences in levels of sexual experience. The
examples of the Netherlands and Sweden
rmke it clear that the postponement of first

i not a prerequisite for the
avoidance of early pregnancy. It does seem
possible that reduced sexual exp among

the six countries do not appear to be nearly as
great as the differences m pregnancy rates.
Sexual activity is initi iderably earli-

vounger Canadian teenagers is partly re-
sponsible for keeping their pregnancy rates

er in Sweden than elsewhere. By age 18,
around one-third of all Swedish girls have
had intercourse, and by age 18. four-fifths
have done s0. In Canada, by comparison,
women may have had their first sexual ex.
perience liter than the average for all six
countries. At ages 16-17. only one out of five
girls are sexuslly active. Smaller proportions
of women are reported a3 having initinsed
sexual intercourse before the age of 18 in
both Great Britain (England. \Wales and

Latively low. The difference in pregnancy
rates between the Netherlands and Sweden
may also be partly attributable to the older
age at sexual initiation in the Nethertands.

L] Couruupau use. Theda.hongvntmvp-
tive p in
Figure 6, were, lﬂ:ﬂu derived from sur-
veys that differed widely in their design and
approach to the issue.” Nevertheless, &t is
possible to make some estimates of propor-
tions using any contraceptive method, and
proportions using the pill, at various ages.
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Contraceptive use among French
is probably underestimated hecause condom
use was not included in the published resuits
of the survey. It is likely. therefore, that the

Figure 6.

WOMSN using ANy CONtraceDtve Method and.

mmmmmwxwmmmmumwmm

contraceptive use

United States has the lowest level of con-
traceptive practice among teenagers of all six
countries. .
Inpnﬂtuhr pill use appears to be less
among U.S. teenagers than
among those in the other countries. This dif-
ference suggests that American adolescents
use less effective contraceptives to avoid ac-
cidental pregrancy. even if they are using a
birth control method.
® Access to contraceptice and abortion ser-
cices. Contraceptive services appear to be
most accessible to teenagers in England und
Waies, the Nethertands and Sweden. In En-
gland and Wales and the Netherlands, those
seeking care may choose to go either to a
weneral practitioner (limited to their own
family doctor in the Netherlands) or to one of
a reasorably dense network of clinics. The
Dutch clinic system is less extensive than the
British one, but it is directed largely toward
meeting the special needs of youth, whereas
in England and Wales, there are relatively
few clinics speciully designed for young peo-
ple. 1n Sweden, there are two parallel clinic
systems. ooe cunsisting of the primary health
care centers that serve every community,
and the other consisting of a less complete
network providing contraceptive care and re-
fated services to the school-age population.
Canada, France and the United States aiso
have clinic systems, but these appear to be
less uccessible than those found in the other
countries. (In France. however, the clinic
system has expanded considerably since
1951.) The Canadisn clinic system u uneven,
with fairly compk
in Ontario and Quebec. und scattered ser-
vices elsewhere. The U.S. clinic network &
reasonably accessible in a strictly geographic
sense. Morvover, all family planning clinics
rrwn ing federal funds are required to serve
A basic drawback of the LS.
clinic ’_\nem. however, is that it was devel-
vped us a service for the poor. and is often
avoided by teenagers who consider clinics
places where only welfare clients go.”
Condoms are wideh: available in England
and Wales, the Netherlands and Sweden.
They not only are availuble from family plan-
ning clinics und pharmacies. but also are sold
in supermarkets and other shops and in
vending machines. In France and in many
parts of Canada and the United States. con-
dums are less freely available.
Confidentiality was found to be an impor-
tant ssue in eveny country. Eves where at-
ttudes dhout sex are very open, s in the
Netherlinds and  Sweden. the research
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teams were told that voung people wish to
keep their persond sex lives private. The
need for

1 )bl

requests it. and the services in Dutch clinics
are entirely confidential. French official pol-
icy lates that clinic services for women

services is p
brsl met in Sweden, where doctors are spe-
cifically forbidden to inform parents about an
adolescent’s request for contraceptive ser-
vices. Dutch doctors also are required to
keep the visit confidential  the

under age 18 be absolutely confidential. Al-
though the prescription of contraceptives to
girls younger than 16 without a requirement
“ﬂlh!wl'nnbemfomtdumbﬂng
legally d in Britain, the practice was
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followed through the period covered by this
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the United Kingdom for a number of vears.

credit the combination of sex education with

study. and the British go is seeking
to preserve confidentiality for young teen-
agers. lnClmdaand(hel.mtedSh!es
many individual doctors insist on p

Posteoital IUD i ion and oral

tives are availuble in the clinics run by both
the Dulr:h and the French family plunning

consent before they will provide ennlncep-
tives to minors. However, most family phn-
ning clinics in Canada und the United States
provide services to young women without

