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DEMOGRAPHICS OF ADOLESCENT PREGNANCY
IN THE UNITED STATES

TUESDAY, APRIL 30, 1985

House oF REPRESENTATIVES, SUBCOMMITTEE ON CENSUS
AND PopuLATION, oF THE COMMITTEE ON THE Posr
OrrICE AND CIvIL SERVICE, AND SUBCOMMITTEE ON
HEALTH AND THE ENVIRONMENT oF THE COMMITTEE ON
ENERGY AND COMMERCE,

Washington, DC.

The subcommittees met, pursuant to call, at 2:10 p.m., in room
2123, Rayburn House Office Building, Hon. Henry A. Waxman
(chairman of the Subcommittee 0. Health and the Environment)
presiding.

Mr. WaxmaN. The committee will please come to order.

Today’s hearings are to examine the rates of adolescent pregnan-
¢y and the problems that teenage pregnancy and motherhood pose
for mothers, families, and suciety. We will hear testimony about
rates of fertility, of pregnancy, and of childbirth.

As we receive this testimony, however, I want to emphasize that
there is another side of the issue that must be of great concern to
the Congress—the health implications of young girls becoming
pregnant:

The maternal death rate for young teen mothers is more than twice that for
mothers in their twenties.

The infant mortality rate is almost twice s high.

School-age mothers are far more likely to have babies that are premature or of
low birth weight.

And almost half of ail teenage pregnancies end in abortion.

I think that all of us can agree that these numbers are unaccept-
ably high.

In today’s hearings, I hope that we can find clues about ways to
lower the Nation’s adolescent pregnancy rates and ways to help
teenage mothers and their children live healthy and full lives.

We already know that some things work.

Family planning works, if only we can make services available.

Prenatal care works, if only we can make services available.

b.fmd infant health care works, if only we can make services avail-
able.

With so few resources available to lower pregnancy rates, lower
infant mortality rates, and improve maternal and child health, we
must be able to focus on preventive strategies for populations at
high risk.

I hope that the trends that witnesses identify will point us
toward efforts that must be begun and people most in need.

Before recognizing our witnesses, I want to call on our very dis-
tinguished colleague, Congressman Robert Garcia, who initiated
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these hearings, and who has shown a very special intereat in the
whole question of teenage pregnancy and what the appropriate re-
sponse by Government should be.

Mr. Garcia.

Mr. Garcia. Thank you, Mr. Chairman.

I'd like to welcome everybody to the joint hearings of the Sub-
committee on Census and Population and the Su-committee on
Health and the Environment, which is chaired by my distinguished
colleague from California, Congressman Waxman.

This hearing, sponsored jointly by the Subcommittee on Census
and Population and the Subcommittee on Health and the Environ-
ment will be on the demographics of adolescent pregnancy.

As most of you know, the incidence of adolescent pregnancy has
reached epidemic proportions in the United States, and, according
to a recent study, the rate of adolescent pregnancy in the United
States is more than twice that of any other developed ccuntry in
the Western world.

T believe that Government should commit itself to taking the
ne.essary steps to radically reduce the incidence of adolescent
pregnancy throughout the country.

Recently, I introduced legislation which, if approved, would sig-
nificantly reduce the incidence of teenage pregnancy.

Over the past few years, we have approved piecemeal legislative
solutions to address this broad problem. However, up to now, we
have yet to devise a comprehensive Federal strategy to address this
national problem.

My bill, HR. 947, the Tomprehensive Adolescent Pregnancy
Amendment Act of 1985, creates and consolidates many programs
to combat adolescent pregnancy.

Nevertheless, before we move any further in addressing this
problem, I believe that we should gain a better understanding of
the many variables surrounding it.

We will hear testimony from a host of expert witnesses on the
following topics as they reiate to adolescent pregnancy—a statisti-
cal overview, data or race and ethnic backgrounds, economic and
educational data, regional profiles, past and future trends, as well
as international comparisons.

Again, this hearing is the first step toward gaining a better un-
derstanding and possibly gain new insight into the problem of ado-
lescent pregnancy.

Again, I thank my chairman, Mr. Waxman, for calling these
joint hearings.

Mr. WaxmaN. Thank you, Mr. Garcia, and we’re pleased that we
are holding a joint hearing of our two subcommittees, the Subcom-
mittee on Census and Population and our Subcommittee on Health
and the Environment. We want to know what's going and what are
the trends and what Government efforts would be appropriate.

Whenever we deal with population questions, however, we're
pleased that on our subcommittee we have one of the leading ex-
perts in the country. Congressman Scheuer chaired a Select Com-
mittee on Population and has made this a very im;,)ortant field of
expﬁrtise for himself in his career in Congress, and I'm pleased he’s
with us.

7
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I'd like to call on Mr. Scheuer for any opening statements he
wishes to make.

Mr. ScHeUER. Thank you very much, Mr. Chairman. I appreciate
your kind words.

I do chair a congressior .l caucus on population and d. velopment
under the umbrella of the Arms Control and Foreign Policy
Caucus, and I also chair a global committee of gzrliamentarians on
population and development—about 300 members of parliaments
all over the world who are concerned about this same concern of
yours, about the population explosion and its implications to soci-
eties all over the world.

I want to congratulate you and my colleague, Bob Garcia from
New York, for your imagination, thoughtfulness and high intelli-
gence in putting this hearing together.

Of course we know that when we delve into this area of adoles-
cent pregnancy, of children bearing children, we’re getting into a
very complex and emotionally charged area, and it’s particularly
emotionally charged and complex here in the United States, where,
alone, of all the developed countries on Earth, teenage pregnancy
is on the rise.

The rate of teenage pregnancy in ovr country--about 95 births
per 1,000 females between 15 and 19- -far exceeds the rate in any
other of the industrialized, developed countries.

For example, in Sweden it’s 35; in the Netherlands, it’s 14; in
France, it’s 43; in Canada, it’s 44; whereas we are almost 2% times
this rate—96.

The interesting thing is that—according to the report of the Alan
Guttmacher Institute—the level of sexual activity in all of these
countries is approximately the same.

Now, in a developed country, when a young girl—13, 14, or 15—
becomes pregnant, it has devastating implications for her life and
her health. Young teenage girls are placed in a life-threatening sit-
uation.

The rate of maternal mortality and infant mortality is far higher
for these early teenage pregnancies, but the results are pitiful even
when that doesn’t happen.

An early teenage pregnancy has blighting effects, Mr. Chairman,
on a young girl’s education prospects:—she almost never finishes
school;—on her job prospects:—she doesn’t have job skills and she
isn’t likely get them; and on her marital prospects. So it is a life-
destroying venture that these young girls don’t understand.

One last point is that when a young child has a child, there’s a
substantial statistical likelihood that that infant, if it's a girl, will
also be a child mother and a significant statistical likelihood that
that infant, if it’s a boy, by the time the boy is 12, 14, 15 years old,
he’ll be bumping his head up against the criminal justice system.

There are two answers, and I'm sure we'll be discussing both of
them today. First, young people should postpone sexual activit’y
until it’s appropriate for them in their lives; and, second, if that's
not possible and not likely, then they should be able to exercise re-
sponsibility, and that means the effective use of contraception.

As [ mentioned before, all of the studies show that sexual activi-
ty among young teenagers is different than it was in our genera-
tion 20, 30, or 40 years ago. Young people are becoming sexually
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active at a much earlier age and at more or less the same ages all
over the world.

So, therefore, it behooves us to encourage sexual responsibility.
That means we must give young people access to family life educa-
tion, sex education, counseling, and the availability of family plan-
ning services. It’s worked well all over the world, and that’s what
the results mean that I just suggested, where Sweden, and France,
and Canada, and England, and the Netherlands have rates of ado-
lescent pregnancy that are way less than half of ours.

Now, Mr. Chairman, success in reducing the teenage pregnancy
rate in the United States will require a great deal of effort and a
great deal of knowledge and compassion on the part of legislators,
on the part of policymakers, and on the part of our institutions.

We had a briefing here ... Congress last week that our caucus ar-
ranged which presented the attitudes of members of the various re-
ligious groups and—how they felt about family planning, sex edu-
cation, and premarital sex.

The interesting thing is that among all religious groups, the
people are way ahead of their institutional leaders. That’s in the
Orthodox Jewish Church, in the conservative Protestant sects, and
in the Catholic Church as well.

As a matter of fact, we were astonished to find professiona! pol-
sters telling us that Catholics were slightly more liberal than
Protestants in approving, for example, premarital sex. They didn’t
approve of premarital sex, but they didn’t disapprove of it harshly
under all circumstances. There was a more forgiving, more compas-
sionate attitude among Catholics than among Protestants.

Eighty-five to ninety percent of Catholics and Protestants in the
field, when polled, approved of giving young girls and boys family
planning information.

Now, that is a reality that the policymakers and the legislators
have not absorbed yet, and too frequently we are intimidated, and
too frequently there are disincentives for us to act because of what
we perceive institutional attitudes to be among the religious group
rather than finding out what the people feel.

So I want to congratulate you again for holding this hearing. It’s
terribly important to bring knowledge of this very anxiety-ridden,
emotionally laden subject to the people, and I wish to give you the
credit to which you're entitled.

Mr. Waxman. Thank you very much, Mr. Scheuer.

Mr. Garcia. Mr. Chairman, if I may.

Mr. WaxmaN. Mr. Garcia?

Mr. Garcia. I'd like to just have the opening statement entered
into the record of my colleague, the ranﬂjng minority member of
%?fi\h Census and Population Subcommittee, Mr. Jim Hansen of

Mr. Waxman. Without objection, that will be the order.

[The statement of Mr. Hansen follows:]

StaTEMENT BY HON. JAMES V. HANSEN

Mr. Chairman. I would like to take this opportunity to thank you and Mr.
Waxman for holding this hearin%today.

Adolescent pregnancy in the United States is indeed a social problem which we
must address. I feel this hearing today is a step in the right direction in helping

3
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Congress and the American people understand the problems surrounding alolescent

pregnancy.
rm problem of teenage pregnancy in the United States is overwhelming. We
must help in educating our y.uth and ourselves by closely examining ths variables
contributing to this problem which will help us to resolve this proolem.
Mr. Chairman, I wauld also like to welcome our listinguished panel of expert wit-
- nesses and I Jook forward to hearing their views as to how we ca:. start solving the
problems of {eenage pregnancy.

Mr. WaxMaN. Our first witness today is Mr. William Butz, Asso-
ciate Director for Demographic Fields, Bureau of the Census, the
Department of Commerce, and he will be acco:npanied by Martin
O’Connell, who is chief of the Fertility Statistics Branch, Popula-
tion Division.

Mr. Butz, I'd like to welcome you

Let me indicate to you and to the other witnesses that will be
testifying today, that we have received your prepared statements.
Those prepared statements will be made part of the record in full,
so we're going to ask each witness—-I know you’ve been advised in
advance—to summarize those statcments in no more than 5 min-
utes.

We're going to have to be very strict about that 5-minute rule
because of other pressures on our time today. So we will set an
alarm clock. At the end of the 5 minutes, the bell will ring, and
we'll have to stop and then move on. But this is the only way we
can get all the witnesses in and still have a full opportunity for
questions and answers.

Thank you very much.

Mr. Butz?

STATEMENT OF WILLIAM BUTZ, ASSUCIATE DIRECTOR FOR DE-
MOGRAPHIC FIELDS, BUREAU OF THE CENSUS, DEPARTMENT
OF COMMERCE, ACCOMPANIED BY MARTIN O’CONNELL, CHIEF,
FERTILITY STATISTICS BRANCH, POPULATION DIVISION

Mr. Butz. Thank you.
it's a ][;Ieasure for the Census Bureau to be here to try to shed
som.e light on this important topic. The 5 minutes will be difficult,
but we’ll do our best.
Despite recent publicity about teenage childbearing, teenage
birth rates today are significantly less than they were in the 1950s.
The fertility rate for teenage women in 1982—the yellow line in
. the middle on that chart—was 53 births for 1,000 women 15 to 19
ly;ears old. Twenty years earlier, the annual rate of teenage child-
earing was almost twice this level. Between 1955 and 1960, about
90 out of every 1,000 women 15 to 19 years of age gave birth each
v year.
For the past 35 years, teenage fertility rates for black women—
|
\
|

that’s the green line at the top of the chart—have been between 2
and 2% times greater than the rates for white women.

Between 1970 and 1982, fertility rates for black teenagers fell by
one-third to slightly under 100 births per 1,000 women 15 to 19 in
1982. The rate for white teenagers in the same period decreased 22
percent to 45 births per 1,000 in 1982.

From 1973, when abortions were legalized nationwide, through
1982, there were an estimated 13 million abortions. During this
period, one-third were performed on teenagers.
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In 1981, almost half of the pregnancies to teens 15 to 19 years old
resulted in live births, and you can see this in the gold box there at
the left of the figure. Four out of ten ended in induced abortions—
the gold bar in the middle—and about 13 percent ended in either
miscarriages or stillbirths.

Data for 1980 indicate that 40 percent of pregnancies to white
teenagers and 36 percent of pregnancies to teenagers of black and
other races combined resulted in induced abortions.

Teenagers have the highest average number of visits for family
planning reasons to either private physicians, clinics, or counselors.
Wome:z 15 to 19 years old in 1982 averaged 1.6 visits per year, com-
pared with an average of one visit per year for women in the later
child-bearing ages.

Two-thirds of all family planning visits made by these older
women, aged 20 and older, were to private physicians, while 61 per-
cent of the family planning visits by teenagers were either to clin-
ics or counselors.

These statistics suggest that the structure of informational and
d(ellirery services to teenagers is quite different from that of older
adults.

A large increase in the percentage of children born out of wed-
lock to teenagers has occurred since 1950. Thirteen percent of all
teenage births in 1950 occurred out of wedlock. By 1982, this figure
increased to 51 percent. That’s a threefold increase in the percent-
age of births born out of wedlock.

The majority of births to teenagers are first births, which usually
have a very significant impact on the subsequent life course of
women.

Using retrospestive fertility and marital histw information
from current population surveys—which incidentally have been
primarily funded by the National Institute of Child Health and
Human Development headed by Dr. Wendy Baldwin behind me
here—using this information, we can distinguish three categories
of births to teenagers: First, children born out of wedlock; second,
children conceived premaritally but born within marriage; and,
third, children both conceived and born within marriage.

This next chart shows trends in the first two categories com-
bined. In 1980-81, children either born or conceived g;emaritally
accounted for approximately 70 pezcent of all first births to women
15 to 19 years old. This is the yellow line there in the middle. This
is double the percentage recorded by teenagers during the 1950’s.
In the 1980-81 period, 64 percent of first born children among
white teenagers and 97 percent of first borns among black teen-
agers were conceived out of wedlock. Again, both racial groups ex-
gggl;)e’nced substantial increases in these figures since the early

s,

However, the fact that a woman has had a child born out of wed-
lock does not mean that she will continue to live with that child
without ever getting married.

Look at this figu.e.

Have I skipped a chart, Martin? If I have, you can move ahead.

There we are.

The orange bar at the far left shows that, on average, about 20
percent of women who had a premarital first birth under the age

11
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of 30 between 1950 and 1979 married within 1 year of the child’s
birth. Within 8 years, about 40 percent of these women married.
This is the blue box there at the left. In fact, the teenagers who
had an out-of-wedlock birth were more likely to marry shortly after
the child’s birth than were women in their late 20’s who also had
an out-of-wedlock birth.

On the other hand, teenage marriages, especially those begun
with the woman having had a child born or conceived out of wed-
lock, experience higher separation and divorce rates than first mar-
riages entered into at older ages.

The racial differences are sharp in the percentage already
having had a child or pregnant when first married for 18- and 19-
year-olds.

About one-quarter of all white and one-half of all black brides
aged 18 and 19 who married in the last half of the 1970’s entered
their first marriage either already having given birth to a child or
pregnant with their first child.

Other studies based on Cenaus Bureau data have indicated that
teenage brides begin their married lives in families with relatively
low levels of income and with poor employment opportunities.
They have lower levels of educational attainment, are less likely to
be employed, and, if employed, are less likely to be in professional
or managerial occupations than wc¢men who marry at older ages.

Women who have had their first birth as an adolescent, on the
average, fail to complete 12 years of school and never catch up edu-
cationally with women who delay childbearing until beyond their
teenage years.

It is not easy to say the extent to which early marriage and
childbirth contribute to these undesirable educational and econom-
ic outlclomes, because the causality might run in the other direction
as well.

In any case, early marriage and childbearing, on the one hand,
and educational and economic deficits, on the other hand, do
indeed go hand in kand, on the average.

In sum, this statistical profile of teecnagers developed from
Census Bureau data suggests that a large proportion of America’s
youth who enter parenthood at early ages often do so facing consid-
erable socioeconomic disadvantages.

I'd be delighted to try to answer any questions that you have.

[The statement of Mr. Butz follows:]

¥
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TESTIMNY .
OF

THE BUREAU OF THE CENSUS

STATUS OF TEENAGE FERTILITY

The transition to motherhood constitutes one of the most significant
turning points in 3 woman's 1ife, marking dramatic and oftentimes'.
irreversible changes in patterns of educational and career pursuits and
opportunitites.

Despite recent publicity about tzenage childbearing, we should keep
in mind that teenage wonen today are significantly less 1ikely to have
children than were their counterparts who grew up during the baby boom
years of the 1950s (table 1, figure 1). Between 195% and 1960, 90 out
of every 1,000 women 15 to 19 years of age gaVe birth each year. Twenty
years later, the annual rate of teengge childbearing fell to about
one-half this level, §1nce'the mid-1970s, no change has occurred in
the teenage birth rate, with the most recent rate for 1982 beinq 53 births
per 1,000 women 15 to 19 years old. In general, this pattern of‘dec11n1ng .
fertility through the mid-1970s and subsequent stability has characterized
the fertility pattern for all women in the United States for the last
25 years.

Since the 1950s, teenage fer:ility rates for Black women have been
between 2 and 2.5 times greater than the rates for White wumen. The
greatest differences in fertility between the two races occurred in the
early 1970s. Between 1970 and 1982 fertility rates for Black teenagers
declined by one-third to slightly under 100 births per 1,000 women 15 to
19 years old. ~he rate for White teenagers in the same period decreased

22 percent to 45 births per 1,000 in 1982.




Teenage fertility rates in 1980 were 82 births per 1,000 dispanic

women 15 to 19 years old compared with 52 per 1,000 for Hon-Hispanic
- women. Asian and Pacific Islander teenagers had relatively low fertility
rates with only 34 births per 1,000 women 15 to 19 years old.

Historica'ly, women in the South begin childbearing at earlier ages
than women in the North, East or West. In 1980, there were 66 births par
1,000 women 15 to 19 years old in the South compared with 55, 50, and 35
births per 1,000 for women 1iving in the Hest, Midwest, and Northeast
respectively.

A major factor alleged to affect the leYeI of fertility in the 1970s
was the Supreme Court's decisior in Roe v. Wade in 1973. Thirteen m1[110n
abortions have occurred between 1973 and 1982. During this period, one-third
were perfogmed on teenagers.l/

In 1981, 48 percent of the pregnancies to teens 15 to 19 ygars old
resulted in live births, 39 percent ended in induced abortions, and
13 percent ended in miscarriages or stillbirths (table 2, figure 2).2/
Data for 1980 indicate that a slightly higher proportion of pregnancies
of pregnancies to White teenagers ended in abortions (4C percent) than
did pregnancies to teenage womea of all other races (36 percent).

Teenagers have the highest .verage number of visits for family
planning reasons to either private physicians, clinics or counselors.
Women 15 to 19 years old in 1982 averaged 1.6 visits per year compared
with an average 0 1.0 visits annually for women 20 years anq over.

Two-thirds of all family planning visits made by women 20 years ‘old

and over were to private physicians while 61 percent of family planning

| ‘ 14

o




10

visits by teenagers were either to ciinics or counselors., These data
suggest that the structure of {nformational and delivery services to
teenagers is quite different from that to older adu1ts.§/ -

Births to teenage women in terms of the percentage of ch11dréq borr
out of wedlock is also changing., The percentage of all teenage births
out of wedlock increased from 13 percent in 1950 to 51 percent in 1982 and
is of concern to policy makers both on the local and federal level (table 1).
Special educational, child care, and assistance progr;ms for teenage women
with children affect short run public expenditures and 16n3 run cocial cists.

Teenagers in the Hortheast had 59 percent of their births born out
wedlock, the highest percentage among women fﬁ the four major regions.
Little difference, however, was found among the other re3fons. Forty:five
percent of births to women 15 to 19 years old in both the South and the
Neét in 1980 were born out of wedlock and 48 percent were born out of
wedlock among teenagers 1iving in the Hidwest,

The majority of births to teenagers are first births, which usually
have ¢ significant impact on the subsequent life-course of women. Using
retrospective fertility and marital history data from the Census Sureau's
Current Population Survey, we can distinguish among three categories of such
births to teenagers: children born out of wedlock; children premaritally
concelved but born within marriage; and children both conceived and born
within marriage.

In 1980-81, children either born or conceived premaritally accounted
for approximately 70 percent of ail first births to women 15 to 19 years

old, double the percentage recorded by teenzgers during the 1950s

(W1
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(table 3, figure 3). In the 1980-81 period, 564 percent of firstborn
children among White teenagers and 97 percent of firstborns am?ng Black
teenagers were conceived out of wedlock. Both racial groups experienced
substantial increases in these figures since the early 1950s. .

Current Population Survey data also show a decreasing percentage of
women, when faced with 3 premarital first pregnancy, who marry before
their children are born. Between 1950 and 1969, abou} one-ha'f of teenage
women who delivered firstborn premaritally conceived pregnancies married
before their children were born. By the late 1970s, only one-thirc of
these women delivered their first child within marriage.

Sharp differences in the propensity of ;1n91e teenage women to marry
when faced with a premarital pregnancy are found by race. Among teenzge
women who pad a premaritally conceived birth between 1980 and 1981, 43
percent of White women married before their child was born £Omggred with
9 percent among Black teens (table 4, figure 4). These percentages were
significantly lower than the 58 and 28 percent recorded in the 1950-54
period for White women and Black women respectively.

The fact that a woman has had a child born out of wedlock does not
mean that she will continuously live with that child in an unmarried
state. About 20 percent, on average, of women who had a premarital first
birth under age 30 between 1950 and 1979 married within one year of the
child's birth (tabl. 5, figure B). Within 3 years of their child's birth,
about 40 percent of the women married. Teenagers who had an out-of-wedlock

birth were more likely to marry shortly after the premarital birth than

were women who wer2 in their twenties.
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A very high proportion of teenage women begin their marital careers
either pregnant or 3lready having had a child when they are first married.
Forty-three percent of women who first married under age 18 in the latter
half of tha 1970s were so characterized, a percentage twice as hiéh as
that recorded during the peak of the bab; boom some 2C years earlier
(table 6, figure 6). Ten percent of teenage brides married in 1975-79
under the age of 18 had had their first birth before they were married
and another 33 percent were pqegnant with their f1rst'ch11d at the time
of their marriage. .

Among 18 and 19 year olds who first married in 1975-79, 9 percent
of the brides also had had a premariFaI birth and an additional 18 percent
were pregnant at the time of their marriage. These percentages are almost
double what they were in the 1950s.

Sharp differences in the percentage already having had a child or
pregnant when married are found for 18 and 19 year olds by racet About
one-quarter of all White and one~half of all Black brides age 18 and 19
who married in the iast half of the 1970s entered their first marriage
already having given birth to a child or pregnant with their first child.

An aralysis of data from the Current Population Survey for newly
married couples showed that teenage brides relative to adult women begin
married 1ives in families with lower levels of income and with poorer
employment opportunities. They have lower levels of educational attainment,
are less likely to be employed, and when employed are less 1ikely to be in
professional or managerial occupations.ﬂj Women who have had their first

birth as an adolescent on the average fail to complete 12 years of school
and never catch up with the educational attainment leveis of women who

delay childbearing until their twentieth b1rthday.§/ .

In sum, the statistical profile of teenagers developed from Census
Bureau data strongly suggests that a large proportion of America's youth
who enter parenthood at early ages often do so facing considerable

socioeconomic disadvantages.
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« Births per 1,000 Women 15 to 19 Years 01d snd Perceat of
Teenage Births Born out of Wedlock: 1950 to 1982

All
Races

1982
1980
1975
1970
1965
1960
1955
1950

52.9
53.0
55.6
68.3
70.5
89.1
90.3
81.6

97.0
106.0
111.8
147.7
144.6
156.1
167.2*
163.5*

SBBSYEERER
om&\o.&\.&\ﬂv'
]

Percent out of wedlock

1982
1980
1975
1970
1965
1960
1955
1950

50.7
47.6
38.2
29.5
20.8
14.8
14.2
13.3

—— p) &Y W
o .
NSNS vOWN

DN =N DWW O
.

* B

Sour

lack and other races.

ce: Nationsl Center for Health Statistics, Vital
Statistics of the United States, annual issues.

