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ADOLESCENT HEALTH SERVICES, AND

PREGNANCY PREVENTION CARE ACT OF 1978

WEDNESDAY, JUNE 28, 1978

HOUSE OF REPRESENTATIVES,
SUBCOMMITTEE ON HEALTH AND THE ENVIRONMENT,

COMMITTEE ON INTERSTATE AND FOREIGN COMMERCE,
Washington, D.C.

The subcommittee met pursuant to notice, at 2:45 p.m., in room
2218, Rayburn House Office Building, Hon. Paul G. Rogers, chair-
man, presiding.
Mr. ROGERS. The subcommittee will come to order, please.
Adolescent pregnancy has recently emerged as a major issue of

public concern. Nearly 1 million adolescents-1 of every 10 adoles-
cent females—become pregnant each year. Four hundred thousand
of these young women are 17 years of age or younger; 30,000 are 14
and under.
Approximately two-thirds of teenage pregnancies occur in adoles-

cents who are unmarried at the time of conception. Seventy per-
cent of all premarital adolescent pregnancies are unintended. In
excess of 300,000 abortions are reported each year in this popula-
tion group.
The ramifications of teenage pregnancy are multiple. The effects

on the health, education, social and economic welfare of those
directly involved—as well as the implications for society as a
whole—cannot be overstated. There are particular health hazards
for young mothers and their infants, in addition to the potential
loss of productivity to society when teenage mothers are unable to
complete their education.
The proposal under consideration today is the Adolescent Health,

Services, and Pregnancy Prevention and Care Act of 1978. At the
request of the administration, Congressman Brademas and I intro-
duced this bill on April 17, 1978. The bill has been referred jointly
to this subcommittee and to the Committee on Education and
Labor. Accordingly, the primary focus of our hearing will be the
health implications of this initiative.
The many health issues currently before the subcommittee have

created severe scheduling constraints for us. However, because of
the need to begin consideration of this important proposal, we have
scheduled an abbreviated hearing this afternoon. While we have
had to limit the number of witnesses appearing before the subcom-
mittee today, we have solicited a wide range of comment from
interested organizations and individuals. Their responses will be

(1)
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made a part of this hearing record. [See p. 104.] Of course, any
additional public comment will be welcome as well.
Dr. Carter, do you have any comment?
Mr. CARTER. I have a statement, Mr. Chairman.
Mr. Chairman, I am pleased to be here as a member of this

subcommittee considering the problem of teenage pregnancy. As
you know, the pregnancy rate of young women aged 15 to 19 has
reached an alarming figure of at least 1.1 million pregnancies in
1976. And, of those young women who carry a pregnancy to term,
90 percent elect to keep their infants.
These are numbers, however, and they do not reflect the multi-

tude of economic, social, psychological and medical problems which
accompany teenage pregnancy. The stress of pregnancy places addi-
tional strain on the still developing body and mind. In addition, the
young mothers often fail to complete either high school education
or vocational training, and this seriously affects their ability to
gain employment.

Therefore, I support the objectives of this proposed legislation. It
represents an important step in providing support to these young
people and helping them to meet the responsibilities of adulthood.
I wish to commend our distinguished panel for their efforts in

this area, and I look forward to hearing from them.
Mr. ROGERS. Thank you very much. I think you had comments,

Mr. Scheuer.
Mr. SCHEUER. Very briefly, Mr. Chairman. We will have plenty

of time to get into the details of the Administration's proposal.
I do want to congratulate the President and Secretary Califano

for what was an epoch-making event—the mere fact that the ad-
ministration is courageously facing up to what is an epidemic
problem in our society. They described the problem eloquently, and
now they are facing it. We will have some nitpicking to do about
the details, the nuts and bolts of their recommendations, but I do
want to state as strongly as I can my feeling of gratitude and
appreciation to the Secretary and to the President for having
placed before the American people what is surely one of the most
sensitive, and important problems facing our society today. I think
it was a great public service.
Mr. ROGERS. Thank you very much.
Without objection, the text of H.R. 12146 and any agency reports

thereon, will be printed at this point in the record.
[Testimony resumes on p. 18.]
[The text of H.R. 12146 and agency report thereon follow:]

a

.

.•
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95TH CONGRESS
2D SESSION H. R. 12146

IN THE HOUSE OF REPRESENTATIVES

APRIL 17,1978

Mr. BRADEMAS ( for himself and Mr. ROGERS) (by request) introduced the fol-
lowing bill; which was referred jointly to the Committees on Education
and Labor and Interstate and Foreign Commerce

A BILL
To establish a program for developing networks of community-

based services to prevent initial and repeat pregnancies

among adolescents, to provide care to pregnant adolescents,

and to help adolescents become productive independent con-

tributors to family and community life.

1 Be it enacted by the Senate and House of Representa-

2 tives of the United States of America in Congress assembled,

3 That this Act may be cited as the "Adolescent Health,

4 Services, and Pregnancy Prevention and Care Act of 1978".

5 FINDINGS AN PURPOSES

6 SEC. 2. (a) The Congress finds that-

7 (1) adolescents are at a high risk of unwanted

8 pregnancy;
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2

1 ( 2 ) in 1975, almost one million adolescents became

2 pregnant and nearly six hundred thousand carried their

3 babies to term;

4 (3) pregnancy and childbirth among adolescents,

5 particularly young adolescents, often results in severe

6 adverse health, social, and economic consequences, in-

eluding a higher percentage of pregnancy and childbirth

complications; a higher incidence of low birth weight

9 babies; a higher frequency of developmental disabilities;

10 higher infant mortality and morbidity; a decreased

11 likelihood of completing schooling; a greater likelihood

12 that adolescent marriage will end in divorce; and

13 higher risks of unemployment and welfare dependency;

14 (4) an adolescent who becomes pregnant once is

15 likely to experience rapid repeat pregnancies and child-

16 bearing, with increased risks;

17 (5) the problems of adolescent pregnancy and par-

18 enthood are multiple and complex and are best ap-

19 proached through a variety of integrated and essential

20 services;

21 (6) such services, including a wide array of educa-

22 tional and supportive services, often are not available

23 to the adolescents who need them, or are available but
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fragmented and thus of limited effectiveness in prevent-

ing pregnancies and future welfare dependency; and

(7) Federal policy therefore should encourage the

development of appropriate health, educational, and

social services where they are now lacking or inade-

quate, and the better coordination of existing services

where they are available, in order to prevent unwanted

early and repeat pregnancies and to help adolescents

become productive independent contributors to family

and community life.

(b) It is, therefore, the purpose of this Act—

(1) to establish better linkages among existing pro-

grams in order to expand and improve the availability

of, and access to, needed comprehensive community

services which assist in preventing unwanted initial and

repeat pregnancies among adolescents, enable pregnant

adolescents to obtain proper care, and assist pregnant

adolescents and adolescent parents to become produc-

tive independent contributors to family and community

life;

21 (2) to expand the availability of community serv-

22 ices that are essential to that objective; and

23 (3) to promote innovative, comprehensive, and

24 integrated approaches to the delivery of such services.
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1 TITLE I—GRANT PROGRAM

2 AUTHORITY TO MAKE GRANTS

3 SEC. 101. The Secretary of Health, , Education, and

4 Welfare (hereinafter in this Act referred to as "the Secre-

5 tary") may make grants to public and nonprofit private

6 agencies and organizations to support projects which he

7 determines will help communities coordinate, and establish

8 linkages among, services that will further the purposes of

9 this Act and, where appropriate, will provide, supplement,

10 or improve the quality of such services.

11 USES OF GRANTS

12 SEC. 102. (a) Funds provided under this Act may be

13 used by grantees to-

14 (1) link services to-

15 (A) prevent unwanted initial and repeat preg,.

16 nancies among adolescents; and

17 (B) assist adolescents who are pregnant or who

18 have already had their babies to Obtain proper care,

19 prevent unwanted repeat pregnancies, and become

20 productive and independent contributors to family

21 and community life;

22 (2) identify and provide access to other services for

23 adolescents to help prevent unwanted pregnancy and

24 assist adolescents in becoming productive and independ-

25 ent contributors to family and community life;
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5

1 (3) supplement services and care not adequate in

2 the community which are essential to the prevention of

3 adolescent pregnancy and to assist adolescents in becom-

4 ing productive and independent contributors to family

5 and community life;

6 (4) plan for the administration and coordination of

7 pregnancy prevention and pregnancy-related services for

8 adolescents which will further the objectives of the Act;

9 (5) provide technical assistance to enable other

10 communities to develop successful pregnancy prevention

11 and pregnancy-related programs for adolescents; and

12 (6) provide training (but not including institu-

13 tional training or training and assistance provided by

14 consultants) to providers of services, including skills in

15 multidisciplinary approaches to pregnancy prevention

16 and pregnancy-related services for adolescents and in

17 the provision of such services.

18 (b) For purposes of this Act, projects which link serv-

19 ices means projects which enable the provision of a corn-

20 prehensive set of services in a single setting or establish

21 a well-coordinated network of services in a community, in-

22 eluding outreach to adolescents, the making available of

23 services in a convenient manner and in easily accessible

24 locations, and followup to assure that the adolescent is re-

25 ceiving appropriate assistance. The services which may be

•
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1 included in such projects include, but are not limited to

2 family planning services, education at the community level

3 concerning sexuality and the responsibilities of parenthood,

4 health, mental health, nutrition, education, vocational, and

5 employment counseling, prenatal and postpartum health care,

6 residential care for pregnant adolescents, and services to

7 enable pregnant adolescents to remain in school or to con-

s tinue their education.

9 (c) Grantees may not establish income eligibility re-

10 quirements for services paid for with funds under this Act,

11 but grantees shall insure that priority is given to the objec-

12 tive of making such services available to adolescents at

13 risk of initial or repeat pregnancies who are not able to

14 obtain needed assistance through other means.

15 (d) Grantees may charge fees for services paid for

16 with funds under this Act, but only pursuant to a fee sched-

17 ule, approved by the Secretary as a part of the application

18 described in section 104, which bases fees charged by the

19 grantee on the income of the service recipients or parents

20 and takes account of the difficulty adolescents face in obtain-

21 ing resources to pay for services.

22 (e) Except as provided in this subsection, in no case

23 may a grantee under this Act use in excess of 50 per centum

24 of its grant under this Act in any year to cover any part of

•

a-

ft
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the cost of services. The Secretary may grant a waiver of

the limitation specified in the preceding sentence in accord-

ance with criteria to be specified in regulations.

PRIORITIES, AMOUNTS, AND DURATION OF GRANTS

SEC. 103. (a) In approving applications for grants

under this Act, the Secretary shall give priority to applicants

7 who-

8 (1) serve an area where there is a high incidence of

9 adolescent pregnancy;

10 (2) serve an area where the incidence of low in-

11 come families is high and where the availability of preg-

12 nancy related services is low;

13 (3) show evidence of having the ability to bring

14 together a wide range of needed services in comprehen-

15 sive single-site projects, or to establish a well integrated

16 network of outreach to, and services for, adolescents at

17 risk of initial or repeat pregnancies;

18 (4) will utilize, as a base, existing programs and

19

20

21

22

23

24

facilities, such as neighborhood and primary health care

centers, children and youth centers, maternal and infant

health centers, school educational programs, mental

health programs, nutrition programs, recreation pro-

grams, and other ongoing pregnancy prevention and

pregnancy-related services;
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4

5

6

7

8

(5) make use, to the maximum extent feasible, of

other Federal, State, and local funds, programs, contribu-

tions, and other third party reimbursements;

( 6) can demonstrate a community commitment to

the program by making available to the project non-

Federal funds, personnel, and facilities; and

(7) have involved the community to be served,

8 including public and private agencies, adolescents and

9 families, in the planning and implementation of the

10 project.

11 (b) The amount of a grant under this Act shall be

12 determined by the Secretary, based on factors such as the

13 incidence of adolescent pregnancy in the geographic area to

14 be served, and the adequacy of pregnancy prevention and

15 pregnancy-related services in the area to be served.

16 (c) (1) A grantee may not receive funds under this Act

17 for a period in excess of five years.

18 (2) The grant may cover not to exceed 70 per centum

19 of the costs of a project assisted under this Act for the first

20 and second years of the project. Subject to paragraph (3) , in

21 each year succeeding the second year of the project the

22 amount of the Federal grant under this Act shall decrease by

23 no less than 10 per centum of the amount of the Federal

24 grant under this Act in the preceding year.

25 (3) Tho Secretary may waive the limitation specified in

•
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9

the preceding paragraph in any year in accordance with cr1-

2 teria to be specified in regulations.

3 REQUIREMENTS FOR GRANT APPROVAL

4 SEC. 104. (a) An application for a grant under this Act

5 shall be in such form and contain such information as the

6 Secretary may require, but must include-

7 (1) an identification of the incidence of adolescent

8 pregnancy and related problems;

9 (2) a description of the economic conditions and

10 income levels in the geographic area to be served;

11 (3) a description of existing pregnancy prevention

12 and pregnancy-related services, including where, how,

13 by whom and to whom they are provided, and the ex-

14 tent to which they are coordinated in the geographic

15 area to be served;

16 (4) a description of the major unmet needs for

17 services for adolescents at risk of initial or repeat preg-

18 nancies, the number of adolescents currently served in

19 the area, and the number of adolescents not being served

20 in the area;

21 (5) a description of certain core services to be in-

22 eluded in the project or provided by the grantee, to

23 whom they will be provided, how they will be linked,

24 and their source of funding, to include some, but not

25 necessarily all, of the following;
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2

3

4

5

6

7

8

9

10

11

12

13

14

35

16

17

18

19

20

21

22 for any services provided directly by the grantee and

23 the method by which it was derived;

24 (8) a description of the grantee's capacity to

10

(A) family planning services;

(B) health and mental counseling;

(C) vocational counseling;

(D) educational services, which supplement •

regular school programs, to help prevent adolescent

pregnancy and to assist pregnant adolescents and •

adolescent parents to remain in school or to continue

their education;

(E) primary and preventive health services in-

cluding pre- and post-natal care; and

(F) nutritional services, and nutritional infor-

mation and counseling;

(6) a description of how adolescents needing serv-

ices other than those provided directly by the grantee

will be identified and how access and appropriate re-

ferral to those services (such as medicaid; public as-

sistance; employment services; infant, day and drop-in

care services for adolescent parents; and other city,

county and State programs related to adolescent preg-

nancy) will be provided;

(7) a description of any fee schedule to be used
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sustain funding as Federal funds are phased down and

out;

(9) a description of all the services and activities to

be linked, the results expected from the provision of

such services and activities, and a description of the

procedures to be used for evaluating those results;

(10) a summary of the views of public agencies,

providers of services, and the general public in the

geographic area to be served, of the proposed use of

the grant provided under this Act and a description of

procedures used to obtain those views, and, in the case

of applicants who propose to coordinate services admin-

istered by a State, the written comments of the appro-.

priate State officials responsible for such services; and

(11) a description of how the services and activ-

ities funded with a grant under this Act would be co-

ordinated with existing related programs in the geo-

graphic area to be served by the grantee.

(b) Each grantee which participates in the program

established by this title shall make such reports concerning

its use of Federal funds as the Secretary may require.

Reports shall include the impact the project has had on

reducing the rate of first and repeat pregnancies among

32-704 0 - 78 - 2
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adolescents, and the effect on factors usually associated

with welfare dependency.

AUTHORIZATION OF APPROPRIATIONS

SEC. 105. For the purpose of carrying out this title,

there are authorized to be appropriated $60 million for the

fiscal year 1979, and such sums as may be necessary for the

fiscal year 1980 and the fiscal year 1981.

TITLE II—IMPROVING COORDINATION OF

FEDERAL AND STATE PROGRAMS

SEC. 201. (a) The Secretary shall coordinate Federal

policies and programs providing services related to preven-

12 tion of initial and repeat adolescent pregnancies. Among

13 other things, the Secretary shall-

14 (1) require that grantees under title I report pen -

15 odically on Federal programs or policies that interfere

16 with the delivery and coordination of pregnancy pre-

17 vention and pregnancy-related services to adolescents;

18 (2) provide technical assistance to assure that co-

19 ordination by gmntees of Federal programs at the local

20 level will be facilitated;

21 (3) modify program administration, or recom-

22 mend legislative modifications of programs of the De-

23 partment of Health, Education, and Welfare that pro-

24 vide pregnancy-related services in order to facilitate

25 their use as a base for delivery of more comprehensive
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pregnancy prevention and pregnancy-related services to

adolescents;

(4) give funding priority, where appropriate, to

grantees using single or coordinated grant applications

for multiple programs; and

(5) give priority, where appropriate, to providing

funding under existing Federal programs to projects

providing comprehensive pregnancy prevention and

pregnancy-related services.

(b) A State using funds provided under title I to im-

prove the delivery of pregnancy prevention and pregnancy-

related services throughout the State shall coordinate its

activities with programs of local grantees, if any, that are

funded under title I.

(c) The Secretary may set aside, in each fiscal year,

not to exceed 1 per centum of the funds appropriated under

this Act for evaluation of activities under titles I and II.
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DEPARTMENT OF HEALTH, EDUCATION. AND WELFARE

The Honorable Harley 0. Staggers
Chairman, Committee on Interstate

and Foreign Commerce
House of Representatives
Washington, D.C. 20515

Dear Mr. Chairman:

This is in response to your of April 25,
requesting a report on H.R. 12146 the "Adolescent
Health, Services and Pregnancy Prevention and Care
Act of 1978."

H.R. 12146 is identical to the bill which we transmitted
to the Congress on April 13, with accompanying explanatory
materials. This is the Administration's bill, except that
two paragraphs were inadvertently omitted. The omitted
language is enclosed with this letter. We request that
the Committee amend the bill to cure this omission.

We urge prompt and favorable consideration of the bill,
as amended.

We are advised by the Office of Management and Budget
that the bill's enactment would be in accord with the
program of the President.

*Sincerely,

/71
cretary

Enclosure
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Amendments to Administration's Draft Bill Entitled
"Adolescent Health Services and Pregnancy Prevention

and Cate Act of 1978"

Insert at the end of section 104(a) the following new

paragraphs:

"(12) assurances that the applicant will make

every reasonable effort to collect appropriate reim-

bursement for its costs in providing services to persons

who are entitled to have payment made on their behalf

for such services under any Federal or other Government

program or private insurance program; and

"(13) assurances that the acceptance by any

individual of family planning services or family

planning or population growth information (including

educational materials) provided through financial

assistance under this title shall be voluntary and shall

not be a prerequisite to eligibility for or receipt

of any other service furnished by the applicant."

Strike the "and" at the end of paragraph (10) of

section 104(a); and strike the period at the end of

paragraph (11) of that section and insert instead a semicolon.
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Mr. ROGERS. Now our first witness this afternoon is our distin-
guished colleague, the Honorable Tony Beilenson. He has had a
great interest in this subject matter.
We are pleased to have you before the committee. If you could

highlight your testimony for us, it will be helpful. Your statement
will be made a part of the record in full at this point, without
objection, and you may proceed as you would like.

STATEMENT OF HON. ANTHONY C. BEILENSON, A REPRESENTA-
TIVE IN CONGRESS FROM THE STATE OF CALIFORNIA

Mr. BEILENSON. Thank you, Mr. Chairman.
Mr. Chairman and members of the committee, I thank you for

letting me testify before you today. As you may recall, I appeared
before your subcommittee in late February of this year when you
were considering the reauthorization of the title X program of the
Public Health Service Act.
For those of you who were not present at that meeting and do

not personally know me, I would like to share with you my back-
ground in the area of family planning. Before my election to Con-
gress, I served 14 years in the California Legislature where, for 7
years, I was chairman of the Senate Committee on Health and
Welfare and most recently, Chairman of the Senate Finance Com-
mittee. During my time in the legislature, I authored most of
California's major family planning laws.
I now serve on the House Select Committee on Population,

chaired by our colleague Jim Scheuer, where, along with Pete
McCloskey, I co-chaired 9 days of hearings on fertility and contra-
ception in the United States. These hearings, held 2 months ago,
covered such topics as the effectiveness of existing Federal family
planning services, the problem of adolescent fertility and pregnan-
cy, and the safety and reliability of existing contraceptive methods.
In addition, I introduced the bill, H.R. 11007, the "Comprehensive
Family Planning Services, Research in Human Reproduction, and
Prevention of Unwanted Teenage Pregnancy Act of 1978," which is
essentially a rewrite of title X, the Federal family planning pro-
gram.
Your subcommittee's Health Services Amendments of 1978, H.R.

12370, incorporated some of the changes in title X suggested in my
bill and substantially increased the authorization levels for both
preventive services and contraceptive research and placed an im-
portant emphasis on teenage pregnancy. It was only through the
fine work of your chairman and your subcommittee that the title X
program now has the potential to solve some of the serious prob-
lems we are here to discuss today.
The alarming facts about unwanted teenage pregnancies—and

abortions—are undoubtedly well known to members of the commit-
tee. The Chairman has reminded you of some facts. I am certain
that the other witnesses appearing before you today will remind
you of those facts as well.
In the interest of time, I would like to directly address the

legislation before us today the administration's Adolescent Health,
Service, and Pregnancy Prevention and Care Act of 1978. I under-
stand that this bill is only a portion of a larger $142 million
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program that the administration is advocating—$60 million for the
Adolescent Health, Services and Pregnancy Prevention Act of 1978
itself, and $82 million for proposed expanded services under medic-
aid, title X, community health centers and other existing Federal
programs. I feel that it is important, however, to look at this bill
apart from the entire package because it is unlikely, in this era of
budget limits, that all $82 million for the proposed supplemental
services will be appropriated by the Congress. I have chosen, there-
fore, to address myself solely to the merits of H.R. 12146.