Like all medical care, contraceptive ser-
vices, including supplies, are provided free
of charge to young people in England and
Wales and Sweden. Free services and sup-
plies are availible from clinics to French
women under age 18; and for older teen-
agers, most of these are

b,

. it is unlikely that
these mclhods are sufficiently widely un-
lized to influence the bisth c

the adok clinic program for the decline,

In Canada, Enelind und Wales, und the
United States. school sex education & o com-
munity option. and it i essentully up to the
local authorities. schoul princrpals or individ-

In Sweden, the morning.ufter pill is not u-l
permitted for general use. The federal Fuod
and Drug Admini has not d
posteoital use of pills in the Luued suu-s
and no plan exists to murket them. but they
are available in some college heulth clinics
und rape treatment centers,
Ceographically, abortion services are most
easily accessible in the Nethertands and Swe-

den. Although services are theoreticully in

able under socil security. C '
services provided by Dutch family docton
are covered under the national health insur-
ance scheme, but the clinics charge o small
fee. Until very recently, no charge was made
to have a prescription filled at s pharmacy. In
Canada, doctors’ services are likewise cov-
ered by national medical insurance, and clin-
ic services are free: but ull patients except
those on welfare have to puy for supplies
obtained from pharmucies. The potential ex.
pense of obtuining cuntraceptive services in
the United States varws comiderubly. Ind;-
gent teenagens from eligible f2milies are able
to get free cure through Medicuid, and others
do not have to pay anything becruse of indi-
vidual clinic policy: otherwise, clinic fees are
likely to be mudest. On the other hand. con-
sulting a private ductor usually entails ap-
precisble expense. 45 does purchase of sup-
plies at phurmacies.

An additional vhsenvation concerns the
central role of the pill evenwhere outside
the United States. {0 each country, the re-
search teams were told that the medical pro-
fession accepts the pill as a highly uppropri-

hroughout Eogland and Wales and
France, wide differences in the uburtion
rates by area are believed to be attributable
to variation in the availability of abortion fa-
cilities. In all three countries, a3 in Canada
and the United States. services are likely to
be found in cities. In Canada, England and
Wales, and France. uburtions typically in-
volve at least an overnight hospital stay.

In Sweden, there is no charge for sbortion;
Canadian women usually pay only a small
portion of the cust: and aburtions obtained
under the national health service in Britain
are abo free. However, because of bureau-
cratic delays in the nativm) health senvice,
almost half of British women choose to pay
for an abortion in the private sector. In the
Netherlands, the cost of an abortion is borne
by the patient but is not high. The same was
true in France up until 1962, when the ser-
vice became free. Most U, S women must
pay for the aborti
For a second-trimester abortion, in particu-
bar, the cost may be substantial.
® Ser education. Sweden has the distinction
afbemgdv.- first country mthewodd to have

glr mu..u\ the mast . method for

. a pelvic
nmlmvn.mlymmwdhe&:rﬂ\epiﬂan
be prescribed in some of these countries.
ﬂnrmph.snunpdluwﬂ!mpdm
clearly trom the inteniews than fmm the
inoinplete statntics on use

ual hers to determine how much is
taught and ut what uge. In Englind und
Wales, however. there is a natwnal policy
favoring the inclusion of tupics related to sex
and Gamily life in the curriculum. whereas
there is no such national pulicy in Canuda
and the United States. French policy now
m.md.nrl broad enerace of sexuality fur 4
Ithough in practice. P
tion of this provision similurh: dr\uhn on
focal decision-makers.

The Netherkinds 6 a cuse apart. Cinerage
of sex in the schuol currculum o linited on
the whole to the ¢t of reprodisction in natu-
ral science clnses. The Dutch enermment.
nnertheleu evurages the teaching of

i I b\ Inidi mo-
bile eduvulmul teams that operate under
the suspices of the prvate Euniy planning
wsoctation. At the sume time, in necent years
there hus been an exphnon of materuls on
contraception and imther sexv-related topics in
the media, much of whah o o 4 nesponsible
und infurmative tature. Youth vineys show
that knowheder of how to o pregnuncy
appeurs to be virtually unnenal.

In Sweden. sex educutun i cumpletely
accepted by the vast mujority of gurents,
most of whom themseh es had s ediscation
while they were w whoul. Objectyon ure

fined to the immi v. for
some of whom sex education represents o
direct challenge to their own traditins. Brit-
sh law requires schoub offerimg w educa-
tion to notify the parents. In the United
States, many of the school distexcts that pro.
vide yex education gn e parents the option of

blished an official sex ed
tum in its schools. The curriculum, which is
mmpuhorv:ndutendxmaup:dekwh
gives special ion and

ing their chidren from such counes.