Table 2. Percent Digtribution of Pregnancies to Women 15 to 19

Years 0ld by their Outcome: 1981 and 1976

Outcone of
Preznancy 1976

Total 100.0
Live births 52.1
Induced abortions 33.8

Fetal deaths 14.1

Source: Stephanie J. Ventura, Selma Teffel, and -
William D. Hosher, "Estimates of Pregnancies
and Pregnancy Retes for the United States,

1976-1981," Public Health Reports, Yol, 100,
Ho. 1 (1985).
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Table 3. Percent of First Birtha to Women 15 to 19 Years 014
Premaritally Born or Conceived, by Race: 195054 to 1980-81

Period of All

first birth - Races __ White Black
1980-81 71.6 64.4 . 96.5_
1975-79 67.5 58.1 93.4 .
1970-74 66.4 . 37.3 . 91.1 ’
1965-69 54.5 47.7 8l.1
1960-64 46.0 38.3 8l1.1
1955-59 39.4 31.4 . 75.3

1950-54 30.1 22,6 64.9

Source: Martin 0'Connell and Carolyn C. Rogers, "Out-of-Wedlock
Births, Premarital Pregnancies, and their Effect on

- Family Formation and Dissolution’," Family Planning

Perspectives, Vol. 16, No. 4 (July/August 1984), -

Table 4. Percent of Women 15 to 19 Years 014 Marrying Before the
Birth of a Premaritally Conceived Child, by Race:
195054 to 1980-81

(Percentages refer to firstborn children)

Period of All

first birth - Races White : Black .
1980-81 32.3 42.9 8.8
1975-79 34. 47.8 10.8
1970-74 47.0 64,7 16.9
1965-69 55.8 69.8 . 24,4
1960-64 51.3 64.5 . 23.4
1955-59 53.3 66.2 . 29.9
1950-54 46,5 58.4 28.2

Source: 0'Connell and Rogers (1984).
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Table 5. Percent of Women Marrying Within One and Three Years
After a Premarital Birth, by Age: First Births Occurrmg

25-29 years old

Age of woman Percent ma ing within-
at first birth One vear Three vears
15~17 years old 20.3 40,6
18-19 years old 23.6 43,6
20-24 years old 18.9 40.4
14.0 31.8

Source: 0'Connell and Rogers (1984).
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Table 6. Percent Distribution of Women 15 to 19 Years 014 by their
Fertility Status st the Tine of their Firat Marrisge, by Race:
First Marrisges Occurring 1950-54 to 1975-79
b Race, sge, and Period of first marrisge
fertility statua 1975 to 1970 to 1965 to 1960 to 1955 to 1950 to
at first marriage - 1979 1974 1969 1964 1959 1954
. ALL RACES

Under 18 100.0 100,0 100.0 100,0 100.0 100.0
Precarital birth 9.9 8.1 8,6 5.5 6.4 5.3
Pregnant 32,7 28.7 24,5 21.0 15.8 13.5
All other women 57.4 63.2 66.9 73.5 77.8 81.2

18 and 19 100.0 100.0 100.9 100.0 100.0 100.0
Premarital birth 9.3 8.1 7.2 5.3 4,0 4.
Pregnant 17.7 17.6 17.6 18.0. 12,0 10.7
All otter women 73.0 74.3 75.3 76.7 84.0 84.9
WBITE

Under 18 100.0 100.0 100.0 100.0 100.0 100.0
Premarital birth 6.9 5.3 6.4 3.5 2.8 2.9
Pregnant 33.5 29.5 23.8 19.7 15,6 .12.5
All other women 59.6 65.2 69.8 76.8 81.3 84.6

18 and 19 100.0 100.0 100.0 100.0 100.0 100.0
Premarital birth 1.4 5.8 4.8 3.8 2,2 3.3
Pregnant 17.9 17.0 16.4 15.8 11.3 10.5
All other wopen 74.7 77.2 78.8 80.5 86,5 86.2
BLACK

Under 18 100.0 100.0 100.0 100.0 100.0 100.0
Premaritsal birth (3) 32.6 26.3 20,5 28,7 19.1
Pregnant (®) 25.1 29.9 30.5 15,7 19.8
All other women (3) 42.3 43.9 49,0 55.6 61.1

18 and 19 100.0 100.0 100.0 100.0 100.0 100.0
Precarital birth 33.0 20.3 30.1 19.6 24,5 18.7
Pregnant 16.1 23.3 29.0 36.8 22.0 14.2
All other wopen 50,9 46.4 40.9 43.6 53.5 67.0

(B) Base too small to derive percent distribution.
. Note: Women are classified as pregnant at marrisge if they had a child
0 to 7 months after their first marrisge. Women childless at their
first marriage or if their first birth occurred 8 or more montha
after their first marrisge were placed in the "All other women"
category., .
Source: 3Bureau of the Census, Current Popylstion Reports, Seriea P-20,
No., 385, table 8.
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Figure 2. Percent Distribuvijon of Pregnancies to Women 15 to 19
. by Type of Qutcome, 1976 and 19814
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Figure 3. Percent of First Births to Women 15 to 19
Premaritally Born or Conceived, 1950-54 to 1980-84%
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Perqent

Figure 4. Percent of Women 45 to 19 Marrying Before a
Premaritally Conceived First Birth, 1950-54 to 1980-81
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Figure 5. Percent of Women Marrying Within One and Three Years |
' of a8 Premarital First Birth, 1950-79 .
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Figure 6. Percent of Teenagers with a Premarital Birtn
, or Pregnant when First Married, 1950-54 to 1975-79
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Mr. WaxmaN. Thank you very much.

Did you time this presentation in advance? [Laughter.]

In your prepared testimony, you state that the annual rate of
teenage childbearing has dropped to about half the level that was
recorded between the years 1955 and 1960. .

You appear to attribute the significant decline to the 1973 Su-
preme Court decision which recognized the constitutional right to
abortion.

No mention is made of the progress that has been made by teer.- .
agers in their effective use of Family planning services.

Has the Federal Family Planning Program been effective in
helping to reduce the number of unintended pregnancies amon,
teenagers? Does the Census Bureau keep any data on teenagers
use of contraceptives?

Mr. Burz. Congressman, the Census Bureau does not keep such
data. Others do, and I think there will probably be testimony later.

There has, as you indicate, been an increase in contraceptive use,
but the Bureau doesn’t collect such data and therefore does not do
studies on that relationship.

Mr. WaxmaN. Would you say—from what you do know of the sit-
uation—that the major factor resulting in the declining number of
teenage births is the availability of abortions?

Mr. Burz. Well, certainly there is an association, simply looking
at the data. In the year of that decision and in the several years
thereafter, those fertility rates did drop. But that’s really all we
can say: That there is 4 visual association there.

Mr. Waxman. To what extent are the high rates of teenage preg-
nancy and childbearing among minorities related to poverty? Does
teenage pregnancy occur as frequently among poor whites as
among poor blacks or poor Hispanics?

Mr. Burz. I believe the answer is that it does not. I may refer to
Dr. O'Connell on that.

Am I correct?

Mr. O’ConnELL. Our studies that have examined both the eco-
nomic effects——

Mr. WaxmaN. Could you please come up and use the mike, so we
will be sure to get this on the transcript?

Mr. O’CoNNELL. Our studies that have examined economic effects
on out-of-wedlock childbearing do indicate that for white, black,
and minority populations, generally, poverty rates and low-income -
levels are associated with high rates of both out-o:-wedlock child-
bearing and childbearing in general.

Mr. WaxmaN. Does the Census data provide any information
about adoption or about the likelihood of teenage mothers placing -
infants for adoption?

Mr. Burz. I'll refer that one also, if that’s all right.

Mr. G’ConNELL. To date, the Census Bureau has not collected
any information on adoption. Another Government survey that’s
taken by the National Center for Health Statistics, the National
Survey of Family Growth, does collect data on adoptions.

Unfortunately, studies that have been done generally are re-
stricted to sample surveys. What we have examined, when looking
at the data, shows that there is a fairly low proportion of women
who have adopted children. The data base really doesn’t permit us
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to get a clear idea of what the propensities are by different women
to adopt children.

Mr. WaxMaN. What do the Census Bureau’s projections on the
gize and composition of the future U.S. population tell us about
likely trends in adolescent pregnancy and childbearing? As the
baby boom generation ages, will the problem gn away, or are the
rates of teenage Tregnancy increasing?

Mr. Butz. Well, there are two aspects of that, Congressman. One
is the size of the population at risk, which is the number of teenage
women, and that number should fall based on the baby bust which
begen in the early 1960s—marked by declining fertility rates—and
which lasted until the mid-1970’s. So that number should fall for
several years yet.

The other component is the fertility rate itself, end the Census
Bureau does make projections of that rate, and let me refer that
also to Dr. O’Connell.

Mr. O’ConnELL. The fertility projections that we've made
through the end of the century generaiiy indicate an overail stabil-
ity in the birth rate.

One interesting aspect that we found through other studies is the
definite association between continuing education and lviwer fertili-
ty both in terms of the delaying the first marriage and delaying
the first birth.

If one was to posit that there would be a general increase in edu-
cational attainment and continuing enrollment of children through
high school and college, ar assumption could be made that ther:
would be a possible decline in fertility if those trends were to con-
tinue in the educational aspects of teenagers.

Mr. WaxmaN. Thank you very much.

Mr. Garcia.

Mr. Garcia. Thank you.

On page 3, in the second paragraph of your written testimony,
you state that special educational child care and assistance pro-
grams for teen women with children affects short-run public ex-
penditures and long-run social costs.

Would you care to elaborate on that?

Mr. O’CoNNELL. Well, the short-run costs are obvious in terms of
continuing education programs for teenagers in school—to enable
them to continue their education and to enable them-—once they
have graduated, to get the job skills that they may have been
unable to get while they were raising their children in the first 1
or 2 years of the baby’s life. Those are short-term effects that con-
gist of very sharp changes in budgets that local communities are
especially affected by.

e long-term effects of young childbearing concerns the
woman’s development both careerwise and also the economic pros-
pects that they face for the next 15 to 20 years. Longitudinal stud-
ies not conducted by the Census Bureau but by statisticians in the
University of Michigan, do effectively show that early childbearing
does have long-term effects in terms of lowering eventual economic
prospects, in terms of the assets accumulated, and also the current
earnings potential of the woman.

Mr. Garcia. Thank you.

Mr. WAxMAN. Mr. Scheuer?
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Mr. ScHEUER. Thank you, Mr. Chairman.

On page 3, I think, of your testimony, Mr. Butz, you describe
quite a regional differential between the percentage of births that
are out of wedlock in the Northeast—I think it's 59 percent—and
the percentage in the South, the Southwest, and the Midwest,
which is 45 to 48 percent.

What accounts for *his difference, and what special impact does
that have on the Northeast, and what does this mean in terms of
national legislation or, more likely, special State legislation in the
Northeast States where this problem of teenage pregnancy is more
intense and more severe than it is, apparently, in the rest of the
country?

Mr. Burz. Well, Congressman, there are a variety of differentials
by age, by ethnic group, by religion, by education, by country of na-
tional origin, and by region in the United States. Many of these are
very difficult to understand and explain.

Mr. SceEUER. Could you describe some of those differences?

Mr. Burz. Certainly.

One thing to say is that many of these differences have attenuat-
ed over time.

If you look at differential fertility rates across groups 20 or 30
years ago, they were certainly wider than they are today. For ex-
ample, the Catholic/non-Catholic rate was much different and has
pretty much dissolved.

Nevertheless, there still remain differences. For example, black
fertility rates tend to be higher than white. Foreign-born fertility
rates, in most cases, tend to be higher than domestic.

Some of the regional differences, at least, are the result of com-
positional differences in these populations that live in different
places, but the extent to which that’s true versus specific regional
differences I don’t know.

Martin, do you have anything to add to that?

Mr. O’CoNNELL. Yes.

In terms of looking at the proportion of births that are born out
of wedlock, we should remember that two components are basically
involved—the number of women who have marital births plus the
number of women who have their children born out of wedlock.

In the Northeastern United States, there happens to be a fairly
higher proportion of single women in the teenage years than in the
Southern and Western States.

Part of the effect that you see in terms of high proportions of
children born out of wedlock have to do with the Northeastern
United States having high proportions of single women at risk to
have their children born out-of-wedlock in the first place.

If you look at the data on a basis of only unmarried women,
strangely enough, the statistics show that the out-of-wedlock birth
rate for teenagers is absolutely lower in the Northeast than the
southern parts of the United States.

Mr. ScHEUER. How do you account for that?

Mr. O’CoNNELL. In terms of the rates, well, in the northern part
of the United States, the proportion of women who ure in the labor
force and continue through college and high school are higher than
the other parts. Again, when you look at the first birth by a teen-
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age woman, you have to put it in the context of her life course in
terms of what she sees ahead for herself and where she has been.

You have to get a perspective of her formative teenage years in
terms of the junior high school and the high school experience tkat
she has gone through and her exposure to other teenagers that
may have had a child out of wedlock, or the general educational
facilities that may be available to them on a regional bas.s.

Mr. ScHEUER. Thank you very much, Mr. Chairman.

. Mr. WAXMAN. Mr. Butz and Dr. O’Connell, we appreciate your
testimony. I think this will be very helpful for us in setting at least
the demographic frame of reference for this discussion.

Mr. Butz. Thank you very much.

Mr. O’ConNELL. Thank you very much.

Mr. Waxman. Our next witness is Dr. Wendy Baldwin, chief, De-
mographics and Behavioral Sciences Branch, Center for Population
Research, at the National Institute for Child Health and Human
Development.

Dr. Baldwin, I want to welcome you to our subcommittee meet-
ing this afternoon.

Again, your prepared statement will be in the record in full, and
we’d like to ask you to summarize, if you would, in around 5 min-
utes.

STATEMENT OF WENDY BALDWIN, CHIEF, DEMOGRAPHICS AND
BEHAVIORAL SCIENCES BRANCH, CENTER FOR POPULATION
RESEARCH, NATIONAL INSTITUTE FOR CHILD HEALTH AND
HUMAN DEVELOPMENT

Ms. BaLowin. Thank you, Mr. Waxraan.

I appreciate the opportunity to testify before this joint hearing,
and especially the opportunity to foilow my colleagues at the
Census Bureau, because they have already presented a framework.
I will try to build on that with gome of the research that we have
sponsored.

It has already been alluded to how difficult it is to keep the dif-
ferent changing rates and numbers and proportions in mind, and,
in terms of the trends in the 1970, it is important to realize that,
because of the aging of the baby boom population, there were ap-
proximately 46 percent more teerasers during the 1970’s than in

- the previous decade. That meant that even though the birth rates
were falling rather sharply for teens, the number of births were
falling only slightly.

It is important to go beyond that very general demographic pic-
ture and look at the components of teen childbearing—for example,
the age of the mother.

Even though the number of births stayed more or less atasle
during the 1970’s, there was a shift toward more births to younger
teenagers and fewer to older teenagers, and because the birth rates
were falling even more sharply for older women, the proporiion of
births that were to teens were rising.

The other thing that bas already been alluded to is the marital
status of the mother. There were sharp changes in the 1970’s in
terms of the proportion of veenagers who were married when they

48-923 0—86——2
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bore their children. The proportion of teenage births that were to
unmarried women rose to 51 percent in the most recent year.

The other trend that is very important to keep in mind in terms
of looking at the patterns of reproductive behavior has been the
trend in sexual activity. A number of surveys give us some indica-
tion of the proportion of teenage women who have had sexual
intercourse.

In 1971, little more than a quarter of teenage women reported
that they had engaged in sexual intercourse. By 1976, it had risen
to 39 percent, and, by 1979, to 46 percent. This is based on metro-
politan women for a technical reason, but the upward trend applies
to all teens as well.

We now have data from 1982 from the National Survey of
Family Growth conducted by the National Center for Health Sta-
tistics, and that shows, for the first time, thet the percentage
having sexual intercourse has probably stabilized. For black
women, there probably is a decline in the proportion of teenage
women who report that they have been sexually active.

Now, this is a very important piece of information because, with-
out an understanding of the likelithood that a teenager is sexually
active, it is hard to understand what her likelihood of pregnancy
would be, or her likelihood of bearing a child.

Researchers found consistent patterns among youth who begin
sexual activity at younger ages. This includes earlier physical mat-
uration, low religiosity, low parental education, coming from a
single-parent family, less academic achievement, lower educational
expectations, and early involvement in non-conventional activities
such as alcohol or drugs.

When you put together data on births and abortions and sexual
activity, it’s possible to construct measures of pregnancy rates, and
the trend over time, and we have calculated this from 1974 to 1981.
Today we updated this to 1982. It is our opinion that, when you
take sexual activity into account, the period between 1974 and the
present has probably been stable in terms of the risk of pregnancy.

That means, given the sexually active population, the rigk of
pregnancy has probably Leen stable, although, of course, the likeli-
hood of bearing a child has clearly declined.

You have asked questions about contraceptive use, and here we
do see some very definite changes.

When we compare 1976 and 1962, we find a decline in the pro-
portion of teens who report they have never used a contraceptive, a
decline from 31 percent to 15 percent.

When we look at the teens who report that they have always
used a contraceptive, we find it has risen from 28 percent to 34 per-
cent.

If we look at whether the teenage woman used a method at first
intercourse, it has risen from 39 percent to 48 percent.

Again, there are complexities within this data that I would like
indicate. First, it is very important to look at the rapidity with
which teenagers begin to use contraception after they become sexu-
ally active, because we find the risk of pregnancy is very high in
those first months after initiating sexual activity.
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In fact, for young women who are under the age of 15 when they
first have sex, 20 percent will become pregnant within the first 6
months.

Furthermore, the pattern of adopting a contraceptive is very im-
portant, because we find that teens tend to delay seeking out con-
traceptive services. Teens are at high risk of pregnancy very early
on after initiating sexual activity.

I have also prepared testimony regarding the consequences of
teen childbearing. Much of this is already very familiar to you.

We do know that adolescent childbearing is associated with lower
educational attainment for the mother. Many of these women had
lower aptitude and perhaps lower motivation as teenagers, but
even when you contrcl for background characteristics, an early
birth is a detriment to educational achievement. Many of these
women go back to school, but our research has found that they
simply do not catch up. That is a theme we have found throughout
the research on the consequences.

These are not just short-terim consequences at the time of the
birth. We see these consequences over time as we follow these
women into later years.

For example, teens are at high risk of marital disruption. This is
a risk that carries on through their life. We find even their second
marriages are at higher risk of marital disruption.

We also know teens are more likely to bear more children than
older women, bear them at a faster rate, and to have more children
that they themselves report as unwanted.

In terms of where we have asked teens about their satisfaction
with their lives, with their education, their marital prospects, and
their occupation, they report lower satisfaction than the women
who delayed a first birth.

We also find effects on the children. Many of the effects in terms
of perinatal outcome are mediated by health services that are
available to the teens. When you assure good prenatal care, the
pregnancy outcome tends to be very good.

Thank you.
[The statement of Ms. Baldwin follows:]
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Mr. Waxman, Mr. Gsrcia, snd Members of the Subcomaittees:

I appreciste this opportunity to testify before the House Subcommittee on
Census snd Populstion of the Committee on Post Office and Civil Sarvice

ard the House Subcomnittee on Health and the Enviromment of the Committee
on Energy snd Coomerce on the demographics of adolescent pregnancy in the

United States.

I sn Dr. Wendy H. Baldwin, Chief of the Demographic snd Behsviorsl Sciences
Branch, Center for Populstion Resesrch, Netionsl Institute of Child Heslth

and Hunan Developuent, Netionsl Institutes of Heslth.

1 have been asked to sddress the trends in adqle.cent pregusncies and birthe
snd to review the consequences of esrly childbearing. Adolescent fertility
behsvior has received so much sttenticn in receat yesrs thst most have slready
hesrd much sbout trende snd may find it strange that there can be dissgreement

over just what the trends have been. “

To put esrly childbesring into perspective, it is important to understand
the poat World War II bsby boom. This was not s temporary phenomenon-—an
explosion thet was quickly over--~but rsther s rise in the birth rate thst
lasted into the esrly sixties. The aging of the bsby boom bsbies meant thst
during the seventies, the number of teenagers was 43 percent higher than in

the preceding decade.

The baby boom was a dramstic demogrsphic event which will continue to
influence our society for many years to come. Its implicetion for us is
sinple; it means thut although the birth rates for amost teens were declining

in the seventies, the number of teen birthe rose until 1970 snd declined
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slowly thereafter. Since birth ratea and numbers of births were falling
faster for older wonmen, the proportion of births to teens actually rose. If

we looked no further, we might conclude that adolescent childbearing was not

a problem and that the appearance of a “problem” was an artifact of the
structure of the population. However, wmore careful review of the components

of the birth rate gives a different picture.

Age of Mother

When demographers talk about teensge childbearing they generally refer to
births to women under the age of 20. Indeed, statistica are made available
for five-year age groupings, and ncst teen ui.ths are to wonen 15-19. However,
this groups toge;her wonen vho may have compleéed high school and who have
very good pregnancy outccmes with young women who may be in Junior high
school and who are high risk obsietrical pstients. During the seventies,
the birth rates fell fastest for the oldest teens and actually rose for the
very youngest, those under age 15. These teen wothecs under 15 account for
a very small percentage of all births (less than one-half of one percent),
but these youngsters are viewed as high risk from both a social and medical
standpoint. While births to women under 15 totaled less than 7,500 in

1960, they rose to almost 13,000 in 1973 before declining to the present

level of about 9,800.

Marital Status of the Mother

During the seventies, the number of babies born to unmarried teenage women
rose significantly from under 100,000 in 1960 to almost 200,000 in 1970 to

almost 270,000 in 1982, 1In fact, in 1982 over half (51 percent) of births
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to teens were out-of-wedlock ss contraated with 15 percent in 1960. Marriage
rates fell aharply during the geventies for te2nsge women. The rate st

vhich single teens bore children rose, but did not spproach the rste for
single women 20-24. Birtha to unmarried mothers are frequently ssgnciated

with poorer prenatal care as well g5 with lower economic resources.

Trends in Sexusl Activity

A significant change during the geventies was the incresse in the 1ikelihood
that an ummarried sdolescent girl would engage in gexusl intercourse. In

1971, little nmore than & quarter (27.6 percent) of never-aarried women 15-19
reported that they had engaged in gex. By 1976, the proportiona had risen -
to 39.2 percent,.nnd uaing dats from metropoliian sress, we can project thst
46.0 percent of never-married teens were sexuslly gctive in 1979. These

data algo show that in 1971 there was no age where half of the girlse were
sexuslly active, while in 1979 helf (or more) of both 18 and 19-year-olds

-~

report having engzged in sex. B

It iz important to hsve measureas of the likelihood of sexual activity in order
to interpret trends in pregnancies gnd births. Obviously, only those who are
sexually gctive are at risk of pregnancy and since that proportion changes
over time gnd with the sge of the young women, an sccurate picture of these
trends requires data on gexusl sctivity. More recent data make the issue of
changing sexusl sctivity more complex. Dats from the National Survey of
Panily Growth-~Cycle TI1 (NSFG-III) collected in 1982 indicated that the
proportion of teensged women who had ever had gexusl intercourse had declined
from the rates estimated for 1979. The 1982 survey iadicates that 42.8°

percent of never-married women aged 15-19 have engsged in sexual sctivity at
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lesst once. The trend from 1979 to 1982 (metropolitsn women only) implies
sn eight-percent decline. Prelininary compsrisons with other dsts sources

corroborate thiv trend. To be more specific, the rates for blsck teens sppesr

to have declined s little snd the rstes for white teens to hsve stabilized.

Research has found consistent pstterns among youth who begin thefir sexusl
csreers st an early age. This psttern consists of esrly physicsl maturation,
low religioaicy, low parental educstion, coming from a single-psrent family,
less acsdemic schievement, lower educstionsl expectltiohl, and esrly involve-
ment in non-conventional sctivities such ss alcohol and drug use. Resesrch
also indicates thst blscks begin sexual intercourse st an earlier age than .

whites, snd males begin earlier than females.

Trends in Pregnsncies

Of course, not all pregnancies end in & live birth. Five to 20 percent are
lost through miscarriage, a small proportion are lost iste in preénancy or
through stillbirth, and others sre lost as the result of an induced abortion.
Data for aborticns can be combined with dats on 1live births to estimate
rates of conception. Thess calcilations show thst between 1874 and 1981,
there was an eight-percent incretse in the number of conceptions. We hsve
just seen, however, thst mrat feiale teens sre not sexually active snd that
the proportion who are hss changed significantly during the psst decade.
Also, msrrisge rates have been falling for teensge women. TIf the birth and
conception rates are adjusted to take into sccoun. the proportion of young
women who are sexuslly active, we find that the bdirth rate for those "st
risk” ha. fallen 29 percent from 1974 to 1971 and that the "pregnancy rste”

hss decline] by alaost six percent.
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Contraception

Contraception is not essy to practice guccessfully. Contrsception can be
expected to be even more difficult for ymmarried women, snd especially for
t2enagers. This 1s because effective use of contraception ig linked to

the process of defining oneself asg sexuslly active, and becoming swsre of
pregnancy risk snd its consequences. Even 80, 1t is surprising how little
difference there s in reported use of contraception by sexuelly sctive
unnsrried women both over and under 20. 1In 1982, 20 percent of ummarried
women sged 20-24 st risk of an unwsnted pregnsncy were not using contrscep-
tives, conpared with 30 percent of compsrsble teen vo;en. “here sre, of .
course, differences in methods used. Teens sre more 1ikely thsn 20 to
24-yesr-olds to use the pill and the condom; they sre less likely to use the
1UD or disphragz. Teens sre unlikely to be sterilized for contrsceptive
purposes. Probsbly the most difficult and the most important issue is thst

of contraceptive use at first intercourse. Compsring women who v;re between .
15 and 44 in 1982, 40 percent of those who were under 18 at first intercourse
used centraception, coapsred with 48 percent of those who were 18 and over st
first intercourse. The repidity with which young womsn begin using contra-
ception after first intercourse is very important, since the probsbility of
beconing pregnant 1s very high during the first months sfter first intercourse,

the period of least consistent use of contrsception.