I believe that the administration should be commended for recog-
nizing the problems associated with adolescent child-bearing and
for attempting to provide comprehensive services for these teen-
agers. This is the first time any administration has made a concert-
ed effort to develop comphrehensive programs to help prevent un-
wanted pregnancies among adolescents and to help young mothers
and their children, although this problem has plagued our society
for many years. However, I have carefully read the bill and, with
all due respect, while Secretary Califano's June 14th Senate testi-
mony was compelling and compassionate, it did not address the
specific issues with which your committee must concern itself
today.

It seems to me this legislation raises a great many questions. Let
me share with you some which have occurred to me.
In his testimony before the Senate Committee on Human Re-

sources last week, Secretary Califano stated that, "Prevention is
our first and most basic line of defense against unwanted adoles-
cent pregnancies." While I agree wholeheatedly that prevention of
unwanted pregnancies and births should be the major thrust of
this bill, it seems to me that the bill falls short of insuring the
success of that goal.
The first problem is that the proposed legislation fails to define

any clear requirements for preventive services. Are preventive ser-
vices limited to family planning, or are counseling and sex and
family life education included as well? If an organization provides
a single service, such as sex education, without family planning as
well, will it be eligible for funds?
The Secretary also stated at last week's hearing that "a signifi-

cant proportion" of the program budget will be allocated to projects
providing preventive services. What is a "significant proportion"?
Among those most interested in providing maternity benefits to
already pregnant adolescents, a significant proportion of the
budget may be only 10 percent. I think that the Secretary should
be asked to explain what he means by a "significant proportion."
Unfortunately, we cannot help but be skeptical about the admin-

istration's intentions and commitment to prevention, since past
efforts in this area have been less than aggressive. It has been the
Congress which has called for increased funding for family plan-
ning and other preventive services, while the administration has
thus far neither requested adequate funding for such services not
supported such authorizations in Congress. It is difficult to under-
stand why this longstanding position on the prevention of unwant-
ed pregnancies would suddenly be reversed. If DHEW is truly
emphasizing prevention as the overall theme for health care in this
country, why was the substantial increase of funding for title X

A
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pregnancy prevention services by this committee and the Senate
not applauded? The Administration's demonstrated reluctance to
emphasize contraceptive and other preventive services is disturb-
ing.
There is another point that needs attention: Will provision of

family planning services through this new legislation erode title X
of the Public Health Service Act? Under the recent Senate authori-
zation levels of title X, $35 million is available to provide family
planning services to adolescents. Would the provision of similar
services under this new legislation be a duplication of effort? Clear-
ly, we would not like to see the new legislation construed as replac-
ing title X. Rather, we would like to see it address itself to specific
issues not covered by current title X regulations.
A good example of such an issue is family life and sex education.

Programs in family life and sex education should be one of the
primary strategies in the prevention of unwanted pregnancies and
births. Unfortunately, this area has not been emphasized in the
administration bill. While the administration may be avoiding this
issue because of its perceived sensitivity, in fact it is not very
controversial at all. It is a well-known fact that 77 percent of all
Americans approve of sex education, and 90 percent of those ap-
prove of teaching about contraceptive methods in such courses.
Two weeks ago the Select Committee on Population held hear-

ings on "A Variety of Approaches to Family Planning Services."
We heard testimony about delivery of family planning services to
teenagers from a variety of providers, all of whom oppose abortion.
Each and every witness emphasized the fundamental need for
family life and sex education as a prerequisite to the prevention of
unwanted pregnancies among adolescents. They stressed the impor-
tance of counseling services in helping adolescents make decisions
about whether or not they want to be sexually active. They all
stressed that no single approach to sex education can be totally
successful. This type of educational service requires the cooperation
of parents, schools, churches, and community organizations; and, of
course, funding.
Money is the one requirement that can be provided in this bill in

order to promote family life and sex education. Such provision is
not clearly defined, however. Instead, the bill states: "The services
which may be included in such projects include, but are not limited
to * * *" a variety of services, one of which is "education at the
community level concerning sexuality and the responsibilities of
parenthood * * *" Clearly, family life and sex education should be
an integral part of any initiative aimed at the prevention of un-
wanted adolescent pregnancies. In the proposed legislation, this is
not the case.
One final point on preventive services. Throughout the discussion

of the prevention of unwanted pregnancies at both the Senate and
select committee hearings, there seemed to be an underlying as-
sumption that the problem and responsibility for its solution
should focus upon the young adolescent woman. Since we are all
well aware that young adolescent men are also involved, why
aren't young men in our society accepting their share of the re-
sponsibility for being sexually active and participating in the pre-
vention of unintended pregnancies? This program and, I might add,
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other family planning programs have systematically ignored ser-
vices for males. If this new program for the prevention of unintend-
ed pregnancies is to be innovative and effect change, an emphasis
on the sexuality and responsibility of the adolescent male must be
included.

COMPREHENSIVE SERVICES

I would like to say a word here about comprehensive services.
There is a reference throughout this bill to "comprehensive ser-
vices," but the administration never defines what is meant by this.
What do comprehensive services include? Will programs be re-
quired to deliver all of the defined comprehensive services in order
to be eligible for funds? The issues are not addressed at all by the
legislation.
There are several services which have not been included but

which we feel should be fundamental in an initiative such as this.
If the approach to services is to be truly comprehensive, the follow-
ing services, at a minimum, should be required:

First, prevention (contraceptive services and sex education);
Second, early detection of pregnancy and referral for all types of

counseling (ranging from abortion to adoption to keeping the child);
Third, maternity care for adolescents who choose to bring their

pregnancies to term; and
Fourth, follow-up services such as vocational training, day care

for infants, post-partum care for the mother, etc.
Obviously, this overall goal is unrealistic if only $60 million is to

be appropriated.
The bill also discusses the issue of linkage of services versus

provision of new services. The administration of proposing to spend
half of the funds for "linkage of service," although there is no
definition of what this linkage entails nor suggestion of what types
of services should be linked. Furthermore, linking existing services
presupposes that there are already services in communities to be
linked.
While I agree that some coordination of existing programs for

adolescents is needed, we suspect that the administration has over-
estimated the extent of existing services and thus, the possibilities
for such linkage in most communities.

FUNDING

This brings me to the topic of program funding. H.R. 12146
authorizes $60 million for the purposes of this bill. At this low
level, priorities for funding clearly will be necessary. HEW, howev-
er, has not as yet outlined how it plans to allocate the limited
amount of money that will be available. Will the first priority be to
coordinate existing services within communities or to establish and
provide basic services in communities where such programs do not
now exist? $60 million is simply not an adequate basis for solving
the kinds of problems I think this bill was designed to alleviate.
In addition, HEW must indicate to Congress its intentions for

future commitment to this program. Does the Secretary see this as
a program which will continue for an indefinite period of time with
substantial future increases in funding? Or will this act continue to
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receive only the low level of funding requested for fiscal year 1979?
If the latter is the case, the program will surely die of neglect; just
as HEW's "alternatives to abortion" bill did earlier this Congress.
I have already alluded to the vagueness of the bill's language,

particularly in terms of defining the intended goals. In light of the
fiscal constraints under which both the administration and Con-
gress are operating, I feel that clear definitions of the programmat-
ic goals of this legislation are imperative in order to best utilize
even the relatively small amount of money being considered here
today.

ORGANIZATION

I would like to address myself to one final point—organization.
Nowhere in this bill do we find out where in the Department of
Health, Education, and Welfare the responsibility for this program
would rest. Are we to assume, therefore, that there will be a
special office within the Office of the Secretary that will adminis-
ter this "adolescent initiative?" Frankly, the thought of a free-
floating office within HEW's organizational structure worries me. I
think that it should be made clear exactly who will be administer-
ing this program and to whom he or she will be responsible.
Another point concerns me even more, however. If this program

is to deal with prevention even in part, why should this duty be
placed within an office other than the already-created Office of
Population Affairs, which currently has the responsibility for pre-
ventive services through the title X program?
The February 1978 DHEW report on Population and Family

Planning Activities prepared for the House Committee on Appro-
priations states that:
"The Office of Population Affairs (OPA) serves as a focal point

for coordination of Department population research, population
education, and family planning service activities. The Deputy As-
sistant Secretary for Population Affairs (DASPA) heads the OPA
and has full line authority and responsibility for directing popula-
tion research and family planning services within the health agen-
cies.
That seems to be fairly clear departmental policy.
It does not seem to be good management to make two separate

offices within one department responsible for the same types of
programs. Thus, the office that will have final decisionmaking
authority for this program should be specified now.
I think that the intent of Congress was clear when the DASPA

position was originally created in the 1970 title X legislation. Con-
gress wanted the responsibility for family planning and educational
services to be placed within OPA under the jurisdiction of the
DASPA. I think it should remain there. I strongly believe that only
the DASPA and the OPA can provide the kind of continuous and
vigorous focus that the adolescent pregnancy dilemma requires. I
also believe that the responsibility and authority for all population
issues should lie in that office.
When responding to a question at last week's Senate hearing,

Secretary Califano confirmed the importance of the DASPA posi-
tion by indicating that he was interviewing candidates and was
anxious to fill the position as soon as was possible. I think it would

•
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clearly be counterproductive to appoint a strong DASPA—as I
believe should be done—and then have the Secretary undermine
that position by placing DASPA duties under another office.

CONCLUSION

I have had a difficult time keeping my remarks short, as you
requested, since there is so much about the bill both to commend
and to question; I have tried to at least highlight my thoughts on
this legislation. However, there are many more issues that need
addressing; issues on which I cannot claim to be knowledgeable. In
addition, I believe that the witnesses here today are basically advo-
cates of the legislation and are unlikely to question the initiative
as a whole. So I would respectfully suggest that the committee
consider having a second day of hearings on this bill. Another day
of investigation would provide the committee with some answers to
the many questions that should be raised today. It would also
provide you with an opportunity to hear from some of the many
groups that also have serious questions about this legislation.
I think we are all in agreement about what the bill intends to do,

but I also think a lot of people have real questions about how HEW
intends to go about solving the serious problem of teenage pregnan-
cy.
Thank you very much for allowing me to testify before your

committee today.
Mr. ROGERS. Thank you, Mr. Beilenson. We appreciate your

giving us the benefit of your thinking. As we go along, we will be
back to you with additional questions. Thank you so much.
Mr. SCHEUER. May I say one word?
Mr. ROGERS. Certainly.
Mr. SCHEUER. I wish to commend Congressman Beilenson for his

superb testimony this morning and to thank him for the outstand-
ing role he has played on the Select Committee on Population. He
really did the preponderance of the work in organizing that com-
mittee's 3-week set of hearings. He organized them; he selected the
witnesses, along with the staff, and, he chaired the hearings phys-
ically. I want to commend him for the length of time he has
contributed.
Mr. ROGERS. The committee appreciates his interest. He has

helped the committee before.
Mr. BEILENSON. Thank you very much.
Mr. ROGERS. Without objection, the Chair wishes to place in the

record, as though read, the statement of Congressman William S.
Cohen of Maine.

STATEMENT OF HON. WILLIAM S. COHEN, A REPRESENTATIVE
IN CONGRESS FROM THE STATE OF MAINE

Mr. COHEN. Chairman Rogers and members of the Subcommittee
on Health and the Environment, as you address the current prob-
lem of adolescent pregnancy, I take this opportunity convey to you
my concern over this dilemma.
My active involvement with the problem of adolescent pregnancy

began in 1975, when I worked with Senator Kennedy in drafting
legislation to reduce the adversities associated with the escalating
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number of adolescent pregnancies. The evidence documenting the
need for such legislation is startling. Every year, 1 out of every 10
teenage girls in America becomes pregnant, a higher rate that that
in 18 other developed countries. Almost one-third of these pregnan-
cies involved girls giving birth out of wedlock, with 87 percent
electing to keep their babies. Teenage sexual activity is increasing;
more babies are being born to young mothers; young women over-
all have accounted for a larger proportion of all births. At the
same time, the number of adolescents visiting clinics or private
physicians for pregnancy prevention and pregnancy-related ser- •
vices represents only a small proportion of those in actual need of
such services. In 1975, 1.6 million sexually active teenagers failed
to visit a clinic or private physician for medical or counseling
services. In my State, 20,000 females between the ages of 15 and 19, *
not being served by any organized programs, run the risk of an
unintended pregnancy. Given the pandemic incidence of adolescent
pregnancy today, if our legislative actions serve to curb the current
number of unintended adolescent pregnancies, we will be providing
a very valuable service to the uninformed adolescent and, at the
same time, paving the way toward a definite solution to this prob-
lem.
Unwanted and unexpected pregnancies undermine the ability of

young mothers to lead full and productive lives. Empirical studies
indicate that the high incidence of pregnancy among this age group
is due to the ignorance of pregnancy related information. I believe,
therefore, that solutions to these problems are available and that
with proper support we can deal effectively with adolescent preg-
nancy. An authorization of $60 million for this purpose has been
requested by the President in the fiscal year 1979 budget. Recently,
legislation was introduced in both chambers that would fulfill this
budget commitment. The legislation would achieve our overall ob-
jective by encouraging the provision and coordination of compre-
hensive health education, medical, psychological, and other social
services to adolescent parents and their children. Such a program
would not only benefit the young mother and the family, but the
entire cohort of individuals born to these young mothers. In Lewis-
ton, Maine, a program called birth-line has been providing medical,
psychological, and social services to approximately 125 adolescent
females each year since March 1975, with voluntary support in- .
cluding a physician, two nurses, and two lawyers. The average cost
per client is $325. Moreover, the program's role in the Maine
community has been praised and its overall impact in Maine is
best illustrated by a recent $5,000 grant from the city of Lewiston. s
We have seen that this type of program, providing these types of
services, does work and should be instituted on a broader level.

I would like to call your attention to the bills presently under
consideration in the Congress, S. 2910 and H.R. 12146, which pro-
vide for improved coordination of Federal and State programs. For
the most part, these bills are identical. Both provide for grants
which "plan for the administration and coordination of pregnancy
prevention and pregnancy-related services for adolescents." Never-
theless, I would like to indicate my support for two modifications
made to the Senate version of the bill, S. 2910, section 104(a)
requirements for grant approval.
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The first requires that there be assurances that the applicant for
a grant make every reasonable effort to collect reimbursements for
its costs in providing services to persons who are entitled to pay-
ments for such services under a Federal, other government, or
private insurance program. As a member of the House Select Com-
mittee on Aging, I am cognizant of the duplication and fragmenta-
tion among Federal programs. I believe such a requirement is
crucial if we ever hope to curb wasteful spending and rationalize

, our service delivery system. The stipulations under section 104(a)
attempt to avert a duplication in spending and I support this
whI. heartedly.
The same section of the Senate bill also requires that grantees

... provide assurances that acceptances of family planning services or
population growth information (including educational materials)
provided under this act by an individual be voluntary and not a
prerequisite to eligibility or receipt of other services provided the
grant applicant. This, in turn, would enable the adolescent to
retain the right of personal choice in the matter and still qualify
for the Federally sponsored program authorized by this legislation.
I firmly believe that any policy aimed at assisting pregnant

adolescents must contain the flexibility to draw upon the available
resources of the community. With our legislation establishing a
fI.l point for these community services, our desire to reduce the
current rate of adolescent pregnancy will make the best use of
health centers, church groups, schools, and other community orga-
nizations to this end.
I inthnd to join with HEW and other concerned Members of

Congress in the development of an effective and workable program,
and I solicit the support of this committee for such legislation.
Thank you for allowing me to share my interest in your delibera-

tions.
Mr. ROGERS. Our next witness will be Hon. Joseph Califano, Jr.,

Secretary of Health, Education, and Welfare.
We welcome you back to the committee. Your statement will be

made a part of the record in full. You may proceed as you desire.

STATEMENT OF HON. JOSEPH A. CALIFANO, JR., SECRETARY,
• DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE

Secretary CALIFANO. Mr. Chairman, let me read certain portions
of my statement and put it all in the record, if I may.
Mr. ROGERS. Certainly.• Secretary CALIFANO. I would like to thank the subcommittee for

having this hearing, for beginning work on this legislation which
we do consider important, and we hope it will be able to pass both
the Senate and the House and become law this year.
Mr. Chairman, also this is my first public appearance before this

subcommittee since you announced your intention to retire. I
would like, on behalf of myself and everyone at HEW, to tell you
while we respect your decision as an individual, we think that you
have contributhd as much to the health care in this Nation as any
person in or out of the Congress and what is good about HEW, and
yI u will be sorely and deeply missed as chairman of the subcom-
mittee. As long as I am Secretary, I hope you will always be
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around to help us keep these programs going and get them going
better.
Mr. ROGERS. Thank you, Mr. Secretary, for your generous re-

marks.
Secretary CALIFANO. Mr. Chairman and members of the subcom-

mittee, we meet in a moment when the headlines are filled with
news of the taxpayers' revolt; a moment when public demands are
growing more insistent that tax dollars, especially tax dollars spent
for social programs, be spent with prudence and foresight. I believe
the legislation on which I testify today promises to meet the test of
being both compassionate and cost-effective.
For most of us, the birth of a child is an occasion of great joy and

hope; an investment in the future; a consecration of life. But for
hundreds of thousands of teenagers, particularly the majority who
are unmarried, the birth of a child can usher in a dismal future of
unemployment, poverty, family breakdown, emotional stress, de-
pendency on public agencies, and health problems for mother and
child.
Consider just a few of the consequences likely to befall a teenage

mother and her child: Eight of ten women who have become moth-
ers by age 17 never complete high school. Of all children born out
of wedlock, almost 60 percent end up on welfare. Half of pregnant
teenagers aged 15 to 17 receive no prenatal health care until the
second trimester; 6 percent of pregnant teenagers under age 15
receive no prenatal care at all. A baby born to a teenage mother is
more than twice as likely to die during the first year of life as a
baby born to an older woman.
We cannot readily quantify many of the most searing conse-

quences of unwanted teenage pregnancy: the despair of youngsters
whose prospects are diminished; the corrosive effect on mothers
and children of long-term dependency; the family instability which
so often follows. But we can measure some of the costs to the
mother, the child, and to our society that could be avoided if this
program succeeds.
This issue of cost came up in the Senate, and these are some of

the numbers we developed to answer some of the questions there.
Each unwanted teenage pregnancy, for example, involves about
$1,600 in prenatal, delivery, and postpartum service, that would be
spent if the baby were carried to term. And there were almost
600,000 births to teenagers in 1976; many of them unintended.
The chances are disproportionately great that a baby born to a

teenage mother will be low-weight at birth; more than one-third of
the 57,000 low-birth weight babies born to teenagers each year
require intensive care. This care costs roughly $600 per day for an
average stay of about 13 days. For the 21,000 babies requiring this
care in 1976, the total cost exceeded $163 million.

If the teenage mother and child go on welfare, they become
public charges, with all the human and physical costs that this
implies. If the program I describe today should help even one
mother and child avoid welfare, the savings in AFDC, food stamps
and Medicaid costs approach on the average $3,000 per year, and in
some of the more generous States like Mr. Scheuer's home State of
New York, probably $6,000 or $7,000 a year.
Mr. SCHEUER. At q minimum.

P
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Secretary CALIFANO. At a minimum. I mention these numbers
because I know there is great public concern about costs, but our
main concern must be the burdens of human suffering and wasted
potential that teenage pregnancies impose. When we consider the
dimension of the teenage pregnancy problem, the need for this
program becomes even clearer.
The age at which puberty occurs has declined steadily; largely

reflecting improvements in nutrition. The average age of puberty
in the U.S. today is 12.8 years for girls, but 13 percent reach
puberty at age 11 or earlier. This means that some children reach
the age of puberty in the fifth grade.
In 1976, 11 million teenagers age 15 to 19 had experienced pre-

marital sexual intercourse at least once. For teenage girls in that
age group, the number was 4.2 million. Forty percent of all girls 15
to 19, up from 30 percent in 1971. Two out of three boys in that age
category had experienced premarital sexual intercourse, and ap-
proximately 375,000 girls under age 15.
Despite the fact that contraceptive use among teenagers is wide-

spread and increasing and often effective, 25 percent of sexually
active teenagers never use contraception. These adolescents who
never use contraception are responsible for almost 60 percent of
the premarital pregnancies among teenagers. In addition, 42 per-
cent of those who do use contraceptives don't use them regularly.
We estimate that about 1 million adolescent girls, 1 in 10 aged 15
to 19, as the chairman noted, become pregnant each year; the
majority out of wedlock. Of these 1 million, 400,000 are 17 or
under; 30,000 are 14 or under. While some teenagers are married
and wish to become pregnant, a substantial number of teenage
pregnancies are unwanted. More than 300,000 teenage abortions
were reported in 1976 to the center for disease control.
Of these 1 million girls, 600,000 had their babies, and even

though more than 40 percent, 235,000, of these babies are born out
of wedlock, 9 out of 10 unmarried mothers decide to keep their
babies; 560,000 of the 600,000 teenage mothers decide to keep their
babies with them.
Scarcely anyone, liberal or conservative, permissive or restric-

tive, can read these figures about teenage pregnancy without a
sense of shock and melancholy. Whatever our opinions about adult
morality and sexual standards, it is sad to contemplate the specter
of children being suddenly and prematurely faced with the respon-
sibility of adults. But what some in our society choose to call sexual
liberation has brought with it some unhappy consequences for
millions of teenagers, the pressure to experiment with adult behav-
ior before they are ready emotionally, morally; or physically to
shoulder an adult responsibility; the wrenching disruption of life
and education caused by unintended pregnancy and its conse-
quences.
This is not liberation, Mr. Chairman. It is a form of bondage for

the child-mother and for the mother's child. I am acutely aware
that government cannot work miracles. We are confronting large
social forces: Changing moral standards, declining authority in
institutions like the church and the school, and a mass culture that
treats sex not as a serious personal responsibility, often not even as
an act of love, but as a glittering consumer item to be exploited.
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Our society today is one in which personal self-discipline is more
necessary than ever and less popular than ever. This means that
there are limits to what government can accomplish. Nevertheless,
I believe that a concerned and compassionate government should
do what it can to reduce the social costs and the toll of human
suffering caused by sexual activity and unintended pregnancies
among teenagers.
This legislation constitutes an acceptance of that responsibility.