ThoWlduComon

the discussion of hunun and sexual relation-

ships. Ped\apumlmpomm there s a
close. fy blished link in Sweden

summarized in Fraqure 6. By mnlmt in the
United States. there seems to be a good deal
of umbivalence sbout pill use. hoth on the
part of the medical profession and among
patential young ers, In the United States,
medical protocul requires that a pehvic ex-
amination be performed before the pill can

between the schools and contraceptive clinic
services for adolescents. None of the other
countries comes close to the Swedish model.
Sweden established this link in 1973, follow-
ing liberalization of the abortion law, because
of that liberalized abortion acvess
might otherwise result in a sharp rise in teen-

wits Zven toa number of other
socuL economic and pulitical factors that ap-
pear to be related to the phenunenva of
adolescent pregnsncy. The in estigators who
visited the four European countres were
struck by the fact that in those countries. the
government, as the main provider of preven-
tive and basic health services, percenves its
responsibility in the area of advlescent preg-

rancy to be the provision of contraceptive
services to sexuully uctive teenagers. This
to action and the enuncition of

be prescribed. 2 procedure some young peo-  2g¢ abortion rates. In fact, adolescent abor.
plrfndd;mnhnu‘\\heﬂnn&‘a- tion rates have declined dramatically since an bi
this req nent inlly 1973, wh the rates for adults heve not

method selevton among vouss wemes.
Pintental contraceptne pills hove boen
availible at many mihy plenneng climies in

chuagrd much. (In the other countries stud-
ird. tremage abortivn rates hove ast fallen

social policy appear to be
sssocinted with ¢ positive public climate sur-
rounding the isswe. Teenage childbearing is
viewed. in geweral, to be undesirable. and

during this pevied.) The Swedish suth

exists that teenugers re-



quire help in avoiding pregnancies sad
births.

Another aspect of government involve-
ment in and commitment to contraceptive
services for teenagers has to do with the ra-
tionale for such programs. In France, the
Netherlands and Sweden, the decision to
develop such services was strongly linked to
the desire to minimize abortions among
young people. In France and the Nether-
lands, for example, conservative medical
groups had shown some reluctance to en-
dorse the provision of contraceptives to
young. unmarried women. Apparently, the
alternative of rising abortion rates among
teenagers helped to persuade them that such
services were justified. In Sweden, the con-
nection was made explicit by the govern-
meat, and the 1973 law that liberalized abor-
tion ulso kaid the groundwork for the devel-
opment of contraceptive services for voung
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In the United States, sex tends © be trens-
od as a special topic. and there is much am-
bivalence: Sex is romantic but also sinful and
disty: it is flaunted but also something to be
hidden. Thuuleutmemse\rnlEumpun
countries, where matter-of-fact utti

sure groups. \While the American confronta.
tional style may heve its political uses, u
makes the tution of certain e

charged issues hard to achieve. Positions
tend to becomepohm.ed .md the possnblh-

seem to be more prevalent. Again. Sweden is
the outstanding example, but the contrast
with the United States was evident in most of
the countries visited. Survey results tend to
beus out this impression. although the ques-
tions asked are not directly ble from

ties for P are

The most interesting country to contrast with
the United States. in terms of political style,
is probably the Netherlands. It has strong
and diverse religious and political groups,
but a complex range of formal and informal
' exists to defuse and resohve

PPN

wountry to v. For i in 1981, 76
percent of Dutch adults agreed with the
statement that “sex is natural—even outside
marriage,” whereas in 1975, only 39 percent
of Americans thought premaritul sex was ~not
wrong at all.™ These observations tend to
confirm the findings of the 37-country study,
which found that openness about sex may be
an especially important factor in lowering

people, with the specific und ding that
prevention of the need for abortion could
best be achieved by putting safe, effective,
confidential services within the reach of ail
teenagers. In the United States, in contrust,
some powerful public figures reflect the view
that the availability of contraceptive services
acts a5 an inctement to premarital sexual
activity and claim. therefore, that such ser-
vices actually cuuse an increase in abortions.
The use of contraceptive services is obvi-
ously made simpler in the European coun-
tries, us in Canada. by the fact that medical
:er\m of all kinds are easily accessible
h nutional health p und teen-

agers. in parts ng up d to
using publ-c hﬂdlh facilities or to visiting
their local general practitioner as a matter of
course. This combination of ease of accessi-
bility and familiarity with the health care
svstem probably serves to remove many of
the socisl, psychological and financial barri-