Contraceptive use among teenagers hss improved over time. National gtstistics
show thst in 1976, 36 percent of premaritally sexually active teens reported
never hsving used contraception, compsred to only 27 percent in 1979. psta

from the 1982 NSFG show thst 15 percent of sexuslly active teensge women

O
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report never uslng a contraceptive. There waa also an increase in the
proportion who reported alvaya having used contraception--from 28 to 34

percent over that period. The perce.tage of 15 to 19-year-old women who

reported uae at firat intercourae increased over the period from 1976 to
1982--from 39 percent in 1976 to 48 percent in 1982. Once they begin to uae
contraception, are teena effective uaera? FPirat, we may look at the methoda
used by the 70 percent of never-married women aged 15~19 at riak of an
unintended pregnzncy vho report they are uaing a method. Fewer than one-half
of one percent report aterilization--and thoce are tepo;tl of male aterili-
zation and the man'a age ies unknown. Second, the pill ia far znd away the
favorite method wifh almost .wo-thirda of uaera reporting that as their -
method (62.3 peréent). The next most widely used methoda are the condom

(22 percer.;, the diaptragm (6.4 percent), and the IUD (1.3 percent}. All

other methoda account for 7.8 percent.

Conaequercea of Adolescent Childbearing -

Concern about early pregnancy and childbearing revolvea around the effecta
on the young woman, her child, the father, and other family nembera involved,
as well aa society aa a whole. I will diacuza the effects on the young
woman's marital and family experience, her education, occupational and
economic future, and her life aatiafaction. There ia a atrong associstion
between yuunger agea atr first birth and higher proportiona of unwanted and
out-of-wvedlock birtha, a faater pasce of aubsequent childbzaring, and higher
completed fertiiity. Thia early involvevent in family life £g not, hovever,

associated with marital atsbility or satiafaction. Min; studiea confirn
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higher retes of maritul separation, divorce and rexarriage f.>r teenage
parents. Heritsl dissolution rates gre higher the younger the sdolescent ia
at the time of msrrisge, and those who warry young gre likely to expreass
regreta later sbout the marrisge. The risk of marital dissolution i carried
on through later life, and ghows up in incressed risks of marital dissolution
in gecond marrisges. Por the sdolescent mother who iz not married, studies
show that she g very 1likely to marry goon sfter the birth, gnd that she,

too, ig st high risk of divorce.

Educstion and Occupation

Wonen who become mothers while adolescents exh}bit reduced educationsl gnd
occupstional attsimment, lower income, snd frcreased welfare dependency
relative to their peers. One study shows that those who beceae mothera while
teenagers had lower gcademic aptitudes, grades and educational sspirations to
begin with, but snother stwds found s detrimer®..l effect of early childbesring
on education even when controla were introduced for fanily background and
motivation. The negative effect of an early first birth on education holds
even when background characteristics sre controlled, and s felt by both males
and females, but the effect on women 2z stronger gnd incresses over time.

Young mothers are more likely to express regret over their educational careers.

The effect of sdolescent childbearing on educstion ia especially important
aince it affects occupstion gnd earnings. A decade sfter high school, women
who became mothers early were more likely to be working than their clsssmates
but in jobs of lower pay and prestige and with less job aatisfaction. Seversl
studies have gshown that the effect of an early age at firat birth on océupl-

tional sttaimment ia 2 function of reduced education snd, to a legser extent,

Q 42
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of increased fanily aize. The relstionship between educe:ional attaiment
snd economic well-being ia strong, and there iz consequently & significant

sssocistion between early motherhood and later economic distress. Wooen who

begin childbesring as teensgers have increased welfare dependency, and st
the time of & 1975 atudy, half of the families receiving AFDC were femilies
begun when the mother was a teensger. The effect of early childbesaring on
economic attsimment continues over the years s¢ well. Few of these women

“catch up” to those who delayed family building.,

Life Satisfactions

As noted above, young wothers do not appesr nb}e to catch up to their peers
in terms of education, occupation or earnings; other studies show that theiyr
resction to the timing of their births does not improve over time either.

A longitudinal study found that soon sfter the first birth, slmost half

(48 percent) of the teenage wothera said they wished the child had been born
lster or not at sll, Three years later, 78 percent zaid that, looking back,
they would choose to have their first birth later. The wantedness of
pregnancies is important not only from the perspective of & new mother's
satisfaction, but in terms of infant health zsz well. Women who report their
pregnancies as unwanted {(or mistimed) are leas likely to receive early
prenatal care and more likely to bear a low birthweight baby. Another
longitudinal study found that early childbearers were more likely to have
educationsl and maritsl-related regrets. A study which looked st the
mother's paychological well-being vhen her child was in the first grade
found that young teensge mothers were more likely than older mothers to

report feeling very bad at thiz time.
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Effects on the Fsther

Adolescent men also feel effects of fsthering s child since they may drop out
of school to go to work. One study found thet initially more sdolescent
fsthers were working thsn their clsssnates, st jobs of sbout equsl prestige,
snd were making mere noney. By 11 yesrs out of high school, however, their
clsssmstes' investment in educstion had begun to pay off in higher income snd
more prestigious jobs. The _sthers of the bsbies of unmarried pothers may
not be as affected since they sppesr to play s minimsl role in childresring.
One study shows that less thsn one-fourth were in weekly contsct with the
child's mother seversl yesrs sfter the birth, and freéuenCy of contsct
declined over thé early yesrs of the child's 1life. Maintsining social contsct
seexs to be linked with providing economic support, rsther than being a
substitute for it. Many of these men had limited economic mesns, snd none

of the unwed mothers in this study received economic support from the child's

-

fsther for all three years surveyed.

Consequences for the Children

A nunber of studies have assessed the consequences of sdolescent childbearing
for the children involved. Seversl hsve examined the effects of maternsl sge
on pregnsncy complicstions snd the resulting risk to the newborn. Their
findings suggest thst the negstive effects of maternsl age on pregnancy snd
neonatal heslth found in populstion-bssed studies were largely nedisted by
the quslity of heslth care received by the mother and infsnt rsther thsn

being a function of the mother's biologicsl sge.
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Studies examining the child's later development ha.e zhown that mother's age
at child's birth and social factora sre related to the child'a subsequent
physical health and cognitive and socisl development. One atudy using
measurements taken at one year of age found that children of parenta with
low socioeconomic atatus and children of unmarried mothers who live alone
with their children generally show poorer physical heslth. 1In addition,
children of older mothera, 25 years and over, were heslthier than children
of younger mothera, except in csses vhere teensge uothefl rely upon older

wonen (e.g., grandwothers) for child care.

The socisl, emotional, and intellectual development past infancy of the
children of adolescents continues to be related to mother's age at birth.

Two studies have found s consistent tendency for children of adoleacenta to
have :lightly lower 1.Q. scores than children of older mothera when measured
at several sgea up to seven yecara, and some effects of maternsl age on socisl
and ewotional development Lave also been found. An anslysis of séveral

large U.S. data sets haa shown that young mothera are at a clear disadvantage
in terma of of those socioeconomic varisbles that relate to I.Q. (occupation,
education snd .ncome) and that these factors are largely responaible for

any effezt of maternal age on the I.Q. of the child.

Consequencea for the Adolescent's Parents

The influence of adolescent childbearing on the parental family has been one
of the leaat ¢xsamined areas, slthough there ia evidence that the adoleacenta'
kin—especially their mothera—are often drawn into child care and support.
A longitudinal study in an urban areas hsa found that most of the adolescent

mothers were highly dependent on the family, especially during the first
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seversl yesrs after the birth. Approximately 70 percent were living with one
or both parents at the time of the birth, and more than & third vere atill
residing with the parents five years later. Perents mist typically provide
room, board, and child care. Women who reaided with their families during
the five years afts: the birth were more likely to have gradusted from high
school, be ezployed, and not be on welfare. Other anslyves ghow that the
facilies do not experience disadvantages In their own sociceconomic and
fanily careers as 8 result of the teensgera' births. In one study, the
families of pregnant adoleacenta repott a sense of renewed happiness and
cohesion following the pregnancy. However, observation of their interactions
show the family's perceived "honeymoon” in the period asurrounding the birth
ia followed by dinillusionment and diatress. Although the adolescent mothera
and their families show various atyles of coping with early parenthood,
generslly the adolescent is more likely to see her mother as more controlling,

dissatiafied with her, and less sffectionate than ahe did before the birth

of the child.

Conaequences for Society

Early childbearing slso has an impact on society, for when individuals cannot
realize their full educational and occupational potential, society loses their
economic contributions. In addition, 1f esrly childbearers utilize public
services more than other women, public expenditures on programs such as Aid

to Fazilies with Dependent Children (AFDC), Hedicaid, and food stamps incresse.
In fact, AFDC mothers are more likely to have been teen mothera than were
Anerican women in genersl. Estimstes of the public sector costs related to

early childbearing indicate that half of expenditurea went to AFDC households
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Za vhich the xother was 2 teensger at the time she bore her first child.
This totsl does not necesssrily represent the smount thst could be gsved if
all these mothers had postponed their first birth, since some would hsve

required public assistance regardless of their sge at first birth.

Purther anslyses addressed the relstive impsct of reducing births as opposed
to nediating the effects of sn esrly birth. For example, we messured the
effect on public sector costs of no wozen undar age 18 giving birth or of
sl)l young mothers completing high school. The results show savings for sll
epprosches, but much grester ssvings vhen a birth i{s averted. As we sll

know, prevention is preferable to corrective care.

I would like to ;onclude with scme thoughts sbout the size of this problem.

In 1982, there were over ome nillion pregnsncies to women under the sge of 20.
The number of individuals affected is, of course, much larger since these
young women have parents, siblings, husbands and boyfriends. Among girle now
aged 14, 1t is estinsted that 40 percent will experience s pregnl;cy before
age 20 and thet one-fifth will besr a child. Even more sobering than the

sheer numbers 18 the fsct that the large majority of the pregnancies arc

unintended by the sdolescent herself.

at concludes my prepared ststement. I shsll be pleased st this time to

snswer sny questions that you rr other Members of the Subiozmittees osy hsve.
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Mr. WaxmaN. Thank you very much.

Some people argue that making contraception available to teen-
agers encourages them to be sexually active. What does the re-
search show on the relationship between contraceptive availability
and sexual activit%}?

Ms. BaLpwin. Well, we find that it is most typical that teens
delay coming for contraceptive care until they have beer. sexually
active for some time. We find no evidence that providlv'vr:f contracep-
tive services leads to a greater likelihood that a teen will be sexual-
ly active. I know of no evidence that would support that.

Mr. WaxmMaN. Is there research on the effectiveness of sex educa-
tion programs in reducing sexual activity among teenagers; in im-
proving their use of contraception?

Ms. BaLpwiN. Most sex education programs are informational
programs; they are trying to increase teens’ knowledge, and they
clearly do that.

In terms of other effects, I think you can ask the question two
ways—do they do any harm? And the answer is no; there is no evi-
dence that providing sex educat.on makes *eens more likely to be
sexually active.

Then you can ask, do they do any good? And there is some evi-
dence that there is a little better contraceptive practice among
teens who have had sex education, but many sex education pro-
grams really are knowledge-oriented programs, not programs ori-
ented toward behavioral change in terms of seeking out contracep-
tion.

Mr. WaxMmaN. In your prepared statement, you mention the
health problems of children who are born to teenage parents. You
did not, however, mention infant mortality.

In other hearings, we have heard about the significant relation-
ship between the age of the mother and the likelihood of infant
mortality. Do you agree that such a relationship exists?

Ms. BALDWIN. It is clear that there is a relationship.

One of the most interesting aspects is seen when you look at the
planning status of a pregnancy. There you find thet unplanned
pregnancies, or unintended pregnancies, are associated with poorer
patterns of prenatal care, and they are associated with a greater
risk of low birth weight which, of course, is a sigr.licaat risk factor
for infant mortal’il%l.

Mr. WaxmaN. Thank you very much.

Mr. Garcia.

Mr. GarciA. Thank you, Mr. Chairman.

At the bottom of page 8 in your prepared statement, you talked
about what constitutes feeling bad. What effect would this have on
the child?

Ms. BaLowiN. This funding came from a longitudinal survey
which looked at a number of measures of how the mothers and the
children were doing. This was one of the studies that found an
effect of age at first birth on the mother’s reported well-being, in
this case at the time the child is 6. It also found that the children
who were not adapting to school, not adapting well at age 6, were
more likely to have problems as adolescents.

It appears that the teen birth has an effect both on the parent
and on the child.
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Mr. GARCIA. Yes.

Let me ask you a question. Do you have any studies on the
number of young women who become pregnant? Are there any
polls taken, or studies, as to the number of these young women
who may have become pregnant and had a conversation with their
parents about sex prior to sexual activity, or had some knowledge
of sex? Did they receive some sex education through the home, as
compared to those who became pregnant and never knew anything
about it and felt that they could only become pregnant if they
wanted to become pregnant?

Ms. BaLpwiIN. No. I would say that the levels of information
about sex and sexuality and contraception are relatively low not
only for teens, but apparently for parents, too.

We have very clear evidence on the role of the parent in general
terms. Among the factors related to teens involvement iu sexual
activity are an intact family, and high religiosity. These are family
values; these speak very directly to the environment in the home.

I would say the evidence is much skimpier in terms of the par-
ents’ direct impact on events leading to specific decisions about
whether to be sexually active and whether to use a contraceptive.
The research is much more scattered there.

Mr. Garcia. Did you give us a statistic on the dropout rate of
young men or fathers who drop out of school to support their chil-
dren? Did you give us a figure on it?

Ms. BaLpwiN. No. At this time, I could not give you a rate.

I can tell you that the studies that have looked at the effects on
the teen fathers—those who are accepting responsibility for that
birth—show that if you look at them around the time when they
are still teenagers, they are more likely to be employed and they
8y have better earnings than their peers who are not fathers. But
what is happeaing is that the teen father starts working earlier
rather than investing in education. So if you look at the men 10
years later, you find that the young men wiy were a0t involved in
an early birth have better jobs, higher incomes, and higher jub sat-
isfaction.

Mr. Garcia. On page 3 of your written testimony, regarding
trends in sexual activities, I think you explained it, but I'c appreci-
ate it very much if you'd go over it once more.

Ms. BaLowin, I will be glad to do so.

Mr. Garcia. During the 1970’s, you have said that there are indi-
cations why sexual activity among teens incre.sed so dramatically
and then began to decline in the 1980’s. Would you repeat that?

Ms. BaLpwiN. That is certainly what the data are showing. For
the 1970’s, we are looking at data for metropolitan women only.

Mr. Garcia. Was it easy to do the study because you were work-
ing in a small geographic area?

Ms. BALbwIN. No. It is because the 1979 study was restricted to
metropolitan areas only. Therefore, to do the time trends, we really
have to restrict it to metropolitan areas.

Mr. Garcia. OK.

Ms. BarowiN. When we did that, we found steady increases in
the proportion of women 15 to 19 who reported being sexually
active.

43




45

Now, between 1976 and 1979, those rates were starting to level
off for black women, They are much higher than for white women,
but they were leveling off, where the white rates were still going
up.

Now that we have a measure in 1982, it appears that the white
rlqtqs are at least leveling off, and the black rates appear to be de-
clining.

No one ever expected the rates t~ go to 100 percent. The question
was, what was the asymptote of that increase. We are doing some
technical work on those estimates right now to improve the preci-
sion, but I think the general conclusion is sound.

Mr. Garcia. Dr. Baldwin, thank you.

Thank you, Mr. Chairman.

Mr. WAXMAN. Mr. Scheuer?

Mr. ScHEUER. Thank you, Mr. Chairman.

Dr. Baldwin, you told us that in more or less the last decade, the
percentages of teenagers not using a contraceptive fell in half, from
roughly 30 percent to about 15 percent. Is that about right?

Ms. BALbWIN. Yes. The proportior of teenage women who had
never used a contraceptive declined.

Mr. Scueuer. Those who never used them, yes.

Now, to what do you attribute that decline, and can you give any
of the credit to the Federal Family Plenning Program which this
Congress has supported and which the Members here have all per-
sonally worked long and hard for?

Ms. BALbWIN. I do not have direct measures on those partizular
years, but certainly it is clear that teens are more likely to use
family planning :linic services than are older women.

The pill is the most popular methed being used by teenagers, and
this is a method that is, for the most part, obtained through clinics.

There is certainly very strong evideuce that the availability of
contraceptive services through clinics has been important. An anal-

gis based on data from the mid-1970’s showed that the Family
lanning Program had averted an estimated 119,000 births to
women ages 15 to 19 in 1975-76.

Mr. ScHEUER. Just yesterday, I had lunch in Geneva with Dr.
Mahler, the head of the Worﬁl Health Organization, along with
several other parliamentarians representing Asian and European
parliaments, and we were there to urge him to do more in the way
of contraceptive research, especially for the benefit of the Third
World women who need it very badly.

If I had had the chance to pick your brains before that lunch—
which I regret I didn’t—if I had had the chance to talk to you
before speaking to our own NIH people who are encouraging con-
traceptive research, what characteristics would you say the new
contraceptive technology ought to have for teenagers and for
women in the Third World who aren’t contracepting now?

W}%at are the special demands, needs, characteristics, advan-
tages?

Ms. BALDWIN. In many ways, teens are very much like older
women. First, they want methods that are safe. I think we have
some problems with the methods that are available today in terms
of the perceptions of rigks, as well as the perceptions of the health
benefits. I see that as a significant issue.
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Beyond wanting methods that are safe, teens want methods that
are relatively easy to obtain, and, of course, methods that are con-
venient to use.

Unfortunately, when you look at the demands in terms of bio-
medical research, it is nct always possible to get all three things in
the same method. Teens, like adults, have multiple requirements in
terms of contraceptive methods.

I think the strategy of making available a wide range of methods
that people can choose from is probably the best. Even among teen-
agers, there is going to be a range of needs—teens who are in
stable relationships who are comfortable using one method and
teens who are not; teens who need methods that are male-con-
trolled, and those who need methods that are female-controlled.
The extent to which we can widen that range of available methods;
improve the ones that we have; and improve our understanding of
gheir health benefits and risks, we will have made a major contri-

ution.

Mr. ScueuER. Thank you, Mr. Chairman.

Mr. WaxmaN. Thank you, Mr. Scheuer.

Dr. Baldwin, we very much appreciate your testimony today.

Ms. BaALpwIN. Thank you.

[Ms. Baldwin furnished the subcommittee three articles which
were retained in the official file. The articles were entitled, ‘ The
Children of Teenage Parents,” Family Planning Perspectives;
“Trends in Adolescent Contraception, Pregnancy, and Childbear-
ing,” Premature Adolescent Pregnancy and Parenthood; and a
paper, “Adolescent Pregnancy and Childbearing—Rates, Trends
and Research Findings From the CPR, NICHD.”]

Mr. WaxMaN. Our next witness is Dr. Jacqueline Darroch For-
rest, director of research for the Alan Guttmacher Institute.

Dr. Forrest, we’re pleased to have you with us today. We're look-
ing forward to hearing from you.

Unfortunately, I'm going to have to leave to go to another meet-
ing, but my colleagues will be here. I'll look forward to reviewing
some of the transcript on the issues that you and succeeding wit-
nesses will bring up.

STATEMENT OF JACQUELINE DARROCH FORREST, DIRECTOR OF
RESEARCH, THE ALAN GUTTMACHER INSTITUTE, NEW YORK, NY

Ms. Forresr. Thank you, Chairman Garcia, as well as Mr.
Scheuer, for being here to hear about the recent study that we did
at the Alan Guttmacher Institute on teenager pregnancy and fertil-
ity in developed countries.

Before talking about the findings of the study, I want to acknowl-
edge the close cooperation of researchers at Princeton University’s
Office of Population Resea:ch in this study as well as the generous
financial support of the Ford Foundation.

We did this study to try to find out why teenage fertility and
abortion rates are so much higher in the United States than in
other developed countries and to see if we could learn anything
about the experience of similar countries that have lower doles-
cent pregnancy rates that might be used to help us reduce unin-
tended teenage pregnancy and childbearing in the United States.
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The study had two phases, and I will not go into the details of
them, but the first phase looked at data from 37 developed coun-
tries and, first of all, documented what we’ve seen from earlier re-
search that the United States does have a higher teenage birth
rate than other countries that are comparably modernized and con-
siderably higher than even in a number of less developed countries.

The fertility among young U.S. teens—those under 18—is par-
ticularly high.

The United States stands out on u couple of key factors in this
study. In general, lower teen birth rates are found in countries
with higher levels of economic development, and we would then
expect that the United States would have a low, not a high, teen-
age birthrate.

We did find, however, two factors where the United States fit
into the general pattern of other countries that have high teenage
birthrates.

One was less degree of openness about sexual matters in coun-
tries with high teenage birthrates, ar.d we have less openness about
sex when compared to most other countries, and also less equitable
distribution of income in the United States than most other coun-
tries that have lower teenage birthrates.

We looked in detail at five countries in case studies, looking in
depth both at teenage birthrates but also teenage pregnancy rates,
which include abortion as well as births of course. These countries
vsve(r:él Canada, England and Wales, France, The Netherlands, and

weden.

We picked these because they have much lower rates of adoles-
cent pregnancy than the United States, they have fairly similar de-
grees of sexual activity, they’re similar in general cultural and eco-
nomic background, and we had data on abortion and on sexual ac-
tivity among adolescents that would allow us to look at these fac-
tors.

We found, as you so well summarized, Mr. Scheuer, that, com-
pared to these other countries, the United States has a pregnancy
rate—now, births pl»s abortions—a pregnancy rate about twice as
high as Canada, France, or England and Wales, about three times
]as gggh as that in Sweden, and seven times that of The Nether-
ands.

We found bigger differences between the pregnancy rates of the
youngest teenagers. The United States was relatively higher than
these other countries for the younger teenagers than all te 2nagers
in general.

It's also noteworthy that the United States is the only one of
these countries where the incidence of teenager pregnancy has
been increasing in recent years.

So then we asked ourselves, why is there such a difference be-
tween the United States and these other countries that, on the face
of it, should have similar rates of pregnancy?

We were looking for what reasons there might be to explain the
high rates of pregnancy in the United States coinpared to these
other countries.

We looked at the question of, perhaps young women in the
United States were more likely to be choosing to become pregnant,
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and we found that three-quarters of those pregnant teens in the
United States said they did not want to get pregnant.

If we looked just at the rate of unintended pregnancy in the
United States, it ranges from 1% to 5 times the total pregnancy
rates in these other countries.

So we really cannot say that our rate is so high because our teen-
agers really want to be pregnant much more than girls in these
other countries.

We also found that we could not explain the differences in terms
of differences in sexual experience. There are some differences in
sexual activity among teenagers in these other six countries, but
they are not so great as differences in the pregnancy rates.

The median age at first intercourse is very similar for the United
States, for France, Great Britain, and The Netherlands—a little
less than 18. It's about a year younger in Sweden and about a year
later in Canada, but it does not explain the differences in the preg-
nancy rates.

We did find that the United States has the lotvest level of contra-
ceptive use ainong our teenagers who are sexually active compared
to these other countries, and, in particular, we found that those
who were using contraception in the United States were less likely
to be using the pill, even though it's the most popular method
among U.S. teens, they were still less likely to be using the pill
than comparable teens in the other countries; and, as has already
been stated, the pill is the most effective reversable method for
these teenagers to be using.

We did find that there were differences in the attitudes about
use of the pill in the medical establishments of these countries—
that in the other countries, there seemed to be much less ambiva-
lence and much more of & feeling that the pill is the most appropri-
ate method for adolescents.

Also, centraception in general and the pill in particular tend to
be more accessible to teenagers in these other countries, more ac-
cessible through the medical system in general, be it through doc-
tors or through clinics. Nonprescription methods are more widely
available, especially in Engl..ad and Wales, and The Netheriands,
and Sweden.

Confidentiality is an important issue in every country that we
looked at, but in all these other countries teenagers are much more
able to obtain conttaception without parental consent than in the
United States, and, in fact, in some of them the government re-
quires that even private physicians must keep the visit of a teen-
ager to a doctor confidential if the teenagzer requests it.