It is important to stress at the outset that the administration's
total initiative on teenage pregnancy is much broader than this
bill. We have proposed as part of the 1979 budget an expansion and
targeting on teenagers of a number of existing programs such as
family planning, Medicaid, maternal and child health care, commu-
nity health centers, education, and HEW-funded research. In fiscal
1979, we requested a total of $344 million for teenage pregnancy
and its related problems; a $148 million increase over the prior
year.
The basic elements of this legislation can be briefly summarized.

It authorizes HEW to make grants for up to five years to groups
committed to two purposes: preventing unintended teenage preg-
nancies and helping those teenagers who become pregnant. Gran-
tees may be State and local agencies, community health centers,
family planning clinics, schools, churches, teenage centers, residen-
tial care facilities, and other such groups.
In order to qualify for a grant, local projects will have to docu-

ment the magnitude of the teenage pregnancy problem in their
communities, describe the resources already available to address it,
discuss the way in which they will link and improve these re-
sources, and provide a plan for evaluating the effectiveness of their
efforts.
The legislation requires federal and state programs relating to

adolescent pregnancy to be better coordinated at both levels and
requires HEW to evaluate activities under the Act.
The program is based upon four core principles: First, it pursues

a pair of closely related goals: the prevention of unintended adoles-
cent pregnancies, and the care of pregnant teenagers and their
babies.
The second purpose is to encourage expanded and comprehensive

services for adolescents who are at risk of initial and repeat preg-
nancies or in need of pregnancy-related care.
One of the main target groups, Mr. Chairman, is the teenager

who has had a baby. Twenty-five percent of them, with all family
planning and abortion services available, will have a child within a
year; something approaching 70 percent within 2 years a second
child.
Third, this legislation encourages local experimentation with a

variety of innovative approaches to designing, delivering, and co-
ordinating pregnancy prevention and care in ways suited to local
needs.
Fourth, this legislation builds, to the maximum extent possible,

upon existing resources and institutions at the Federal, State, and
local levels.

41'
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Mr. Chairman, there are other points at the end of my testimo-
ny, but I am sure they will almost certainly come up in the
question period.
[Testimony resumes on p. 32:]
[Mr. Califano's prepared statement follows:]

STATEMENT OF HON. JOSEPH A. CALIFANO, Jr., SECRETARY, DEPARTMENT OF
HEALTH, EDUCATION, AND WELFARE

Mr. Chairman; members of the subcommittee; I'm pleased to appear this after-
noon to testify in support of the Adolescent Health, Services and Pregnancy Preven-
tion and Care Act of 1978.
We meet, Mr. Chairman, at a moment when the headlines are filled with news of

a taxpayer's revolt: a moment when public demands are growing more insistent that
tax dollars—especially tax dollars spent for social programs—be spent with pru-
dence and foresight.

I believe all of us in public service share this concern of the Nation's taxpayers.
Indeed, it is my strong conviction that government can and must be as efficient as it
is compassionate.
The legislation on which I testify today promises to meet that test: to be compas-

sionate—and cost-effective.
The basic purpose of this act is to reduce the human suffering occasioned by an

epidemic of teenage pregnancies in America. But we have drafted it in full aware-
ness that you in the Congress are deeply concerned about the cost of public pro-
grams. We believe this legislation can help reduce the welfare costs, health-care
costs, the costs of dependency and unemployment that so oten are the aftermath of
adolescent pregnancies.
For most of us, the birth of a child is an occasion of great joy and hope, an

investment in the future, a consecration of life. But for hundreds of thousands of
teenagers—particularly the majority who are unmarried—the birth of a child can
usher in a dismal future of unemployment, poverty, family breakdown, emotional
stress, dependency on public agencies, and health problems for mother and child.
Consider just a few of the consequences likely to befall a teenage mother and her

child:
Eight of ten women who have become mothers by age 17 never complete high

school.
Of all children born out-of-wedlock, almost 60 percent end up on welfare.
Half of pregnant teenagers age 15-17 receive no prenatal health care until

the second trimester; 6 percent of pregnant teenagers under age 15 receive no
prenatal care at all.
A baby born to a teenage mother is more than twice as likely to die during

the first year of life as a baby born to an older woman.
The annual earnings of a woman who has her first child at age 15 or below

are roughly 30-percent less than the earnings of a woman who has first child at
19 or 20.
A girl who marries at age 14 to 17 is two to three times more likely to

experience divorce or separation than one who marries in her early 20's.
We cannot readily quantify many of the most searing consequences of unwanted

teenage pregnancy—the despair of youngsters whose prospects are diminished; the
corrosive effect on mothers and children of long-term dependency; the family insta-
bility that so often follows. But we can measure some of the costs to the mother, the
child, and to our society that could be avoided if this program succeeds:

Each unwanted teenage pregnancy, for example, involves about $1,600 in
prenatal, delivery, and postpartum service, that would be spent if the baby were
carried to term. And there were almost 600,000 births to teenagers in 1976,
many of them unintended.
The chances are disproportionately great that a baby born to a teenage

mother will be low-weight at birth—more than one-third of the 57,000 low-birth
weight babies born to teenagers each year require intensive care. This care
costs roughly $600 per day for an average stay of about 13 days. For the 21,000
babies requiring this care in 1976, the total cost exceeded $163 million.
Low-birth weight babies are more likely to suffer from any of several handi-

capping conditions, such as epilepsy, mental retardation, malformation, and
brain damage. Providing special services to such unfortunate children is expen-
sive: special education alone, for example, averages about $1,700 per child per
year more than the cost of normal education.

32-704 0 - 78 - 3
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If the teenage mother and child go on welfare, they become public charges,
with all the human and fiscal costs that this implies. If the program I describe
today should help even one mother and her child avoid welfare, the savings in
AFDC, food stamps, and medicaid costs approach $3,000 per year. And in 1975,
there were over 250,000 teenage mothers with at least one child on AFDC.

These are of course only examples of areas where there are potential savings.
They suggest, however, that this legislation can be not only humane but highly cost-
effective as well. I mention these figures because I know there is great public
concern about costs—but our main concern must be the burdens of human suffering
and wasted potential that teenage pregnancies impose. And when we consider the
dimensions of the teenage pregnancy problem, the need for this program becomes
even clearer:

The age at which puberty occurs has declined steadily, largely reflecting
improvements in nutrition. The average age of puberty in the United States
today is 12.8 years for girls, but about 13 percent reach puberty at age 11 or
earlier. This means that some children reach puberty by the fifth grade.
In 1976, 11 million teenagers aged 15-19 had experienced premartial sexual

intercourse at least once. For teenage girls aged 15-19, the number was 4.2
million: 40 percent of all girls 15-19—up from 30 percent in 1971. Two out of
three boys in that age category had experienced premartial sexual inter-
course—and approximately 375,000 girls under age 15.

Despite the fact that conceptrative use among teenagers is widespread, in-
creasing, and often effective, 25 percent of sexually active teenagers never use
contraception. These adolescents who never use contraception are responsible
for almost 60 percent of the premartial pregnancies among teenagers. In addi-
tion, 42 percent of those who do use contraceptives don't use them regularly.
We estimate that about 1 million adolescent girls-1 in 10 aged 15-19—

become pregnant each year, the majority out of wedlock. Of these 1 million
girls, 400,000 are 17 or under; 30,000 are 14 or under. While some teenagers are
married and wish to become pregnant, a substantial number of teenage preg-
nancies are unwanted; more than 300,000 teenage abortions were reported in
1976 to the Center for Disease Control.
Of these 1 million girls, 600,000 have their babies. Even though more than

234,000 of these babies are born out of wedlock, 9 out of 10 unmarried mothers
decide to keep their babies.

Scarcely anyone—liberal or conservative, permissive or restrictive—can read
these figures about teenage pregnancy without a sense of shock and melancholy.
Whatever our opinions about adult morality and sexual standards, it is sad to
contemplate the specter of children being suddenly and prematurely faced with the
responsibilities of adults.
What some in our society choose to call sexual liberation has brought with it

some unhappy consequences for millions of teenagers: the pressure to experiment
with adult behavior before they are ready—emotionally, morally, or economically—
to shoulder adult responsibility; the wrenching disruption of life and education
caused by an unintended pregnancy and its consequences. This is not liberation; it is
a form of bondage for the child-mother and the mother's child.

I am acutely aware, Mr. Chairman, that government cannot work miracles. We
are confronting large social forces: changing moral standards, the declining authori-
ty of institutions like the church and the school, and a mass culture that treats sex
not as a serious personal responsibility—often not even as an act of love—but as a
glittering consumer item to be exploited. Our society today is one in which personal
self-discipline is more necessary than ever—and less popular than ever.
This means that there are limits to what government can accomplish. Neverthe-

less, I believe that a concerned and compassionate government should do what it
can to reduce the social costs and the toll of human suffering caused by sexual
activity and unintended pregnancies among teenagers.
This legislation constitutes an acceptance of that responsibility. It reflects what

we believe is a consensus among knowledgeable prople who work in the field of
adolescent health and teenage pregnancy. Our bill also draws upon legislative
proposals that have been previously advanced.

It is important to stress at the outset that the administration's total initiative on
teenage pregnancy is much broader than this bill. We have proposed as part of the
1979 budget an expansion and targeting on teenagers of a number of existing
programs, such as family planning, medicaid, maternal and child health, communi-
ty health centers, education, and HEW-funded research. In fiscal 1979, we have
requested a total of $344 million for programs to address the pressing problems of
teenage pregnancy: an increase of $148 million over current efforts.

•

•
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The basic elements of this legislation can be briefly summarized:
It authorizes HEW to make grants for up to 5 years to groups committed to

two purposes: preventing unintended teenage pregnancies, and helping those
teenagers who become pregnant. Grantees may be State and local agencies,
community health centers, family planning clinics, schools, churches, teenage
centers, residential care facilities, and other such groups.
In order to qualify for a grant, local projects will have to document the

magnitude of the teenage pregnancy problem in their communities, describe the
resources already available to address it, discuss the way in which they will
link and improve these resources, and provide a plan for evaluating the effec-
tiveness of their efforts.
The legislation requires Federal and State programs relating to adolescent

pregnancy to be better coordinated at both levels and requires HEW to evaluate
activities under the act.

The program is based upon four core principles:
First, it pursues a pair of closely-related goals—the prevention of intended adoles-

cent pregnancies, and the care of pregnant teenagers and their babies.
Prevention is our first and most basic line of defense against unintended adoles-

cent pregnancies. The Department's preventive strategy takes several forms, includ-
ing education on the responsibilities of sexuality and parenting, family planning
services, and large increases in research directed at prevention.
We anticipate that a significant portion of the $60 million budgeted for our

proposed program will go to projects providing such family planning and education-
al services. In addition, we have budgeted for substantial increases in fiscal 1979 in
family planning for teenagers in the title X, community health centers, and mater-
nal and child health programs, as well as expanding medicaid coverage (including
family planning) for approximately 280,000 teenage women.
But when, despite our efforts at prevention, these young people do become preg-

nant and decide to give birth, our concerns must shift: we must insure that both
mother and child are healthy, and that the new family can strive toward a self-
sufficient and productive future. And we must attempt to prevent the unwanted
second and third pregnancies which often quickly follow the first.

Achieving these objectives will require a variety of services: prenatal care, parent-
ing, and other education, and job counseling, as well as primary prevention services.
By combining both approaches, this legislation, we believe, gives us a more effective
prevention strategy.
The second purpose of this act is to encourage expanded and comprehensive ser-

vices for adolescents who are at risk of initial and repeat pregnancies, or in need of
pregnancy-related care.
Let me emphasize the word comprehensive. Almost all people with experience in

dealing with the problem agree that for many adolescents, only comprehensive
services will succeed in achieving the objectives I have just discussed.
Many adolescents who will not seek family planning help on their own can be

attracted by other services, such as health care, counseling, or legal services. Those
who have long experience with comprehensive teenage programs tell us that quite a
few teenagers who receive contraceptive information and counseling originally came
seeking other services, such as vocational or legal counseling, social services, or
recreation. In particular, such comprehensive services can attract teenage boys into
prevention and care programs, an important part of any solution.
What do we mean by comprehensive services? Let me cite some examples. The

center for school age mothers and their infants, a comprehensive center associated
with the Johns Hopkins Medical Center in Baltimore, provides pre- and post-natal
care, primary health care, vocational counseling, family planning, parenting educa-
tion, and other services. This program has demonstrated considerable success in
reducing the incidence of low-birth weight babies, school dropouts, and repeat
pregnancies.
A similar program, The New Futures School in Albuquerque, has reduced the 1-

year repeat pregnancy rate to only 8 percent. And more than 70 percent of mothers
in the program return to school after the birth of their child.
The work done by other programs, such as the Brookside Family Life Center in

Boston and the four centers of the Delaware adolescent program, suggest that a
comprehensive approach—including education, day care, medical care and social
services—can yield the most successful results.

Third, this legislation encourages local experimentation with a variety of innova-
tive approaches to designing, delivering and coordinating pregnancy prevention and
care in ways suited to local needs.
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Clearly, there is no single answer to the adolescent pregnancy problem. We are
convinced that successful approaches will be devised in local communities, not in
Washington. For this reason, the bill provides flexibility to fund different types of
grantees with different approaches, different emphases, and different mixes of ser-
vices. This diversity will insure that the program is not locked into a single type of
service delivery system, and it can be tailored to the needs of particular communi-
ties.
Fourth, this legislation builds, to the maximum possible extent, upon existing

resources and institutions at the Federal, State, and local levels.
The $60 million authorized by this legislation will not go very far unless it is used

to call forth additional funds from other programs and sources: Federal, State, and
local. The bill specifically requires this. Where pregnancy prevention and care
programs already exist in a community, the bill will primarily encourage links
between them and strengthen those links where needed. When a community lacks
essential services, however, program funds may be used to provide them. The bill
specifically provides for a gradual decline in Federal support for particular projects;
the purpose of this provision is to stimulate the local support which alone can
insure success. We will, however, be flexible about this requirement and permit
adjustments in appropriate cases.
Let me turn now to two questions that have been raised about this legislation.
First, why new legislation? Can't these purposes be achieved under existing

programs?
Our considered judgment, Mr. Chairman, is that the purposes I have outlined

cannot be achieved very well—if at all—under existing programs:
To begin with, many existing programs have rather narrow categorical orien-

tations. This legislation, we believe, provides a way of linking these separate
programs in a broader effort. This bill, as someone has put it, provides the
"glue" for uniting separate efforts and providing the multiple services that
adolescents need.
Moreover, while existing agencies—title X projects, community health cen-

ters, maternal and child health clinics—would be eligible for grants under this
law, we want to give local communities, where they have the ability, the
freedom to choose other kinds of providers as well to pull together the neces-
sary services: schools, church groups, or community organizations, for example.

A second question concerns the projected cost of services for each client. This cost,
of course, will depend critically on the mix of services provided. In existing pro-
grams, the range is great—from approximately $100 for primary prevention projects
involving family planning services, counseling and education, up to $1,600 for a
broad array of services for pregnant teenagers, their babies and families. For five
centers we surveyed which offer a reasonable range of services, however, average
cost is approximately $750 per client. And I want to stress that in many cases the
"client" receiving these services will be not an individual but a family: a mother,
her child, and even the child's father.
In addition, services such as prenatal health care, delivery, postpartum and infant

day care would, in many cases, be paid for by medicaid, maternal and child health,
title XX, and other existing programs.
Mr. Chairman, adolescent pregnancy is one of the most complex, persistent, and

poignant problems facing our society today. The power which government possesses
to deal with it, I must emphasize, is limited. Nonetheless, we believe that this
administration legislation—the Adolescent Health, Services, and Pregnancy Preven-
tion and Care Act of 1978, together with the Department's expansion and retarget-
ing of existing programs—represents an important start toward effective solutions.
The cost of the program, we think, is entirely justifiable—especially when measured
against the far greater and harsher costs of simply maintaining our current efforts.
The role of government must necessarily be limited when we approach a problem

that deals with private lives and behavior. But when the social costs and conse-
quences of a problem are so great, we must not fail to take what steps we can. This
legislation represents our effort—a carefully constructed and long-considered
effort—to take those steps.
We are gratified by the support that this initiative has already attracted among

members of the Congress and we intend to work closely with the Congress in the
coming months to insure passage of this legisltion.

Mr. ROGERS. Thank you, Mr. Secretary, for a very helpful state-
ment.
May I ask, is there any reason not to include infant day care

services in this proposal?
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Secretary CALIFANO. No. Day care services are included and
could be funded. The Federal Government spends something over
$2 billion, on day care now. The country spends another $6 billion
privately, or more. We would hope to try to use some of this money
to glue day care services, for example, to a community health
center.
Mr. ROGERS. I think it would be well to explain that for the

record.
Secretary CALIFANO. Fine, Mr. Chairman. [See p. 34.]
Mr. ROGERS. Finally, my last question: Should there be a defined

minimum core of services in order to qualify for this program?
Many people have expressed concern to staff about the lack of
definition in this proposal.
Secretary CALIFANO. Mr. Chairman, we provide a range of ser-

vices on the bill, but I would suggest that the Secretary at least be
given authority to make exceptions to that. My concern is in rural
areas. The mental health program suffers badly because of the
requirements that we have to have in every community a mental
health center. As a result, rural areas are badly served because
there are few centers that can meet all those requirements.
Mr. ROGERS. I am going to ask members to question the Secre-

tary quickly, since we were late in getting started. The second bells
have just rung. Could members submit questions to the Secretary
and have him answer them for the record?

Is there any objection to that?
Mr. SCHEUER. I object to it, Mr. Chairman. I don't want to be

difficult, but this is a very important bill.
Mr. ROGERS. I think it will be 30 to 45 minutes before we return.

There are six votes.
Mr. SCHEUER. Maybe we ought to adjourn and ask the Secretary

to come some other time.
Mr. ROGERS. Perhaps we could. I thought we wanted to get busy

on the bill and get it out. I wondered if we could do it by a process
of submitting written questions to the Secretary.
Mr. SCHEUER. If the Secretary prefers that, I will be happy to go

along. I think it is always better that we ask the witness the
questions.
Mr. ROGERS. I prefer that. It may be that we will need to work

out another session. If we could at this time perhaps, if it is
satisfactory, proceed on that basis.
Mr. SCHEUER. I will withdraw my objection. I think that infor-

mally, if we decide we need more conversation with the Secretary,
he will come back.
Mr. ROGERS. That will be satisfactory?
Secretary CALIFANO. Absolutely.
[Testimony resumes on p. 52.]
[The following letters and attachment were received for the

record:]



34

NINErf-FIFTH CONGRESS

Pm., G. ROGERS. FLA.. Cumah•AN

RCM, SATTEP,TLD .1. VA. TIN L[C CAOPTEN.
P.C.NANOSON N C. l•NIIS T. •NOTNILL.
JAY. N SCNEUr N

Nrpmv A mmmmm CALIF. SPIJOIT-I. NANS

JASACS J. MOM°. N.J. SAWJEL L DrVINC. ON,0

AANCNACW MAGNI, N J. (EA OrrICK0
COVIANCI J. MANIAC, 11.4•33.

INCNAPO L. OTTINGCN. N.V.

1:300G WAL6NEN. PA.

KAMA, O. ItT•G.O.C.S. VI. VA.

(CVW,C.00

ROOM 2CS

RAYBURN HOUSE OFFICE BUILDING

PHONE MO US AmS2

Congre55 of flit iLlnittb iiptateo
joouge of 3Repre8entatibto

geubrommittee on ibeaith anti the enbironment
of It,,

Committee on 3nttrstatt anti foreign Commute

Masbnigton.D.C. 20515

July 17, 1978

The Honorable Joseph Califano, Jr.
Secretary
Department of Health, Education

and Welfare
Washington, D.C. 20201

Dear Mr. Secretary:

At the conclusion of your testimony on Wednesday, June 28, 1978,
concerning H.R. 12146, the Adolescent Health, Services and Pregnancy
Prevention and Care Act of 1978, it was agreed that Members of the
Subcommittee would submit their questions to you for written response
for the Hearing Record.

Enclosed are those questions which have been posed by Subcommittee
Members. In addition, I would request the Department's written comments
on the concerns raised by Congressman Beilenson in his testimony before
the Subcommittee. A copy of Mr. Beilenson's testimony is also enclosed.

Your prompt attention to these questions will be most appreciated.

Kind regards.