dok fertility.
While the association between sexual con-

* servatism and religiosity is not automatic, in

the cuse of the United States the relutionship
appears to be relatively close. The propor.
tion of the population who attend religi
services md Fﬂl that God is important in
their lives is higher in the United States than
in the other case-study countries. ' Although
England and Wales and Sweden have an es-
tablished church. both countries are more
secular in outlook than the United States.
M . in the Netherlands, France and
Quebec Province, incressing secularization
is believed to be an unpomnt aspen nf-e-

gical conflicts before these emerge into
the open. As 3 result, through sccommoda-
tion und ion, the Dutch admi
tions of all political tendencies have. in the
past 13 vears or so. been able to make birth
control services available to teenugers with-
out exacerbating divisions in the society.
Directly related to this issue is the fact that
with the exception of Canada, the United
States is a much larger country than any of
the others. in terms of hoth its grographic
and its population size. In smaller. more
compact countries, where lines of communic
cation are more direct, it is casier than in the
United States to engage in a national debate
that includes all the apprupriate parties to
the discussion. For example, in the early
1960s, debate within the Dutch medical
community over the advisability of prescrib-
ing the pill tv teenagers quickly resulted in
a broad consensus. A similur process would
be much harder to implement in the United
States. As a result. informing concerned pro-
fessionals a.bom the termy of 2 dslun- may be

cent broad social ch:

groups in America are prommcm and highly
vocal. Such groups often hold extremely con-
servative views on sexual behavior, of a sort
rarely encountered in most of Western Eu-
rope. Both the nature and the intensity of

ers to contraceprive services experienced by
young people in the United States.

There seems to be more tolerance of teen-
age sexual actn oty in the Europeun countries
visited than there & in most of the United
States and in parts of Canada. Such accep-
tance of adolevcent sexuality is unremarkable
in a country like Sweden. with its long histo-
ryv of support for sexual freedom, and the
absence there of taboos against p!!lll:rihl
sex. H L such
considerable bmlx with tradltlonllmndm'k
in the Netherlands. France and, in Canada,
Qurbhec. One reason for the more seccesbel
expenence of the E: "~y

ligious feeling in the United States serve to
inject an emotional quality into public debate
dealing with adolescent sexual behavior that
seems to be genenally lacking in the other
countries. It i notable that feligiosity was
found to correlute highly with adolescent fer-
tility in the 37-country study. although the
number of country observations was smail.

Although afl six cvunmes mduded in the
survey are parii the

as hard as the general poput up
to date on any issue.
Another clusely related facet of national
lk s the extent to which polntlnl and od-
ive power is d in the na-
tional government. France is often cited as
the epitome of a centralized state, and even
the existence of two “nations” within En-
gland and Wales is a simple arrungement
compured with the federal systems of Canada
and the United States. Both countries have
two-tiered gnvernment  structures.  with
some powers delegated to the central gov-
ernment and some reserved to the provinces
or states. This structure has two main conse-
First. major differences can devel-

nature of each country’s polul.—.d institutions
differs, and there is considerable variation in
the way in which public issues are developed
and public policies formulated. The U.S. po-
tiviewd system appears to foster divist

op within the country in policy-making. Sec-
ond, the task of giving shape to social change,
m terms of pubhc policies and programs,
ticated because of
the many b that must be dealt

ond ot mowy levels of secisty,

be that public attention was generslly ast
directly focused on the morality of early sex-
ual activity but. rather, was directrd 2t a2
search for solutions o prevent incvoused
teenage pregnuncy and chikdbearing.

while these elements seem v saliont 2 part
of pelitical Wie in the other countries. In addi-
tion, the United States s distmamished by
the widesprend use of private fonds to mevat
politicel campaigns sad creese snrind pres-

with and the sometimes indeterminate boun-
Juriodittions.

p-nt'hnu.undhcuhm
chibibeuring in the United States is a re-
spomss. 1 secil snaemie snd © 2 senar of
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hopelessaess about the future oo the part of
large aumbers of young people growing ug in
poverty. In themum d’lhemntry visits,
the i 2 on

teenage ed: and
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States and the other countries that may be

The other case-study countries have more

k to teenage preg) the
overall extent and nature of poverty. Poverty
to(hedep!edhlexsumtht United States

pat-
terns, mudertnnplonﬁmhnthtpoulble
association between career and life opporty-
nities for young people and their d

k in Europe. Regard.
hudwhrbmthepolkhlwmbm

public health und welfure benefit
systems, and they do not huve 50 extensne
and economically deprived an underclass a3
does the United States.

Cleasly, then, it is possible to achieve low-

toward reproductive planning. The finding
was that educstional opportunities in the
United States appear to be &3 great a3, or
greater than, those in other countries, ex-
cept, possibly, Sweden. In Sweden, about 83
ptveemolywqpeople-pd ls-lsmpur-
suing acad h In
Canada and ance. most young people
leave school at asound. 18, as they do in the
United States, although s higher proportion
of U.S. students go on to college. However,
in the Netherlands. only sbout hatf of girls
are still in school s age 18, while in England
and Wales, the majority of young people end
their full-time schooling at age 16.