Contraception is generally available free or at low cost in these
other countries.

Would you like me to continue, or do you have time——

Mr. Garcia. I don’t think you have that much to go, do you?

Ms. Forrest. Well, let me sum up with some key points that we
found have been myths about teenage pregnancy that I think this
studgehelps overturn and gives us then some new avenues that we
can be looking at.

We did find that teenage birthrates and teenage pregnancy rates
in other countries are lower where there is greater availability of
contraception and when there is more availability of messages
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about sex, about responsibility in terms of sex education either in
the schools or the general media.

We found that abortion is not the reason for the higher birth-
rates in the United States. In fact, teenagers in these other coun-
gries have lower abortion rates than our teenagers in the United

tates.

Also, we found that, although black teenagers in the United
States and Hispanic teenagers in the United States have higher
birthrates and probably even for the Hispanics higher pregnancy
rates than Anglo teenagers, this does not explain the difference in
our rates compared to these other countries.

When we look either at the white rates alone or the white popu-
lation minus the Hispanic population just the Anglos—we still
have much higher rates of pregnancy than these othcr countries.

What we did find was that there tends to be a much higher
degree of consensus about what the Government should be doing
and the role of the ~overnment in these other countries of having
responsibility to help teenagers who are sexually active avoid preg-
nancy and childbearing through providing services for them.

These countries have not attempted to eradicate sexual activity
among their teenagers but, rather, have left that to the purview of
the families, of the churches, and have focused on deiivering iangi-
ble services to these teenagers to heip them.

Mr. Garcia. Dr. Forrest, thank you very much.

Ms. FORREST. Yes.

[The statement of Ms. Forrest follows the article “Teenage Preg-
nancy in Development Countries Determinants and Policy Implica-
tions,” from Family Planning P rspectives, which Ms. Forrest sub-
mitted as support data was reta. d in the official file.]
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JACQUELINEZ DARROCH FORREST, PH D ,
DIRECTOR OF RESEARCH,

THE ALAN GUTTMACAER INSTITUTE,
Chairman Garcla, Chairsan Waxaan and Members of both Subcosmittees

1 am Jacqueliue Darroch Forrest, Director of Research at The Alan Guttwmacher Institute.
1 am honored to be invited to appear here >day to discuss our recent study on teenage
pregnancy and fertilit' in developed nations Before reporting on the findings of our
study, however, 1 want to acknowledge the close cooperation of researchers at Princeton
University's Office of Population Research in every phase of the 18-month project as
well as the generous financial support of the Ford Foundation.

Th: purpose of our study was to consider why teenage fertility and abortion rates
are 30 much higher in the U § than in other developed countries and to see if anything
can be learned from the experlence of similar countries which have lower adolescent
pregnancy rates that might help reduce unintended teenage pregnancy andé childbearing
in the U S. The study involved two phases  Phase I entailed a study of developed coun-
tries--those with per capica inco~es over $2,000 per year, with a total fertility rate
of less than 3 5 children per woman and with a populaticn of at least one million The
37 countries are listed in the study report that bas been submitted to you For these
countries, we compared various demokraphic, social and ecunomic factors that might be
telated to adulescent pregnancy and childbearing  Since only 13 countries had information
on adolescent abortion rates, the analvis in this part of tie study focused on teen
fertility (i e the birthrate) We did. however, find close relationships in these
13 countries betweer levels of birthrates and r-_gnancy rates This phase of the project
confirmed earlier research showing that the U § has a teenage fertility rate much higher
than those /n other countries tha are comparably modernized and considetably higher
than those found in & number of much less developed countries such as Hong Kong and
Singapore Fertility among young I S tcenagers--those under age 18--is particularly
high, ranking lower only than Puerto Rico, Buigxaria, Cuba and Hungary

The new findings from Phase I of our study relate to {dentification of factors

associaced with levels of adolescent fertilitv in developed nations We found that,
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Page Two

in general. lower teen birthrates are found (n countries with 3 lower proportion o

the labor force in agriculture. higher GNP per capita, greater cpenness about sex,

less generous policies on maternity leaves and benefits, governmen. , 'licles o provide
contraceptives to voung, unmarried women lower maternal mortality, & higher minirun
age at marriage witnout parental corsent, and lower morvalitv from liver cirrhosas

{a proxy for alcoholism) lower birthrates among younger teens (those under age 18)

are also found where higher proportions of household income are distribu.rd to the

\
|
|
i
|
|

poorest <0 percent of the populition, a higher propor-ion of the population is foreign !

born, a higher percentage of adolescent wonen are taught about contraceprion in schosi

and there 1s 3 lower minimus ave of consensual .ntcrcourse  Lower birthrates for teens

age 18 to 19 are found as well n countries which do not have a government policy to

raise fertilitv., have lower proporiions of the labor force rade up of women. and a higher

proportion of the population living in large cities Many of these factors are indicators

of the level of economic deve.opment When we controllied for the level of economic

development (the percent of che labor force in agriculture), lower teen birthrates

were still associated witn lower levels of maternity leaves and benefits, greater openness

about sex. more equitable dastribution of incore (2 greater portion of income Roing

to the pooreet 20 percent of the popularion for younger teens oniy)s a higher mirinmus

age at marriage without parental <onsent, and lack of a government policy to raise

fertality (the last two factor. for older teens onlys

The U S, then, does rot fit the pattern for high teen fertility fnasmuch as 1t does
not have a pronatalisc fervilicy policy, high Jevels of maternity leaves and benefats,
a low minizum age at marriage or a low level of econopic development The U S does
fit the yeneral pattern fir high teenage birthrates in that iy is less oven about sexuai
matters than most countries with kow teenage birthrates and a relatively small proportion

of 1ts 1ncome 13 distributed to families on the botrom rungs of the econopic ladder
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Pags Three

Phase Il of our siudy entailed an in-depth analysis of adolescent pregnancy and
fertilit. in five developed countries--Canada, England and Wales, France, the Netherlands
ind sweden--4s coapares to the U 3 The five countries were chosen because their rates
of adolescent preZnancy are considerablv lower *han that of the U § » AU was believed
that sexual activity aoong voung people is not very different. the countries are samilar
to the U S in general cultural background and stage of economic development, and crucial
data on abortion and sexualitv among adolescents were available In short, there might
be something to learn from these countries that would be applicable to the U' S

The U S teenags birthrates are much higher than those of each of the five countries
at everv age, bv a (oneiderable marzin The contrast s particularlv striking for
VOUNRET teEnagers In tact, the maximum relative difference in the birthrate between
the Lnited States and othe- countries occurs at ages under 15 With more than five
births per 1,060 marls aped 1o, rhe U' S rate 1s around four times that of Canada,
the onl other countr, with as much as one birth per 1,000 girls of comparable age

Teenarers from the Netherlands have the lowest birthrate at every age The birthrates
sre alec verv low in Sweden, especiallv among the voungest teenagers Canada, Englend
and wales, ind Frence compose an internediate group Birthrates are relatively high
for Canadiar yirls axed l4-16, and rise gradually with age The French rates are relatively
low among women up to age 18, but 1ncrease verv sharplv among older teenagers

In 1981, the relative positions of the countries with respect to abortion were
curprisinglv close to the pattern observed for births  The United States has by far
the highest rate, and the Netherlands 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 Eniland and wales rises relativelv little after age 17 The chief difference

“etween the patterns fo. births and abortions involves Sueden. which has abortion rates
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Page Four

as high as, ou higher than, those of any of the other countries except the United States

Teenage pregnancy rates follow the same pattern, as one would expect, since the
nunber of births plus abortions equals nregnancies The U S rates are distinctly
higher than those of thae other five countries, the Dutch rates are cleaviy lower The
French teensge pregnancy rates appear to be iow snong teenagers lé and younger, and
after that age to be high The reverse is true of Canada In the U S , the pregnancy
rates among blsck teenagers are signiticantly higher than those acong whites. but even
the white teen pregnancy rate tn this country is higher than the rates for teens in
other countries

Thus *he six countries represent a rather varied experience At one extreae
is the United States, which has the highest rates of teensge birth, abortion and pregnancy
At the other stands the Netherlands, with very low levels on all three measures and
a pregnancy rate one-seventh that of £ 5 teens Canada, France, and England and wWales
are quite similar to one another. with pregnancy rates about half of that in the U S
Sweden is notable for its low adolescent birthrates, althcugh its teenage abortion
rates are generally higher than those reported for anv country except the U § and 1ts
pregnancy rate 1s atout one third *'at of the U S It is noteworthy, however, that
the United States is the only one of these countries ~here the incidence of teenage
pregnancy has been increasing 1n recent years

The next question we asked ourselves was why this discrepancy between the U §
and the other countries” Lower birthraces in other countries could result from xreater
use of abortion to terminate urintended pregnancies However, the U § abortion rate
ts higher than elsewhere--indeced. the U S abortion rate is as high or higher than
the overall teenage pregnancy rate in anv of these countries--so the explanation for

the high birthrates must lie 1n the determinants of teenage pregnancy, not in recourse
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to abortion We speculated that more young women in thia country might perhaps de choosing
to become pregnant But we found that a higher proportion of teen pregnancies in this country
were unintended than in the other countries About three quarters of teen pregnancies here
#nd {n Canada are ynintended, as coapared to close to two-thirds in England and wWales and
rrance and only about half in the Netherlends. If only tlose U.$S teena who intended to
get pregnant did so, our pregnancy rate would be 22 per 1,000 women age 15-19, compared
to 96 per 1,000 today

The variation in adolescent pregnancy ratea also cannot be explained ava, by differences
in levels of aexual experience The differences in sexual activity among teenagers in the
#1x countries do pnot appear to be neariv so great as the differences in pregnancy rates.
The median age at firat intercourse is very similar for tne United States, France, Creat .
Britain and the Netherlands -- something under age I8 =- and 1s about a year younger in
Sweden, and may be about a year higher in Canada

Data a teenage contraceptive use do indicate that the U.S has the lowest level
of contaceptive practice -- which, of course, could help account for its high pregnancy
rates In particular, use of the pill-- one of the cost effective methods -~ appears to
be less wideayread among U S teenagers, possibly because of ambivalent attitudes toward
the pill bere--in other countries the pill is generally viewed as the most appropriate method
for adolescen® ~as vell as less eany access of U.S. teena to the ptll.

Contraceptive gervices eppear to be most accessible to teenagers in England and
Wales, the Netherlands and Sweden In England and wales ané the Netherlands, thoae seeking
care may choose to go either to a general practitioner or to one of a reasonably dense network
2f clinics In Sweden, there are two parallel clinic systema, one consisting of the primary
health care centera that serve every comunity, and the other consisting of a less complete

network providing contraceptive care and related gervices to the school-age population
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Canada, France and the United Statea alaoc have clintc ayatems, but these appear
to be less accessible than those found {n the other countries The Canadian clinic systen
18 uneven, with fairly complete coverage for adolescents {n Ontario and Quebec, and scattered
services elsewhere The U S clinic network 18 reasonably accessible in a strictly geographic
sense  Moreover, all famtly planning clintce receiving federal funds are required to serve
adolescents A basic drawback of the U S clinic system, however, iz that 1t was developed
4% & service for the poor, and is often avotded by teenagers who constder clinics places
where only welfare clients go

Condons are widely available 1n England and Wales, the Netherlands and Sweden  They
not only are available from family planning clinics and pharmacies, but alec are sold in
supernarkets and other #hops and in vending machines In France and n many parts of Canada
and the United States, condoas are less freely available

Confidentiality was found to be an 1mportant {esue in every country and teenagers
were found to be able to obtain contraception without parentai consent in all five other

countries  (In Britain, however, the government 13 in court defending a policy of confidenttalt

for teent under age 16 -- 4 policy diametrically opposed to that defended by the U S government
with its now-defunct "Squeal Rule™)

Contraceptior is also generally available free or at very low cost tn the countrics
we studied The potential expense of obtaining contraceptive gervices {n the United States,
however, varies considerably Indigent teenagers from eligible fanilies are able to get

free care through Medicaid, and others do not have to pay anything because of individual

clinic policy, othervise, clinic fees are likely to be modest On the other hand, consulting

& privare doctor usually entails appreciable expense, as does purchase of supplies at pharsactes
Information about sex and birth control also seems to be more widespread in the

other countries that we atudied Sweden has the distinction of being the firat country
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in the world to have established an official sex education curricalum in its schools The
curriculum, which 1s compulsory and extends to ail grade leveis, gives special attention
to contraception and the discussion of human and aexual relationships. Perhaps most important,
there is a close, carefullv established iink in Sweden between the schools and contraceptive
clinic services for adolescents The Swedish authorities credit the combination of sex
education with the adolescent ciinic program for the decline in teenage abortion rates since
1973

In Canada, England and Wales, and the United States, school sex education is & comaunity
option, and it is essentially up to the local authorities, school principals or Individual
teachers to determine how much is taught and at what age In England and Wales, however,
there 1% a nationat policy favoring the inclusion of topics reiated to sex and family life
in the curriculum. whereas there is no such national policy in Canada and the United States
French policy now mandates broad <overage of sexuality for all adolescents, although in
practice, interpretation of this provision similarly devolves on local decision-makers

The Netherlands is a case apart Coverage of sex in the school curriculum Is limited
on the whole to the facts of reproduction in natural science clases The Dutch government,
nevertheless. encourages the Leaching of contraception indirectly by gubsidizing mobile
educitional teams that operate under the 3uspices of the private fam.ly planning association
At the <ame time, in recent vears there has been an explosion of materials on contraception
and other sex-reiated topics in Lhe media, much of which is of 3 responsible and informative
nature touth surveys show that knowledge of how to avoid preguancy appears to be virtually
universal

I believe our studv is 2 very optimistic study because, while it documents how far
the U > still bas to go in reducing the levels of unintended teensge pregnancy, it shows
that i1t 1s possible snd suxgests ways it might be approached Some widely-held beliefs

about the causes Of teenage pregnancv which have taken up research, programmatic and pollcy
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Page Light

attention are clearly refuted by the evidence from cur ~tudy-

o Young teenagers are not toc ipmsture to uss contraceptives effectively, as evidenced

by results from the other countries we studied,

o The availability of generous welfare benefits and services doe~ not appear to

be responsible for the U S. having higher teerage birthrates than other developed countries

1n fact, in all five countries, benefite are more generous than those in the us;

] Low teenage birthrates in the other countries are not achieved by greater recourse

to abortion~-on the contrar¥, all have auch lower teenage sbortion ratea than the v.S.,

but they have smalier proportions of teenagers gettin« pr.gnant in the first place;

o Teenage pregnancy rates are lower in countries with greater availability of birth

control and sex education,

o Teenage pregnancy in the U S is not primarily a black phesouenon, since white

rates alone far outstrip those of the other five countries, which themselves have sizable

ninority populations with often disproportionately high fertility,

o High teenage pregnancy in the U § cannot be ascribed to teenage unenployment,

sicce unemployment among the Young i¢ a very serious problem in all the countries studied
In 21l five countries we studied in depth, goverr-ment actions have demons.rated

a determination to minimize the incidence of teenage pregnancy, abortion and childbearing,

though each has developed its own unique approach to the problea 1n the Netherlands,

the ccuntry with the lowest rates of any of the five, sex education in the schools

is perfunctorv, but clear, complete information about contraception s widely promulgated

1n all the media, and mobile sex education teans operate under the auspices of the

government -subsidized famtly planning association In Sweden, which liberalized its

abortion laws in 1975, a concerted effort was made to assure that teenage abortion

rates did not rise as a result, through increased sttention to sex education in all
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schools and linkages between schools and contraceptive clinic services for adolescents
more 30 than in the United States, the pill is accepted by the medical profession as
the most appropriate method for teenagers and is widely prescribed, often without the
requirement of & pelvic examination In all case-study countries, sexually active
teenagers are more likelv than those in the Uniteé States to use contraception and
to use the pill, the most effective method In 31l but the Netherlands and Canada,
there is a national policy encouraging--in the c&se of Sweden, requiring--sex education
in the schools

Through & number of routes. with varving emphasis on types of effort, the governments
of these countries have made a concerted public effort to help sexuallv-active young
people to avold unintended pregnancy and childbesring In the U S , by contrast, there
has been no well-defined expression of political will Policv makers, particularly,
appear divided over what the government'’s prizary mission should be: the eradication :
or disco.iagewent of sexual activity among young unmarried people, or the reduction
of reenage pregnancy through prowotion of contraceptive use Anerican teenagers gees
to have inherited the worst of all possible worlés regarding their e.posure to messages
about sex novies, nmusic, radio and TV tell them %ex is romantic, exciting, t:itillating,
premarital sex and cohabitation are visible ways oi life among the adults thev sec
and hear about, their own parents or their parents' friends are like'v to be divorced
or separated but lnvolved in sexual relationships Yet, at the saze time, young people
get the ~easage good girks should say no  Almost nothing that they see or hear about
sex informs them about contraception or the importance of avoiding pregnancy Such
messsges lead to an iEAvalenct about sex that stifles communication and exposes young
people to increased risk of pregnancv, out-of-wedlocy births ané abortions

There are no edsy solutions to the problem of unintended teenage pregnancy and

childbearing and our studv, while suggesting some directions, does not point to a magic
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Page Ten

sullet 1f I could offer one recommendation it would e that we need some concersus
in the U S on what the legitimate role of government should be in addressing the prodlesxs
of teenage pregnancy aid childbearing Are we trving to eradicate premarital sex axong
teensgers” To reduce the incidence of teenage childbearing? Or to reduce the levels
of unintended pregnancy among teens” 1t is in psrt the ambivslence sbout the definition
of the problem and the government's role in sddressing it thst makes the U.S. problem
o difficult to desl with effect.vely If wve wanted to psttern U S policy on that
o1 the developed nstions we studied, the focus of public policies and programs would
be to prevent unintended teenage pregnsncy snd <hildbearing The U.S is the only
country to have an official government progrsm to discoursge teensgers from having
sexual relations and it is not clear whether that program is having any success In
Europe, by contrast, the morsiity of early sexual activity s a natter left to families,
churches and other privste institutio-s

Hearings such as this one can help 1s clarify our goals snd yous Chairman Garcia
and Chairmsn Waxman, are to be commended for holding this hesring snd for taking a
lesdership role on this i1ssue

I hope the information I hsve presented will be helpful to vour two subcoomittees
and stand readv tO answer anv Juestions you may have

Thank vou for the opportunitv to be here today
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Mr. Garcia. Just to follow up on exactly what you've just fin-
ished saying, could you make suggestions as to what you think the
United States should do to formulate an effective policy regarding
contraception for teens?

Should we offer free contraception to teens who wish to obtain
such services?

Ms. Forrest. Well, I think that it’s clear from this and from
other work that has been done in the field that, although we may
think that services are available to teenagers, there are barriers to
their access, and cost is a very big barrier.

If a teenager is going to a clinic, if they are eligible for Medicaid,
they can get free services. In many clinics, they can obtain free or
low-cost services. Half of the teenagers, however, still rely on pri-
vate physicians if they are using medical contraception.

We calculated a few years ago that their average cost for that
first year of use was $172, and we're seiling pills that these teen-
agers are having to buy for about $10 a cycle. In most of these
other countries, it is free or very low cost. In France, for instance,
it’s less than $1.

This is one factor that the teenagers themselves have told us
delays their coming into clinics, delays their use of contraceptives.

So, yes; I think this is an ares; it's one part of accessibility that
we need to be paying sttention to.

Mr. Garcia. On page 4 of your written testimony, you stated that
teen pregnancy has been increasing in recent years in the Unifed
States. However, according to other testimony, we have been expe-
riencing a downward trend. There is a contradiction. Would you be
able to elaborate?

Ms. Forrest. Yes; I think so.

One of the things that is, I'm sure, difficult for many people lis-
tening to all these data is trying to separate out some of the subtle-
ties we are making in terms of what we're measuring.

Tor instance, from the Census Bureau, we're shown very impor-
tant and very good data, it’s able to measure births, and certainly
gls;sopirthrate in the United States has been decreasing over the

8.

It's been decreasing because a higher proportion of teenagers
have been turning to abortion, and I think one of the very impor-
tant lessons we learn from these other countries is that we can de-
crease the abortion rate among teenagers as well, and that’s some-
thing very important to do.

We were looking primarily at pregnancy rates—births plus abor-
tions—in the early 1980’s, and from 1971 until about 1981 or 1982.
We have increases in the pregnancy rate over that time becaus:
they were lower in the early 1970’s.

Dr. Baldwin, in talking about what looks as though pregnancy
rates may be a leveling off, was talking about the latter part of the
1970's. So, some of it depends on what time points we’re measuring.

But it's important to remember, I think, that for teenagers we're
not only talking about concern about high levels of unintended
births but high levels of pregnancies that are leading to abortions
that we should help them avoid.

Mr. Garcia. Dr. Forrest, on page 2 of your testimony you mnen-
tion that the age of consensual intercourse is lower than the con-
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centual age in the United States. What is the average age of those
countries that you studied?

Ms. Forrest. I don’t have that at the top of my head, but I'll be
glad to provide it later.

Mr. GagcIa. Yes; I would imagine that data would be pretty diffi-
cult to gather.

Ms. ForresT. I'm sorry, I'm having trouble hearing you.

It varies widely in the United States, and it also varies in terms
of whether it's ever enforced.

[The information follows:]

The average minimum legal a%g for consensual intercourse for girls in the 34
countries with data is 16.3. In the U.S,, the age varies by State.

Mr. Garcia. My colleague from New York.

Mr. Scueuer. Thank you, Mr. Chairman.

We thoroughly enjoyed your testimony. It was very illuminating.
I have a couple of questions.

Can you narrow your focus on what accounts for the fact that,
with more or less the same level of sexual activity, there’s a much
lesser level of pregnancy and therefore of abortion in these other
countries?

Is it what goes on in the family between parents and kids? Is it
some special role that the churches play—constructive, useful
role—that may be more sensitive or may be more relevant to the
need of these young people for family life education? Is it family
life education in the schools? Is it a more imaginative and perhaps
more courageous use of radic and television to carry public service
programs or maybe commercial advertising of family planning
which now is verboten on almost all U.S, radio stations and televi-
sion stations?

What is it? How have these European countries and Canada been
more successful i, carrying this message to kids of sexual responsi-
bility than we have?

Ms. Forrest. Well, it's an easy question to ask, and I have to say
it's yes to all those things and many more, and we found no one
silver bullet, no one thing that either all these countries did in
common or we could say, “Look, if only we did that, it would make
a difference.”

But I think that what really seems to distinguish these countries
from the United States has to do with a level of consensus about
how people should be behaving and the fact that teenagers are ex-
pected by their peers, they're expected by their families, they're ex-
pected by the society to behave responsibly; that the message has
not come from these governments that behaving responsibly is only
to avoid sexuality.

It's recognized that teenagers are sexually active, that not all of
them are going to be, but many of them are going to make that
choice, and the governments have taken a prime roie in providing
the services to them, which, in many ways, is merging with the
consensus they have 1. their countries that it is stupid to have sex
without using contraception, and that, rather than either try to
avoid the fact that teenagers are sexually active, or to lecture them
and keep telling them not to be, and ignore the fact that they are,
what these countries have done is recognize that many of them are
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sexually active, and they are going to provide the services for these
teenagers that they need to keep from getting pregnant. And it
works; they’re not getting pregnant to the levels we are in the
United States.

Mr. ScHEUER. Is there any evidence that some of their success is
because special attention is being directed at getting this message
to voung men and that they’re being sexually responsible with
their partners?

Ms. FoRREST. Yes; and one of the, I think, really hopeful experi-
ences has been that of Sweden where, in 1975, they made even
more liberal their abortion law and were very concerned that they
might see then an increase in the abortions among teenagers.

They did two things as part of that abortion law. One was to link
clinic services much more closely with schools. They don’t have
them in the schools but take classes from the school, with both the
boys and the girls, to clinics, so that they can see what the environ-
ment is—this is a place that will help them, that it's accessible to
them.

They worked to try to make the services accessible. They also
worked in their area of sex education in the schools and made
some changes in it then that are applicable to both the boys and
the girls, and that is, moving away from what even then tended to
be more of a biology course in terms uf sex education as something
separate, to talking to students about their responsibilities with
on};e another and what it meant to be in relationships with each
other.

They have found that they have then had a decrease in the teen
pregnancy rate; they've had a decrease in the abortion rate; they
also, by the way, have shown decreases in the rate of drug use and
alcoholism among teenagers.

This is directed both at the boys and at the girls, and certainly
they are very conscious of it not being a one-sided situation where
only the girl has responsibility.

Mr. ScHEUER. Thank you very much.

Mr. Garcia. Thank you very much, Dr. Forrest,

The next panel is Martha R. Burt, director, Social Services Re-
search Program, Urban Institute, and Ronald D. Soloway, execu-
tive director, Center for Public Advocacy Research.

I'd like to welcome each of you. I would hope that you would be
able to summarize your statements in 5 minutes, so that we can
get on with some questions. Your statement will be entered into
the record.