PGR:aj

Enclosures

Sincerely yours,

L

PAUL G. ROGERS, M.C.
Chairman, Subcommittee on
Health and the Environment
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Gpestions submitted by the Subcomm:, S:fcretary Califano's

THE SECRETARY OF HEALTH.EOUCATION, AND WELFARE

wAsHiNGTON.D.C.20201

AUG 1 7 1978

The Honorable Paul Rogers
Chairman, Subcommittee on Health
Committee on Interstate

and Foreign Commerce
House of Representatives
Washington, D.C. 20515

Dear Paul:

Thank you for your letter providing me with the opportunity
to respond to Representative Beilenson's testimony as well
as the questions posed by Members of the Subcommittee. I
regret it was not possible for me to respond directly at the
hearing, but I am appreciative of your consideration.

I believe that the enclosed responses address all of the
concerns raised. If there are additional questions, I would
also be delighted to respond to them.

Enactment of this legislation this session is important. It
would provide a vehicle for addressing in a comprehensive
fashion, the need to assure prevention of teenage pregnancy
and provision of comprehensive services to teenagers who,
for one reason or another, become pregnant. I am convinced
that the money spent in our proposed adolescent pregnancy
initiative represents an important cost-effective investment
in our future.

I am grateful for your assistance and cooperation. We look
forward to working with you in assuring enactment of this
much needed legislation.

Enclosure

Sincerely,

4(

i:eph A. Califano, Jr.
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Question No. 1 

In your testimony before our Subcommittee, you stated that, "Prevention
is our first and most basic line of defense against unwanted adolescent
pregnancies." While we all agree with the importance of prevention in
this area, the legislation fails to define any clear requirements for
preventive services. For example, are preventive services limited to
family planning, or are counseling, family life and sex education
programs included as well?

Answer 

Family planning would be only one of the preventive services eligible
for funding. Other preventive services, such as counseling, family life
and sex education, and education for parenting nay also be funded.

Question No. 2 

You also stated at our hearing that "a significant proportion" of the
program budget will be allocated to projects providing preventive
services. What do you define as a "significant proportion?"

Answer 

Both pregnancy prevention and support for pregnant adolescent are
primary goals of the new grant program.

While we will encourage programs to address both the need for
prevention and support, we cannot predict how the $60 million will
be divided since this will depend upon what communities consider 
to be their high priority needs. However, each funded project
will be required to have a prevention component may serve only those
who are already pregnant by providing services to avoid repeat
pregnancies.) Because one objective of the project grant program is
to discover what kinds of prevention k.nd supportive projects work,
we will fund a variety of different kinds and combinations of programs.

Question No. 3 

I also believe that an integral part of adolescent pregnancy preven-
tion is family life and sex education. Unfortunately, this area has
been emphasized enough in the Administration's overall adolescent
initiative. How such of the $60 million will be devoted to the area
of family life and sex education programs? What do you intend to
accomplish with this amount of 112rxiing?

Answer 

We cannot state specifically how such of the $60 million will be
devoted to family life and sex education programs because each
community will be able to decide on its own special emphasis. In
same communities, a high priority may be given to establishing exten-sive community and school-based education programs; other communities
might use their project grant funds to help coordinate the development
of such programs, but the actual fin-ding might come from other sources.

While we cannot tell in advance how such money will be spent on sex
and family life education, we can say that we will encourage all
applicants to include some type of community/school based sex
education for parenthood, and family life education as an integral
part of their comprehensive prevention and support program.

We hope to accomplish an increase in family life and sex education
mgmams in communities in which there are HEW-funded projects.
QuLL;tion No. 4 

Throughout the discussion of the prevention of unwanted pregnancies,
there seems to 'be an underlying assumption that the problem of
responsibility for its solution should fonus no the voune adolescentwoman. Why have the needs and responsiuilities of the young adolescent
males been generally ignored by the Administration's programs?

Answer 

Although a few programs have begun to include some type of male strategy,
there is not wide agreement on how teenage males should be approached.
Current efforts in family planning program have not been particularly
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successful, although there is mae Involvement in Game comprehensive

programs. A recent HEW study on family planning
services showed that programs differed on whether males should have

separate clinics, should be the focus of outreach, should be approached

through a wider distribution of birth control devices such as condoms,

etc. One thing agreed upon, however, was the fact that teenage males
must be involved in the program.

Comprehensive Adolescent Pregnancy Centers have had considerable
success in working with males for the following reasons:

1. Programs recognize the need to involve males and
invite them to participate in program activities
from the very beginning, along with the adolescent
female.

2. Mast programs have staff who have been especially
trained to work with both the adolescent female
and the male. Consequently, it is generally easier
for such staff to relate to the male and provide
counseling related to his sexuality and need for
family planning services.

3. Males often come to the center to see what their
girlfriends are involved in and can be more easily
drawn into counseling sessions and classes.

4. Males also frequentlybring their male friends along
with them to the centers. "Rap" sessions can more
easily be initiated around sexual responsibility and
do frequently occur.

Comprehensive Adolescent Pregnancy Programs involve males in the
following kinds of activities:

1. Counselling sessions about pregrancy prevention and
sexual responsibility. These sessions are held with
sales alone, and also with males and females together.

2. Group "rap" sessions with both fathers and non-fathers
regarding pregnancy prevention.

3. Social workers assist the males in continuing with their
education, enrolling in-vocational education and manpower
training programs, findiniz and holding jobs, budgeting
their personal funds, etc.

4. Prospective fathers participate in the following kinds of
activities:

a) The aother's preparation for childbirth
b) his presence in the delivery room itself
c) Parenting instruction
d) Relationship between adolescent mother and father
el Family problems that may result from pregnancy
f) Legal concerns of the male
g) Financial responsibilities to the Child.

Under our new legislation, we will be asking each program to describe
how they propose to deal with adolescent males. The legislation has
been drafted with a broad mandate for innovative program development to
allow communities to experiment and develop approaches to adolescent
males which best work in their communities. Fpuu these experiences,
as well as what we learn from the limited number of programs already
involved in this area, we will work to stimulate interest in expansion
of this area and to share with comur-ities the results of the various
program approaches.

Question No. 5 

There is much discussion in your bill absut "comprehensive services",
yet this is never defined. What do cceprehensive services include?
Will prograas be required to deliver all. of the defined comprehensive
services in order to be eligible for funds?
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Answer 

Progrars will not be required to offer all services in order to be
eligible for funding. However, priority will be given to those
progrars which demonstrate the capability of bringing together a broadarray of services. Progrars will develop the services which are neededby their community to ameliorate the problems of adolescent pregnancy.

In regard to comerehensive service programs for pregnant adolescents,
the following casponents are among those which could be included:

(a) Early and Continuing Prenatal Care

(b) Health related education 

(c) Social Services 

(d) Comprehensive Health Care For The Infant 

(e) Long Terra nollow-Up Services 

(f) Education, both Vocational and  Parenting.

(g) Infant Day Care 

(h) Ways of Including Fathers 

(i) Involvement of Community 

(j) Staff Training and Education 

(k) Transportation 

(1) Evaluation 

In regard to corprehensive prevention programs, the following typesof services are among those which could be included:

(a) family planning services for females and males

(b) education concerning sexuality and the responsibility
of parenting

(c) screening and treatment of venereal dissase

Cu) lieferrads for medical and non-aedical problems

(e) Counzeling of fetiales and males arodnd special needs
relating to their sexuality

(f) comMunity outreach prograas

(g) community involvement

(h) staff training and education

(i) evaluation

Question No. 6 

The bill also discusses the spending of half of all the funds for
"linkage of services" although there is neither definition of what
linkage entails, our suggestion of what types of services should be
linked. Linking of existing services as5JuDres that there are already
community-based services to be linked; however, I suspect that the
Administration has over-estimated the extent of existing services.
Has the Adadnistration assessed the extent and quality of existing
services? Could the Administration provide us with detailed informa-
tion on the estimated need for various adolescent services, the extent
to which these needs are now being net, and the extent to which the
Administration's overall initiative will provide the needed services?
In view of the lack of services in many of these are:Ls, isn't it mere
reasonable to allocate at least 75 percent of the $60 million for
direct services to cearlagers and only 25 percent of the money for the
linkage of thoeie serviceo?

•
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Answer 

The major purpose of the new legislation is to ensure that more services
are available to adolescents. We learned in developing this proposal
that there are large gaps in the current service delivery system and
that federal leadership is needed to aid comnunities in their efforts.
However, we should not develop a new service delivery system geared
solely towards the needs of adolescents and the problems associated
with pregnancy. We already have many helath care, education, social
services, and income support programs, like Medicaid, Maternal and
Child Health, BEOG's, Title XX Social Services, AFDC, and CETA. We
do not want to duplicate services that are already available.

Rather, we want to help adolescents get greater access to available
services and to increase use of entitlement programs. The funds which

are earmarked for improved linkages and coordination should do just that

-- ensure that a young person seeking one service is informed about and
provided access to other relevant services. These funds should have a

multiplier effect in terms of local, State, and federal resources.

We recognize, however, that in some communities, many services are not

currently available and will need to be provided through project grant

funds. In such cases, the bill allows the Secretary to waive the limi-

tation on funds for direct services.

Question No. 7 

The language of this bill is very vague especially with reference to
defining intended goal What exactly do you intend to accomplish
with this program? What efforts have been made to evaluate whether
these goals are being met? Should the percentage of money allocated
to the evaluation of these programs be increased from at least one
percent of the overall budget to at least three percent?

Answer 

We hope to be able to reduce the rate of first time adolescent pregnancies,
improve services for teenagers already pregnant, reduce repeat pregnan-
cies, and enable adolescents to becouE productive members of communities.

Standard practice is for an allocation of one percent of program Ands
to be made available for evaluation. FUnds nay also be available from
other offices for evaluation purposes.

question No. 8 

Wouldn't it be advisable to eliminate the need for OMB clearance for the
Center for Population Research contract projects and the evaluation
projects for the Adolescent Health, Services, and Pregnancy Prevention
Initiative?

Answer 

The Select Committee on Population brought the problems described in
this question to our attention. We recognize that in the past there were
difficulties in administrative delays associated with clearance of public
use reporting forms. In part this was due to the curbersome clearance
process and in part because the Center for Population Research faced
additional difficulties by the nature of its subject matter and the
sensitivity to considerations of personal privacy in fertility and
sexuality studies.

We are confident that a statutory exemption is not needed because of the
high priority the Department is according to this research and the
Secretary's personal coumitment to ensuring this research is undertaken
expeditiously. In addition, certain administrative difficulties have
been eased somewhat. HEW is currently conducting an intensive program
to reduce the public burden associated with public use forms. As a
result of this program, a separate layer of review for all fonts (new and
Old) has been created within the Office of the Secretary (ASMB). This
additional layer of review has temporarily slowed the review process;
however, all reviews pursuant to this one-time effort should be completed
by September. Reflecting on the effect of these reviews, PHS eliminated
21 reports and reduced the burden of 14 others for a total reduction of
mare than 300,000 burden-hours during the first six months of FY 77.
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In order to give immediate relief to the PHS clearance process, we have
authorized the PHS reports clearance signature authority to be delegated
one level below the Assistant Secretary for Health. This authority was
granted on May 31, 1978, and should speed up the clearance process by at
least one week.

The Assistant Secretary for Management and Budget is presently developing
new reports clearance procedures which will eliminate the need to forwardthe vast majority of PHS reports to the Office of the Secretary for
clearance. These procedures will came after the burden reductionprogram is completed; they should eliminate fram one to two weeks from
the clearance process. OKB has taken active steps to eliminate lengthy
delays in their reviews. Specifically, in February, they established apolicy of accepting agency approval on all "small burden" forms (20,000forms and less than one-half hour in questions) in order to eliminateredundant detailed reviews. In addition, OMB has indicated that on anyform on which expedited clearance is renlested, OMB will provide specialhandling.

Question No. 9 

The bill does not specify the location within DHEW of responsibility for
administering this program. If this program is to deal with prevention
even in part, should not this responsibility be placed under the DASPA
and in the Office of Population Affairs, which currently has the respon-
sibility for preventive services through the Title X program? Congress
has mandated that responsibility for f:mily planning and educational
services be placed within OPA under jurisdiction of the DASPA.

Answer

The program will be managed by a Director who will report to the Assistant
Secretary for Health and will work in close cooperation with the Office
of the Deputy Assistant Secretary for Population Affairs.

The placement of the Office in the Public Health Service does not indicate
an exclusive or even a primary health erxtesis, however. In its admini-
stration, Departmentwide coordination will be effected. Development
of program policies, the grant review process and program and project
evaluation will involve substantive participation of the Office of the
Assistant Secretary for Human Development Services and the Education
Division.

Question No. 10 

Since Dr. Nix .assumed the position of coordinator for the Department'sTeenage Pregnancy Initiative, it is my understanding that she hasconvened an informal advisory committee which net on May 1 and again onJune 7. What is the function of the Carmittee and who are its members?On what basis were the u..Lers selected for participation? Will thisCarmittee have a continued role in fLture activities relating to theTeenage Pregnancy Initiative?

Answer

An Ad Hoc Committee was organized this spring not by Dr. Nix but by
two directors of adolescent programs outside the Department. They feelthat the group serves four important functions:

1) to establish an informal group through which they could share
problems and concerns regarding adolescent pregnancy;

2) to gain greater understanding of programs on the federal level
which have an impact on adolescents and their families;

3) to provide HEW with their expertise in the field;

4) to provide information from the field to HEW on the needs of
adolescents, methods of serving them, ways to develop or improve
linkages of services within their communities, and other concerns.

V
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Although they met at HEW and Department staff observed a
nd participated

in portions of their meetings, this group was not under 
HEW sponsorship

or auspices. We anticipate that their individual expertise may be

utilized in the same manner in the future. we intend to seek advice

from all interested and concerned groups reagrding the i
mplementation

of the legislation.

Question No. 11 

Each year there are about 145,000 births to teenagers in need of compre-

hensive services. If the Federal government were to provide comprehensive
services to all of these young women in need, the cost would be upwards

of $400 million based on per patient cost estimates of $2,000 for the

Johns Hopkins program. Is the Ackninistration willing to recommend to

Congress a program for services for pregnant adolescents at this level

of funding? Would you be willing to phase in such a program over a

period of 3 years? If not, wouldn't the $60 million you are proposing
be better spent in providing a variety of services for the prevention

of teenage pregnancies, many of which (like contraceptive counseling

and services provided in a free-standing family planning clinic) can be

provided for a small fraction of the per patient cost of comprehensive

services?

Answer

The provision of Comprehensive Services to pregnant teens is an expensive

service. It is not, however, the primary purpose of the Administration's

proposal to provide all the Comprehensive Services needed by adolescents

with the $60 million requested. The primary intent of the Administration's

  is to establish better linkages by which these comprehensive services

can be provided to adolescents and paid for by other funding sources such

as Medicaid, Title XX and local community funds where available. In commu,

nities where there are no such services, it is the intent of the bill
to establish programs that will provide these services. We do not antici-

pate that a network of linkages will be so completely established during

the first and second years as to achieve the desired results of providing

comprehensive services. Therefore, our request for $60 million is, indeed,
a phasing-in program. Although we believe that prevention is one important

way we can help teenagers, it is an ncomplete solution however. (See

question #16).

However, most programs cost considerably less than $2,000 per participant.

For example, we know that for five centers which offer some of a variety

of services that should be provided in projects funded under the new

legislation, the average cost for some of the services is approximately

$750 per client. These services include: special instruction for teenage

parents; educational and vocational counseling; health counseling; well-

baby care; counseling to adolescent mothers, fathers, and the parents of

the adolescents; social services for pm,gnant girls and followup services

for adolescent mothers; infant day care; family planning to avoid repeat
pregnancies; and pregnancy prevention outreach to those not in the

program.

The $750 average cost does not cover provision of all services. If a

single program offered all these services (listed above) plus psychological

testing, meals to pregnant adolescents and mothers, and transportation for

mothers and children, the total 2nnual cost would be roughly $1,600.

Question No. 12 

The Assistant Secretary for Health said at the hearings of the Select

Committee on Population last March that the proposed initiative will

reach only 20 percent of the adolescents in need. When do you intend

to expand this program to reach the remaining 80 percent of those at
risk and in need? (If this isn't planned,) What other initiatives

are being considered?

Answer

Expansion efforts, of course, depend on how successful the current

initiative, including the project grant program, is in reducing preg-

nancies and the negative consequences associated with early childbearing.

We would not want rapid expansion only to discover that a high proportion

of our programs were neither effective or efficient -- having sufficient

funding to serve all teenagers in need is not equivalent to having quality

programs which truly meet the ne..ds of this population. Moreover, through
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the adolescent pregnancy initiate, iid especially the project grant
program, we expect to get a multiplier effect by demonstrating what kinds
of programs work best and by heightening public awareness of the adolescent
pregnancy problem. Some States, localities and private groups already
contribute to pregnancy prevention efforts and services for pregnant
teenagers and young parents. We expect that a federal example will
stirulate increased support.

9uestion No. 13 

One area of concern is the problem of parental consent for contraceptive
services for minors. What is the department's feeling about this? What
will be the regulations regarding parental consent and confidentiality
in the implementation of this proposal?

Answer

Most of the States (between 30 and 40) -already permit adolescents to
obtain medically prescribed contraceptive services without parental
consent. In addition, a recent Supreme Court decision struck down a
statute which denied teenagers access to non-medical contraceptives on
the grounds of interference with individual liberty. Thus, the constitu-tionality of the remaining statutes which restrict the access of adoles-
cents to contraception is open to question. In implementing the law
through regulations, HEW will encourage State and community leaders to
review all of their State's laws bearing on the adolescent pregnancy
problem, including parental consent and confidentiality to ensure that
they address effectively the problems of adolescent pregnancy. At thesame time, we will encourage contraceptive service providers to be
stnsitiv, to the desirability of family involvement.

Question No. 14 

Under this bill, an agency must provide a "core of services" to qualify
for a grant. The bill does not, however, specify a basic set of services.
Should there be such a set? If so, what should this set include?

Answer

We do not believe that there is a specific set of core services that
should be required to qualify for a grant. Since we are hoping, through
this program, to learn what "works," we want comrunities to have the
maximum flexibility possible in developing their approaches to the
problems of adolescent pregnancy. However, we do expect most communitiesto link together or directly provide services such as family planning,pre-natal health care, education and counseling.

Question No. 15 

What are the standards you plan to use to evaluace the success of theprogram, particularly with regard to the training and skills ofpersonnel involved with delivering services. What are the evaluationcriteria that will be used in determining the effectiveness of theprogram?

Answer 

While we have not completed a detailed evaluation design, it willinclude three components progressing simultaneously --

First, a project will report an k:ogress against certainmanagerent objectives, for example, the numbers andtypes of adolescents served, the proportion of teensin the community receiving prirary prevention services,trends in access to services, nurbr.r of referrals toother agencies and proportion receiving services, etc.

Second, projects will report on, and be evaluatedlocally agAinst, a few selected national outcome objectives, for example, number of initial or repeatpregnancies among those served, changes in healthstatus of those served, number remaining in or returningto school, number of adolescents who keep their babies who ,.re onwelfare after one year, etc. This type of evaluationwould be both through reporting by local projects andlocal evaluations by an objective third party.
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Third, national evaluation of program impact and of what
sort of projects work best and W,y. Impact evaluation
would compare like communities with and without projects
as to incidence of pregnancy, health status of adolescents
and their babies, school dropout rates, number on welfare,
etc. This will include a longitudinal study of program
participants and non-participants. Evaluation of what 
works best would be by camparing certain projects with
certain components (perhaps randomly added) against projects
in similar communities without these components.

The evaluation design will be completed and ready to implement prior to
the initiation of program funding.

Question No. 16 

Legislative initiatives in family planning began with Title V of the
Social Security Act and the Economic Opportunity Act of 1964. Since
then, Federal commitment toward the direct provision of family planning
services has grown in the establishment of the National Center for
Family Planning Services and the enactment of the Family Planning
and Population Research Act of 1970. The Health Services Amendments
of 1978 greatly increases authorizations for appropriations for family
planning services and research. The Report of the Cormrittee on Inter-
state and Foreign Commerce states that these "increases have been
included particularly to address the newly recognized need for adolescent
services and for infertility research and services." There seems to
be a duplication of effort on the part of this proposal. Please comment
on the need for this extra $60 million appropriation on the part of
Congress when other mechanisms and funding sources are in place.

Answer 

First, existing HE programs have a narrow legislatively defined focus.
Maternal and Child Health services under title V of the Social Security
Act are limited to health services for prospective mothers, children,
and infants, and family planning services; Cormamity Health Centers are
restricted to providing health services in medically underserved areas;
and title X projects concentrate on providing family planning services.

0 The recent HEW assessment of Family Planning services to
teenagers has given us an indication of how difficult it
is for single purpose providers to establish a multiplc.
services network. Even though marry family planning providers
expressed a need for both medi:_al and non-medical referrals,
under 20 percent of the providers had systematic referral
networks. Most referrals were informal and non-systematic
and were for pregnancy related health services.

Second, while we could modify existing authorities and program management,
such as title X, each program would still have its own specially defined 
focus and the probability of multiple services and linkages would be
enhanced only slightly.

0 Funds would still go to those providers who have major
target groups to serve, of which adolescent pregnancy is only
one. They would still see themselves first as providers
of a particular type of services, rather than of multiple
services.

Third, new legislation will give local communities the freedom 
to choose the type of agency (or agencies) they want to have lead
responsibility in developing an adolescent pregnancy prevention or
care program.