The employment situation is difficult
compare or assess, since definitions of labor.

force p ion and k difer
from country to country. The most that csn
be tuded s that k among

the young is considered a very serious prob-
lem everywhere, and young people them-
selves are universally unessy on this score.
The chances of petting and keeping a satisfy-
ing or well-paying job do not appear to be
worse in the United States than in other
countries. To a greater extent than in the
United States. however, all the other coun-
tries offer ussistance to ease the problem, in
the form of youth training, unemployment
benefits and other kinds of support.

It is often suggested that in the United
States, the availability of public assistance for
unmarried mothers crestes a financial incen-
tive for poor women, especially the young, to
bear children outside of marriage. Yet. all the
countries studied provide extensive benefits
to poor mothers that usually include medical
care, loud supplements, housing and family
allowances. in most cuses. the overall level of
SUpport appears to be more generous than
that provided under the Aid to Families with
Dependent Children program in the United
States. Benefits in the other countries tend to
bemuhblernardhnolw;mhlor

status. although in England
and\\lbandml"nme at least, special
v benefit for poor
nn(hnndhenlkouu In!bn!m
however. the existence of considerable finan-
Mmmhmd«“*ﬂ
does not. appexr to

tolhe hilosoph d'thcwel-
&nm ThtDntdlanddrS\vtdah:ve
been tally ! in achieving res-

sonably eahhmn societies, but even in Eo-
ghand and Wales end France. the contrast
between those who ure better off and those
who are less well off is not 30 great a3 & is in
the United States. In every country, when
respondents were pressed to describe the
kind of young woman who would be most
likely to bear a thild, the amswer was the
nmlbkmmwlbhavebeendepﬂved

ly as well as ically, and who
unrealistically seek gratification and fulfill-
ment in a child of their own. Such explans-
tions are also given in the United States, but
they tend to upply to a much larger propor-
tion of people growing up in & culture of
poverty. \odaumnﬂbblethmld
have made it possible to

rates even in the pres-
ence of high rutes of sexual activity, and a
number of countries have done 0. Although
no single factor hus been found to be respon.
sible for the differences in adolescent preg.
nancy rates between the United States and
the other five countries, is there amything to
be learned from these countries” experience
that can be applied to improve the situation
in the United States?

A number of factors that have been dis-
cussed here. of course. are nut easthy trans-
ferable, or are not exportuble ut Jll. to the
United States: Each of the other fie case-
study countries is considerably smaller. and
ull but Canada are more compact than the
United States—making rupid dissemination
of innovations easier: their pupulations are
ltu heterogencous nl\mr.all\ ul\uulh not 50

“ is

pregnancy in terms of teenugers’ family in-
come. Howover, xs noted earlier, the 37-
country study found that more equitable dis-
tribution of household income is uxsocisted
with lower teenage fertility—at least among
the younger teenagers.

Policy implicstions
The 37-country study and the mdiviiunl
country studies provide inci

have sub J minority hite puputs-
tions, usually with higher-thun-average fer-
tility): religion, and the influence of cunser-
vative religious bodies. is less penvasive in
the other countries than it & in the United
States; their governments tend to be more
centralized; the provision of wide-runging so-
cial and welfare benefits is firmly establisbed,
whether the country is led by parties libeled
conservative or liberal. incume distribution is

tbnmnyviddyheldbtltﬁahwlw
pregnancy cannot explain the Luge differ-
ences in adolescent pregrancy rates found
between the United States and other devel-
oped countries; Tnm in these other

app y are not too i to
use t.vmrnepmes comistently and effec-
tively; the Itvdlndlvuhbdn of wetfare
mmdﬂt;mmemvhted"nhh‘h-
er adolescent fentility; teenage* pregrancy
rates are lower in countries where there is
greater availability of contraceptive services

| than it is in the United States;
and constituencies that oppose contracep-
tion, sex education and legul abortion are ngt
30 powerful or well funded as they ure in the
United States.

Some factors associsted with low pregnan-
cy rates that are, at least theuretically, trans-
ferable receive varying levels of emphasa in
each country. For example. schoot sex edu-
cation appears to be a much more important
factor in Sweden than it is in the other coun-
tries; a high level of exposure to contracep-
tive information and sex-related topics

and of sex ed: levels of adol

sexual activity in the United States are not
very different from those in countries with
much lower teenuge pregrancy rutes; al-
though the teenage pregnancy rate of Ameri-
can blacks is much higher than that of whites,
this difference does not explain the gap be-
tween the pregrancy rates in the United
States and the other countries: teenage un-
emplovment sppears to be at least as serious
s prublom in ol the s studivd s i s

birthrates or exphin the diffirvrases betworn
their rates and the U.S. retes.
The final difference betawre the Usied

in the United States: and Amevican twee-
agrrs hovw meve. or ot least @ much. school-
ing 2 thae i mant of the countrins stadin-t.

hrough the media is prominent in the Neth-
erlands; condoms are more widely available
in England, the Nethertands and Sweden.
Access to the pill by teenagers is probubly
easiest in the Netherlands.