STATEMENTS OF MARTHA R. BURT, DIRECTOR, SOCIAL SERVICES
RESEARCH PROGRAM, URBAN INSTITUTE; AND RONALD D.
SOLOWAY, EXECUTIVE DIRECTOR, CENTER FOR PUBLIC ADVO-
CACY RESEARCH

Ms Burt. I'm Martha Burt, and I'm director of the Social Serv-
ices Research Program at the Urban Institute.

I've been asked to talk about what works in the area of teenage
pregnancy and parenting.

Identifying what works in the field of adolescent pregnancy and
parenting is no easy task, since public policy has simultaneously
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addressed several goals for teenagers’ sexual activity and its conse-
quences.

In addition, it's important to recognize the larger context in
which teenagers have babies.

Policy has tended to focus on the narrowest aspects of adolescent
fertility but has done considerably less to face the larger frame-
work of distressed family life, school failure, racism, and sexism
that structures opportunity and choice for many teenagers who
become mothers.

Once a teenager becomes pregnant, there are no good options. A
book that I coauthored, “Private Crisis, Public Cost,” 'ays out the
negative consequences of teenage childbearing, and Dr. Baldwin’s
testimony summarizes many of them as well.

Our conclusion is that from every perspective, including the per-
sonal cost to teenagers, the health and future life chances, risks for
their babies, and the public outlay for welfare, medical care, nutri-
tion, and child protection, public policy should place its main em-
phasis on preventing pregnancies to teenagers.

Programs that support teen mothers and help them overcome
the difficulties of early parenthood are also important, since many
teens will continue to have children.

However, these care programs should share the attention of Gov-
ernment policy with serious prevention efforts.

The first goal of public policy that I will talk about is reducing
the number and rate of fi=st pregnancies.

Efforts to achieve this goal have taken two forms in recent years.
First is attempts to persuade teens to postpone sexual activity, and
second is efforts to help teens become effective contraceptors.

There is some research evidence that suggests that teens who
talk to their parents—usually their mothers—about sexual activity
and contraception have lower pregnancy risk. That is, the; are
more likely to delay initiation o? sexual activity and to use contra-
ception better.

Therefore, some programs have tried to improve teen-parent
comununication, while other programs have tried other persuasive
approaches to promote abstinence.

To date, no research demonstrates that any program delays
when teenagers will begin sexual activity. Nor does any program,
including sexuality education in public schools, stimulate earlier
sexual initiation.

Easily available contraceptive services do effectivel{l reduce the
number and rate of teenage pregnancies, and we've heard ample
testimony to that effect.

One thing that I would like to add to that is the importance of
putting affordable, accessible, and confidential contracepiive serv-
ice within teenagers’ reach and that consistent follow-up of contra-
ceptive services in the manner pursued by several schoolbased
comprehensive health programs has proven to be very effective in
reducing first and subsequent births to teenagers.

It's quite important to have a legitimate way to keep asking
teenagers whether they are happy with their method or whether
they want another one and finding a way to maiatain your contact
with them and be able to convey the message that it's important to
contracept.
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Most of the evidence on sexuality education as it is presented
in public school—is that it does not appear to improve teenagers’
contraceptive effectiveness or to diminish it.

Reducing or delaying second and subsequent births to teen motu-
ers is an important but an illusive goal. Approximately 50 percent
of girls who have a first birth in their teen years experience a
second pregnancy within 2 years, often while they are still teen-
agers.

Whereas most teens have difficulty acnieving self-sufficienc
with one child, research evidence indicates that the second birt
makes a life of public dependency almost inevitable.

Programs for teen mothers, therefore, have stressed the impor-
tance of delaying subsequent pregr.ancies, with mixed results.

The best approach to delaying subsequent pregnancies, again,
seems to be regular and consistent followup of appronriate contra-
ceptive use, regardless of whatever else the program does, and,
again, the school based comprehensive health programs that make
monthly follow-up contacts appear to have the best success at de-
laying second pregnancies to school-age children.

We a'ready know that we can improve the health outcomes of
teenage caildbearing to the mothers and to the infants with appro-
priate prenatal care, adequate nutrition, and attention to their
health outcomes for teenagers 15 and older, and several different
Federal programs address those needs.

The last issue that has been important in the public policy
debate has bezn to try to increase the self-sufficiency and reduce
}t)he hlong-term welfare dependency of families begun with a teen

irth,

Housecholds in which the mother had her first child as a teenager
(X)Fr‘xg)éise a disproportionate share of all households receiving

Teen mothers are more likely to drop out of high school, and
teens who have already dropped out are more likely to hav< babies.

Many programs have tried to nelp teen mothers stay in school or
complete an alternative diploma or certificate. Some programs
have tried to improve teen mothers' job readiness and job skills.

Programs focusing on these goals do have some success in help-
ing many of their clients acquire the credentials and skills neces-
sary to support themselves.

There has been some movement off welfare—not & lot—and into
the job market, which .an be demonstrated as a result of program
efforts, even though participants are still teenagers.

However, although some program clients do somewhat better on
these critical issues than teen mothers who have not participated
in special programs—and that difference tends to be fairly small—
thgy still lag behind teenagers who have never had a baby.

upportive services, such as child care and transportation, can
Lielp teenagers achieve the goal of finishing school, but the teens
have to be motivated to want to be in school to begin with. Just
providing child care t. *eenagers who don't have that motivation
will not get them to schoc' or to job training.

I have not talked about males, because we have no evidence so
far about programs that demonst:ate how to involve males effec-
tively in either contracepting or in parenting. I think that's a very
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important policy focus. They have tended to get left out, and
there’s just no research evidence yet about how to do it well.

In concluding, I'd like to point out that the way we think about
teenage pregnancy can influence the way we think about solutions.

We tend to think about getting pregnant as an active choice, as
doing something, as an intended act. Yet very few teenage preg-
nancies are intended.

V/e need to understand that not getting pregnant takes intention
and determination. It is the active situation. Getting pregnant is
most often passive.

To avoid pregnancy, a teenager has to understand the risks,
know how to avoid them, and have some reason to take the trouble
to prevent pregnancy.

Too many of our teenagers cannot see a good reason to delay
childbearing. Their present environment contains few models for
self-sufficiency, and their future holds little hope of achievement.
Motherhood is often the only adult role they can reach with ease.
To change teenagers’ childbearing behavior, we will have to change
the context of their lives.

Thank you.

[The statement of Ms. Burt follows. A paper submitted by Ms.
Burt entitled, “Exploring Possible Demonstration Projects Aimed
at Affecting the Welfare Dependency of Families Initially Created
By A Birth To A Teenager,” is retained in the official hearing file.]
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LOOKING AT PROGRANS THAT NORK
IN THE FIELD OF
ADOLESCENT PREGNANCY ANZ PARENTING

Martha K. Burt, Fh.D.
Director., Social Services Research Progras
The Urban Inst:itute
ldentitying “wiat works” 1r the f1eld of cdolescent pregnancy and parenting
1s no easy tash, since public fFolicy nas s:aultaneously addressed several
goals +for teenagers cexual activity and 1ts consequences. In addition,
1t 15 important to recognize the iarger context 1n which teenagers have babies.
Policy has tended to focus on the narrowest aspects of adolescent fertalaty,
but has done considerably less to fac~ the larger frasewort of distressed
tamily life, school fa1lure, raciss and sexism that structures opportunity
and choice for sany teenagers who becoae aothers,

Once a teenager becomes pregnant, there are no good options. A book

1 co-avthored, Private Crisis, Public Cost,* lays out the negative tonseguences

ot teenage childbearing and the difficulties 1nvolved 1n choosing how to

resolve an unwanted pregnancy, Our conclusion was that from every perspective,
Moore, kristin A. and Burt, Martha K, ¢Erivate Crisis, Public Cost: Policy

Perspectives on Teensge Childbearing. (Nashington, D.C., The Urban Institute
Press, 1982). *
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teriiding the percoral crct to tecnagerc, the health ard future s1dp chancec
rists for therr tatres, aprd the public Outlay for weltere, medical ceres
nutrition and child protection, public policy shouls place its main emphasis
on preventing pregnancies to teenagers. Prograas that support teen aothers
and help thea overcome the difficulties of early parenthood are also i1eportant,
since many teens will continue to have chiidren. However, these care prograas
should share the attertion of government policy with serious prevention efforts.

Redvcing the posber and rate of first pregrarcies to teenagers is, and

should reesin, a top policy priority, Efforts to achieve thts goal have
taten two forms attespts to persuade teens to postpone serual activity,
and efforts to help teens become effective contraceptors.

Some research evidence Suggests that teens who talk to their parents
(vevally their mothers? about sexval activaty and contraception have lower
pregnancy risi--the, are wmore lively to delay initiation of sexual activaty
and to use contraception more efiectively once they start. Therefore soae
programs have tried to 1eprove teen-parent compunication, while other prograas
have tried other persuasive approaches to prosote abstinence, To date, no
research desonstrates that any program delays when teenagers will begin serual
activity, nor does any progras, including sexuality education 1n public schools,
stimulate earlier sexual initiation,

Easily available contraceptive services do effectively reduce the nuaber
and rate of teenage pregnancies. Federaliy funded factly plaining Prograas
have contributed greatly to teenagers ability to contracept eéfectively,
by putting affordable, accessible and corfidential contracepti.e services
within their reach. Consistent f0llow-up, 10 the manner pursued by severatl

school-based comprehensive health programs, has proven very effective 10
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[ I N S B > IR LA ST LEEIPL Y e otbs ctber Fard, ce uwality
€7 tetronm e 4t 3 i cagidy teugtt ar puplit schonls doet fnet apprar to 18prove

reenagers contrareptise séiectiveness

&educing or delaving second and subsequent births to teen_mothers 1s

a5 1mportant but elusive go3l. Approxisately Su percent of girls who have

3 #1rst birth 1n their teen years e.perience 3 second pregnancy within two
yeors--often while they are stil. teenagers. Whereas sost teens have difficulty
achiesine self-sudficiency with ore child, research evidence indicetes that
trhis cecond Dirth meies a li1fe of public dependency almost inevitable, Prograss
for teen apthers therefore have stressed the 1mportance cf delaying subsequent
pregnarciec, with rixed results Kegular and consistent folliow-up of 3ppropriate
contraceptive use seems to be the bev ingred,ent to achieve this goal, regardless
cf 3 progras = other obrectives and activities. Ectool-based comprehensive
tealth prograes that asle aonthly tollow-up contacts appear to have the best
cyccesc ot delaying second pregnancies to school-age mothers.

Ieproving the bhealth outcoses of teenage childbearing for both teen

sothers and their i1nfants was an early policy focus, Research has nox deaonstrated
the ability of adeguate nutrition and prenatal care to reduce the incidence

of si1scarriages, low birth weight and other pregnancy conplications for teenagers
1% and older. Federal prograss such as WIL (supplemental nutrition and nutrition

education for Nopen, Irfants and Children), Maternal and Child Health (now

part of a bloch granti, and the heaith service aspects of federal adolescent
pregnancy programs have contributed to 1aproved pregnancy outcoses for teenagers

fortunate enough to have received assistance froe thes, |

laproving the self-sufficiency and reducing the long-ters welfare dependency

of ¢amilies begun with a teen birth, Households :n which the mother had
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her $irct child as a terrager coeprise 2 dizproporticnate share of all heuseholdd
receiving weltgre (AFDC-A.d to Families with Deperdent Children:, Teen sothers
are more likely to drop out of high school, and teens who have already dropped
out are more liiely to have babies, Many prograas have tried to help teen
sothers stay in school or coeplete an alternative diploma or certificate,
Soae prograss he.€ tried to improve teen mothers job readiness and job siilis.
Programs focusing on these Goals do have some success i1n helping aany ot
their clients acquire the credentigls and shills necessary to support themselves.
Some eovement off ot welfare and into the Jjob market can be docuaented as

3 result of progras efforts, even though participants are still teenagers.
However, although some program clients do somewhat better on these critical
1ssves than teen sothers who have not participatec in special proarams, they
still lag behind teenagers who never had a bat,.

Supportive servic€s such @5 child care and transportation can help teenagers
achieve the goals of finishing school, participating 1n job training, or
wor¥ing, 1¢ 2 teenager 13 already sotivated to continue her education or
participate 1n the joo mariet, providing child care and helping her trarsport
herseld and her infant to the appropriate place can facilitate her efforts,

However, the wnere availability of child care does not appear to aotivate

teenagers who otherwise do not care about school to return and fi1nish their
education. Child care 15 1mportent, but not the whole answer.

In corcluding, ! wouvld lite to point out that the way we thini about
teenage pregrancy can influence the way we thini about solutions. We tend

to thini  about getting pregnant as "doing something,® as an intendeu act.

vet all but a very iew teenage pregnancies are ynintended, ‘'e reed to understand

that not getting pregnant taiec intention and deteraination--1t ;5 the active

cituvetion Cevrirg gregrant Qc ecet  réter pascive, To averd pregrancy,
o tesraase heg to undecstang the risis, bnOw how to av010 thea, and ha.s
soFe reason to tale the trouble to prevert pregnancy Too aany of our teenagers
cannot see 3 good reason to delay Chlldb!irlng: Their present environment
contains few wmodels for sel¢-sufficiency, and their future holds little hope
of achievesent, Motherhood s ofter the only adult role they can reach with
ease Te (hange teensgers childbearing behavior, we will have to change

the conte t of thesr j3ves,
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Mr. GarciA. Dr. Burt, thank you.
Mr. Soloway.

STATEMENT OF RONALD D. SOLOWAY

Mr SorowAy. I've been asked to address the policy and program
implications of the data provided by the preceding witnesses.

If our objectiv: is to reduce teenage pregnancy, we must do two
things. First, we must provide available and affordable quality re-
productive health ~are and contraceptive services, and, second, we
must provide young people with life options by strengthening the
capacity of families to provide adequately for their young and im-
prove the care and opportunities provided to young people by insti-
tutions other than the family.

I would note, interestingly, that part of the AGI study indicated
that teenage pregnancy rates were lower in other countries which
provided a more equitable distribution of income to th» poorest 20
percent of their populations.

Therefore, public policy must reinforce the capacity of main-
stream institutions—families, voluntary associations, and public
agencies—to adequately nurture and guide each new generation.

These institutions must also promote sexual responsibility by
providing young people the education and services they need.

As a first step then, it is essential that we strengthen the capac-
ity of families, in whatever form they exist, to provide adequately
for their young.

Our social policies and public expenditures must aim to.

One, maintain an adequate number of jobs. People unable to
enter or stay in the labor market because of changes in the econo-
my are handicapped in their roles as marital partners and family
providers unless they can provide suitable work.

Two, ensure that jobs provide adequate wages. With an increas-
ing proportion of single parents, it is imperative that a working
parent be able to support a family on one income.

Three, encourage young women to prepare seriously for work
outside the home, since most will have to enter the labor market at
some point, and many will have to be the breadwinner for their
families.

Four, support working parents, especially those who are low-
income, with after-school programs and child-care subsidies, so that
all parents can provide high-quality care for children while they
are away with family members.

There are several more, but I'm going to skip to another part of
the speech.

As a second step, we :nust improve the care and opportunities
Froyided for children and teenagers by institutions other than the
amily.

It is essential that excellence and eyuity in public education be
given the highest priority.

We know how to help children learn happily and successfully.
Gender, race, or family income should not constrict a child’s
chance to acquire knowledge and pursue personal interests.
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For poor children, high quality early childhood education is criti-
cal, as the findings from the Perry Preschool Project in Ypsilanti,
MI, documented.

Also, our high school dropout rates are but one indication that
high schools must be restructured to ersure that all youngsters can
learn and grow at school.

Girls must be adequately prepared for the world of work. We
must change the institutional policies and practices which main-
tain sex segregation and stereotypes in vocational education and
employment training.

Reproductive health care for family planning, atortion, or sex-re-
lated care must be accessible and affordable to minors and young
adults regardless of their marital status.

A majority of our young people begin having sex during their
teenage years. They need h '» in learning how to make decisions
about sex wisely, especially w.Lh respect to using contraception.

Schools are the ideal place to provide youngsters the education
services which will ensure that they understand how to prevent
pregnancy and can do so. As we heard earlier, school-based health
clinics are an especially promising approach.

Pregnancy and parenting teens must be given special assistance
viith completing their education, training for employment, securing
adequate childcare assistance, and providing appropriately for
their children.

To reduce teenage pregnancy, we must pursue policies which
reduce poverty and its deleterious effects and enhance access to
contraception.

The following policies and public expenditures constitute, to my
mind, the building blocks of a sound public commitment to prevent
teenage pregnancy. I'll read some of them in each category.

Under education, a Head Start entitlement program for all
three- and four-year-olds residing in families below the Federal
poverty line; increased chapter I expenditures in the Education
Consolidation and Improvement Act to augment educational serv-
ices in low-performing poverty communities, an amendment to the
Elementary and Secondary Education Act of 1965 to establish a
program to promote more effective schools and excellence in educa-
tion as introduced as H.R. 747 by Congressman Hawkins, financial
incentives to school districts mandating family life sex education
programs to students in grades 1 through 12, financial incentives to
school districts, increasing teacher salaries, to attract and retain
more qualified staff.

Presently, because teaching is perceived as women's work, teach-
ers are underpaid, and therefore many qualified men and women
choose other professions to the detriment of our nation's students.

Six, a school-based comprehensive service center initiative, which
would enable schools to offer a range of services like health coun-
seling and child care, which meet the special needs of students, in-
cluding those at risk of pregnancy, pregnant adolescents, and teen
parents.

Under health, we need a reproductive health care entitlement
program for all teenagers regardless of income, including family
planning, abortion, and pre- and post-natal care services.

Q '76




72

A first step toward this goal would be a requirement that States
increase their title XIX income eligibility levels for clients in need
of reproductive health care.

Increased title X and title XX expenditures—which I know that
Congressman Garcia is well aware of, because it's embodied in his
bill—incentives to States to develop hospital-initiated case manage-
ment services to all teenagers giving birth, using both Government
and community resources to provide services designed to ensure
the health and economic independence of young mothers; and sup-
port for the WIC program.

Under employment, a voluntary and limited national service ini-
tiative which would serve youth who want to perform a useful
public service and acquire employment experience. This would re-
quire a substantial expansion of such familiar programs as the Job
Corps, Vista, the Peace Corps, and ‘he expansion of the youth cum-
ponent of JTPA to include public sector empluyment.

Just one or two more, if you please.

Under family support, we'd need to address the issue of setting a
national minimum benefit for AFDC recipients, providing incen-
tives to States to increase benefits, and require States to adjust
their State need standards to fully reflect changes in living costs
over the last 20 years.

Grants to States for the development of programs which encour-
age voluntary comprehensive education, training, and employment
programs for pregnant women and mothers with children under
six on AFDC.

These programs ought to include the full range of support serv-
ices. I'll end there. There are a couple more, but you've got the tes-
timony.

[The statement of Mr. Soloway follows:]




Aruitoxt provided by Eic:

ERIC

Center for
Public Advocacy Research

12 West ITEn Street « New Yok NY 10018 (101564 9220

Teen Pregnancy: A Call for Commitment, Comnon Sense
and Compassion at the Federal Level

Statement prepared by
Ronald Soloway
Executive Director
and
Elizabeth A. MgGee
Assistant Director

for
Subcommittee on Census and Population,
Committee on Post Office and Civil Service
and .
Subcommittee on Health and the Environment,
Compittee on Energy and Commezrce

April 30, 1985




74

Teenage pregnancy remains a major social problem in the
United States. A large proportion of our young people continue
to be involved with pregnancy in their teenage years and the
results are sobering. Pregnant teenagers rely heavily on
abortion as a means of fertility control and a significant

proportion, especially in poor communities, become parents

before they can mznage the responsibilities they have
incurred. The long-term effects of premature parenthood on
both the teenagers and their children are well documented and
disquieting. Public expenditures on the problems associzted
with teenage pregnancy and parenthood ‘are costly.l

We must not continue to tolerate such high rates ;f
teenage pregnancy, abortion, and childbearing. And we need
not. Adolescent pregnancy is a far more serious problem in
this country than it is in the other developed countries which
are culturally and economically similar to the United States.

Irn a massive comparative study of teenage sexual activity
and fertility in the United States and 36 other developed
countries, the Alan Guttmacher Institute found rates of teenage
pregnancy, abortion, and childbearing to be lowest in those
countries which have the most l.i.eral attitudes toward sex, the
most easily accessible contraceptive services for teenagers,
the most effective formal and informal programs for sex
education, and a more equitable distribution of income to the
poorest 20 percent of the population. In these countriesg, the

governments see it as their responsibility to help tewunagers
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avoiad pregnancy.2

Increasingly, experts view teenage pregnancy and
parenthood@ as symptoms of the failure of our democratic
institutions, both at a political and community level, to
ensure that young people's devalopuental needs are mpet.3 This
is a critical problem because both human lives and the health
of our democratic process are at stake. Democracy promises and
derives its strength from equality of opportunity Yet we are
neglecting to provide all our young people with help to be
sexually responsible, and with options to pursue meaningful
roles and forego parenthood until they are able to manage the
obligations involved.4 -

The consequences of our policies of neglect are most
damaging for youngsters from poor families. .Thile young people
from economically secure families are more likely to-delay sex
until their late teens or early twenties and abort if they
become pregnant, young people from poor families are more
likely to engage in early sexual intercourse and bear children.

If we want to reduce the incidence of teenage pregnancy,
we must ensure adeguate opportunities for healthy development
for all our youth. Such an approach will not only help prevent
teenage pregnancy, abortion, and childbearing, but also will
help prevent other problems associated with young people -—--
drug abuse, school failure and dropout, juvenile delinquency

and crine, and teenage suicide.

O
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Public policy must reinforce the capacity of mainstream
institutions--families, voluntary associations, and public
agencies--to adequately nurture and guide each new generation.
These institutions must also promote sexual responsibility by
providing young people the education and services they need.
However, because such prevention efforts will not be adequate
to the need nor perfectly executed and because people do make
wistakes, we must also provide special approaches which offer
help for teens who develop problems in the course of growing
up--for teens who get involved in premature gexual activity,
have an unwanted pregnancy, or choose parenthood before they
can manage such a responsibility adequately. -

As a first step, then, it is essential that we strengthen
the capacity of families--in whatever form they exist-—-to
provide adequately for their young. Our social policies and
public expenditures must a = to:

o Maintain an adequate number of Jjobs--people unable to
enter or stay in the labor market becausc of changes
in the economy are handicapped in their roles as
marital partners and family providers unless they can
find suitable work.

o Ensure that jobs provide adequate wages--with an
increasing proportion of single parents, it is
imperative that a working parent be able to support a
family on one income.

] Encourage young women to prepare seriously for work
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outside the home, since most will have to enter the
labor market at some point, and many will have to be

the breadwinner for their families.

o Support working parents, especially those who are
low-income, with after-school programs and child care
subsidies so that all parents can provide high
quality care for children while they are away fronm
fanily members.

o Assist communities in developing famil, self-helip
centers and programs based on 1oc;1 need.

o Empower parents to take a more active and positive
role in the education of their children in the
following areas: acquiring basic academic skills,
preparing for employment, learning one's ethnic
heritage, developing a moral framework for action,

and assuming responsibility for one's sexual behavior.

As a second step, we must improve the care and opportunities

provided for chidren and teenagers by institutions other than

the family. It is essential that:
o Excelience and equity in public education be given
the highest priority. We know how to help child. n
learn happily and successfully. Gender, race, oOr
family income should not constrict a child'. chance
to acquire knowledge and pursue personal interests.
Por poor children, high quality early chlldh&od

education is critical, as the findings from the Perry
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Pre-school Project in Ypsilanti, Michigan,
documented.5 Alzo, our high schcol dropout rates are
but one indication that high schools must be
restructured to ensure that all youngters can learn
and grow at school.

Youth serving institutions offer young people a
chance to pursue positive and meaningful roles in
community work, in part-time Jobs, and in arts or
sports activities through churches, social gervice
agencies, youth clubs, and recreational groups.

Girls be adequately preparep for the work of wozrk.
We must change the institutional policies and
practices which maintain sex segregation and
stereotypes in vocational education and emplcyment
training.6 <
Reproductive health care for family planning,
abortion, or sex-related care be accessible and
affordable to minors and young adults regardless of
their marital status. A majority of our young people
begin having sex during their teenage years. They
need help in learning how to make decisions about sex
wisely, especially with respect to using
contraception. Schools are the ideal place to
provide youngsters the edication and services which
will ensure that they understand how to pPrevent

pregnancy, andé can @o go. Schcol-based health
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clinics are an especially promising approach.
Pregnancy and parenting teens be given special
assistance with completing their education, trainir,
for employment, securing adequate child care
assistance. and providing appropriately for their
children.® 1In practice, if not by policy. a great
proportion of young mnothers are not offered
sufficient support to enable them to manage well as
parents. So, too often teenage nothers remain
out-of~school or on welfare solely because we have
made it too difficult for them to do otherwise. It
is imperative that we restructure our income
maintenance system and offer teenage mothers on
welfare small, intensive programs in which they can

finish school. prepare for work, secure sound child

care arrangements for their child:zen, develop basic

gkills as a parent, and learn how to manage their

responsibilities at work and at home. 2
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To reduce teenage pregnancy we must pursue policies which

reduce poverty and its deleterious effects and enhance access

to cortraception. Common sense, compassion and leadership at

the federal level are essential. The following policies and

public expenditures constitute the building blocks of a sound

public commitment to prevent teenage pregnancy. Congress

should —consider these initiatives to pi_vent teenage pregnancy
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and assist young parents and their children:

1.