0 Some communities may decide that the school system should head
up the program, other communities might use a YWCA, while some
may ask a planned parenthood or family planning clinic to take
the lead. The new legislation would provide local communities
with the flexibility necessary to address the problem of
adolescent pregnancy in a manner consistent with their priori-
ties and needs.

Finally, for a number of reasons not fully understood, many sexually
active adolescents will not go to providers of certain types of services.
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0 Many do not gp to family planning clinics or to health clinics.
These adolescents, many of whom probably never use contraception,
and who contribute a disproportionate share of pregnancies,
need to have alternative facilities.

guestion No. 17 

What do you envision as the staffing plan in HEW for this new adolescent
program? Where will the program fit into the organizational structure
of HEW?

Answer

Currently, we envision the new office as part of the Public Health Service
and the Director reporting to the Assistant Secretary for Health.
Operations will be coordinated with the Office of the Deputy Assistant
Secretary for Population Affairs, the Office of Human Development
Services, and the Office of Education and other Public Health Service
Agencies.

We are working on a staffing plan, but it is still incomplete. We will
be happy to furnish the committee with a staffing plan as soon as it
is completed and approved by the Secretary.

Question No. 18 

Coordination and establishing linkages will hell, urban areas that alreadyhave some level of existing services, but what about rural and suburbanareas which lack any service components?

Answer

In rural and suburban areas which currently lack any of the servicecomponents outlined in the bill, grant money could be used to directlyprovide the services needed. The bill also gives the Secretary authorityto waive the linkage/direct service ellocation if he sees fit.

gue,:tion Nu. 19 

Who will provide technical assistance and to whom?

guestion No. 20 

Why is training provided by institutions and consultants not included
in this proposal?

Answer

We consider that the best providers of training currently available
are the staff of the existing community multiple service projects
addressing problems of adolescent pregnancy. We intend to fund
successful projects to help train new projects in other communities,rather than fund expensive university training projects or consultants.
We fund institutional training from other programs -- State and local
training under title XX. Health manpower, etc. -- and we will be encouragingtraining institutions to provide special training concerning adolescentpregnancy problems.

Question No. 21 

How was the 50 percent services/50 percent coordination figure derived?
What was the rationale behind this provision? Sec. 102(e)

Answer 

We first made a policy choice that some funds should be used for
linking existing services and some be available for new services, and
to ensure this, we needed some restriction on the amount of money to
be used for new services. The 50 percent figure derived from our
understanding of the extent of service availability, the difficulty
(and often prohibition against) using categorical funds for coordination
between services with different legislative mandates, and the need to
curtail the development of a separate service delivery system for
adolescent pregnancy which would duplicate existing health, social
service, and education delivery systems.
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We believe that through linkages, projects will help adolescents get

greater access to the services Which are available In their local
communities and increase the use of entitlement programs, such as
Medlo,!d. The funds which are earrarked for improved linkages and
coordination should have a multiplier effect in terms of local, State,

and Federal resource utilization.

However, we recognize that in some communities, services are not
currently available and will need to be provided t'xougn project
grant funds. In such cases, the bill allows us to waive the limi-
tation on funds for direct services.

9uestion No. 22 

What criteria do you envision being used in granting a waiver of the

limitations specified in Sec. 102(e)?

Answer

We envision that the criteria for waving the 50 percent limitation
will include at least the following factors:

o the extent to which prevention and pregnancy-related
services are available:

o the incidence of low-income families in relation to the
types and costs of services available; and

o accessibility to services which may be available, ,.g., rural
vs. urban differences.

41,..-.1 Nu. 

Is it feasible to redistribute iiEW's budget to allpw g;.'eater e7.cr,sis
on infant, daY and drop-in care services for adolscent parents':

Answer

We believe that day care services for adolescent parents are an important
factor in allowing young parents to return to school. There are several
means by which day care services can be provided, including co-operative
arrangements among a number of parents, school-based centers, and family
day care arrangements. The HEW budon currently provides several
hundred million dollars in Title XX day care, somk of which can and is
being used for day care.

Question No. 24

How many teenagers can be reached by providing $30 million in services?

Answer

We can not say precisely how many teen-agers will receive services
through this legislation. There are several reasons for this:

o We do not know what the allocation of resources will be
between prevention and support service projects, nor the
separate services to be provided in each project. Since
the estimated average cost for these two types of programs
is very different -- a range of $50.-110 per client for
prevention, and an average of about $750 for support programs
(if medical, education, and day care services would be provided
directly through the project grant program costs, of course,
would be higher) -- the number of clients served will depend on
the emphasis chosen by the local programs and the cost of the
various configuration of services which will differ from community
to community.

o Additionally, the major objective of the linkage concept is to provide
adolescent access to services for which they are eligible, but
currently are not receiving. For example, a project may work
with a comprehensive health center to sensitize CHC staff to the
particular problems of adolescents and the need for the provision
of counseling, information, and contraceptives to the teen
population served by the clinic. They then may utilize CHC staff
to directly provide these services.

32-704 0 - 78 -4
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o Projects must also utilize to the fullest extent possible existing
entitlement programs such as Medicaid -- title XIX, and general
service programs such as title XX. Therefore, a project through
its linkages with other community agencies would ensure that
Medicaid-eligible pregnant adolescents receive adequate pre-natal
health care -- but the project itself would not pay for the health
care directly. Or a project may work out an agreement with the
agency administering title XX so that school age mothers are
given priority in the provision of day care services.

O Thus, substantial numbers of adolescents will be served as a
result of the linkages established.

O Also, with the waiver provision -- we are not necessarily limited
to $30 million for services.

Question No. 25 

How much money do you feel will be necessary in Fiscal Year 1980 and
Fiscal Year 1981?

Answer 

The Department is now in the process of developing our fiscal year 1980
budget proposals which will then be reviewed by the Office of Management
and Budget and subsequently recommendations made to the President.
Because the FY 1980 and 1981 budget decisions have not yet been made, we
are requesting a three-year authorization in the proposed legislation
at a "such sums as may be necessary" funding level.

QU(2,Litin No. ;!(,

How much will the Federal grant decrease in each succeeding year after
the second operational year of the project under Section 103(c)(2) of

H.R. 12146?

Answer 

After the second year of funding, the award for a project must be
decreased by at least 10 percent of the amount of the previous award.
We have found that after programs are operating fully there is often
the opportunity to decrease the proportion of Federal grant funding
because the project has begun to obtain some third party reimbursement
for covered services, primarily Medicaid. The project has had time to
develop other sources of support where that is available. Finally.
after a year or two, most health service projects are able to provide
services on an increasingly efficient basis so that the cost per person
served actually decreases.

Some projects will have difficulty meeting this requirement. Many of
the services provided will not be reimbursed by Medicaid, patient fees
are difficult to obtain from low-income individuals and State and local
governments are becoming increasingly selective about the brograms
they will support.

The waiver, allowed in Section 103(c)(A, will have to be used to permit
projects to continue essential services while the 10 percent reduction
in Federal grant funds is administered. The first reduction of 10
percent will probably apply to all projects with no reduction in services,
but some projects, no doubt, will be unable to have Federal funds reduced
an additional 10 percent without cutting some services. Many projects
will have to receive a waiver of the third 10 percent cut or substantially
reduce services. NO project may be funded beyond five years so additional
cuts are not discussed.

,:41.4eL;Lion No. 27

What do you estimate to be the results to be achieved by this program?

Please provide an impact study on this proposal with particular attention

on the coordination mechanism this bill emphasizes and if existing

services are able to handle the current caseload.
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Answer 

We believe that this program will help prevent unwanted pregnancieS
cuuJug adolescents and help adolescents who are pregnant or parents to
remain healthy, stay in or return to school, learn how to properly care
for their children, obtain necessary Job skills and, in general, became
more productive and independent citizens and family members.

We cannot state with any certainty the number of young people who will
be helped by this program. This would depend among other variables on
the division of funds between prevention projects and projects to serve
teenagers who are pregnant or parents. If all of the funds were spent
on the latter, we would be serving about 113,000 families. If all
the money were spent on prevention programs, a larger number would be
served, since such services are less intensive.

Question No. 20 

What will happen to a grantee after the 5-year Federal funding terminates?
What funding mechanism will take over once the Federal support ends?

Answer 

We anticipate that once programs have been established and can demonstrate
their effectiveness, they will be able to continue through a combination
of private, state, and local funds and through support from existing
HE categorical programs. These programs and funding sources should be
tied into each project from the time of initial funding and assume
a greater share of the funding burden in each subsequent year.

We believe this gradual turn over of funding can be accomplished for
.two _reasons:

0 Other funding sources are such more likely to be willing
to fund a program with a proven track record; and

0 Much of the cost in establishing a network of services is
related to the time and effort which it takes to develop
the linkage mechanism. After a program has been operational
for five years, costs in these areas Should be minimal, since
the nature of these costs will be for maintainance rather
than development of linkages.

Question No. 29

Who will have responsibility for the coordination/linkage component
of this proposal.-- private facilities; local, state, or Federal
government; or regional planning commissions?

Answer

The Office for this initiative will be established in the Office of the
Assistant secretaryfor Health with th,, Director reporting to the
Assistant Secretary for Health. This office will be responsible for
developing programs and for developing coordination/linkages.

Staff from this office and appropriate regional staff will work with
communities to assist them in coordinating and linking services together.
Both staff members and expert consultants will help to motivate
communities, parents, and public and private non-profit groups, religious
groups, federal agencies and others, in order that comprehensive services
can be achieved.

Question 

Will provision of family planning services through this new legislation

erode Title X of the Public Health Service Act? Would the provision of
similar services under this new legislation be a duplication of effort?(n.5)

Answer

This legislation is one part of our initiative
package. We think it is important to syxess that we have attempted
to develop a cohesive, coordinated program to combat the problem of
teenage pregnancy. The new legislation is not intended to replace,
erode or duplicate Title X efforts. The primary focus of Title X
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programs is to offer preventive services; under the Administration'sproposed legislation, we intend that these services be strengthened.As you know, in addition to the legislation under discussion, thePresident's FY 79 budget requests a substantial expansion of familyplanning services for adolescents. First, we hays expanded andretargeted Title X in FY 79 to provide for an additional .7,18 millionfor family planning services to an additional 240,000 adolescents.Second, the expansion of other ployLams will make additional familyplanning services available. The increases in the maternal and childhealth and community health centers will provide family planningservices to an estimated 85,000 adolescents. With enactment of theexpansion called for in our CHAP legislation, more than 200,000additional adolescent females will be eligible for family planningservices. We believe these expansims of existing legislativeauthorities will help to narrow the gap between adolescents at riskof pregnancy and those receiving family planning services.

We do not think that duplication of effort will result from enactmentof the legislation. Where services already exist, the projects fundedunder the new legislation will be required to ensure that teenagersreceive services from existing Title X grantees. Title X projects inmany communities may actually became the primary grantees under thenew legislation by providing service(s) directly and assuring coordinatedprovision of other health, social and educational services. However, itis also important to note that there are still areas in this countrywhere no family planning services are currently funded. This legisla-tion will enable us to fill in gaps and, where no preventive and compre-hensive programs exist, funds appropriated under this legislation may beused to initiate these services.

The focus of the new legislation is on comprehensive services currentlynot available under the Title X authority. Rather than duplication ofeffort, we think we will be better able to meet the needs of adolescentsin a more coordinated and strengthened way.

2i2aaLLII

The thought of a free floating office within HEW's organizationalstructive is of great concern to me. Who be ,Aministering theproject grant program, and to 141,DM will this administrator be responsible.(p. 9)

Answer

See number 9.

The next section responds to questions that were raised by RepresentativeBeilenson in his testimony before the Subcommittee. Page numbers referto the page on which the question appeared.

Question 

The first problem is that the proposed legislation fails to define anyclear requirements for preventive services. Are preventive serviceslimited to family planning, or are counseling and family life educationIncluded as well? (p. (4)

Answer

See response #1 to Rogers questions

Question -

The Secretary stated that a "significant proportion" of the programbudget will go for projects providing preventive services. What isa "significant proportion?" (p. 4)

Answer

See number 2.

Family life and sex education should be one of the major lines of
the prevention of unwanted pregnancies and births. Unfortunately, it
has not been given important emphasis in the Administration's bill. (r. 5)
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Answer 

We believe that education is an import.it component of a prevention

strategy, and the bill reflects this belief. We do not know, however,

what kind of educational efforts are appropriate for particular young

people.

Major gaps exist in what we know about adolescent pregnancy in relation-

ship to (1) what schools and other are now doing in education concerning

seYonlity, responsibility, and pertenting, including the number, type

and quality of education programs and who they s,?rve; (2) how effective

these efforts are; and (3) what sort of education works well and why.

We simply don't know if education by itself really prevents adolescent 

pregnancy. A portion of the money which we have budgeted for education

needs, develop and disseminate materials and provide assistance, as well as

study present and past education approaches to improve upon successful

methods.

TO date the role of the federal government has been limited in the area

of education about sexuality and responsibility. But there have been

some small scale efforts and we are expanding these.

0 Since January 1972, the Specia: Programs staff of the Bureau
of Elementary and Secondary Education has provided technical
assistance, information and field coordination for adolescent
pregnancy and parenting program.

0 Since 1972, the Children's Bureau of the Office of Child
Development, in cooperation with the Office of Education,
has been operating an Education for Parenthood program.
Mbst grantees combine class work with direct experience with
children. Students in these programs often work with Children

at day care or Head Start centers, kindergarten camps, or hospitals.

0 NIE is planning a $1 million research effort on how schools

deal with pregnant adolescents and on education factors and
their relationships to childbearing, analysis of family life
and sex education curricula, and research on what kinds of
education improve life changes of pregnant adolescents.

0 CDC will examine current sex education approaches and develop
techniques for evaluating their impact, support demonstration
programs, assist States and local governments, and develop
and disseminate tapes and materials to health and education
organizations.

In addition to these, some of the $60 mill'on of the project grant
program will be used for education at the community level. These funds
give communities the opportunity to develop educational materials and
approaches appropriate to their locale and to integrate it with their
multiple services approach.

question 

If this new program in the prevention of unintended pregnancies desires

to be innovative and effect change perhaps one new approach might be an

emphasis on the sexuality and responsibility of the adolescent male.

(Rep. Beilenson's testimony, p. 7)

Answer 

See Roger's Q 4

Question 

There is much reference in this bill to "comprehensive services" but
the Administration never defines what is meant by this. What do
comprehensive services include? Will programs be required to deliver
all of the defined comprehensive services in order to be eligible for
funds? (p. 7)

Answer

See Rogers Q. 5
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Question 

What do you mean by linking services? And what services need to be linked
in order for a Program to be eligible for funds? (p. 7)

Answer

By linking services we mean the development of systems, such as case
management, whereby programs can insure that each adolescent is provided ,
the appropriate services, based on his or her needs. The actual services
may be provided at a single site setting or through referral and follow-up
to other providers within a defined service network.

There are three crucial aspects to such a system:

0 There has to be close coordination between the providers
whose services are to be linked: ploviders have to know
who offers what kinds or service, what the eligibility
requirements are for each service, and what is the avail-
ability of these services.

0 Projects must have an organized internal tracking system
which ensures that teens are not only referred to appropriate
services, but that these referrals are also followed-up.

0 Training must be provided to ;Jroject staff, so that they
have the capacity to identify the needs of individual teens
and the information to make the necessary referrals.

The multiple services to be linked will. include those services which
communities determine will best serve their adolescents. To do this,
we have given communities maximum flexibility in their selection of
the number and kinds of services to be linked. We do expect, however,
that most projects will include family planning, health care, educa-
tion and counseling services.

Question 

Since the amount .of funding is so low...what does HEg plan to do with
the limited money available? Will it be spend to coordinate existing
services within a community, or to establish and brwide basic services
in communities where they do not now exist? $60 million is simply not
meaningful when discussing the kinds of problems I think this bill is
designed to alleviate. (p.8)

Answer

First, $60 million for a new program and an increase of $148 million for
the first year of the initiative are not insignificant amounts on money,
especially when coupled with our prop,7,sed expansion and improvement of the
Medicaid Child Health Assessment program. For example, we expect to expandhealth services coverage to approximately 280,000 additional adolescent
females through expansion of Medicaid. Community Health Centers, Maternal
and Child Health and title X programs will also provide family planning
and health services to an additional 470,000 adolescents.

Second, during the coming fisc21 year, we will be evaluating the
effectiveness of various components of the adolescent pregnancy
initiative, especially the new project grant program, to identify the
need for, and administrative capability to itilize effectively, more
funds.
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uestion 

HEW must indicate to Congress its intentions for future commitment to

this program. Does' the Secretary see this. as a program which will

continue for an indefinite period of time with substantial future

increases in funding? Or will the act continue to receive only the low

level of funding requested for this fiscal year? (p. 9)

Answer

We believe that the prevention of adolescent pregnancy and the provision

of support services to pregnant adolescents and school age parents is one

of the Department's -- indeed the President's -- highest priorities.

In fact, in a time of budget constraints, we believe that creation of

a new program at a $60 million an authorization level is an extremely

significant administration commitment.

However, budget level decisions for the remaining years of the legislation

can not be adequately made until we have some evidence of the effectiveness

of the program -- that is, we need to know how well our grantees are

performing, what the remaining unmet needs are, and the availability and

capacity of additional grantees to meet these needs. Therefore, we will

take careful look at our evaluation to ensure that the program is con-

tributing to the effective and efficient prevention of adolescent preg-

nancy and the provision of support to pregnant adolescents. If more
funds are necessary and can be used effectively, we will not hesitate

to ask for them.
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Mr. ROGERS. Are there any other questions at this time?
If not, Mr. Secretary, thank you for being present.
The committee will stand in recess for 30 minutes.
[Brief recess.]
Mr. ROGERS. The subcommittee will come to order please. We are

continuing our hearings on the Adolescent Health Services and
Pregnancy Prevention and Care Act of 1978.
Our next witness is R. Sargent Shriver. We are very honored to

have you before the committee, Mr. Shriver. I know Mrs. Shriver is
here. We will be pleased to have her join you at the table.

Also, Dr. Janet Hardy, who is Professor of Pediatrics at Johns
Hopkins and Robert Montague, executive director of the Kennedy
Foundation. We welcome you all to the committee.
We are delighted to have you here. We know of the strong

interest you have in this legislation. Your statement will be made a
part of the record in full. You may proceed as you desire.

STATEMENT OF R. SARGENT SHRIVER, WASHINGTON, D.C., AC-
COMPANIED BY MRS. R. SARGENT SHRIVER; AND JANET
HARDY, M.D., PROFESSOR OF PEDIATRICS, JOHNS HOPKINS
SCHOOL OF MEDICINE AND DIRECTOR OF THE JOHNS HOP-
KINS CENTER FOR SCHOOL-AGE MOTHERS AND THEIR IN-
FANTS

Mr. SHRIVER. Thank you very much, Mr. Chairman, and Con-
gressman Carter. We are all very pleased to be here and to take
this opportunity to commend the committee itself and the members
of it for your enterprise in having the hearings on teenage preg-
nancy.
In fact, until the Senate and the House took an interest in this

there was not a great deal of national attention being focused on it.
Sure, there were some stories in the papers but there was not
serious, long-term interest shown. We believe that your interest
and attention to the problem will be very helpful.
I would like to read a part of my testimony but not all of it [see

p. 57]. Then, between the three of us we would like to try to answer
questions that you might have.
To begin it might be well to emphasize that although we hear

the phrase a great deal that there is "an epidemic of teenage
pregnancy," it really is not an accurate phrase. I am not an epide-
miologist obviously or a public health doctor, but it has been ex-
plained to me that in medicine, an epidemic is a particular type of
situation in which a spontaneous action occurs or a new develop-
ment occurs causing a rapid increase in a particular disease. Then
the situtation should and can be dealt with as in a measles epidem-
ic or malaria epidemic.
But teenage pregnancy is not that kind of situation. Experts use

a different word, "endemic." By that, the doctors mean, as I under-
stand it, that you have a situation where there is a steady, con-
stant problem, and, to a certain extent, its causation is societal or
familial. Moreover, it does not change a great deal over the years.
In addition despite the use of the word "epidemic," the the rates,

the actual rates of teenage pregnancy, have remained relatively
constant over the last 10 years. What has happened is that there

v

*
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are more children proportionately being born to teenagers now
because older women are having fewer children.
So, that the statistic which was, let us say, 3.8 percent 10 years

ago for teenage pregnancies compared to total pregnancies, is now
up to 8 percent. That increase is not because you have more
teenage pregnancy. On the contrary, the situation is steady for
teenage pregnancy. It is an endemic situation, not an epidemic
situation.
I think it is important to emphasize this reality because unless

we know precisely the situation we are dealing with we cannot get
the right remedy for it. That is what we are looking for, all of us,
an effective remedy.
Now, many people say that the way to deal with the teenage

pregnancy phenomenon is through what they call "primary pre-
vention." A number of scientists have studied this idea in depth.
One of the most outstanding of these authorities is Dr. Jekel from
Yale University. According to these experts who have studied teen-
age pregnancy in the greatest depth, "it is unlikely," to quote
them, "that a massive increase in family planning or sex education
or even in abortions would have a substantial effect today on
teenage pregnancy."
There are complicated reasons for this reality. The most that any

of the experts believe that primary prevention could affect by so-
called primary prevention might be 10 percent of the teenage
pregnancies. I am not talking now about the pregnancy of older
women. I am talking about a teenage slice of the population, espe-
cially those 17 years of age and younger.
Even within the teenage population it is the tendency of the

people who have been working on the problem in it the longest, to
deemphasize the 18-year-old woman or the 19-year old woman and
to talk about the ones who are 17 and down as being the ones who
most need attention at this time.
They get the least attention, and with them, I might add, the

evidence again is that primary prevention is least effective.
There are some places like the city of New Haven where there

has been a comprehensive effort made to provide all kinds of
family planning; there are outreach workers in public housing

• projects; there are family planning clinics all over the city. Yet this
all-out effort has not had an appreciable effect on the number of
pregnancies of teenagers of 17 years of age downward. I mean
downward in age.