On the other hand, aithough initiation of
sexual activity may begin slightly eartier in
the United States than in the other countries
(except for Sweden), none of the others have
developed official programs designed to dis-
courage teemagevs from having sexual reba-
tisas—a program intervention that s now
sdvecsted and subsidized by the U.S. gov-
ermment, The sther countries have tended to



leave such matters to pasests sad chusches
or to teenagers’ informed judgments.

By and large, of all the countries studied,
Sweden has been the most active in develop-
ing programs and policies to reduce teenage

pregnancy. These efforts include umverul
in lity and de-
velopment of special clinics—closely associ-
ated with the schools—where young people
receive contraceptive services and counsel-
ing; free, widely available and confidential
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Westers Europe, and there is ne resson ©
think that such an approsch would not also be
successful in the United States.

Admittedly, application of any of the pro-
gram and policy measures that appear to
have been effective in other countries is
more difficult in the United States nationall

Appendix

Two criteris were applied in defining “de-
veloped™ countries for the statistical analysis
in the 37-country study: a total fertility rate of
less than 3.5 children per woman. and a per
capita income level of over $2.000 a year. A

whenpvermem.mhwnysﬁrmedd’-
fused. But their application may, in fact. be
as easy Or easier in some states and com-

ities. Efforts need to be directed not just

contraceptive and sbortion services; wide-
spread advertising of contraceptives in all
media; frank of sex; and availabi}

to the federal executive branch of govem-
ment but to Congress, the courts, state leg-
local auth and school super.

ity of condoms from a variety of sources. It is
notable that Sweden hus lower teenage preg-
nancy rates than have all of the countries
examined, except for the Netherlands, al-
though teenagers begin intercourse at eartier
ages in Sweden. It is ulso noteworthy that
Sweden is the only one of the countries ob-
served to have shown a rapid decline in teen-
age abortion rates in recent years, even after
its abortion law was liberulized.

The study findings point to several ap-
proaches observed in countries other than
Sweden that also might belp reduce teenage
pregnancy rates in the United States. These
include upgrading the Lamily planning clinic
system to provide free or low-cost contracep-
tive services to all teenagers who want them.
and publicizing the fact that these services
are not limited to the poor: establishment of
special adolescent clinics. including clinics
assoctated with schools, to provide confiden-
tia] contraceptive services as part of gener.
al health care: encounging local school
districts to provide cumprehensive sex edu-
catwn programs. where possible, closely in-

d with family planning clinic servi
relaxaton of restrictions on distribution and
advertising of mnprﬂcnpmn mmnap-
tives. I the

intendents and principals—as well as to fami-
lies and such prlvute-m and chxmble

lation size boundary of at least one mil-
lion was aho imposed. Three of the 40 coun-
tries that qualified for inclusion—Argentina,
Trinidad and Tobago, and Uruguay-—were
dropped from the analysis because they had
no recent data on teenage fertility. Cuba was
included despite the fact that no per capita
income data were available. \Vhere passible,
England and Wales were treated as a sepa-
rate country from Scotland. It should be

enterprises as broed- d that the final group of 37 countries
cast and publishi church s uni rather than a sample. so
groups and you(h-ier\mg agencies, that ical infe based on i

Among the most striking of the observa-
tions to the four European coun-
tries included in the six-country study is the
degree to which the governments of those
countries, whatever their political persua-
sion, have demonstrated the clear-cut will to
reduce levels of teenxge pregnancy. Preg-
nancy, rather than adolescent sexual activity
itself, s identified as the major problem.
Through a number of routes. with varying
emphusis an types of efioet. the governments
of those countries have made a concerted.
public effort to help sexually active young
people to avoid unintended pregnancy and
childbearing. In the United States. in con-
trast, there has been no well-defined expres-
sion of political will. Politicul and religious
leaders. particutarly, appear divided over
what their primary mission should be: the
eradication or discouragement of sexual ac-
tmf\ among young unsarried people, or the

ion of teenage pregnancy through pro-
motnn of contraceptive use.
seem to have inherit-

of more realistic information about the health
benefits. as well s the health risks, of the
pill: and approval of the use of posteoital
methods.