Education

a Headstart entitlement program for all-three and four
year olds residing in families below the federal poverty
line;

jncreased Chapter I vexpendituies {Education Consolidation
and Improvement Act) to augment educatjonal gervices in
low-per forming, poverty communities:

an amendment co the Elementary and Secondary Education Act
of 1965 to establish a program to promote xore effective
schools and excellence in education -- introduced as H.R.
747 by Congressman Hawkins and known as the Effectlve
Schools Development in Education Act of 1985:

financial incentives to school districts mandating family
1ife/sex education Pprcgrams to students in grades one
through twelve;

financial incentives to school districts increasing
teacher saiaries to attract and retain more qualified
staff (presently, because teaching is perceived as
*women's work" teachers are underpaid and, therefore., many
qualified men and women choose other professions to the
detriment of our nation's students) and,

a school-based comprzhensive service center initiative
which would enable schools to offer a range of services
li1ke health, counseling and child care which wmeet the

special needs of students, including those at rigk of

b
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pregnancy, pregnant adolescents, and teen parents.

Health

1. - a ‘ftéproductive health care entitlement program for all
teenagers regardless of income including family planning,
abortion and pre-and post-natal care services (a first
step toward this goidl would be a requirement that States
increase their Title XIX income eligibility levels for
clients in need of reproductive health care);

2, increased Title X and Title XX expenditures (Public Health
Act) to expand family planning services as proposed in
H.R. 947, the Comprehensive Adolescent Pregnancy Program
Amendments of 1985 introduced by Congressman Garcia;

3. the Reproductive Health Equity Act {Representatives Green
(R) and Pazio (D)) which would reinstate federal
reimbursement for abortion services in the £dJllowing
programs: Medicaid, Indian Health, Peace Corps and
Pederal Health Benefits:

4, incentives to States to develop hospital-initiated case
management services to all teenagers giving birth using
both government and commnnity resources to provide
services designed to ensure the health and economic
independence of young mothers: and.

5. support for the Women, Infant and Children program to
provide supplemental food to low-income children and

pregnant women at nutritional risk.

_ &6
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Employment
1. a voluntary and limited national service initiative which

- would serve youth who want to pezform a useful public
service and acquire employment experience -- this would
require a substantial expansion of such faniliar programs
as the Jobs Corps, VISTA, the Peace Corps and the
expansion of the youth component of JTPA to include public
sector employment.

2. enactment of legislation that would permit teenage parents
leaving welfare for the world of work to retain
supplmentary services such as Medicaid, child care, and
food stamps for two years. N

3. exemption of parenting teenagers from JTPA performance
standards and offer incentives for collaboration among
public agencies to ensure adequate child car® ‘for

enrollees.

Family Support
1. increased support for needy families on AFDT by setting a

national minimum benefit, providing incentives to States
to increase benefits and require States to adjust their
State needs standards to fully reflect changes in living
costs over the last 20 years.

2. grants to States for the development of programs which
encourage voluntary comprehensive education, training and
enployment programs for pregnant women and mothers with
children under six on AFDC {programs should include the
full range of support services):

3. elimination of the time limit on work incentives for AFDC

recipiénts with very low paying jobs:

ERIC
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4. a requirement that States provide AFDC to pregnant women

with no other children from the point the pregnancy is

medically verified, rather than allowing coverage only

from the sixth month:

replication of effective strategies to establish paternity .

and enforce child support for the children of unmarried
teenage mothers.

Child Care

1. provision of a Title XX setaside for high quality child

care for low income working parents.
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Mr. SoLoway. I would just add, I expect that the first question
you might ask me is that this is an expensive list of——

Mr. Garcia. Have you had an opportunity to read the questions
I'm going to ask?

Mr. SoLoway. Excuse me?

Mr. Garcia. Have you had an opportunity to read the questions
that we were going to put forward?

Mr. SoLoway. No, I haven’t.

Mr. Garcia. Well, that’s exactly the first question, and I'll read
it to you, if I may.

Mr. SoLowAy. Sure.

Mr. Garcia. Understanding the enormous costs involved in im-
plementing the programs which you outlined in your statement,
can you suggest any financing or funding alternatives other than
the Federal Government?

Mr. SoLoway. Well, I do think that the State and the local gov-
ernments have a role in this, though I do think that with anything
this major, it does have to be a Federal initiative.

I was trying to count up how many missiles and things like that
it would take to fund all this, but I'm not an expert in defense ex-
penditures.

But it seems to me that, you know, when you want to address
the issue of teen pregnancy, truancy, juvenile delinquency, a lot of
them have the same roots, and those roots are in poverty.

What often happens—I, as an advocate in New York State, don’t
have particularly a Federal perspective, but what happens is that
we get $2 million here, $5 million there, and esgentially—I don’t
know how else to say this, but we essentially get boizht off on the
issue thinking that we've done something, and thougn we've done 2
little bit of incremental good, in a lot of ways, what we’ve done is
just ensured thai we're helping a couple of people but ensured that
we all have another generation of young people who have been de-
stroyed that we then have to provide services to.

Unless this country has or develops a national youth develop-
ment policy that addresses all these issues together with significant
resources, we'll be back here for my lifetime and everybody else’s
lifetime, talking about the same thing.

Mr. GArcia. Well, just to follow up on that. In your opinion, how
long would it take before we realize a significant downward trend
in the rate of adolescent pregnancy in the United States, based
upon your testimony?

Mr. SoLoway. Oh, it’s all conjecture. I'd like to say 30 years, be-
cause I'm 35, and by the time I'm 65, I'd like to see something
happen so I can retire feeling that my life has accomplished some-
thing for my small block in this world.

It seems to me—I would say 5 or 10 vears, but I don’t really
know. I just know that these are the approaches that need to be
pultl in piace, and it depends how quickly the money can be made to
roll.

Mr. GARCIA. Yes.

Mr. SoLoway. Maybe somebody else would like to answer that
question.

849
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Mr. Garcia. Dr. Burt, recently I held of an ad hoc hearing at a
high school in my district in the Bronx—Roosevelt High School on
Fordham Road, just across the street from Fordham University.

I think one of the most telling points that came out of that hear-
ing—I had a young teenage woman with me who was also a high
school student and who was raising a family.

What I found most interesting was that, this young lady was able
to reach the audience oi maybe 400 to 500 young people of predomi-
nantly black and Hispanic population in that school.

What I found most interesting in the hearings that we’ve con-
ducted is that in some instances, many of these young women, as
was stated by one of the panelists, actually look forward to having
the child. It as an escape it put them into the world of adulthood.

When that young lady started to talk about what it cost her for
Pampers on a weekly basis, and when she said it cost between $10
and $15 a week, I immediately looked around that room, and every-
body in that room, all of a sudden, understood the other side.

Do you feel that it would be well worth our while to hold hear-
ings like this in public schools throughout the country, whether
they're in predominantly minority communities, or just classic sub-
urban communities, let’s say, like Bethesda?

Dr. Burt. Well, it can’t hurt, and I think it probably does do
some good from the evperiznce of the programs that 'm familiar
with, who have tried to organize panels of their clients to go into
the schools and to do exactly what you're talking about, to try to
bring some of the reality home to the teenagers who do not yet
have babies and who are not yet pregnant.

I think that most of the experience of programs and mest of the
evidence indicate that teenaiers are not very good at forward plan-
ning, and they're not very knowledgeable or cog..izant about the
real consequences to them.

To the extent that they know much about babies, they may have
babies in their families that they have taken care of for years, but
thev haven't paid the bills, ard they haven’t been theirs. Th2y do
indeed ha'e very limited access to sther respected rotes in the com-
munity, and they, in many instances, especially in minority com-
munities, perceive that there will net be a whole lot of condemna-
tion if they do have a bsby, and that they will have an adult status
as a consequence of that.

I think some of the mosu effective one-to-one programs are put-
ting the human consequences and the hum n terms in front of the
teenagers who haver’t thought about that y.t.

There is, however, 8 link which I’'m not sure that this approach
will help a whole lot ¢n, and that is, they have to take the informa-
tion they get and then put some action to it.

The teenagers who are not yet pregnant have to say, “OK, well,
if 1 don't want this to happ2n to me, then I have to becomc a more
effective contraceptor,” and I think some of those links are aiso not
made possibly in part because tesnagers aren't used to thinking
ahead that much and making those connections.

I think the evidence of the interualional comparisone is very tell-
ing in that respect, with saying, well, teenegers in other countries
zan do it, and thersfore there's some teaching that we have to do
and some connecticns we have to help teenagers make in this coun-
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try, which means we have to be willing to talk about the fact that
they are having sex and that there are some consequences of that.

Mr. Garcia. Yes.

Dr. Burt, just one last point I'd like to make before I turn it over
to my colleague from New York.

Another point that I found very telling in another hearing that
we held also in my district in the Bronx was when I had the panel
o1 about six young people, all of them parents, all of them teen-
agers, all of tgem from my community.

There were five young ladies and one young man, and I asked
the young man, “What would you do? Let’s say you are an adult;

ou are now 40 years old. Your child comes in and says to you,
Dad, I'm going to have a baby.””

I said, “What would your response be tc that?” and he looked at
me very sincerely, and he said, “Well, I'd take my son, and I would
talk to him, and I'd try to be understanding.” I said, “Wait a
second. I didn’t say it was your son. It's your daughter,” and he
said to me, “Man, you're putting me on the spot.”

The point that I got out of that, very frankly, was that there’s a
double standard in terms of what the male’s role is, as opposed to
what the female’s is.

It just seems to me that the question of education is not on¢ that
should be just isclated, because most of us talk just about the
young lady, because she is the one who is going tu carry the child
and, in all likelihood, care for that child, while th. roung man can
Jjust go off about business on his own.

So I say that to you because, again, I go back to the question of
double standards, and what can we possiv.ly do about that?

Ms. BurT. A good question, and a good ovservation.

There’s definitely a double standard out there. Very few fathers
«alk to either their sons or their daughters. Mothers talking to
their sons seem to have some effect on reducing pregnancy risk for
their sors, but the message to young men is, “Go ahead and have
fun, it's 1.0t your risk,” and that message is coming from all differ-
ent directions, and a counter-message is .ot coming from parents
and is not coming from other people that those boys respect.

The culture that thzy're in with each other is very much a cul-
ture of how to avoid getting caught with the burdens of fatherhcod
rather than how to not impregnate somebody, as you listen t.
young men talking to each other.

I think that'’s a critical issue. I don't have any very good a.swers
for how to address it, but I have some ideas, including some very
highly respected men in our country trying to get on that panicu-
lar bandwagon.

I mean, you get Michael Jackson to make some TV spots .bout
male responsibility, and try to take it from there in terms o’ other
people of similar respect for teenage boys, of thinking seriously
about what responsibility means, I think you may get further than
a whole lot of other kinds of preaching.

Also, I think that boys don't tend to take this back to their own
family. I think you asked this young man a very good gquestion
about, “What if it's your daughter, or what if it's your sister?"

They're very frequently willing to get each otger's sisters preg-

nant and to not think about what that means in terms of :he con-
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sequences or life future for their own family, and some kinds of al-
liances that work on taking the whole family—the teenage boy, the
teenage girl, and the parent, or the mother—and working in that
entire context, to say, “None of us are going anywhere unless all of
us behave responsibly.”

Mr. Garcia. My colleague from New York.

Mr. ScHEUER. Mr. Chairman, I'm going to yield to my colleague,
Mr. Leland, the chairman of the Select Committee on Hunger.

Mr. LELanD. I thank the gentleman for yielding, and I'd like to
thank the chairman, too, for his leadership on this matter.

I have introduced legislation addressing this issue and I have
been very active in working with the problem of teenage pregnancy
in Houston. In doing so, I have found some astounding facts about
the treatment of potential young teenage mothers, and I guess
moihers who have repeated the so-called social offense.

The Houston Independent School District pays very little atten-
tion to this problem. They have a school literally at the en'of a
dead-end street that’s near snother city called Pasadena, TX,
which is another whole world unto itself, and the school district
just recently allowed the students to have counselors.

Before, they didn't qualify for counselors because the formula
that the school district had used—it used the average daily attend-
ance for the students who were enrolled in the schools, and thus—
these girls didn’'t qualify for counseling at the school, which was
absolutely astounding to m~. Because, if anyone needed counseling,
it was these young people.

Anyway, I'm particularly concerned about the overall question of
teenage pregnancy from several different points of view.

One of these is, the problem of infant mortality and how that re-
lates to the teenage mother. The others are what happens to the
teenage parents once they have delivered the child; what happens
to the child once the child is born; how institutions are going to
take care of these children in a comprehensive manner; how these
young kids who are having children are going to proceed in life to
survive comfortably, and, finally whether or not they are going to
continue the problem of having more children. I understand that's
a growing problem.

I just made a general statement and would like you to comment.
I'm most concerned about these problems.

Mr. SoLoway. I'd like to comment about vour situation in Hous-
ton, because there’s one that’s very similar in New York City with
our School for Pregnant Girls that has a curriculum that’s not up
to standards «f other schools, .nd also there’s a tendency to push
out pregnant and parenting youngsters frori schools in New York
and I'm sure throughout the rest of the country.

I would indicate that that's a clear title IX violation, which, if
brougi:i to the proper authorities, ought to be cemedied. Of course
in this administration, it's difficult to get any kind of enforcement.

Then we've got a problem that the Legal Services Corporation
has less money to take these issues to court, and I know that you
missed my prior comments——

Mr. LeLanp. And I apologize.

Mr. SoLoway. No, I didn't mean it that way.

9
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I guess my point is that as the Congress goes about doing a lot of
things, it has unintended consequences.

For instance, though I know that the Congress is a big suﬁporter
of the Legal Services Corporation, and one of the reasons that the
conditions exist in Houston and New York City is simpiy because
the poor and the advocates can’t get access to legal remedies,
which we need.

I guess if I wanted to say anything to you today, it's that as
every piece of legislation gets passed to Congress, one has to see it
being passed in terms of what young people need, not only in terms
of teen pregnancy but dropouts and other kinds of things, and that
we should be very aware of that as we pass legislation.

Mr. LeLanD. Dr. Burt?

Ms. Burr. Yes. I think we tead to—because these children are
school age, we tend to think that the schools ought to be the places
that should be able to help them out of whatever situation they're
in, and I think that that’s an appropriate expectation for the
schools in ter ns of “shoulds” but not terribly realistic in terms of
school system behavior to date.

What tends to happen in many, many districts, as you have re-
marked, is that kids are sort of discouraged. They can’t be legally
kicked out any more; but they don't get pursued for truancy for
other kinds of things, and they get encouraged to do home study,
which basically means they drop out.

If there is a special school, you're actually ahead of most districts
in having a special school, but what happens with a lot of special
schools is that they are academically less adequate. They provide a
nice supportive atmosphere for the girls, and they manage to keep
them in school through the pregnancy frequently, but it's then
very hard. There’s sort of a cliff at the end where, now you have a
2-week-old baby and no school, becazse you're supposed to go back
to your regular school, and you have no supports in your regular
school, and you have no childy care, et cetera.

So there are real arguments now in terms of how to structure
programs to keep kids in regular school, to mainstream them, so
that they don't lose the academic aspects of the regular school, and
to offer them supports and after-school programs, and day-care in
schools, which I think are really important kinds of things to push.

Also, I think some of the best programs in schools are ones which
the school system is not paying for or controlling, but which they
are simply offering the forum for. Some of the comprehensive
health programs, many of which have day-care components to
them, are some of the most effective ways to help teenagers stay in
their regular schools.

Mr. LeLaND. Doctor, let me ask you this. You've raised my inter-
est even more.

I have had i.. my mind what the Houston Independent School
District ought to do, for instance, for deveioping a model program. I
believe that they should develop a comprehensive educational pro-
gram that would provide for quality education for these youngsters,
not enter them into the mainstream, so to speak, because once they
are pregnant and once they have had a child, ¢ fly are not neces-
sarily in the mainstream any more. But, rather HISD shoul? con-
tinue the quality education program and, at the same time, have
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adjunct to that day-care for those young mothers too, during the
time of day that they're at school, go right next door and learn to
care for those children properly and have comprehensive, adequate
health services there available to them over the long term. This
way they will not only be able to become productive citizens them-
selves and learn how to take care of their unique situation, but
also help to nurture those children in an environment that is
wholesome, to give both the mott>r and the child an opportunity
to advance in society in a very comfortable way.

Hopefully, tie child who has had the baby will eventually gradu-
ate from school knowing how to care for the children and have
some real understanding about the uniqueness of her existence,
and then go on to advanced educational programs.

Is that good or bad?

Ms. Burr. Oh, I certainly can’t say it’s bad. I would think it
would be wonderful if you could pull it off, but I think it’s also very
important to recognize that the schools have, in many instances,
failed the girls who get pregnant long before they get pregnant So
it’s not a simple solution.

I mean you could say to the school districts, “Look; take every
girl and every boy who is 2 years behind grade level in the sixth
grade, and do something with them so that their life chances are
not jeopardized, as we know that they will be, and then they won't
get pregnant.”

Take the eighth grade; take any grade; and fecus on those chil-
dren who are at high risk of 2verything bad that we know that
happens to children. Pregnancy is just one of those.

Mr. LELaND. I'm giving them the easy way out.

My colleague, Mr. Scheuer, would agree that we ought to try to
prevent this explosion in population, if you will, for whatever rea-
sons. But, I would say—these kids have already gotten pregnant;
I'm dealing with the reality of the pregnancies now. They're al-
ready pregnant, what are we going to do with them? Are we going
go_let?them go on and drop out of school, as so many of them are

oing?

Ms. Burt. No—right.

I think that it's very important to structur. school programs that
recognize the contingencies of their lives, that they cannot always
be there 8 hours a day on a regular basis, and that flex with them
and their needs, and also teach them good parenting skills I think
that is important.

Mr. LELaND. Thank you.

Thank you, Mr. Chairman.

Mr. ScHEUER [acting chairman]. Just one last question, because
we do have a rollcall vote coming up.

You mentioned, Dr. Burt, in your testimony, that discussions be-
tween parents and kide seem to assist in the process of delaying
sexual activity.

Do you have any data as to whether those discussions are discus-
sions that flow from just improved, and sound, and meaningful
child-parent relations over the long term, or whether they result
from involuntary discussions as a result of parent notification re-
quirements?
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Ms. Burr. They tend to be a reflection of good relations with par-
ents.

As Dr. Forrest suggested, there’s a whole complex of family vari-
ables that go along with or are correlated with delayed sexual ac-
tivity and also better contraception.

So it is certainly not a result cf forced discussion or even a result
;)f one-time “let’s talk about this,” becauvse usually those come too

ate.

When you ask teenagers and you ask parents separately whether
they have talked about sex, very frequently the teenagers who are
higher pregnancy risk report that they have not talked about it,
and their parents report that they have. What the teenagers are
actually saying is, it was 2 years too late.

So that a one-time conversation is not what we're taliing about
here. What we're talking about is better parent-child interaction,
better relationships, and a more supportive family, and they alec
talk about sex more, and they also don’t have as high pregnaucy
rates.

The programs that attempt to improve parent-child communica-
tion just around sex, without doing all the rest of that, don't, at
least to date, seem to have an effect on sexual behavior.

Mr. Scazuer. Well, thank you very much.

Both of these witnesses have given us very stimulating and
thoughtful testimony, as have the other panels, and we're grateful
to you all. It's been a very productive and rewarding hearing.

We will keep the record open for 1 week or 10 days. We may
have some additional questions to ask you by mail.

I would also ask unanimous consent that a brief synopsis of the

results of the hearing that we had last week on religious percep-
tions about family planning, sex education, and so forth be includ-
ed at the appropriate point.

There being no objection, it is so ordered.

[The information follows:]

On Apr:l 24, 1985 members were briefed on : _gious perspectives on 'Iiwpulatian
policy. The briefing was sgonsored by the Develupment and Population Task Force

of the Arms Control and Foreign Polivy Caucus to help Members sort through the
elements of this incresasingly intense and emction:-laden public debate

The program consisted of three presentations vhich provided information on how
people of various religivus_affiliations feel abuut population related gquestions Dr
Tom Smith, Senior Study Director of the Nationai Opinion Research Center of the
University of Chicagu, examined shifting attitudes towards family planning He re-
lated these views to a broader set of social attitudes, such as those cn national de-
fense, relgion and cvil Liberties, Dr. Thomas Shannon. professor of social ethics at
Woschester Polytechnic Instituie, discussed ethical dilenmas in population poli
He presented religious teackangs on artificix] contraception, and related these teac
ngs to other diiemmas wonicerning poLulation policy. 8 a Lucia Toro, Executive Di-
rector of the Centro de Informacion Flecursos paras la Mujer in Bogota, Colombia,
provided a ratwnale for the extensive invulvement of major religious groups i pr
viding family p'anning mnformation and services in developing countries Excerpis
;'_r?lm their p.esentatons which are pertinent to this hearing on teenage pregnancy
oliow.

Contrary t¢ conventional wisdowm,” Americanz are not becoraing more conserva
tive on sexual and reproductive matters. There is no evidence that the movement n
the last gen.ration toward greater indwvidugl freedom in these areas iz being re-
versed. Ingeed, by large majunties, Americens favor the provielon of birthcentrol
nformation to both adults and teenagers, support sex education programs in
schools, and find 1t acceptable, 1t least in some instznces, for unme -ried adults to
live together.
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Cnly on such i8vues as divorce and chiidbearing 15 there sume evidence of a return
to censervative aititudes The irends for both behuviurs and atiitudes regarding
childbsaring and ditrorce do support the theury of & movement back towards tradi
tisnal, famuly values and structures, Afier dropping sharply beginning in the late
fiftivs, ihe birth rate bottemed out in 1375-76 and began to rise in the late seventies
and early esghties. Likewse, the proportivn of Americans favuring large families (3
or izore chuldren, stupped its precipitous decline in 1976 and hes stayed at a histori
cally luw, but swable level. A simular paitern: emerges when we look at divorce. The
divuice rate started Lo rise slowly in the early smixties and continuad an uninterrupt-
ed increase uoiil 1979, Since then the divorce rate has fallen, although it is still at
near record-high levels, Public support fur more lenient divocce Taws has also
dropped. Suppurt for casier divorce increased substantially from 1967 to 1374 and
tlgenulgedgan to decline a8 nofault divorce and sther simplification measures were in-
stitued.

If the claims of a traditional resurgence were limited to these areas, they would
rest an soud, empincal grounds. But the clauns have gune far beyond these modest
reversals 1o inciude such “famal;” -reisted iszues as womei.'s rights, sexual morali-
ty, family planmng, and sex educativn Ard it is un thege family issues that the al-
leged conzervative tide runs dry.

On most of these 'farmuily’ issues, support for Liberal pusitions hes grown substan-
tially ovei the iest twenty years und now a golid meyority of Americans favor Liberal
positions. In the area of sexual morality, Amerians have become more permissive.
Premanital sex has becowe steadily more acceptable to the public since the sixties.
By 1983, 63 percent -iewed premaritui sex us appropriate, at least in some in-
stances Even livang tugether wor POSSLG -people of the opposite sex sharing lving
quarters—as the Census demurely calls it; has become comnmon, having mcxea.séa
more han thiee fuld from 197C 1o 1583, The public has alss becorne more supportive
of the dissemunation of iaformativi abuut birth control. By 1983, 92 percent favored
allowing adults w hava access i buth conirol informatiun, 87 percent approved of
allow.ng teenagers access W bisth control informatiun, and 83 percent supported sex
education in the public schools

Ther. hes been nu reversal of Liberal positions on sexual and repreductive prac
tices, indexd, suppurt s hugher fur those positivns thar. .. was .n the early seventies
or sixties, and i most cases, B iarge majority of th. pabtic backs the liberal posi
tion.

A standurd corullary of the beilef 1n vhe resurgence of conservative attitudes is
the belief that this revercsl is rooted 1n religisus cons.rvatism. The Catholic Church
offically wendemns the use of aruificial contraceptives aa being against the laws of
Gud and nawure and therefure a grave sin. Howuver, the notion that Catholics form
a bistien of iraditionralist strength on sexual and repruductive iser.es is erroncous
Table 1). Catholict are msore liberal thun Protestants on approving of premarital
sesn and sex educstion. Cathclics 14 Protestants do not diffe: in their support for
dissemination of birth ¢o 1troj infor nation to adults or teenagers.