• I would suggest that if you have not had a lot of testimony on
this important point it might be well for you to address questions
in writing to people like Dr. Jekel. Another very eminent expert is
Dr. Lorraine Klerman whose husband has just been made head of
the Mental Health Division by the Secretary of HEW and another
is Dr. Lorevan, a great expert in the Department of Education and
Health at Yale University.
They could give you the scientific evidence about this better than

I can. I know from having talked to them that they will be very
happy to do that.
At the same time that scientific evidence indicates there is not a

great deal that can be achieved with the younger teenage popula-
tion by "primary prevention." We do have evidence that significant
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progress can be made by what we call "comprehensive teenage
programs." The best one that I know about or, the one I know the
most about, is the one by Johns Hopkins University, the one being
run by Dr. Janet Hardy.

It is not just a medical program. Consequently, on page three of
my testimony I describe it as a process. I ask the question: What is
the nature of this process? How can it be started? How can it be
sustained? What will it cost?

I would like to say the process is a social process. It involves
health professionals, educators, social workers, parents, community
leaders, ministers, and so on, the entire community.
Experience has shown that these local people are the ones capa-

ble of developing ways to help adolescents to understand and ap-
preciate their responsibilities as members of the community and as
future parents. The interest of the parents and preservation of
community values as well as a proper regard for individual auton-
omy are maintained and safeguarded in this Maryland program in
much the same way that the successful Head Start program in-
volves parents and community leaders in the education and devel-
opment of children.
The "Head Start" approach, or the Maryland process, does not

rely on individualistic action alone but deals with human beings as
part of a family and of a community, thus strengthening all three
at one time; that is, the individual, the family and the community.

It is a program of social-medical action. It changes and helps and
improves the entire social fabric within which these teenagers live
and where the pregnancies occur. By dealing with the total human
situation, the process of prevention builds a better foundation for
responsible sexual life in the future.
Now, what has happened at Johns Hopkins is detailed on pages 4

and 5 of my testimony. By developing a sense of responsibility in
the adolescent toward themselves and their babies and toward the
community, by providing family planning and family life education
in a manner which respects the total life and humanity of individ-
uals involved, not just their sex lives, progress has been achieved.
Enabling the participants to cope with all their problems, purs-

ing a holistic approach so that you work with them on their educa-
tion, their work, their love, their sharing, you achieve extraordi-
nary results.
The effect with respect to second and third pregnancies is ex-

tremely good. Such pregnancies are greatly reduced. It is hard to
say which particular element produces that great reduction but the
fact is that the reductions are achieved.
The same thing is true with what they call "the ripple effect."

This "ripple effect" prevents pregnancies in the first instance be-
cause what happens is that if a young woman is participating in
this program, in a little while her friends who are not pregnant
start coming and participating, even as auditors. They begin to
learn about their responsibilities, self-control, alternatives to preg-
nancy, et cetera.
The community gets energized so that actual reduction in first

pregnancies takes place. So, by establishing a relationship which is
one based on trust and confidence and continuing it over a period
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of years you begin to change the matrix of the society which
encourages the early pregnancies.
Now, there are about 11 components in the Johns Hopkins pro-

gram. I am just going to recite the titles, not the details although
they are all specified in my testimony.
Early and prenatal care are essential. Social services are essen-

tial. Comprehensive health care for the infant is essential. Long-
term, follow-up services for a minimum of 2 years is essential.
Education is essential. Adequate day care is essential. Ways to

. bring the fathers in as much as possible are essential.
The Hopkins program has had considerable success in getting

fathers to come in, not 100 percent obviously, but considerable.
Involving the community as a whole; training the staff; providing

* transportation, and then an evaluation component are essential.
What has been discovered, in a practical way, is that if you do all
of these things you achieve beneficial, practical results.
On page 12, I say a little bit about the cost because, as the

Secretary said, everybody is concerned about rising costs of Govern-
ment, and I think that the facts ought to be detailed here. The
Hopkins program, based on 2 or 3 years of operation, indicates that
the cost for the mothers over 21/2 years is $507.

It is $148 for the baby over 2 years, and it is $45 for the fathers
over 21/2 years, or a total cost of $700 for the program over 21/2
years.
If you appreciate that ,the $60 million proposal in the program

has to be augmented by local contributions which would raise the
total to $85 million, and if you spread that $85 million over this
number of children, you will see that this program, this new initia-
tive by the Government could supply services, comprehensive ser-
vices to 117,000 families, or a total of 351,000 teenage mothers,
their babies, and the fathers.
Thus, the average cost per person drops down to $242. On pages

12A and 12B of my testimony there is a complete itemization of all
these figures.
In the conclusion of my testimony I try to emphasize, as you can

see, Mr. Chairman, that this is not a one-shot type program. It is
long term; it is comprehensive; it does not rely on individualistic
action.

• It relies on total social-medical action. Two, it is not a warmed
over version of a program which works with older women. These
younger women, and especially the communities from which they
come, are special problems; and they really need special programs

-. with specially motivated and specially trained people.
The third thing is that it is not just a simple sex education

program. One of the realities we face in this effort is that a lot of
these young women are turned off by school, or they in fact are
already out of school. The place where normally you would expect
sex education to be given, let us say in the school, does not reach
these youngsters at all—I will not say all of them but most of
them.
Many of them are disassociated from their parents; they are

disassociated from all kinds of community resources. So, in the way
some think of sex education as being helpful, to a middle class
child, it does not work with these children.
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The Hopkins "Headstart" style program is not a hand-out pro-
gram. It is not a business of just continually providing something
to somebody forever. The idea is to build up the young woman's
own ego, to give her a sense of her own self-importance, to give her
a sense that she can control her own life through work, through
school, through discipline, through self-control, in fact to make her
independent of the program so that she can become an organized,
if you will, person in control of her own destiny.
I should like to introduce into the record a letter which was

written by Dr. Jekel of Yale University to Senator Harrison Wil-
liams on the Senate side in which he tells about why this kind of
program works, based on his knowledge of this program and also
on his experience in New Haven. [See p. 74.]

I should like also to introduce into the record a letter from the
mayor of Baltimore, Mayor Schaefer, who commends this program
to your attention, Mr. Chairman. [See p. 77.]
Mr. ROGERS. Without objection, they will be received for the

record.
Mr. SHRIVER. And I should like to submit a third letter from the

director of the Department of Social Services of the city of Balti-
more, Kalman R. Hettleman, who is responsible for all the welfare
programs in the city of Baltimore.
From the public point of view, both the mayor and this man, Mr.

Hettleman, see the public effect of this Hopkins program in terms
of what impact it is having on the cost of welfare, what value it is
to them as public officials at the local level, whether it does or does
not in fact produce results.
These letters, I think, are the most compelling evidence from

public officials that I have seen in support of any precise program
deadline with teenage pregnancy.
Mr. ROGERS. Without objection, they will be received. [See p. 79.]
Mr. SHRIVER. Let me just conclude my remarks, if I may, by

saying this: Many times we Americans like to get easy solutions to
complicated problems, especially if the solution is quick and cheap
and somebody else has to do it. In fact, teenage pregnancy is a
complicated societal and familial problem which has been with
mankind forever, which is accentuated by bad conditions of one
type or another, frequently associated with poverty and which
cannot be cured by a sort of silver bullet type of approach.
I think that we as a society and particularly the Congress as

representative of national Government should make a commit-
ment, understanding that it is going to be a long-term commit-
ment, but that it is going to be cost effective and not settle for
what looks like a facile inexpensive solution. There is no facile
solution.
Thank you very much.
[Testimony resumes on p. 81:]
[Mr. Shriver's prepared statement and attachments follow:]

*

s
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STATEMENT OF HON. SARGENT SHRIVEN

J /fx7:
I am pleased to appear before this Aubommittee

to testify in support of the Adolescent Health, Services/ and

Pregnancy Prevention and Care Act of 1978.

p",
The,/embers of this Igubt;eommittee deserve credit for

focusing the attention of the nation on teenage pregnancy.

Until you and your colleagues in the Senate took an interest,

this important problem received little attention. There was

no organized lobby concerned with it, no federal funding to

meet the needs. Even today there is little coordinated effort

for teenage mothers, for their babies, or for the fathers of

these babies. Your attention to this problem is therefore

timely, needed and welcome.

Despite many popular magazine stories, there is no

epidemic of teenage pregnancy. Those who have described the

existing situation as an epidemic have led many to believe that

teenage pregnancy is a condition like malaria or measles which

can be treated successfully with pills or vaccines or various

contraceptive devices. In America we seem to search for "one-stop"

solutions to problems -- in this case, a "magic bullet" which will

put an end to teenage pregnancies before they begin. But in the

case of teenage pregnancy, so-called primary prevention efforts

in practice are not likely to prevent many of the pregnancies now

occuring among teenagers. This fact has been amply explained by

James F. Jekel, M.D., M.P.H., Associate Professor of Public Health
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in the Yale School of Medicine. I am happy to submit for the

record here in the House a letter on this subject which was sent

by Dr. Jekel to Senator Williams, Chairman of the Senate Committee

now considering this proposed legislation. Dr. Jekel is probably

the nation's foremost scientific expert on teenage pregnancy. He

has published more than 20 scholarly papers on the subject and

last year was the recipient of the national prize bestowed by

the National Alliance Concerned With School Age Parents.

Rather than an epidemic manageable like measles, we

-face today in teenage pregnancy an endemic situation. It is part

of the societal and family situation in many places, not just an

individualistic occurence. It will not be eliminated by more and

better sex education; more and better contraceptives; more and

better abortions; or by less sex and violence on television.

These panaceas are attractive because they are cheap, quick, and

aimed right at the biological, anatomical target. Unfortunately,

the endemic teenage pregnancy situation is not, paradoxically enough,

primarily a biological problem. Sure, pregnancy is a biological

event; but the problem is not pregnancy. It's the social,

psychological, economic, moral situation which cause these girls

to accept, even to want, pregnancy despite their extreme youth.

Until we face up to that fact we cannot begin to develop a program

or process to reduce, let alone eliminate, early teenage pregnancy.



59

3.

In the last few years, a great deal of thought and

work has gone into ways of dealing with this endemic situation.

We know that about 600,000 teenagers, one-third of them 17 years

old or younger, are giving birth to babies which on the average

are far less healthy and have lower expectations of success in

life than other babies. We know that comprehensive teenage pregnancy

programs run by health and other professionals who care about

• teenagers and their babies can change the endemic conditions.

We know that these programs produce results, that the results are

-- cost effective,-and socially desireable. We know that-raany_of the

fathers as well as the mothers can be rescued and redirected. We

know that community as well as personal values can be upgraded.

But we also know that this process requires time, work, discipline,

community effort, and adequate financing.

•
What is the nature of this process? How can it be

started? How sustained? What will it cost? What results can be

hopefully anticipated?

The program about which I know the most and where the
•• •

most measureable results and cost figures are available is the

program in Baltimore, Maryland operated by Johns Hopkins School

of Medicine. That program is in effect a social-medical process

a social-medical process conducted within and through a comprehensive,

long-term, systematic program containing eleven components. It is

a social process, not just a health or education or vocational endeavor

• because it involves health professionals, educators, social workers,

•
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parents, community leaders, ministers. In short, the entire

community. Experience has shown that these local people are the

ones capable of developing ways to help adolescents to understand

and appreciate their responsibilities as members of the community

and as future parents. The interests of parents and preservation

of community values, as well as proper regard for individual

autonomy, are maintained and safeguarded in this Maryland program

much in the way the successful "Headstart" program involves parents

and community leaders in the education and development of children.

The "Headstart7_ approach or process does not rely on

individualistic action alone but deals with human beings as parts

of a family and of a community, thus strengthening all three at

one time -- the individual, the family and the community. The

Hopkins program follows the same philosophy. Its program of

"social-medical action" helps the entire social fabric within

which teenage pregnancies occur, initially or repetitively. And

by dealing with the total human situation, this process of prevention

builds a better foundation for responsible sexual life in the
•- •

future:

Experience to date indicates that comprehensive adolescent

pregnancy programs partaking of this social-medical or."Headstart"

approach do reduce repeat pregnancies significantly by:

(a) Developing a sense of responsibility in adolescent

parents towards themselves, their baby and their

community.
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(b) Providing family planning and family life

information in a manner which respects the

total life and humanity of the individuals involved,

not just their sex life.

(c) Giving the adolescent participants more understanding

and appreciation of universal moral values.

(d) Enabling the participants to cope with all their
4it•

problems -- work, love, sharing, etc..

Moreover, comprehensive adolescent pregnancy programs

have also been shown to reduce too,eagly pregnancies_through

the so-called "ripple effect". This results when participants

in adolescent pregnancy programs influence their brothers and

sisters, friends and schoolmates.

In those cases where too-early pregnancies do occur,

a comprehensive program of early detection becomes important.

Early detection and referral to necessary services can be achieved

by:

Ab

(a) Outreach workers from the program maintaining

contact with schools, housing projects, hospitals,

public health clinics, mental health centers, and

neighborhood health centers.

(b) Public education including discussions, lectures,

TV/newspaper articles aimed at the local community

and special groups, e.g., churches, teenage clubs,

etc..

32-704 0 - 78 - 5
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(c) Good coordination, accessibility and cooperation

within the human services network in the community.

This results in more effective referral mechanisms.

(d) Removal of barriers to the provision and reception

of care. Adolescents need to be able to give

consent for their own care, and care should not

be denied because of inability to pay or because

of ineligibility for medical assistance, etc..

This is a condensed description of the social-medical

process pioneered by the Johns Hopkins Center, but to understand

better how the specific results are achieved it would be useful

to itemize other essential component parts of this teenage pregnancy

program. Of course, it will certainly not be possible at the

outset for every adolescent pregnancy program to provide every

service already existing at Hopkins; but no program, I submit,

should be funded unless its grant application contains a plan

by which the program would achieve, within the grant period,

the level of comprehensive care and prevention which has proven

to be essential. I- •

In the Hopkins program we can distinguish the following

eleven components: --

•

•
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1. Early and Continuing Prenatal Care 

This should include:

(a) Early detection of pregnancy (see below)

(b) Comprehensive health care. Because-of the high

incidence of complications, e.g., prematurity, the

following should be included:

Thorough medical evaluation and observation of

the pregnancy.

Screening, diagnosis and treatment of prenatal

and postnatal conditlons. For the mother this

should include medical, socio-emotional, educational-

vocational care; for the child this should include

physical, developmental and socio,emotional%care.

Special referral to clinics for particular medical

problems of diabetics, nervous disorders, etc.

Special nutritional support by provision of food

supplements for both mothers and infants, e.g.,

through WIC.

Health related education which would include:

+ management of pregnancy, i.e., _physiology of

pregnancy and reproduction.

+ Self-care, including nutrition and risk factors

related to drugs, cigarettes, alcohol, etc.

+ Responsibility of parents.

+ Parenting, including infant care and child

development.
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2 Social Services 

The social services component of successful programs

deals with the numerous problems of support (e.g., financial and

emotional), continued education, and liaison with other community

services and agencies. This involves working not only with the

mothers but with the fathers, and with their families in order to

assist the young parents to develop a plan leading to self-sufficiency

and independence.

These services are oriented toward helping adolescents

cope with their particular situation- and deal with it in such a

way as to enhance their own self-confidence, self-respect and sense

of responsibility to themselves, their baby and others in the

community.

3. Comprehensive Health Care For The Infant 

(a) Neonatal intensive care (if necessary)

(b) Periodic medical examination and screening, e.g., EPSDT

(c) Immunization.

(d) Eva'luati8n 'and care by parent or parents.

(e) Diagnosis and screening of such problems as nutritional

deficiencies, visual and hearing defects, mental

retardation, learning disabilities, crippling and

handicapping conditions and child neglect/abuse.

Appropriate referral to specialized services should be

made when necessary, e.g., to heart disease clinics.

•-•
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4. Long Term Follow-Up Services for a Minimum of Two Years 

This is an indispensable component because its duration

and quality directly influence the physical and psychological health

of the infant and its parents. These follow-up services should

include:

(a) Comprehensive health care for mother.

(b) Parenting education.

(c) Counseling for parents and family members.

(d) Family planning and family life education.

(e) Integration of other services described below in an

effective manner.

5. Education 

Adolescent pregnancy programs must put special focus on

education and make it possible and attractive for the young parents

to stay in and complete their schooling. The eduJation component

should include:

(a) Access to an educational program, e.g., regular

school program, vocational programs, G.E.D. preparation,

etc..

(b) Parenting instruction.

(c) Instruction in child care and child development.'

(d) Development of an understanding of community life.
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6. Adequate Day Care 

Adolescents should have access to day care centers,

family day care, or child development programs which include the

mothers and fathers themselves.

7. Ways For Including Fathers 

Experience to date shows that involving fathers is

important not only in raising their sense of parental and sexual

responsibility but also in helping the mothers cope and the babies

develop normally. It has been possible in many adolescent pregnancy

programs to involve fathers meaningfully in:

(a) The mother's preparation for childbirth.

(b) The delivery room itself.

(c) Parenting instruction.

(d) Day care activities as a volunteer.

(e) Vocational education and training.

(f) Family planning and family life education and

services.

8. Involvement of Suppqrtive„Cpmmunity 
•

Many adolescent mothers and fathers are isolated and

often socially alienated from their community. An adolescent

pregnancy program should seek to link adolescent parents to a

supportive community by providing:

(a) Advocacy services for child and parents.

(b) Housing. Adequate housing is vital to the health

and quality of life of parents and infant. This

requires good liaison between the program and

local housing authorities and social services

agencies.
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(c) Assistance from private and public agencies

and organizations including churches, voluntary

organizations and professional groups.

(d) Residential care, when appropriate, for pregnant

adolescents.

(e) Adoption services when desired.

9. Staff Training and Education. 

The responsibilities of an adolescent pregnancy 
program

must include staff development at all levels. Staff members who

can serve as role models contribute greatly. Employment of men

on the staff and as program directors has proven us
eful in this

regard.

10. Transportation 

Adequate transportation resources should be av
ailable

to adolescent pregnancy programs wherever needed.
 This is

particularly important in rural areas where the n
eed for adolescent

pregnancy sesvices'is particularly acute.

11. Evaluation

A systematic evaluation is essential to determi
ne

success or failure in terms of numbers served,
 outcomes (perinatal

death, low birth weight, damaged infants, repeat 
pregnancy, school

dropout, chronic welfare support, etc.).
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12.

COSTS

One thing that seems to have been missing in much of

the discussion I have heard about the proposals in this teenage

pregnancy bill has been an estimate of the number of individuals --

teenagers and their babies -- that would be helped by $60 million

of federal funds during the first year. I would like to attempt

to give you such an estimate based upon the program at the "Johns

Hopkins Center For School-Age Mothers and Their Infants."

That Center estimates costs (over and above delivery

costs which are paid by the hospital, or by the families, or

by Medicaid) as follows:

For mothers - $507 over two and a half years

For babies - $148, over two years

For fathers - $: 45) over two and a half years

Total - $700

Since H.R. 12146 requires communities to provide at least

30 percent of program costs, a federal allocation of $60 million

would produce at least $85 million for programs. This $85 million

would provide comprehensive, long-term services to over 117,000

families or to a total of 351,000 teenagers and their babies.

Thus, the average cost per person served amounts to $242 (approx.) --

and this provides assistance on the average for more than two

years.

A detailed cost analysis follows.

'‘
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JP,

12a.

$ Co:-,t, of Service

T7pe of Service Mother Baby Father

Pregnancy Diagnosis

Houtine Medical Care

Supportive Medical Services

$.34

(Not an additional cost)

Medical - Prenatal 53

Labor and Delivery - Medical

Supervision and On-Call

Nurses 36

Postpartum - On-Call Nurses and

. Pediatric Nurse Practitioner 35

Postpartum Nab-it - On-Call -

Nurses and Pediatric Nurse

Practitioner
8

Medical Follow-up
36

Family Planning Supervision 6

Medical Family Planning Service

and Supplies 50 8

Educational Services

(Obstetric Phase)

Health Education - Prenatal

and Postnatal 51

• NutritiOn Counseling 8

Vocational/Educational Counseling 12

(Follow-up Phase)

Education - Health, Nutrition,

Parenting, Child Care, Family

Planning, etc. 24 8
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12b.

Type of Service

$ Cost of Service

FatIvirMother Bnby

Education/vocational counseling 9 4

Social Services
(Obstetric Phase) 30

(Follow-up Phase) 17

Psychological Testing

Screening 14

Assessment 22

Community Outreach
(Obstetric Phase) 23

(Follow-up Phase) 8 8 8

Program Administration 31 26 8

Training and Consultation 12 4 2

Maintenance and Overhead 10 3 2

Evaluation 25 10 5

$507 $148 $45

TOTAL $700
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CONCLUSION

The comprehensive program recommended by the Bill

which I have described in greater detail_i:,

1. Not a one-shot program. We have learned that one-shot

prevention programs will not work. As Dr. James

Jekel of Yale University has shown, many young men

and women, for complex social, cultural or psychological

reasons will not take precautions even when contraception

is available.