In sum. i the | and

edlhewomof:ﬂpossxbleuoddswrding
their expasure to messages about sex: Mov-
ies. music. radio and TV’ tell them that sex is
romantic. exciting, titillating: premarital sex
and cohabitation are visible ways of life

availability of cuntraception and sex educa-
tion tin its broadest seme is likely to result in
decliming teenage pregnancy rates. That has
bevn the experence of many countries of

*Thew werr the bethrae ki wirnen sord L3 V. qsmels-
the harthratr e women woader 30, or wooen bess than
15, and b wumen 119, the pregnam= nate lor women
strd 1319 and cumulatnr pregrumy rates b women
13-4 b wimmen wider 30 b wumen b thea IS ond

e wosnwn 1519

The sl 2 b i e the f
it b et srtan rates e aldhie Coneds.
Comhnbndu Drmoad Endaud and Wi, Fasbond,
Frame Humean the Netherlamb. New Sndand, N
war. Sanlaad. Yaeden and the U rsted St

among the adults they see and hear about;
their own parents or thewr parents’ friends are
likely to be divorced or separated but in-
volved in sexual relationships. Yet. at the
same time. young people get the message
2ood girls should say no. Almost nothing that
they see or hear about sex informs them
about or the imp of
. For le. they are
more lirl\ © heu about abortions than
abowt contraception en the d-iy ‘I'V "
opera. Such lend W0an
showt sex thet stifles communication sad e1-
posrs young people 10 increvsed risk of preg-

theory cannot be made from the findings.

Initiully, eight dependent variables® in-
volving teenage birthrates and pregnancy
rates were selected for consideration, allow-
ing for the varying coverage and precision of
the data. Since the correlation cocfiicientst
among these eight variables suggested that
the relationship between birthrates and
pregnancy rates was guite close—and preg-
nancy rates were availible for fewer than
two-fifths of the countries—cumubtive
birthrates for girls under 15 und for women
18-19 were finally chosen us dependent vari-
ables. These were formed by summing the
single-vear age-specific birthrates across
each of the two agv spans.

Almost 100 independent varisbles were
initially considered for inclusion in the 37-
country study. However. high-quality data
for sufficient numbers of countries were not
always available. making it necessary to re-
duce the final number to 42. .

A few caveuts about the quality of the data
used in the bivariate analysis are also in or-
der. It is not possible to tell whether a low
mhtun indicates the absence of a rela-

hip or is due to sh in the data.
In many i the ilabh
are only rough approximations of the concept
they were intended to represent. and even
though a number of uther potential varisbles
were excluded becuuse the data were not
comparable from country to country, more
subtle forms of noncomparability no doubt
remain. In addition. the variables derived
from the AGI country survey must be re-
garded as subject to a considerable margin of
error, since they represent informed obser-
vation rather than quantitative fact.

It was decided %0 enclude fom the multi-
variate asalysis varinbles for which 18 or few-
«r countyy cheurvations weve available and
those haviag 2 correlation cosflicient of less
than 0.3 with both dependent variables.
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Table 1. ond the cumuis-
tive birthrstes tor women under age 18 and women sged 13-19
Vanable Cumuissve twtrvas N
Women Women
-t 18-19
Masriage
Proporeon of fmsles Mamed a ages 135-19 o 08 k14
MNSTum a8 Y MBMBge wiltout Derental Corment -0.n -029 24
Chikearing
Five-yoar totai berulity rate for ages 220 008 [ AF] k1
Poicy i rame fersity 02s 0 kL]
L y lsaven 0.48 oss »
Manterance and tardy sRowIrces 0.9 0.09 17
Patornal financial sopon (0) og7 o n
Contraception )
o Y ) the ol -018 -0a7 2
y ) -083 -0.58 it
Policy o young. o ~048 ~04a 3
Fi Y [(+)] -0 -008 7
g Q) -on -017 £}
AQe &1 whch COntracapton s teugre {0} 012 o 2
Abortion
ADOIONS DOF women 15-44° 067 or 24
Parental for (] 001 ~004 0
Pubic hanang of sdortons (Q) 008 a2e 2
Sex
Open about 88z (Q) -05%0 -031 7
Murarmum age 10r CONSenBuSl resourset (Q) 0.30 02e »
of fornaip schoom () -0.00 004 E ]
Hesith
POpULSON per physcen 012 oos £
Matemal monakey 0Q 0% |' 38
Por capta QOv expencRuNe O Neekth Care -013 -0 9
Education
s ad g School -0.13 -027 k1
Propomon of temaies 15-19 asendng schoo! -020 -0.12 e
Per capia QOv | xpenciture on sducaton -0.4a -038 18
Social imegration
Totsl markal ovorce race -028 -027 9
Mortaity rats Irom ver chose 03¢ 028 M
ncsencs of Bacie at ages 15-2¢ -0.17 ~0.18 0
Propomon loregn-tom 035 -028 1]
General soctal conditions
Log of poputaton densiy 018 -01) s
Proporton n Cites wih pooutanons £$00,000 ~0.12 -0 »
Proporon of 1ator 1orce n sgroumure o8 oes 4
Rebguosty oes , 087 13
Employment
LED0r-KOrce pamOOaton rate Kor temates 15-19 o228 on 135
Labor-10rc8 DantCIEnon (e Ko mates $5-19 on o 15
Proporson of Lator (orce femae 022 L+ ] 3
LabOr-iorce DarcHation (am kor lemeis 3544 LELY 04 »
Overal unempioyment ramet .18 ais E24
General sconomic conditions
Groms namonet procuct oer caoks -08) -08s 3
AvVErage avwial rowth 1 gross COMESEC Pt -018 -0.11 »
Proporton of txss houssnokt ncome
GRIOUNed 10 100 10%s of populaton °08 (2] "
Proporton of ol housenaks ncome
20% ot -041 -014 1
“Exchusng Jagan 1€ ) -0 Q.