This decaiung dufierence between Catholice and Protestants on reproductive atii-
tudes, shuws even more ciearly o1, the penvoral uee of contraceptives (Table &) In
1955 Cuthulics were less Iikely to practice coutraception than Protestants, and
s those who practiccy .alraception Catholics were much more likely to use
the church-sanctioned 1 bythm methods than wers Protestanta. By 976, however, 68
percent of buth Caihnlics and Prowestants used cuntraceptives, ani ..ly 9 percent of
Catkclics (and 4 percent of Protestants) relied on the rhythin methed.

In sum, there are uniy amali differences un reproductive attit wes and behaviors
of Catholics and Protestants, r.nd Catholics tend to be more hibere! iather than more
conservative than Prowstants, Majority of both marmed and unmurried Cathulics

racuce birth wontrol metkods unsanctioned by the church, Catholn and Protestant
Tucks do aoi fullew the lead of the church or of the Moral Mujority on sexual and
reproductive matters.

In addition, the Chureh's sppusition to the use of artifical contracepiion has been
cniticized by bishups in miany countries as well as biy Lhwl‘x;yians arvund the world
Bisiops 1 Belgium, Frunce, Cunadp, the Netheriands, West Germany, Ausiris,
Suand‘::awa, and Italy, for caample, have asserted that the decision tu use artifical
Luntracepiives 15 & matier of personal conscr=ace and that Catholics who maks that
choice should noti be consideraed unfaithful or sixful,

o the stena of international asmmance. there 1w substuntisl support ‘or the inclu-
sion of famuly plunning assistancs 66 part of the gerorai aid package eith very liitls
difference betweusn Catholics and Prutesiants (Table 3:. Both grouyps consider over
nopulstiun to be & serivus snd enguiing problem and a hindrance tv economi devel
opnicut. While many Americans do not suppurt fursign aid in general (in 1984, 73
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percent thought too much was being spent), there is little opposition to family plan-
ning assistance Oppocition to foreign aid is strongest against military aid. Catholics,
in particular, are opposed to both military assistance to the Third World (66 percent
of Catholics opposed such aid compared with 50 percent of Protestants) and Ameri-
can military spending n general (i~ 1984 54 percent of Catholics thought too much
was being spent on the military comparel with only 33 percent of Protestants). In
general, most Catholics and Protestants support family planning aid.

On gexual and reproductive issues, then, there has not been a resurgence of con-
servative attitudes. The movement over the last generation has been towards great-
er individual freedom in these areas, and none of these trends have been reversed in
recent years. While the Pope and Moral Majority take very traditional stances on
these matters, their positions are sverwhelmingly rejected by the majority of Catho-
lics and Protestan‘s respectively. Likewise traditionalist positions on sexual and re-
productive measu.=s do not appreciably shape public attitudes on international
family planning s-sistance. Catholics and Protestants have very similar positions.
Both support family planring assistance, although the public is generally supportive
of foreign assistance in general.

TABLE 1—PELIGIOUS DIFFERENCES ON SEXUAL AND REPRODUCTIVE ISSUES

974 1975 1917 1978 19,2 1983

A Birth control information for adults (percent favoring):

Protestants.. . .90 91 930.. .. 920 910

CBOTICS ..vvoevrs ereeesersssrssssesss sesns sssse somsse <56 s ae e . 200 90 910, . 920 920
B. Birth control information for teenagers (percent favoring):

PIOIESEZNS oo ecercerciners o srie oot o we eren ers snsssserres s ree sne 180 80 830 . 860 860

Catholics .. oo e e e o 800 7T 825 L 880 855
€. Sex educabon in public schools (percent favoring):

Protestants ..... e e . 180T TI0 ... 830 850

Cathofics .. . oo v e e e erssessmsssens snenes « e 510 80 800 .. ... 80 880
D. Premarital sex (percent befieving it is not always wrong):

Protestants. ........ et e e e e s e e 819 85 €60 65 655 660

Cathofics 7n5 2 100 77 780 800
Source- General Soctal Surveys, Natxnal Opmon Research Center, Universty of Chcago. GSS 60

TABLE 2.—REIIGIOUS DIFFERENCE IN CONTRACEPTIVE USAGE

[in percest}
1965 19713 1976
Contraceptve status of white r3amied women, 15 to 24:
Cathofics:
Pregnant or seeking pregnancy.. . . .2 17 13
Infertile/sterile.. . ... ... ... 10 7 10
Using contraceptve . .... 5 66 68
Protestants:
Pregnant or seeking PREGRANCY.. ..c..coccmeercessssmsees evees . e .. 13 13 13
Infertile/stenle 13 g 13
Using CORtraceptive........ covveevrressssssscssssss oee 66 72 68
Protestant-Catholic percent USIng CONACEIEVE....vvvvverurrrersssssses s e v« o at cossssssmnnnnsce e « + F11 +86 0
Use of rhythm method among white maried women, 15 to 44 who use some contraceptive:
Catholics: Peroent USING PRI M.uci v v we oot et cossessmnssessssssessssnss sessssss sssseese se 0+ 38 8 9
Protestants: PEroent USING FIYIRY...couureressonssrsssssesssemssssscsse  snssssss ssssssusssssssssess cones s .. 45 3 4
Protestant-Cathofic percent using rhythm 215 5 5
mm nmmn Praches Unted States, 1956-1976,” Vital and Heatth Statsstics, Senes 23, Ko 10, Washington, DC. Natwnal
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Contraceptive status of sexually actve but unmarried men and women, 18-24 1 1982,
Catholics:

No contraceptve .. 28 "
Pregnant/partner pregnant 1 2
Ineffective methods 13 11
Effective methods.... . Ce e e i 8 13
Protestants:
Pragnant/partner pregnant. ... . U | [}
Ineffectve methods.. .. .. ... . . VSV ] 9
Effectrve methods. ... . ... ... .. © e . 83

¥ lneffectve methods consest mostly of rhythm methods, but atso include withdeawal and douches
Sowrce: Mabonal Longtudnal Survey of Youths, Mabonal Opeon Research Center

TABLE 3.—RELIGIOUS DIFFERENCES ON OVERPOPULATION AND FAMILY PLANNING ASSISTANCE

ISSUES

{in percent)
Catho-  Protes-
R taats
A Percent believing overpopulation wall b senous problem 25 to 50 yr from now (Roper, December 1982) ... .. 51 54
B. Percent believing that high birth rates hurt economic growth (Gallup, Juty 1984)... .. ... .. . 83 83
C Percent approving of U.S 2id to poor countes to reduce population growth (Gafiup July 1984) ... ... . 51 §7
D Percent thinking that more than 5 percent of foreign aid should go to family planning (Galtup, July 1984 L Kx]
E Percent believing that population control be a condibon for foresgn aid (Gallup, July 1984) . ... . ... 34 38
F Percent beleving that health programs in Third World should imclude family planming (Gallup, July 1984) ... 19 83

Sources Roper Reports 83-1 and Segal, Sheldon J, “US Population Assistance 1o Developing Conntns,” August 1984

Mr. ScHeuer. Thank you all very much. The hearing is ad-
journed.

[Whereupon, at 3:55 p.m., the subcommittees were adjourned.]

[The following statement of Congresswoman Cardiss Collins wus
received for the record. Also included is a paper prepared for the
Subcommittee on Census and Population and submitted by the
Alan Guttmacher Institute entitled, “Hispanic Teenagers. A Repro-
ductive Profile.”]

STATEMENT oF HoN CaRpiss CoLLiNs, A MEMBER OF CONGRESS FROM THE STATE OF
ILLinoIS

I want to ccmutu.nd Chairman Waxman and Chairman Garcia for convening
today’s hearing on a problem that is both national in scope and epidemic in propor-
tion As a member of the Health and Environment Subcommittee, the Congressional
Caucus for Women's Issues, and the Congressional Black Caucus, I have a strong
and contiruing interest in the matter before us today.

There are currently over 1 million teenage pregnancies being reported in this
country each year and the number is rising. In 1982, my home State of Illinois re-
ported that 16.2 percent of all births were to women under age 20 and 63.7 percent
of those were born out of wedlock.

As tragic as these statistics are, the real life consequences are even more dramat-
1c and compelling This problem impacts on the stability of our Nation's famalies,
leads to an increased drop out of rate among teenage girls from school and reduced
employment opportunities, and poses a threat to the very health of our newborn.

In hearings before Congressman Wazman's Health Subcomnuttee last month, we
heard testimony bearing out the nature and extent of this problem, one that dispro-
portionately afflicts members of the black and Hispanic communities. Maternal
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mortality rates for black teens, we were told, are 4 times as high as for white teen-
agers, which overall is 17 percent higher than for woman in the 20-24 age group.

As I said, infants also bear the brunt of the teenage pregnancy problem. Due to
poor prenatal care and nutrition, these infants tend to have lower birth rates and
thus are at greater risk of death. Projections reveal that by the end of this decade,
some 22,000 babies will die in the U.S. due to prematurity.

What'’s the answer? A key element in dealing with this national tragedy is educa-
tion and family planning facilities, both for teenage mothers as well as for their
families. To this end, I have joined with two of my colleagues, Mr. Leland and Mr.
Garcia, in sponsoring two bills—the “Adolesceat Pregnancy and Parentliood Act”
(HR 927) and the “Comprehensive Adolescent Pregnancy Program Amendments”
(H.R. 947). This legislation would, in my judgment, make significant strides in solv-
ing this serious and chronic problem.

Today’s hearing should help to build a solid record upon which the Congress and
hopefully the Administration will act tc deal with this grave situation. I appreciate
the opportunity to be present at this afternoon’s session, and I look forward to the
testimony of the witnesses.

Let me again express my thanks to both of the Chairmen for their continued in-
terest and attention to this issue.
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SUMMARY

Hispsnic teensge wonen sre nore likely than either non-Hispnaic whites or
blacks to have been married: About one-fifth of Hispsnic women sged 15-19

have been narried, conmpsred to less than orne-tentt of non-Hispsnics in this

sge group.

However, anong the never married, sexusl sctivity is somewhat lower for
Hispanics than for whites snd much lower than for blscks.

Altogether, sbout one-half (50 percent) of sll Hispanic teenage women have

ever had intercourse, compsred to 44 percent of whites snd 59 percei.. of blacks.
Currently, one-third of Hispsnic and non-Hispsnic white teenagers snd 46
percent of blsck teenagers are exposed to the risk of unintended pregnancy.
Less than one-quarter of Hispsnic teenage women who have ever had intercourse
used contrsception the firat time they had intercourse. Higher proport fons

of non-Hispsnic whites snd blscks used some method st first intercourse.

For all three groups, the pill wss used by a very smal} proportion and the
majority of contraceptors used less effective methods (chiefly the condom

and withdrawel),

0f those currently exposed to the risk of unintended pregnancy, two~thirds

of Hispanics and blacks and three-fourths of non-Hispsnic whites sre

practicing contrsception. The pill is by fsr the most popular choice,

with six-tenths to seven-tenths of current users choosing this method.

However, more than one-half of those exposed to the risk of unintended
pregnancy are using less effective methods or no method st all. Among Hispsnics
one-third of those exposed sre not practicing contrsception and anot.er one-
fifth are using less effective pethods.

Hispanic teensgers using contraception are more 1ikely to use privste physicians
and less likely to use clinics than white teen:sgers. Blasck teensgers using

contraception sre most likely to use clinics.
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Fertility among Hispanic teenagers fa higher than among white teens,

but lower thar azong black teens. In 1980 the rate for Hiapanics waa

82 per 1000, compared to 41 for non-Hispanic white teens and 105 for non-
Hispanic black teenagers.

The level of Hispanic teenage fertility variea among the statea. Statea
whose Hispanics are mainly Mexican have a relatively high rate for Hispanics
(85 or wore per 1000). States with Puerto Ricans predominating among

their Hispanics have a somewhat lower level (65-74 per 1000). The one
state with 2 Cuban and Caribbecn concentration among Hispanics, florida,

has the lowest level of Hispanic teen fertility (41 per 1000) whicu is
almost the same as that of the white populatfon in Florida.

The rate of out-of-wedlcck childbearing is Guite high among Hiapanic teenagers
(40 per 1000), which is more than twice the level for white unmarried teens
(16), but is less than half the level for black teenagera (89).

Hispanic and black teenag: mothers have about the same chance of having
inadequate prenatal casre (viaits to the doctor starting later than the sixth
month of prugnancy or no visfts at all). They are both much worse off

than non-Higspanic white teenage mothers.

o
™o




O

ERIC

Aruitoxt provided by Eic:

98

Introduction

The high level of pregnancy smotg Americsn teenagers is s mstter of
concern for the entire society. Ststistics for the entire teenage populstion
often mask, however, differences by subgroup that might help in understanding
snd in shaping policies snd prcgrsas to sddress the problem. While it has
been generally known that blsck teens hsve higher pregnancy rstes than whites,
other differences and similsrities between the two groups have been less
clearly understood. (It is clear, however, that even white sdolescents in the
U.S. have pregnancy rstes much higher than teens in coaparsble countries such
as Canads, England and Wsles, France, The Netherlands snd Sweden (Jones et sl,
1985). Even less 18 known sbout the levels and pstterns of pregnancy sad
pregnancy-relsted behsvior azong Hispanic adolescents or saong évhgroups of
the Hispanic population.

Bssic information about fertility levels and patterns anong Hispanics has
already been compiled (AGI, 1984). Since completion of that reviev of
published dsta sowe additional information has become availsble snd the Alsn
Guttmacher Institute has carried out special analyses of two important new
surveys, the National Survey of Faaily Growth (NSPG), csrried out by the
Nstiouzl Center for Health Ststistics (NCHS) in 1982, snd the Nstional
Natality Survey (NNS), carried out by NCHS providing data on a large sample of
the births that occurrsd during 1980. This report expands on the earlier
review, by providing new dats compsring Hispsnic, blsck, white and other
adolescants in their levels of exposure to the risk of childbearing,
contrsceptive use, snd use of family planning sources snd their birth rates
and use of prenstal care. Data on birth rates ars prssentsd by state.

The dats cover the period 1980-1982, with the exact year depending on the

data source. In some csscs, zore recent data than available in the previous
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report sre presented, and in other cases the data could not be updated, but
greater detail is nov available. Changes during this time period have been
minor and the data esented here and in the earlier report in be confidently
coapsred even if the years differ slightly.

Host published statistics provide separate distributions by race (white,
black, other) and by ethnicity (Hispanic, nooHispanic). In such cases, the
“white” sud Lo a lesser extent the "black”™ groups contain Hispanics as well as
non~Hispanics. Since most whites and blacks in the U.S. are noo-Hispanics,
the total “white” ard “black™ statistics are close to the levels for
no-Hispanics. In calculations made from survey dsta by the AGI, different
distributions have been used - Hispanic, non-Hispanic blacks and nomHispanic
vhites and others.

Exposure to Risk of Unistended Pregnancy

Marital Status

As shown in Table 1, one in five Hispenic women aged 15-19 has been
fornally married or considers herself married. Sixteen percent are currently
living with their spouse or part.er; about four percent are already divorced
or separated. The percentage of Hispanics who were aver married {20 percent)
is more than twice the percentage for non-Hispanic whites (eight percent) and
five timez that for blacks (four percent).

Sexual Activity

In addition to the 20 percent of Hispanic teens who lisve married, another

30 percent are ummarried and have had intercourse as shown in Table 1. Even
though Hispanic teens are much more likely than either noirHispanic whites or
blacks to marry, the proportion of Hispanic women aged 15-.9 who have never
been married and have had intercourse (30 parcent) is slightly lower than

anong whites (36 percent) and much lower than smong blacks (55 percent).

18-923 O—85—5
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Thus, as acen in Table 2, a total of 50 parcent of Hispenic wozen have had
sex, compared to 44 percent of nomHispanic whites and 59 percent of blacks.

Compared to non-Hispanic whites, Hispanics began sax at a relatively young
age. 1In 1982, about 80 parcent of Hispanic teensgers aged 15-19 who had had
intercourse hsd done so by age 16, coaparsd to 68 percent of similar whites.
Blacks generally initiste sexual activity earlier than either Hispanics or Py
non-Hispanic vhitea, with a slightly higher pzoportion (83 percent) who
started by age 16 (not shown).

As shown in Table 2, aithough half of Hispanic wonen aged 15-19 have ever
had sexual experience, only one third are currently exposed to the risk of
unintended pregnancy. Currently exposed woaen are those who are using
contraception and nonusers who were sexually active in the three aonths prior
to the survey and wvere not pregnant, postpartun, seeking to be pregnant, or
noncontraceptively sterile, (Bachrach, 1984)., Host of the Hispanic and black
teenagers vho have had intercourse but are not currently exposed to risk were
pregnant, postpartua or seeking pregnancy, while comparable whites were nore

1ikely not to have had intercourse recently. Hispanics are as likely as

vhites to be at risk of unintended pregnancy (33 vs 32 percent) even though
relatively more have ever had intercourse (Figure 1), because fewer
non-Hispanic whites are pregnant, postpartunm or trying to get pregnant.
Blacks, who are zost likely to be sexually active, also have the highest
proportion of women aged 15-19 exposed to risk of unintended pregnancy (46
percent),

Uss of Contraceptivsa

As shown in Table 3, less than one-fourth (23 percent) of Hispanic women
aged 15-19 wvith sexual experience used some method of contraception the first

tine they had intercourse, with the proportion being auch higher for
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non-Hispsoic teens =~ 36 percent of blscks and 55 percent of whites. Few
teens in any group used the pill, the most effective method, but the Hispsnic
teens were lesst likely to do so. The higher proportion of blscks than
Hispanics using s contrsceptive method st first fntercourse (13 percentsge
points higher) was due lsrgely to grester use by blscks of the pill (seven
percentsge points difference) sud of condoms (six percentsge points
difference). Most of the difference between Hispsnics snd non-Hispsnic whites
(32 points) was due to whites' gres* - use of the pill (six percentsg2
points), the condon (12 percentsge points) snd of withdrswsl (12 points).

The nethod most coamonly used by teenagers in esch group who used
contraception st first intercourse was the condoa = 57 percent of Hispsnics
snd slightly fewer blscks snd whites used ft (Tsble 4). After condom, the next
oost frequently used method wss withdrswsl among Hispsnic snd nomHispsnic
vhites or the pill saong blacks; but they were auch less populsr than the
condom. At first intercourse only 11 percent of Hispsnics snd 16 percent of
vhite contraceptors were using the pill, compsred to 30 percent of blscks.

As Table 5 indicstes, the use of contrsceptives incresses drsnsticslly
after sexual relacionships sre begun. At most recent intercourse, 68 percent
of Hispanics, 66 perceat of blscks and 73 percent of whites who were currently
exposed to risk of unintended pregnancy were prscticing contrsception. Among
Hispsnics, the incresse 1o aethod use 1s due slmost entirsly to the ifncressed
proportion using the pill. For blscks, incressed use of the pill in spite of
decresse in the proportion relying on the condom led to the steep incresse in
oversll use. Pill use smong nonHispsnic whites incressed more than oversll
uge becsuse not only did sany nonusers sdopt the pill but slso the proportions
using the condon snd withdrswal dropped ss many switched froa these initisl

aethods to the pill.
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Azong tiose sdolescents using & method st most recent intercourse, the
s*1% is vy far the most populsr choice: six in 10 of Hispanics and
noo-Hispanic whites and seven in ten of blacks who were practicing
contrsception were using the pill (Table 6). The pill was followed by condom
as the second most commonly used method. NomHispanic white users are more
apt to rely on the corndoz (23 percent) than either Hispanics (15 percent) or

blacks (13 percent).

In spite of the improvement in contraceptive status between first and nmost
recent scxual intercourse, more than half of teenagers currently exposed to
risk cf unintended pregnancy are using less effective methods or none at all.
Among Hispanics, about cae-third of those exposed to risk were not using a
method and another one~fifth were using the less effective methods (see Table
5).

Source of Fanily Planning Services

As nay be scen in the top panel of Table 7, 76 percent of Hispanic and
non-Hispanic white women aged 15-19 and 83 percent of blacks who have had
intercourse have cade & visit to discuss or obtain contraception. A
substsntial proportion (24 percent) of Hispanics and nomlHispanic vhites, as
well ss 17 percent of blacks, who have had intercourse have not bzen to &
private physicisn, clinic or counselor for family planning services. As seen
in the lower panel of Table 7, about one~half of Hispanic teenagers who have
ever visited a family planning provider first went to & private physician for
services, compared vith 45 percent of white teenagers. Black teenagers were
much more likely to 3o to clinics for their first faaily planning visic (72
percent) than either Hispanics (49 percent) ox nomHispanic whites (49

percent).
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As shown in Table 8, anong current contraceptors, some 23 percent of
Hispanics, 34 percent of whites snd 46 percent of blscks obtsined their
current method fron a fanily plsnning clinic first. More Hispsnics (51
percent) than whites (41 percent) or blacks (36 percent) reported that they
went to 8 physicisn for their current zethod.

Childbesring

Ststistics on abortion by ethnic group are not aveilable so that ghortion
rates snd preg-ancy rates (births plus abortions) cannot be computed
separstely for Hispsnic adolescents. Birth rates cypn be cslculated, however.
As presented in an earlier report (AGI, 1984), in 1980 the birth rate for
Hispanic woaen aged 15-19 was 82 per 1,000. This was higher than the birth
rate for all white women (45 per 1,000) gnd lower than that for all black
wonen (100 per 1,000)

Newly availsble dats allow comparisons st the stste level, not only for
all Hispsnics versus non Hispanics snd versus total whites and blscks, dut
also for subgroups of Hispsnics. Twenty-two ststes obtain Hispanic origin on
the birth certificate, and these 22 ststes are estinated to have about 90
percent of all Hispsnic births (Ventura, 1981). The Hispanic populstion and
Eispanic births are aainly concentrated in nine of these ststes, however. The
nine states (Arizona, California, Colorsdo, Florida, Il1linois, New Jersey, New
Mexico, New York and Texas), whicu reported 5000 or more Hispanic births in
1980, contsin 96 percent of all Hispanic births reported in the 22 states or
shout 86 percent of sll Hispsnic births in the United Ststes.

As seen In Table 9, about 30 percent of births in Cslifornis, New Mexico
snd Texas, 15-23 percent in Arizona, Colorado snd New York and about 10
percent in Florids, Hawsii, Illinois, Nevsda and New Jersey are to Hispsnic

mothers. These states vary in the type of Hispsnic ethnic group which

14§
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predoninates. It is Mexicsn in Arizona, Cslifornis, 1llinois, Nevsds snd
Texss, snd probably slso in Colorsdo snd New Mexico, even though ft ia the
“Other, Unknown Hispsnic”™ cstegory that wss reported by most mothers in these
tvo ststes. Davis et sl. (1983) sugzest that in the South West the category
“Unknown, Other” includes “Hispsnica™ who trsce their origin to Spsnish
colonislists and Indians wno were the original inhsbitsnts of this region.
Hispsnics in New York snd New Jersey sre nainly Puerto Ricsns, while Florids
hass s lsrge concentrstion of Cubans ss well as other Hispsnics, probsbly froa
the Csribbesn countries. Since these ethnic groups sre known to differ in
level of fertility, these stste veristions in type of ethnic conceutrstion sre
expected to be relsted to the level of teenage fertility also.

Birth rstes for teensgers in the nine ststes that have the most Hispsnics,
sre presented {2 Tebles 10 snd 11 by rsce snd ethnic subgroup. These rstes
sre the nuaber of births per 1000 women in specific sge groups (15-i7, 18-19,
and 15-19), during 1980. Tsble 10 shows rstes for all women sged 15-19,
regardless of their msritsl status, vhile Tsble 11 gives rstes for umsrried
teenagers — i.e., the nunber of nomaritsl births per 1000 uwc rried women.
In both csses, rstes for sll non-Hispsnics snd sepsrstely by =iz for sll
whites snd 811 blascks (esch including Hispsnics of that race) sre presented
for comparison with sll Hispsnics.

The nine ststes where most Hispsnics live show great vsristions in the
level of Hispsnic teenage fertility. Looking st rstes for sll teenagers sged
15-19 in Tsble 10, the ststes fsll intc three g:sups: those with quite high
levels of childbesring where rstes sre 85 per 1000 women or more (Arizona,
Californis, Colorsdo, Illinois snd Texss); those with noderste ievels, rstes
of 65-74 (Hew Jersey, New Mexico snd New York); snd one stste with slaost the

ssme levei ss the sversge rste for the vhite populstion (Florids, with a rste
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of 41 per 1000 women). These groups roughly coincide with the type of
Hispanic ethnic concentration. Mexican origin concentrations coincide with

the highest rates, except for New Mexico, where the “other, unknovn Hispanic®

[N

najority is apparently demographically different from groups which directly
report themselves as Mexican {n origin. States with Puerto Rican

> con.eatrations have only moderate overall teenage fertility, while the one
state with a Cuban and Caribbeen origin concentration (Florida) has a
relatively low level of teensge childbearing. These group differences ara not
so strong at ages 15-17 as for the birth rates of 18-19 year-olds.