Not a warmed-over version of a program designed -4-or

older women. We have learned that programs designed

for older women (as most prevention programs are)

will not work for teenagers. These teenage girls have

vastly different problems than most older women who

become pregnant. They are disenchanted with what

they see around them. They distrust the advice of

older people, often including their parents. They

are often drop-outs from school; without marketable
,

skills; withoUt jobs; unmarried; With a multitude

of problems not concerned with their pregnancy.

These young parents need specialized approaches;

specially trained and motivated people who can help

them; specially designed programs to give them

support they can depend on, and values they can

believe in.
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3. Not a simple sex education program. We have

learned that sex education programs in the schools

will not work to reduce the number of pregnancies

among these adolescents. As Dr. Robert Coles says,

these young people are alienated from all our

institutions and especially the schools. Many have

already dropped out. When they become pregnant

or have their babies they are very often not welcome

back into schools. And so the schools cannot provide

the anchor of trust or the moral authority which

these young people need.

4 Not a handout. Instead it is a preventive health

program that will result in future cost savings

many times greater than the cost of the program.

This Hopkins program is an example of what physicians

call preventive medicine. When a physician follows the goals of

preventive medicine, he strives to bring the patient to a situation

where the patient,does pot ,.require the physician. ;he. model for

preventive medicine is not a child's relationship to a parent,

a relationship Of helpless dependency. Rather, the model for

preventive medicine is the dependency of a husband and wife, or

the dependency of teacher and student in its deeper sense (in

Aristotle's sense of people sharing a common ideal). Trying to build
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a better humanity for these teenage girls and their children

requires the physician to develop the teenager who is dependent.

The physician seeks to instill a sense of personal worth and

self-sufficiency, and especially a sense of responsibility for

themselves, so the young women do not feel embarrassed, but feel

able, through their own efforts, and with community encouragement,

to ameliorate their own problems.

The program which I have described encourages teenagers

through their own efforts to take control of themselves and their

lives. And the program works.

Consequently, I hope and trust you will promptly

approve H.R. 12146.
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1'1 -University New I I avert, Connetthul 06510

SC11001. OF MEDICINE.

Department of Fp/den:Woo
turd Public Health

Health Policy Project
6o College Street

June /9, 1978

Senator Harrison A. Williams
Chairman, Senate Committee on Human Resources
421-;
Washinzton, D.C. 20510

Dear Senator Williams:

My name is James Jekel, and I an writing comments on the draft ofthe Adolescent Health Services and Pregnancy Prevention and Care Act of1978. I am a physician with certification by the American Board of
Preventive Medicine. I have been teaching at Yale University for 11
years and am currently Associate Professor of Public Health. During
this time my main area of research has been in the area of school age
pregnancy and programs for adolescents who have become pregnant. I am anauthor of a monograph and more than 20 papers concerned with adolescentpregnancy and comprehensive programs to serve them. I have also workedas a member of the board of directors of the Young Mothers Program inNew Haven, Ct., and the National Alliance Concerned with School Age Parents.

I am encouraged at the recent evidence of concern on the part ofCongress for an issue that has been of concern to many of us for more
than a decade, but I am worried that the bill, in its draft form, is notsufficiently focused and does not guarantee an adequate emphasis on thecare for pregnancies which do occur and are brought to term .

To start, I am concerned with the implication that all teenagersare adolescents (sec. 2(a)(2) says there were 600,000 adolescents who
carried their babies to term. Over half of the 600,000 were deliveries to18 and 19 year olds, many of whom were married.) I believe the billshould more clearly focus on those under age 18.

I am also disturbed about the bill's assumption that we can preventmany more teenage pregnancies than we are now doing. The evidence forthis is weak, and is mostly based on surveys which suggest that many ofthe currently delivered Young teenage pregnancies were unwanted. The be—lief that most, even many, of the first pregnancies now occurring to youngadolescents are unwanted is, to my judgment, incorrect. Motivation is socomplex that one cannot obtain reliable responses by interviews. Mostlikely the motivation was mixed, with some feelings for and some againstpregnancy. However, mixed motives are usually sufficient to preclude thetaking of preventive action. Most inner city teenagers I have heard, whiteand black, have stated that they wanted to have someone to love (i.e., the
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Senator Harrison A. Williams
page two

baby) and s,reone to love them, and someone to give the kinds of things

C don't think they had. The responses to interviewers are of dubious
valiedty, to L/ mind, both because the young people may not know their

real motivation, because motivation changes with time, and because they
may give answers they think would be most appropriate. Moreover, many
young teenagers would not take a specific preventive approach, such as

the pill or an IUD, because to do that would be to admit to themselves
they planned to be immoral by their standards. In the moment of love or
pressure from young men, whom they like, however, spontaneity does not
seem to have the same negative connotations that a "planned" prevention
would mean to them. Thus, their understanding of and belief in moral
behavior may actually hinder effective prevention. I also have serious
medical concerns about giving young teenagers either the pill or the IUD,
and I know of no other contraceptives that would have comparable use-
effectiveness.

I certainly am in favor of increasing the availability of contra-
ceptive services to a reasonable level, but there are already existing
Federal efforts in this direction, which may be expanded further by other
bills currently submitted. Putting still more money from this bill into
contraceptive services for all sexually active teenagers would create
duplication between programs and would diminish the resources available
for those who decide to carry the pregnancies to term, and for the primary
prevention of future pregnancies among this high risk group. I have de-
tailed my serious concerns about ignoring "secondary prevention" in a
recent paper published in the Journal of School Health; this paper is
attalhed as "Appendix A" to this written statement. My special concern for

the prevention of the rapid second child to teenagers comes in part from

our own studies; a paper explaining my concern is attached as "Appendix B."

Implicit in the primary prevention approach is the assumption that
many of the young adolescents who deliver would readily make use of contra-

ceptives if they were only available, or would do so with a minimum amount
of public information and "education." The former view is not supported by

the New Haven experience, where after the 1965 Supreme Court decision, con-
traceptives became readily available and are now offered through a variety
of sources, including a special Health Dept, clinic in a housing project,
Planned Parenthood clinics, hospital clinics, and neighborhood health centers,
in addition to private physicians. The rate of first young pregnancies re-
mains high, even in the population of a strong neighborhood health center
that offers every pregnancy prevention service.

The latter view, that "education" would lead to effective use of pre-
vention, goes against the generally disappointing results of community-
based behavior modification efforts. I would, however, support a series of
community-based primary prevention efforts using a variety of methods on a
demonstration basis, if careful evaluative research were included in each.
There simply is too little known to state how best to achieve "primary
prevention" in adolescents.
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page three

I am pleased with the emphasis in the current bill on improving,
.,:1;thening, and building on existing programs rather than !ethstituting

for local funding. The idea of improving "linkages" is a good one, but if

the rchanism is not careful:7 defined in the bill, the evvelop,ent of reg-

ulations, and their subsequent administration, could become a nightmare
be seri,usly delayed. In my judgment, the best approach to the admin-

!,..tr.::tion would he to turn the responsibility over to the statm_ after
they have developed a state plan for adolescent pregnancy, showing the
existing and potential statewide links betveen education, health, social

services, and day care, etc. The states would then give money to the
commmities to use to build and link services in their own areas. I have
seen this general approach work well in Connecticut (see Appendix C, which

is a report of a State of Connecticut program that was able to establish
and improve many comprehensive adolescent pregnancy programs around the

state by using a limited amount of money as leverage to draw out, link,

and focus community money and efforts.) Moreover, other states have
demonstrated how a State department with the will and some resources can

be effective in establishing and linking services (Michigan and Oklahoma

may be cited as states that are making progress in this regard.)

Another reason the States must be involved is that if project grant

applications must come to the Federal level, the most successful grant

applications will come from the strongest programs who already have the

ability and the experience required for successful grantsmanship. There-

fore, the monies would help the stronger programs rather than those in most

need of help. State personnel are in a better position to judge local need

and potential than is the Federal givernment, and are better able to

monitor the progress and to provide technical assistance to local programs.

Also, the entire effort would need a high quality program of technical

assistance to the States and to local efforts, which should be receiving

support through this bill.

Two of the most important services are missing from the first draft

of the bill: pregnancy testing and day care. Pregnancy testing is essential

if the young mothers are to have early access to care. Day care is necessary

if they are to receive the long term follow-up which is necessary to main-
tain the short term gains demonstrated by evaluative research.

Last, there is inadequate evaluation built into this bill. Unless

money is specifically appropriated for a major evaluation effort ( I would
estimate this would take 2-31 of the appropriated money), at the end of
5 years Congress will not be sure that the program has accomplished its

objectives.

I hope these comments are helpful. I would be willing to expand on

these points or to address other issues. Please write or call (203) 436-4205.

;7(

JFJ:fw
encl.

Sincerel

James—V. Jekele'M.D.4 M.P.H.

e.,pciate Professor of Public Health

•
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WILUAM DONALD SCHAIA.Lk,

OFFICE OF THE MAYOR • CITY OF BALTIMORE

250 City H.1I.B.Itisorc Marylama 21202. (301) 396.3100

In reply refer to: MO 40

June 27, 1978

The Honorable Paul G. Rogers, Chairman

House Sub-Committee on Health
and Environment

2407 Rayburn House Office Building

Washington, D.C. 20510

Attention: Dr. George Hardy

Dear Chairman Rogers:

The City of Baltimore, under the impetus of the Mayor's Office,

has launched a major planning effort toward a comprehensive

approach to teenage pregnancy prevention including coordinated

services to adolescent parents.

There is widespread recognition that adolescent pregnancy and

parenthood have far reaching adverse effects on the parent
, the

child, and society. From today's epidemic of teenage pregnancy

our cities of tomorrow will reap a whirlwind of abu
sed and

neglected children, welfare dependent parents, and unst
able

families.

There are really two population groups which must be addre
ssed

with equal seriousness--the sexually active adolescent who, a
s

yet, has not conceived a child; and the adolescent who has

already borne a child.

The Johns Hopkins Center for School Age Mothers and
 Their Infants

located in Baltimore City is reknown as a maternal 
model for

serving those adolescents who are pregnant or alrea
dy have a child.

Consistent with Hopkins' national leadership in app
lying medical

resources to social problems, the Center for School 
Age Mothers

has provided a mix of medical, educational, and soc
ial services

which have proved to be phenomenally successful in 
dealing with

adolescent pregnancy. Most significantly, their follow up

studies have demonstrated that only 5% of the adole
scents parti-

cipating in their program became pregnant again wit
hin one year

as opposed to the national average of 25%! Clearly this is a

BALTIMORE
=MEM

32-704 0 - 78 - 6
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proven model which could serve as a national standard for pre-venting second pregnancies and helping young parents overcome
the normally devastating effects of early parenthood.

Though obviously a success, the program only reaches a small
portion of the population at risk.

While we have made a beginning with adolescent parents, we
have hardly begun to develop models for primary prevention of
adolescent pregnancy. The Mayor's Office has recently conveneda task force representing all significant public and private
agencies to develop a comprehensive primary prevention program.
This model, currently in the development stages, is mounting
new interdisciplinary initiatives in sex education, public
awareness, motivation and attitude change, and access to a
comprehensive network of health care and birth control services.

The City of Baltimore is deeply committed to reversing the
trend of statistics on teenage prognancy and enthusiastically
supports every Congressional initiative that will assist us in
this effort.

er ly,

May .r

a
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CITY OF BALTIMORE

WILLIAM DONALD SCHAEFER, Mayor

DEPARTMENTOFSOCIALSERVICES
KALMAN R. HETTLEMAN. Director
1500 Greenmount Avenue. ReHonore. Maryland 21202

June 28, 1978

The Honorable Paul G. Rogers, Chairman
Subcommittee on Health and the Environment
of the Committee on Interstate and
Foreign Commerce

Room 20515
Rayburn House Office Building
Washington, D. C. 20515

Re: The Adolescent Health Services
and Pregnancy Prevention Care
Act of.1978

Dear Chairman Rogers:

We are writing in strong support of H.R. 12146. As the local welfare agency
in the City of Baltimore, we are in a special position to express such support.
We not only know -- as our colleagues across-the country -- of the desperate
need for this legislation. In the City of Baltimore, we can attest that the
kind of programs it would provide will work; the funds it will provide can be
effectively spent. We know this from our close experience and working relation-
ship with the Johns Hopkins Center for Teenage Mothers and their Infants.

We urge the Subcommittee to consider carefully not what the Johns Hopkins
Center has conceptualized but what it has achieved. Others have provided the
Subcommittee with full details of its programs. We would only briefly state
that it has proven to be a functioning model for the kind of comprehensive
services that make a neasurable difference in the lives of the young mothers
and children it serves.

The measurable results have been astonishing. To cite but several examples:
Low birth weight, which has long been associated with low I.Q.'s and other
developmental disabilities, has been reduced from 16.8% to below 10%. Follow-
up studies have shown that only 5% of the adolescents participating in the
program became pregnant again within one year compared to the national average
of 25%. Within 18 months only 15% of the adolescents became pregnant again.
National statistics reveal that 70% of young mothers become pregnant within twoyears. Also while 90% of adolescent mothers in Baltimore generally drop out of
schoul, only 15% of the girls in the Hopkins program dropped out; 85% remainedin school, graduating and getting jobs.
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Of course many of the target population of teenagers are AFDC recipients
who are served by this agency. We know first-hand that the success of the
Johns Hopkins Center is directly related to the comprehensive, specialized
nature of the program: to the fact that the program is directed specifically
to adolescents and their unique needs; the continuous service from the prenatal
period to three years post-natal; the educational component which includes
family planning, child care and development and parenting skills; and the
close working relationship between the program and other community agencies,
public and private, such as this agency.

It is only through this kind of comprehensive, community-based program
that we will be able to reach out and work effectively with these young people.
We need to take a holistic approach to adolescent parents, dealing with both
young mothers and fathers and their families and developing supports for them
within the community. Only then can we understand and relate programs to the
life style and attitude factors which are so critical.

H.R. 12146 holds out the hope and promise that a network of programs such
as the Johns Hopkins Center can be developed. Mayor William Donald Schaefer
of the City of Baltimore has expressed to this Subcommittee the vital role that
such programs can play in the totally integrated network of services that the
City of Baltimore is planning. In this agency we have just initiated our own
pilot Single Parent Service program. This program includes outreach to youth-
at-risk, counseling, support services, financial assistance and linkages with
other community agencies. These services are provided by a group of specially
selected and trained staff. As this program is located within the Department
of Social Services, we are able to reach many adolescents as they apply for
Public Assistance. Often this is before they become pregnant.

There is of course rampant skepticism in the country about untried new
government programs. But the programs under H.R. 12146 can work. They have
worked -- as the Johns Hopkins Center has shown. However only through H.R.
12146 will these kinds of programs be able to reach the large population of
mothers and•children,who are so seriously and precariously at risk.

We urge your support of H.R. 12146.

Sincerely,

//(-77/-4Z7F2

Kalman R. Hettleman

a
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Mr. ROGERS. Thank you, Mr. Shriver, for a very comprehensive
and helpful statement. Do you desire to make a statement, Mrs.
Shriver?
Mrs. SHRIVER. No, Mr. Chairman.
Mr. ROGERS. Dr. Hardy.
Dr. HARDY. You were kind enough to let me submit some written

testimony in your hearings. I think that beyond that, I would
simply like to say that I have worked in this program with these
teenagers. It seems to me an extraordinarily rewarding experience
because one can help them through education to have much better
lives and to help them prevent subsequent pregnancies which
really wreck their opportunity if they occur.
We have been very fortunate in having very few second pregnan-

cies in our program. Where it has happened, the girls have tended
to regard it as a disaster, and I think it is.
Thank you.
Mr. ROGERS. Thank you.
Dr. Carter.
Mr. CARTER. Thank you, Mr. Chairman.
I want to compliment Mr. and Mrs. Shriver and Dr. Hardy on

this presentation. I think it is by far the best we have had today. It
is more meaningful to me because it has more to do with the
underlying problems which are really involved in teenage pregnan-
cy.
You speak of the need to upgrade personal values and to help

redirect young mothers. I agree with this, and think that this
should be the case wherever possible. I also think we need to
consider the total situation of the community and involve local
people in this effort.
You mention churches, clubs, and so on. I would like to include

other activities, such as organized athletics and instruction in art
and music. We need to keep our youngsters busy to compensate for
the lack of family activities. I think more than likely it is the
breakup of the family unit that has helped cause this problem.
Children are failing to receive at home the values and beliefs that
are best learned in the family unit. They are falling out from
under parental influence and as a result, are vulnerable to the
wrong kind of information.

I do believe that in this legislation we should include language
about the personnel in private, nonprofit organizations. I am inter-
ested to see that such personnel are people of skill and good train-
ing. In many cases this has not been true. I am sure in your case it
must be true because you have had very good results.
Thank you, Mr. Chairman.
Mr. ROGERS. Thank you, Dr. Carter.
Mr. Scheuer.
Mr. SCHEUER. Thank you, Mr. Chairman.
I am sorry that I missed Mr. Shriver's testimony. I note that on

page 2 of your testimony, Mr. Shriver, you talk about the fact that
teenage pregnancy is endemic. You are absolutely right. It is a
societal problem that we are well aware of. You state that teenage
pregnancy will not be eliminated by more and better sex education,
more and better contraceptives, more and better abortions.

P
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Well, pregnancy, of course, will not be eliminated by abortions.All of us share your moral abhorrence to the fact of abortions. Butwe did get a great deal of testimony in our select committee hear-ings on this subject from groups who were opposed to abortions, theright to life groups, who supported better sex education. Theycounseled us on the importance of the family life type of sexeducation. It was not just bumbling, but an attempt to instill inpeople some feeling of who they are, and their own dignity andessential self worth, as well as trying to give them more respect for •themselves. It also attempts to convey some concept of the beautyof the sex act, and at what time in their lives and under whatcircumstances it is appropriate.
They felt that was important. They certainly felt that the prolif-eration of family planning services was important and would help.They emphasize in both of these the importance of providing edu-cation in natural methods, as well as services using the naturalmethods, among others. They emphasized that the informationabout how natural methods work and the actual services them-selves were not available enough.
I think we had a consensus by the time we finished that therewas an urgent need for more sex and family life type educationwhich would include all the information that a woman would needin order to engage in natural family planning.
It is a far more sophisticated activity than most other methods of

contraception. It requires far more self discipline. It requires a far
more goal oriented personality. It requires great self esteem and it
requires a lot of knowledge about the physiology of the femalehuman body in order to compute when the woman is in her fertile
period and when she is in her infertile period.
These right-to-life witnesses, a number of them, were really, as I

recall, quite unanimous that this kind of family life education,including knowledge about the females' fertility function, was es-
sential. They agreed that the natural method should be offered notonly from the point of view of information and education, but from
the point of view of counseling in a service role.
I do not get that signal from your statements. I would be curious

as to how you react to a fair number of witnesses who representedthe right-to-life position.
Mr. SHRIVER. First of all, I am one who represents that position

myself.
Mr. SCHEUER. You do indeed.
Mr. SHRIVER. In fact, when I was running the 0E0 I think I was athe first government official in the Federal Government to inaugu-

rate any kind of family planning under the auspices of the FederalGovernment.
So, I associate myself with that position. But that position, al-

though useful for many people, is not—I am trying to indicate toyou—apparently useful for these people. The people who are 11
years old up to 16 or 17 do not change their habits or their practice
as a result of this type of education.
That does not mean it is not good. Don't misunderstand me. It is

useful for most people perhaps but this is a special clientele, if you
will, or special group at special risk. And with this clientele it is
not especially effective. When the type of thing you are talking
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about, and which those people support, has been tried on a rather
intensive scale, for example, in the city of New Haven, it did not
affect substantially the rate of pregnancy among these youngsters.
So, I am not contesting what you have just said nor am I contest-

ing what they have testified to. I am only pointing out that it does
not work, nor has it worked up until now with these youngsters.
Now, both the mayor of Baltimore and Dr. Jekel up in Yale, who is
intimately knowledgeable about the experiences in New Haven, say
explicitly that it might be well worth while to try an experiment

• some place and see whether something different along those lines
would in fact be effective with this clientele.
I am not opposing that. That would be like an experimental

thing. But we do not have, according to scholars, any example of a
• case, a town, or part of a town where that kind of approach has

been successful in reducing either first or second pregnancies
among this clientele. On the other hand, the comprehensive pro-
gram of which that is part—don't forget that—the comprehensive
program like the Hopkins program of which that is a part—that
kind of program does stop the secondary pregnancy and has a
beneficial effect with respect to the first pregnancy.
Let me emphasize that again, in the total program we are talk-

ing about, Congressman, the comprehensive program family plan-
ning or parenting is in there together with the effect to develop
self-esteem, jobs, et cetera. But with this clientele you cannot just
go out and do that in 30 seconds, or merely with sex education no
matter what type.
Dr. Hardy can tell you more about that by far than I can. She

can tell you that better than I can. The reality is that if you have
the young women in the program for 2 years and you work with
them in the area you are talking about as well as many other
things with respect to their job, education, and so on, then you can
modify the behavior.
But the scientist will tell you—I think it is true; it has been

proven—that as of now there is nothing in the literature that will
indicate that a massive effort focused on family planning, let us
say, will produce results with this population.
Mr. SCHEUER. That is news to me. I think we will have to look

into it. Pregnancy is a biological, social, psychological, and econom-
▪ ic event. You say "It is the social, psychological, economic, and

moral situation which causes these girls to accept, even to want,
pregnancy despite their tremendous youth."
Thus, we have three problems with teenage pregnancy that may

• be found on the bottom three or four lines of page 2.
Mr. SHRIVER. Yes, I know.
Mr. SCHEUER. The unmarrieds in the 11 to 18 age group provide

us with three challenges. It is important to try to give them a sense
of who and what they are, where their lives are headed, and how a
pregnancy, at an early stage in their teens, will devastate their
chances for a normal life, education, job, and happy marriage.
An obvious solution would be to have the teenagers defer sexual

activity until a more appropriate time in their lives. It could teach
them to want to use contraceptives, to give them enough sense of
self-worth so that if they decide not to become sexually active, they
at least, will not become teenage mothers.
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Furthermore, they should be taught the mechanics of birth con-
trol. Some of them will choose the natural method; others will
choose the barrier methods; others will choose chemical methods.