Appendis Table | shows the cirrelatons
berween the two dependent and 42 indepen.
dent varishles. The Latter are crouped under
heudings intended to indicate n 4 eeneral
way the nature of therr possible link t ado-
lescent fertility. The varubles ouxuted
with low ulolescent birthrates iranked ac-
cording to degree of correlatwnrure CNP per
capita: openness about sex. 4 anermment
policy to provide contruceptnes w voung,
unmarried women: a hich propomons of
household income distributed to the bottom
20 percent of the pupulatun: o hreh propor.
tion of the population foregn-born he List
two for younger teenagen onh. s high mini-
mum age at marriage without paneota) con-
sent: a high percentage of women taught
about contraception in the wchooks ifor
younger teenugers onlyr and 4 hah percent.
age of the population I ing o luree citwes for
older teenagers onlyr.

Associated with bich teemeer birthrates
are a high percentage of the Lbor e en-
ued in agriculture, o ceneron poliy of
maternity keaves and hemefis, hich kels of
muternal mortalin: 0 anemment policy
raise fertility: a high propurtion of the tabor
force cumpused of women the Lt no for
alder trems only: o huth rate ob mortaliey
from liver cirrthmib—4 prony tir shubwlm:
and o hich minimum «ev for comewsaal -
tercourse (e vounger tevnugen unho,

Two variables with high correlatmon coeffi-
cients and for which 19 or more conntry ob-
senvations were availible were it used for
the multhvariate atahse bocatne of therr
special stutus as intermedute s arubls chne-
lv correluted with birthrates. These were the
proportion of femakes marvwd at awss 13-19
and the abortion rate for women aard 13-4,

High correlation coeflicients were ob-
tained for the varishles priportion of married
women whase pantner used condinm (neea-
tivel und the level of religiosity in the country
(positive). but too few countries had this in-
formation to meet the requirement fur inclu-
sion in the multivarute analvso.

The multivariate snalvsis was hused pri-
marily on ordinury leuast-squares regression.
The approach taken wus determined by the
need to minimize the problems associuted
with very small sample size and the substan-
tial amount of missing data. Firt, step-wise
procedures were wsed to identify the three
independent vartahles having the greatest
impact on each dependent variable. und then
the remaining independent variahles were
added one at a time to assess how much
variation each of them cuuid expluin over und
ahove thet accounted for by the initial three.
A brief discussion of the results of the multi-
varuate anahsis can be found in the text isee
pusrs 33-34).
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PREPARED STATEMENT OF REVEREND MICHALL J. FAULKNER

INTRODUCTION

Honorable members of the Congress of the United States, distinguished panelists,
and friends, I would like to begin E; 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
Erotection. My values in the area of sexuality were shaped early on by my peers and

y 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 sEare'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 glrfs 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 hiﬁ‘, risk category for the transmission of the

IV 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 onﬁ)y 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 t%xe 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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yourig 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 atraid of becoming pregnant, we say,
"Use a contraceptive." But when young people say that they are atraid of engaging in
sexual activity with people they love tocf;y 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 é’llout 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 appropriate
opportunity to express that most wonderful of all human emotions. Our lacE otP faith
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 b
any particular religious code or dogma, but by what we know as educators and heal
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 LEe 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 Yotk 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 ma.Ee 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, gut I believe that young men and young ladies oug:t
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 Eave 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.)

Tllustrations:

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 o?rtili'ne 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 concem really is for those
who will not be able to support the children or pay for 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 ﬁfople 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, it 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 c{emonstrating 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 concﬂ)m 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.

o