FPertility among unmarried Hispanic women does not show the same
differences across states. As seen in Table 11, three states, Florida, New
Mexico and Texas have relatively low levels of out-of-wedlock childbearing
(14=27 births per 1000 unmarried women aged 15-19), while all of the others,
sone with Mexican and two with Puerto Rican oajorities among Hispanics, have
much higher levels (45-49 per 1000). Clearly, except possibly for Florida,

factors other than ethnicity are influencing the levels of teenage nomaarital

fertility among Hispaunics.

It is also interesting to coapare Hispanic fertility with levels for
non-Hispanics, and vith rates for vhites and blacks. This comparison can be
made with the actual rates in fables 10 and 11 and with Figures 2 and 3, The
average for all 22 states vhere datz are available by ethnicity shows that at
age 15-19 the birth rate for Hispanics (82 per 1000) is about 80 percent of
the rate for nomrHispar’c blacks (105 per 1000), and twice that of
nor-Hispanic whites (41 per 1000). As seen in Table 11, umarried Hispanic
wonen aged 15-19 have an even lower level of fertility compared to the total
black teensge umzarried population (45 percent of the black nomzarital birth

rate). The overall white rate of out-of-wedlock childbearing is lower than
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that of Hispsnics, sbout 40 percent of the Hispanic rste snd 18 percent of the

black rste.

These overal] pstterns do not charscterize s1] ststes, however (see Pigure
2). In four ststes (Cslifornis, Colorsdo, New York snd Texss), Hispsnic sud {
black fertility rstes sre even nore sinilsr (Hispsnic birth rstes sre 88-98
percent of blsck levels) than the oversll 22-stste sversge. Iln two ststes (,l
(Florida snd New Mexico) Hispsnic fertility is much the same 88 that of i
vhites, snd is a much smaller proportion of blssk levels (33 and 64 percent,
respectively) than the overall 22-stste level of 80 percent. In the case of
New Mexico, the fsct that Hisosnics, who sre usually included in the white
race category, contribute sbout 40 percent of white births explsins scme of
the sinilsrity between Hispsnics snd whites. In 3 of these 9 ststes, the
level of nomasrital teen fertility smong Hispsnicr is more sinilsr to that of
blacks than the nationwide aversge of 45 percer. (61 percent of the black
nomoaritsl rate, in Cslifornis snd 71-72 percent of the black rstes in
Colorsdo snd New York).
Childbesring among younger teens, sged 15-17, is of more concern to policy
nakers than that soong older teens becsuse of the more serious implicstions in
regards to cospletion of even s high school educstion, snd slso in regsrds to
the heslth of the mother snd child. The rste of childbesring smong young
teens is by 1o mesns negligible szong Hispsnics (52 births psr 1000 girls in
1980) snd non-Hispsaic blacks (77 per 1000), but is uuch lower among
nomrHispsnic vhites (22 psr 1000). These levels of fertility for young teens
ere compsred with the level of older teens (18-19) in Figure 3, since the
sctual rstes sre importsnt in evsluating the extent of the problen of teenage

fertility.

Hispanic 15-17 yesr-olds have sbout 41 percent of the level of
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childbesring of 18-19 yesr-olds, compsred to 52 perc(nt agong blscks snd 32
for vhites. This suggests that the concentrstions of sdolescent fertilicy
smong the younger teens, with the sccompsnying grester degree of problens, is
less marked among Hispsnics than smong blscks, but more severe than for vhites.

Among the ststes, 15-17 yesr-old Hispsnics have ss little ss 33 perceat of
the 18-19 fertility rste in Florids, but most states clueter sround the
sversge of 41 percent. In Colorsdo snd Nev York, Hispsnics sre tuch the samse
ss non-Hispsnic blacks in this coapsrison, while in Plorids, I1linoiz snd New
Mexico, they srz very siailsr to the white population.

For sll ethnic/rsce groups ummarried childbesring szong teens is
relstively more concentrsted st sges 15-17 than is tots] childbesring. Azong
Hispsnics, young teens have 46 percent of the rste of nomoaritsl fertility of
older teens, coupsred to 41 percent for oversll fertility. This compsrison is
54 percent versus 39 percent, for sll not-Hispsnics, 58 percent versus 53
percent for the totsl blsck teenage populstion, (most c¢ vhom sre pot
Hispsnic), coopared to 50 versus 35 percent for the totsl white populstion.

The sverage nuaber of children born to 1000 teenagers during sges 15-19,
15-17 and 18-19 is snother mesningful wey of compsring ethnic differences in
levels of childbearing. These results sre shown in Tsble 12. On sversge,
every 1000 Hispanic teens vill have 410 children by the time they turn 20,
compsred to 205 children for 1000 white non-Hispsnic teeps sud 525 for 1000
black moo-Hispsnic teens. This rste is ot exsctly equivslent to ssying that
41 out of every 100 teens had become mothers during sges 15-19, since
individuals =ay have more than one child during these yesrs. Asong lilspsnics
nesrly 40 percent of these 410 children sre borne by young teenagers, cospsred
to 44 percent smong nonHispsnic blacks snd 32 percent among noarHispanic
whites. As shown in Tsble 12 ststes vary in their sbsolute levels, and in the

compsrison with the white snd blsck populstions.

ot
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Pronatsl Care

Information on prenats]l csre szong Hispsnic mothers may be obtsined from
birth certificstes for the 22 ststes whicn record Hispsnic origin of mother.
Among Hispsnic mothers of sll sges, the percent of women who begsn prenatsl
csre too late in the pregnaacy (care is considered to be insdequate 1f it
stsrts later than the sixth month or if there is no csre st sl1) has declined
slightly, froa 1980 to 1981 (Tsble 13).

Por all Hispsnic ethnic groups, except Cubans, these dsts shov s slight
foprovezent in the receipt of csre. These dsts slso show that nothers whose
ethnic origin is Puerto Ricsn have the least sdequate csre, followed by
Centrsl snd South Americsn, and Mexicsna. It is quite likely that teenagers
would have sizmilar ethnic differences in the proportion receiviog inadequate
prenatsl csre.

In the 22 reporting ststes Hispsnic teenagers sre sozewhat worse—off than
non-Hispsnic blsck teens, snd nuch worse-off than nomHispsnic white teenage
sothers with regsrd to sdequacy of prenatsl care (see Tsble 14). These
differences sre found in esch sge~group, except those less than 15, among whon
vhites have the greatest proportion with inadequate care. Dstc on births to
wonen of all sges in the 22 reporting ststes in 1980 snd 1981 also indicste
that Hispanics sre slightly worse-off than blscxs snd auch worse—off than
whites, in adequacy of prenatsl csre (Venturs, 1983 snd 1984). However, s
national survey of mothers in 1980 shows s different psttern snong all teenage
mothers, with non-Hispsnic blscks being slightly worse~of f than Hispanics (see
Table 14). The rstes froo this survey sre bssed on snall sample sizes snd
these estimates have quite lsrge ssapling errors. The sample vsristion of the
nationsl survey's estimate accounts for most ¢f the sppsrent difference

between the 1980 national estizates snd the 1981 22-stste figures.
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We may conclude froa these different sources however, that Hispsaics sad
non-Hispsnic blscks are not widely indifferent but both groups have ouch
higher proportions with inadequate prenatal cere than do oomr-Hispsnic whites.
Unarried teenage mothers of sll ethnic snd rscisl groups sre auch more
1ikely than married mothers to have inadequate prenstsl csre. Among Hispsnic
teens, seven percent of married mothers receive insdequate prenstsl csre,

conpsred to 20 pefcant of thome uwhn ere unmerricd,
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Table 1: Number and Percentage Distribution of Hispanic and Non-Hispanic Women
Aged 15-19 by Marital Status and Whether Thay Have Experienced
Intercourse, 1982,

N
Marital Status and
Intercourse Experience Non-Hispanic
Total Higpanic Black White & Other
4
No. of woman {ig 0C0's) 9,521 886 1,383 7,251
Total 106 100 100 100
Ever married 9 20 4 8
Formally married 6 12 3 6
Informally married 2 4 1 1
Separated/Divorced/Widowed 1 4 * 1
Never Married 91 80 96 92
Ever had intercourse 38 30 55 36
Never had intercourse 53 50 41 56

*  Less than 0,5 percent

Note: Percentages may not add to 100 due to rounding
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Table 2: Number of Hispanic and NomHispanic Women Aged 15-19 and
the Percentages Who Ever Had Sexual Intercourse and Who Are Curreatly
Exposed to the Risk of Unintended Pregnancy, 1982,

Non~Hispanic

Starus Total Hispanic Black White & Other
No. of women (in 000's) 9,521 886 1,363 7,251 e
Ever had intercourse 47 50 59 44
Not exposed 13 17 14 12

Pregnant, postpartum, seeking

to be pregnant, or noncoatra-

ceptively sterile 7 10 10 6

Not using contraception and not

sexually active in last 3 months 6 7 4 6
Currently exposed* 34 33 46 32

* Yomen exposed to the risk of unintended pregnancy include those who
were currently practicing contraception, and those not currently practicing
contraception who had intercourse in the last 3 months and were not any of
the following: pregnant, postpartum, seeking pregnancy, or noncontraceptively
sterile (Bachrach, 1984).
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Table 3: Number and Percentage Distribution of Hispanic and Non-Hispanic
Women Aged 15-19 Who Ever Had Sexual Iatercourse by Contraceptive
Method Used at First Intercourse, 1932

\

Contraceptive method used Non~Hispanic
at first fntercourse Total Hispanic Black White & Other
No. ever had intercourse 4,467 442 814 3,211 [
(fn 000! )
Total 100 100 100 100
Used contraception at 1st inter-
course 48 23 36 55
More effective method 9 4 11 9

P11l 8 3 11 9

Other (IUD, Male Sterilization) 1 2 * 1
Less effective method 39 19 25 46

Condom 22 13 19 25

Withdrawal 13 4 5 17

Other 4 2 2 4

Did not use contraception
at lst intercourse 52 77 64 45

*  Less than 0.5 percent
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Table 4: Number and Percentage Distribution of Hispanic and Non-Hispanic Women
Aged 15-~19 Who Used a Contraceptive Method at First Intercourse, by

Type of Method Used, 1982,

Contraceptive method Non-Hispanic
used at first iatercourse Total Hispanic Black White & Other
No. who used a method (in 000's) 2,152 101 292 1,759
Total 100 100 100 100
More effective method 19 19 30 17
Pill 17 11 30 16
Other (IUD, Male Sterilization) 2 8 * 1
Less effective method 81 81 70 83
Condon 47 57 52 45
Withdrawal 27 17 13 30
Other 8 7 6 8

* Less than 0,5 percent
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Table 5: Number and Percentage Distribution of Hispanic and NomHispanic Women
Age 15-19 Currently Exposed to the Risk of Unintended Pregnancy, by

Current Contraceptive Status, 1982,

Contraceptive method NomHispanic
currently upsed Total Hispanic Black White & Other
No. currently exposed (in 000's) 3,244 290 630 2,324
Total 100 100 100 100
Using contraception 71 68 66 73
More effective method 47 49 49 46
Pill 46 43 46 46
Other (IUD, Sterilization) 1 6 3 0
Less effective method 24 19 16 27
Condom 15 10 9 17
Diaphragn 4 3 1 5
Rhythtm 2 3 2 1
Other 4 2 5 4
Not using contraception 29 32 35 27

Note: Percentages may not add to 100 due to rounding.
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Table 6: Number and Percentage Distribution of Hispanic and Non-Hispanic Women
Aged 15-19 Exposed to the Risk of Unintended Pregnancy Who Currently
Used a Contraceptive Method, by Type of Method Used, 1982,
g
Contraceptive method Non-Hispanic
currently used Total Hispanic Black White & Other
A No. (in 000's) 2,302 197 413 1,692
Total 100 100 100 100
More effective method 66 72 75 63
P11l 64 63 70 63
Other (IUD, Sterilization) 2 9 5 0
Less effective method 34 28 25 37
Condonm 21 15 13 23
Diaphragm 6 5 2 7
Other 8 8 10 7

Note: Percentages may not add to 100 due to rounding.

129

ERIC

Aruitoxt provided by Eic:




116

Table 7 Number and Percentage Distribution of Hispanic and Non-Hispanic Women
Aged 15-19 Who Ever Had Sexual Intercourse and Who Ever Made a Pamily
Planning Visit, by First Source of Family Planning Services, 1982,

N
Non-Hispanic

FPirst Source Total Hispunic Blacks White & Other 1

Ever had intercourse (
No. (in 000's) 4,467 442 814 3,211
Total 100 100 100 100
Made a visit 78 76 83 76
Physician 32 37 21 35
Clinic 41 37 60 38
Counselor 4 2 3 4
Made no visit 22 24 17 24

Made a family planning visit

No. (in 000's) 3,468 334 678 2,457
Total 100 100 100 100
Physician 42 49 25 45
Clinic 53 49 72 49
Counselor 5 3 4 6

Note: Percentages may not add to 100 due to rounding.
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L
T&e 8 Percentage Distribution of Hispanic and Non-Hispanic Women Aged 15-19
Who Were Exposed to the Rizk of Unintended Pregnancy by Kirst Source of

E Current Contraceptive Methoa Used, 1982,

Fi€t source of Non~Hispanic

c@PSent method Total Hispanic Black White & Other

\ NS Scurrently using 2,302 197 413 1,692
contraceptives (in 000's)

T@ 100 100 160 100
Pmciln 41 51 36 41

C' c 35 23 46 34

sﬁ 10 10 5 1

0 8 4 7 8

None 6 12 6 5

Note: Percentages may not add to 100 due to rounding,

Source: Alan Guttmacher Institute, tabulations from the National Center for
Heslth Statistics, 1982 National Survey of Family Growth,
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Table 9 - Perceatags Distribution of live-births by itispaale Origin of mother snd by race of ehild
for artbers of nom-Mispanic origin : 22 feporting States, 1980,

22 Reporting Porcent Diotributicn By Bthnicity
States
Busder of Hiesanic gon-Hispenic
Liva births TYotal = Race of child
Mexicsn Puarto Cubsn Other Total
Ricen Mhite  Black Other

Arizona 50,048 23.1 221 0.1 0.0 0.9 76.9 62.0 3.9 11.0
Arkansss 371,278 0.7 0.2 0.0 0.0 0.4 99.3 3.8 24.6 0.9
Cslifornie 40,2949 28.5 25.0 0.3 .1 3.0 1.5 54.4 9.9 7.2
Colorséo 49,730 14.7 6.5 0.1 0.0 8.0 85.3 7.6 4.7 3.0
Floride 131,795 9.0 1.4 1.1 3.4 3.0 9.0 6A.6 25.4 1.0
Qeorgle 923,313 0.7 0.2 0.2 0.0 0.3 9.3 61.8 36.6 0.9
Newail 18,161 9.9 1.2 2.9 0.0 5.7 9.1 21.7 31 5.3
Illinols 190,058 9.4 5.9 1.4 0.1 2.0 9.6 66.9 21.7 2.0
‘Tndiens 88,440 1.9 1.3 0.3 0.0 .3 9.1 2.5 10.9 0.7
Kensas 40,716 3.2 2.5 0.2 0.0 .5 9%.8 85.2 8.3 2.3
Naine 16,461 0.3 0.0 0.0 0.0 0.2 9.7 7.9 0.5 1.3
Misslinnippi A7,045 0.3 0.7 0.0 - 0.1 9.7 51.4 471.5 0.8
Nebraska 27,352 2.4 2.1 0.0 0.0 .3 7.6 9.8 4.7 2.1
Sevads 13,320 8.3 5.2 0.1 0.2 2.8 .7 5.7 .8 6.2
New Jarsey 9,846 10.¢ 0.2 6.5 0.9 3.0 $9.4 67.4 19.8 2.2
New Mexico 26,115 33.¢ 8.6 0.1 0.0 2.8 66.4 50.4 2.1 13.9
New York 239,011 13.8 0.7 8.3 0.3 5.0 86.2 64.2 19.2 2.9
Socth Dakota 11,982 0.4 0.3 - - 0.2 9.6 .3 0.9 7.4
ohlo 169,148 1.3 0.5 .4 0.0 0.3 9.7 84.0 13.¢ 0.9
Texas 273,580 29.1 28.8 0.1 0.0 0.4 70.9 55.3 14.1 1.5
Utah 41,797 4.1 2.3 0.0 0.1 1.7 9.9 92.2 0.5 3.2
Wyoming 10,562 6.3 3.9 0.1 - 2.3 9.7 8.2 1.0 3.5

Sourcs. U.8., Dept. of Hsalth and Human Bervices, Nstional Center for He ..., Statisiies, “Birth and Fartility Kates for Statss, 1980, vital and

Bealth Statisties, series 21, ¥o. A2, Tebls 5 pages 22-23. 2 3
BEST COPY AVAILABLE

ERIC

e e

3181




Tabls 10 - sirth Rates(5) for women aged 15-19, by age, sthalcity end racs, sslected states(1), 1380

15-19 15-17 JTST) _
Rthnjcity Race Rthnlcity Race Ethnjcity Race.
Fon- ¥Won- ¥on-

State = Hiesanic Hisoenic  White Black Hi ts Ak an te _ Bluck
Arizons 104 S6 60 124 70 k] ¢ 99 157 .} 3 158
California 85 A 51 s 52 23 29 €0 133 70 Y] 132
Colora .0 39 A3 A8 [} 59 23 27 60 135 (1] 15 132
Florida 41 61 43 12¢ 23 39 23 9 (1] 91 10 169
Illinote 91 54 41 122 52 3 22 91 144 82 69 167
Wow Jarsey 74 32 23 1Y) a8 19 12 1) 113 52 a1 141
New Mexico 11 5 13 107 Ity 45 al 82 105 119 104 142
¥ew York 5 31 2% 74 Ity 18 14 51 99 50 43 110
Texas [ 67 1] 112 13 a2 a2 L. 147 100 104 151
Al1 22 Reporting
states(2) 82 52 41(3) 105(3) 52 L3 22(3) () 127 30 68(3) 147(3)
Nsticnal Rate(4) na na A5 100 ns na 25 7a na na 12 139

1) States with more then 5,000 Hispanic birihs reported

2) 22 Btatss veport Hispanic origin on the birth coriificsts

3) Ratss sre for non-Hispanic whites snd non-Hispanic blacks in a1l 22 reporting states, whils retes for the individusl statss sre for sll whites and
81l dlecks

4) The totsl U.3. population

3) Births per 1000 women

Source: U.3., Dept. of Haslth and Human Services, Nstional Center for Heslth Statistics, “Birth and Fartility Ratss for Btetss, 1980," Vital rad
Health Statistics, Beriss 21, No. 42, Tebls 6, pages 24-25 and Table 2, pages 10-14.
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Table 11 - Birth Rates(S) for unmercied women cged 15-19 by sge, ethnicity and race, selected states(l), 1880.

13-19 13-17 18-19
Ebndelty ~ _ Bsce = Ethnlcity Eace = Bthalgiv Race
Fon-~ Kon- on-
mit Plach u ic_ Hisrsolc  white Bleck Hispanic Kiepanic Waite Dleck

Arizons 59 28 26 109 a7 21 20 9 83 3 3 132
Californis a7 24 24 717 32 17 17 5 72 a5 3 112
Coloraéo 52 17 20 72 40 13 15 53 78 24 27 (1]
Florids 14 £} 14 116 10 29 10 %" 20 51 2 153
Illinots A5 3 16 116 n 26 12 20 71 As 23 157
New Jersay 4 23 12 [X] 3 16 s 1] 76 34 18 134
Kow Mexico 26 2% 22 50 18 20 15 s 40 45 34 [1]
Wew Tork A9 21 14 [1] 3 15 10 50 75 10 20 101
Texss 27 29 17 ”n 21 23 13 15 3 3 25 117
All 22 Reporting 40 28 &) [£}) 28 21 (€3] 3 61 3 3 3
Statas (2)
National Rate{4) o8 __na 1¢ L} ) D8 _na 12 10 na ne 24 120

1) Statas which veported more than 5000 Hispanic dicths

2) Only 22 states ceport Hicpenic origin of mother on the birth certificeta

3) 7he sverage rates for whites and blacke for the 22 statss are not svailsble.
4) The total U.8. populstion

S) Births per 1000 unmerried women

Sourcs. U.8., Dept. of Health and Human Zsrvices, Eacional Center for Hsalth Statistics, “Birth end Fertiiity Rates for States, 1980, vitel and
Health Ststistice, Series 21, Eo. 42, Tebles 7 pagss 26-27 and Tobls 4, pages 18-21 1 ()
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BE21 CObA YAVIFYBIE

Tadle 12 - Rumber of chiléren born psr 1000 teensgers by sthul~ity and ©ace,
ot s300 15-19, 15-17, 15-19, selected atates, 19890

15-19 13-17 1%-1%
Rthnieity

Bace

oo~

Source: Tadle 10.
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Arizons 520 280 300 620 210 ” 108 297 3 174 106 3¢
Californie 425 220 255 A5 156 15 L 1 180 266 30 164 264
Colorade AAS 215 240 455 1n (1] 81 180 270 138 15¢ 264
Florids 205 305 215 630 (1] 117 (1] 291 138 182 140 s
Illinole 455 270 205 610 156 102 (1) 2713 233 164 133 334 E
Now Jersey 30 160 115 485 144 57 3 207 226 104 82 282
Wew Mexico 240 s 330 535 129 135 123 246 210 238 208 284
Weox York 325 155 130 3 129 54 L} 153 18 100 o6 220
Texas 490 335 340 560 198 126 126 252 294 200 208 302
22 Reporting

States «10 260 203 525 13¢ % ] 221 234 160 13¢ Fil)




Table 13: Percent of mothers who haé ingdequate prenstel care(l) by ethnic origin,
Besults for 22 Rsporting Stotes, 1980 and 1981

1981 5.9 4.9 11.6 11.6 15.8 4.2 12.4 8.3

(1) Preaatal care is gensrally considared inadequate if it is begun after tha sixth month of pregnaney
or if no visits are made at all

Source: Venturs, S. "Births of Hispanic Parentsge 1980" and “Births of Hispanic Pareantage,
1981," MCHS, Monthly vital Statistics Raport, Vol 32 (6), 1983 and Vol 33 (8), 1984.
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Table 14 - Perceat of adolescent mothers who hod insdoquate prenatal care{l)

—¥on-Hiepenic |
|
All Hotbers Hispenic Black White |
\ |
- 1880, Natlional Natallty survey (1) |
L Wi |
Lo 20
. {Dpeotar .8 11.9 12.8 8.3
>
L arrled 5.0 6.5 7.8 'y
et 1
Prrmacried 14.8 20.3 13.6 15.3
-l
>

~1981, 22 Reporting States (2)

és-n 1.6 6.1 13.9 9.0

C21s 21.5 22.7 18.3 26.1
17 13.¢ 7.1 15.2 11.3
s-19 10.5 15.5 12.8 7.9

L171) Precatal care ia generslly conaldered to bo inadequste 1f it is begun sfter the sixth
month of pregnency or 1f no visits sre mods at all.

Source: 1930: Alan Quttaccher Institute, tabulations from the National Matslity Survey

1921: Yenturs, 8., "Births of Hispnle Psrcatage, 1981, Monthly ¥itsl Statisties Report
Yol 33 (8) Ssplement; Dec. 1984

ERI

Aruitoxt provided by Eic:




.; - _..‘,__. | - T ! ] |
AERRERAREN '
. -4 . RIGURELL zq'mmtue of sonen agdd 15-19 who lever Had sequal irftercoyrssm, dnd the pdrcqntage who
; are dur uuily nrnlnid flo qhe rigk J! uninjtended priegrisndy Xbased on tha N@thm,l Stirvey
i of. mily Dro: lbu> i - t- o — JE —{ - Y N N }_..
» o i1 [I5-19 feaplds T
1m0
L sol | .1 ! |- 5809 1 . §
1 7
03 _ +
43.5
7 u 50
- Jeo /% é/ Z // 8 Y R
/% / 77 Mvey HAd Iotdrcqurse
/ y 7713240
el 7 /;f’;, . o
¥ off u d
20 g ,’,’Jé % y [1.4. thosge
/If /I;/ - //7 [T gurnenly
% / é/ ; ontiradeptiiorn, and
10} % % //: 1 :"not cunrertly ug ing
pie i L4 a4
/ ,%// 21 ¢ [ledt 3 mdnthe, [end
ol NN A A BERREE: reve ot rgmnt
' ’
Hise. xc* oX {13PANIC | gou [utdrafrc regnart, [or [nonjcortr mi? q
IR ,1.""‘ x 1) l“ m | ) L 1v ly :urilc_ 7 N

= |m-‘ Provided

|
r ERiC BEST COPY AVAILABLE




BECL CObA YAVIrYBrE

FIGURE 2, FERTILITY RATES AT 15-19: HISPANIC AND WHITE RATES AS A PERCENT OF BLACK RATES
(black rate shown as 1002).
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BE21 CObA YAVITYBIE

FIGURE 3, Fertility rate of 15-17 year-olds superimposed on rate of 18-19
year-olds, for comparison, showing 15-17's percent of 18-19 rate.

(Rates are births per 1000 teenagers in 1980)
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