It seems to me that not all of these girls are willing and totally
acquiescent in accepting pregnancy as either a necessary compo-
nent to that sexual activity or a purely acceptable result of sexual
activity.
There must be some, it seems to me, whom we cannot convince

that this is an inappropriate time in their life to be sexually active
but whom we might be able to convince that they at least should
take the steps necessary to defer pregnancy.
Pregnancy at that time surely would have devastating effects on

their growth and development and the realization of their own
growth.
Mr. ROGERS. Dr. Hardy who runs the program at Johns Hopkins

might give us some comment on that.
Dr. HARDY. I think Mr. Scheuer is correct. There are some girls

who can be persuaded to defer sex. There are other girls who
cannot be persuaded but who can be persuaded to use contracep-
tives. There is a third group of girls who will neither defer sex nor
use contraceptives. Unfortunately, it is a rather large group when
one considers the 17 years and under group.
Mr. SCHEUER. In the United States how many young women are

17 years and under, who will wilfully engage in sexual activity
without the use of contraceptives?
Dr. HARDY. I think it is probably close to half. In taking the

country as a whole, taking the population of girls with whom we
deal in the inner city, 75 percent black group, it is larger than
that.
But I would like to make a point about the contraceptives. You

bring up the natural method. These are reasonably good for the
girls who are 17, 18, and 19. But for the young teenager who is just
passing through the early stages of womanhood, they tend to be
very unreliable because the period tends to be unpredictable. They
do not have regular cycles of ovulation.
I think that Dr. Kantner and Belnick in their studies have found

a high percentage of the sexually active girls who say that they use
these methods but become pregnant. There is very real need for
research in contraceptions in young teenagers. There just is not
good information about which method is the best, how to get them
used regularly and so on.
The girls have a kind of psychological hangup about using con-

traceptives. They feel that they are doing something that is immor-
al; they are commiting themselves to an immoral act, whereas if
sex just happens sort of spontaneously, without preparation, it is
more acceptable to them.

It takes a good bit of education to get over that hangup.
Mr. SCHEUER. You are saying that education makes it possible

for them to get over their hangup?
Dr. HARDY. We have a small percentage, 5 percent now, who do

get pregnant again in 1 year.
Mr. SCHEUER. But most of them do not.
Dr. HARDY. Most of them do not.



85

Mr. SCHEUER. Sex education can either help defer sexual activity
or promote contraceptive use.
Dr. HARDY. I think you need to provide the education. That is a

vitally important thing to do.
Mr. SCHEUER. That is what I am getting at.
Dr. HARDY. I think you need to provide the contraceptive services

also.
Mr. SCHEUER. That is all I am getting at.
Dr. HARDY. I have one further point. That is that these services,•

to be acceptable and effective, have to be provided in a kind of
wholistic approach, as Mr. Shriver describes it.
Mr. SHRIVER. In other words, to go back and say it all over again,

. if you do primary prevention by itself, what these people say is
that with this population it will not work. That is oversimplified
but that is what they say.
Second, they say that if you do it just the way you describe it,

Congressman, within a total program, then it is effective. What we
are arguing for is not against what you said but in favor of the
total program because it is in that setting that the results are
achieved.
Mr. SCHEUER. How much would it cost for a young lady annual-

ly?
Mr. SHRIVER. It comes to $242 for the total. For the woman by

herself it comes to $505. For the baby, $125 or $135; the exact
figure is in the testimony; for the father, when they can get the
father involved, it is $75. I think it comes to $700 flat or $750.
Mr. SCHEUER. I think that is appropriate for a target group

consisting of young girls who have already been pregnant to pre-
vent the second pregnancy.
But how about the young woman who has never been pregnant?

How do we help her? Can simple family life type sex education
plus the availability of services reach a significant number of that
group?
Dr. HARDY. May I make a comment about that.
Mr. SCHEUER. Let us say in the setting of a simple neighborhood

family planning clinic.
Dr. HARDY. When we ask the girls who come to our center why

' they did not use contraceptives, we find that they knew contracep-
tives were available, most of them even knew where they were
available, but they did not get them.
Mr. SCHEUER. Did they tell you why?
Dr. HARDY. Yes.
Mr. SCHEUER. Why?
Dr. HARDY. Well, I am not clear why, partly because many of

them do not want to use them. Undoubtedly, better education in
the schools would help but that is going to be a long drawn out
process. Research would help. We would know how to do it; prima-
ry prevention education is better but that too will take time.
Mr. SCHEUER. Of course, you see the ones who get pregnant. It is

perfectly clear they were not contracepting. Maybe a good many
young ladies and their cohorts, and I apologize for using that word,
12 to 16 years old who are not contracepting and do not become
pregnant and you do not tend to run across them.
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Dr. HARDY. As far as my information goes, the girls under 17
tend to make up a rather small proportion of the clients at family
planning clinics. I judge from that that the family planning clinics
have not been reaching this population. They reach some but not a
large part of them.
Mr. SHRIVER. Mr. Chairman, may I just read two paragraphs

from a letter which was introduced into the record here from
Professor Jekel of the School of Public Health at Yale.

It is in the Senate record too. He is talking about the possibility
of getting good results through primary prevention methods with
this population. This is what he says:

Implicit in the primary prevention approach is the assumption that many of the
young adolescents who deliver would readily make use of contraceptives if they
were only available or would do so with a minimum amount of public information
and "education."
The former view is not supported by the New Haven experience, where after the

1965 Supreme Court decision, contraceptives became readily available and are now
offered through a variety of sources, including a special Health Department clinic in
a housing project, Planned Parenthood clinics, hospital clinics, and neighborhood
health centers, in addition to private physicians.
The rate of first young pregnancies remains high, even in the population of a

strong neighborhood health center that offers every pregnancy prevention service.
The latter view, that "education" would lead to effective use of prevention, goes

against the generally disappointing results of community based behavior modifica-
tion efforts. I would, however, support a series of community-based primary preven-
tion efforts using a variety of methods on a demonstration basis, if careful evalua-
tive research were included in each. There simply is too little known to state how
best to achieve "primary prevention" in adolescents.

That quotation summarizes what I was trying to say earlier, that
what we have factually is this: We have reasonable proof that a
comprehensive program of the type that Hopkins exemplifies actu-
ally works. We have a need probably to experiment with other
forms, using maybe primary prevention to see whether that will
work somewhere, but on the basis of current knowledge there is
not any program of primary prevention that works with these
youngsters.
Consequently, it is my hope that if the Congress approves this

legislation that, since so little money is involved, there is not very
much, that the major part of it by far, if not all of it, will be put
into the programs we know will work.
And they work too, Congressman, not just in reducing the second

or third pregnancy but they also have a beneficial effect on first
pregnancy through what they call the ripple effect. In other words,
once the girl who is pregnant becomes involved, her friends and
others come in and they are beneficially effected.
I am not saying that is the crucial thing but it does have a

preventive effect. It is a mistake to think that the comprehensive
Hopkins approach is not preventive; it is preventive.
Mr. SCHEUER. It is not aimed primarily at the young girl who is

sexually active and has not had a pregnancy yet.
Mr. SHRIVER. It is not aimed primarily—I did not say it was. It

has a spill-over effect on her. What I am saying is that the pro-
grams which are aimed primarily at that girl have not succeeded.
Mr. SCHEUER. Therefore, we do not aim anything at that group?
Mr. SHRIVER. Not at all. Dr. Jekel said that he would "support a

community-based primary prevention effort using a variety of

o

ot
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methods on a demonstration basis if carefully evaluative research
were included in each."
Now, Baltimore is trying to do that right now. They are trying to

come up with a model, if you will, an experimental model, focused
on primary prevention that would work. I am not against that. All
I am saying is that we do not have the model that works. However,
we do have a model that works in this other way—the Hopkins
way—and, since there is not much money available under this
title, my recommendation from a practical point of view would be
to put our money where you know it will produce the most results.
Mr. SCHEUER. I think all of us are in favor of targeting in on this

special clientele of teenage girls who have an unwanted, out-of-
wedlock pregnancy.
Mr. SHRIVER. That is where the rub comes. If they were all

unwanted, it would be a different game.
Mr. SCHEUER. I appreciate Mr. Shriver's testimony, and I want to

say for the record, that we had a great deal of evidence that family
planning programs do work for teenagers. I will submit a state-
ment at this point for the record, Mr. Chairman--
Mr. ROGERS. That will be fine.
Mr. SCHEUER [continuing]. Outlining some of the testimony we

had and some of the studies indicating that we can reach many, if
not most, of those young girls who are sexually active and who
have not had a pregnancy yet.
Mr. ROGERS. As I understand it, the family planning is a part of

what you propose.
Mr. SHRIVER. That is right.
Mr. ROGERS. Their proposal is a more comprehensive program.
Mr. SCHEUER. It is an excellent and a needed program. Aimed at

the young person who has become pregnant, they recommend dem-
onstration programs aimed at the young girl who has not become
pregnant—they recommend research and demonstration programs.

It is my understanding, and I will submit a brief statement for
the record, that there are programs that have reached sexually
active teenage girls and have averted conception. There are a lot of
sexually active teenage girls in this country who use contraceptives
and do not become pregnant.
Mr. ROGERS. Thank you.

• [Testimony resumes on p. 102]
[The following material was received for the record]:
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Supplementary Statement of

The Honorable James H. Scheuer

August 10, 1978

In his written statement before our Subcommittee on

Health and the Environment, Sargent Shriver observed that

"in the case of teenage pregnancy, so-called primary prevention

efforts in practice are not likely to prevent many of the

pregnancies now occurring among teenagers." While I whole-

heartedly agree that primary prevention programs will never

totally eliminate the problem of unwanted adolescent

pregnancies, I do think that Sargent Shriver has under-

estimated the usefulness of primary prevention efforts such

as the provision of contraceptive services for sexually active

adolescents. Since this issue continues to re-appear in the

various hearings on adolescent pregnancy before the House

and the Senate, I would like to take this opportunity to

explore in more depth some of the myths and misunderstandings

about the effectiveness of and the need for family planning

services for sexually active teenagers.
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During hearings of the Select Committee on Population

and in other Congressional forums, some witnesses have

suggested or asserted that contraceptive information and

services "don't work for teenagers" and that elected officials

should turn toward other, vaguely specified programs of preven-

tion or support. Yet, while the proportion of young women

age 15-19 who are sexually active increased substantially

between 1971 and 1976, pregnancy rates in this age group

remained constant. This can only be explained by increased

use of effective contraceptive methods among those teens who

are sexually active. If contraception for teenagers had not

"worked" and they had become pregnant at the same rate as in

1971, there would have been 1.29 million pregnancies among

15-19 years olds or about 19% or 203,000 more than are

estimated to have actually occurred.

Similarly, researchers at Johns Hopkins University have

calculated that current use of birth control among unmarried

teenagers prevents an estimated 680,000 premarital pregnancies

per year. That is, if none of today's sexually-active young

people were using birth control, the annual number of such

pregnancies would be 1,460,000, instead of the 780,000 that

actually occur.
1
 Nevertheless, the argument that "contra-

ception doesn't work for adolescents" has been made, both

directly and indirectly, to the Select Committee on Population,

• as well as to the Interstate and Foreign Commerce Subcommittee

on Health and the Environment, the House Select Education

•
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Subcommittee, and the Senate Committee on Human Resources.

The most frequently recurring themes were the following:

1. Teenagers won't use contraception even when 

it's offered and available.

Several witnesses have argued that because of ambivalent

feelings, inadequate motivation, unwillingness to admit that

they are sexually active or reluctance to prepare for sexual

activity, adolescents do not enroll in family planning programs.

"We are not at a stage where we can say this kind of program

works the Senate Human Resources Committee was told in mid-

July. By 1976, however, 1.15 million adolescent women were

enrolled in family planning clinics, more than a threefold

increase since 1971 when 396,000 teenagers obtained services

from family planning clinics.
2 

Furthermore, it is estimated

that an additional 1.2 - 1.3 million teenage women receive

contraceptive services from private physicians.3 These

patient statistics are corroborated by the JohniHopkins nation-.

studies of adolescent contraception and pregnancy which

found that between 1971 and 1976 the proportion of sexually

active unmarried teenagers using some form of contraception

at last intercourse rose from 45 to 64 percent.
4

It is important to remember, in this context, that conly

recently have attitudinal and legal barriers to contraception

for adolescents begun to fall and that considerable obstacles

still remain. As services have become more available, the

evidence indicates that teenagers have enrolled in clinic

programs and adopted effective contraception methods more
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4

rapidly than did married adults in the 1960s.

2. Family planning is already easily available; 

other, more significant challenges related to

teenage pregnancy deserve our resources and 

attention. 

It has been suggested that we live in a contraceptive

society, and that free access to family planning by all can be

taken for granted. While it is true there have been impressive

gains over the last decade in the delivery of family planning

services to low income persons and teenagers, the fact remains

that more than 1.6 million adolescents -- over two in five of

those who are at risk of an unwanted pregnancy -- did not

receive medically prescribed contraceptives in 1975, either

from organized programs or from private physicians.5

Physicians in private practice may be uftilble or unwilling

to meet the fertility control needs of sexually active teenagers,

or teenagers may be hesitant to seek contraceptive services

from private doctors. In any case, the 1976 Johns Hopkins

study found that nearly half of all teenagers who had ever used

the pill -- 44 percent of whites and 58 percent of blacks --

obtained their first prescription from a family planning clinic

rather than a private doctor.6 This pattern is unique in the

U.S. health system, where fewer than one-fifth of Americans

of reproductive age depend on clinics for general medical care.
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In our health system, virtually no one goes to a clinic if

alternative sources of care are available to them. Family

planning clinics have emerged as the principal point of entry

to medical contraception for sexually active teenagers.

The available evidence does not suggest that improvements

in the delivery of contraceptive services to U.S. teenagers

have occurred routinely, nor that the need for contraception

is already met. Instead, it appears that family planning

clinics and expanded, targeted support for adolescent services

within those clinics are indispensable to any serious national

effort to do something about teenage pregnancy.

3. Present contraceptive techniques and established 

family _planning programs do not meet the special 

needs of adolescents. 

As imperfect as existing contraceptives are, evidence from

the 1976 Johns Hopkins study indicates that they have a

significant impact on teenage pregnancy rates. By correlating

data on contraceptive use with data on premarital pregnancies,

the Johns Hopkins investigators found that the likelihood

of becoming pregnant varies directly and consistently with

the kind of contraceptive used and with the regularity of use.

Most (52 percent of whites and 71

percent of blacks) of those sexually

active teenage women who never use

contraception become pregnant.
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Nearly one in four (23 percent of

whites and 30 percent of blacks) of

those who sometimes use contraception,

either medical or nonmedical methods,

become pregnant.

One in six (16 percent of whites and 18

percent of blacks) of those who consistently

use nonmedical methods become pregnant.

Fewer than one in 16 (6 percent of

whites and 5 percent of blacks) of

those who consistently use medical 

means of contraception, oral contraceptives

or the interuterative device, become

pregnant.

Those who do not use contraception are three times as

likely to become pregnant as those who use a nonmedical 

method, the authors noted, and ten times as likely to get

pregnant as those who use a medical method. Among blacks,

the disparity is even greater, with non-users almost fifteen

times as likely to become pregnant as those who consistently

use the most effective contraceptives.
7

4. One shot preventive programs will not work. 

In at least two hearings, the organized family planning

network was characterized by one or more witnesses as a

32-704 0 - 78 - 7
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one-shot preventive program with services too limited to have

any meaningful impact. The medical services available to a

patient in the organized family planning network include a basic

physical examination and medical history, health education

and routine provision of VD and cancer tests, blood pressure

screening, urinalysis and blood tests, as well as an assessment

of the most appropriate means of contraception.

Teenagers, as a group, are healthy, and the assumption

that most young women need more extensive treatment has not

been substantiated.

There are exceptions to this pattern, of course,

where intensive counseling and services are undoubtedly

needed, as are ancillary services for drug abuse, alcoholism,

psychiatric care, etc. But this involves a special and far

more limited group of youngsters. The organized family planning

program was established for a different purpose -- to provide

effective means of contraception to those who want, but would

not otherwise receive it.

In 1976, teenagers comprised about 28 percent of the patients

served and 40 percent of the new patients in organized family

planning clinics.8 Among teenagers attending a family planning

clinic for the first time, increased use of the more effective

methods of contraception was striking, from 32 percent prior to

clinic enrollment to more than 82 percent following enrollment.9 4

fir
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The significance of these statistics is underscored by

evidence that young women starting with a medical method

of contraception are substantially more likely to continue use

10than those who started with a non-medical method. While

it is clearly true that family planning programs do not

meet the needs of certain adolescents, it seems equally clear

that they have made noteworthy progress in delivering effective,

medical means of contraception to many adolescents.

5. The availability of birth control leads to

more teenage sexual activity. 

Young persons today are initiating sexual activity at

earlier ages and some witnesses suggested that this trend

results from increased access to contraception (although

other witnesses related the trend to phenomena as diverse as

long-term changes in American family life, earlier onset of

menstruation, new patterns of individual behavior and

inappropriate programming by the mass media.)

Whatever the causes of earlier sexual experience and

however disturbing this trend may seem to be, we know that

the majority of teenagers who begin sex do so without using

contraception, and few adopt it before they have been sexually

active for several months. The 1976 data collected by the

investigators from Johns Hopkins University found that six

out of 10 teenagers failed to use either medical or nonmedical

'\
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means of contraception the first time they had intercourse.

There was an average of 1.4 years between first intercourse

and first contraception for those who initiated sex before

age 15; an average delay of six months for those who began
11

intercourse between 15 and 17.

A study of contraceptive patients between the ages of 14

and 18 in Michigan indicates that eight out of 10 had been

sexually active for one year or more before seeking clinic

12
services. An earlier study of 13-17 year olds attending

family planning clinics for the first time in California

found that virtually all were previously sexually active; most

had been having intercourse for more than a year. 
13

The available research consistently indicates that access

to contraception is not in itself a major factor in the

initiation of sexual activity.

6. Increased contraception doesn't solve the 

problem; as clinics have handed out more 

and more pills, teenage pregnancy has gotten

worse.

Mary Grace Kovar of DHEW's National Center for Health

Statistics has reviewed data from the Division of Vital

Statistics on birth rates among women under age 20 since 1966

(see Table 1). In spite of earlier initiation of sexual

activity among teenagers between 1971 and 1976, she observed,

teenage pregnancy rates have remained at about the same level
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as before (due to increased use of contraception).

Recent information from the Johns Hopkins study adds

weight to Ms. Kovar's data. As Table 2 indicates, the number

of young women between the ages of 15 and 19 increased 8 percent

between 1971 and 1976; the number who were sexually active

1 increased much more rapidly -- by 33 percent. If other factors

remained constant, one might expect pregnancies to have

increased comparably with the increased number who were
A

sexually active. As Table 3 indicates, however, the number

of pregnancies increased much more slowly; the pregnancies

per thousand sexually active adolescents declined by almost

14 percent.
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Table 1. Birth rates of women under age 20,
according to age and race of mother:
United States, 1966-76

Total1

Age

10-14 15-17 18-19
years years years

Live births per 1,000 women

1966 0.8 35.7 120.3
67 0.9 35.3 116.7
68 1.0 35.1 113.5
69 1.0 35.7 112.4
70 1.2 38.8 114.7
71 1.1 38.3 105.6
72 1.2 39.2 97.3
73 1.3 38.9 91.8
74 1.2 37.7 89.3
75 1.3 36.6 85.7
76 1.2 34.5 81.3

White

1966 0.3 26.6 108.2
67 0.3 25.7 104.0
68 0.4 25.6 100.5
69 0.4 26.4 99.2
70 0.5 29.2 101.5
71 0.5 28.6 92.4
72 0.5 29.4 84.5
73 0.6 29.5 79.6
74 0.6 29.0 77.7
75 0.6 28.3 74.4
76 0.6 26.7 70.7

Black

1966 4.2 97.9 219.2
67 4.4 99.5 213.4
68 4.7 98.2 206.1
69 4.8 96.9 202.5
70 5.2 101.4 204.9
71 5.1 99:7 193.8
72 5.1 99.9 181.7
73 5.4 96.8 169.5
74 5.0 91.0 162.3
75 5.1 86.6 156.0
76 4.7 81.5 146.8..

1Includes all other races not shown separately.

Source: Division of Vital Statistics, National Center
for Health Statistics
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Table 2. 15-19 Year Old Women, 1971 and 1976

1976 % Change

Women,

1971

Age 15-19

Sexually Active
Women, Age

9,712,000 10,446,000 +8%

15 - 19 3,392,000 4,498,000 +33%

Table 3. Pregnancies to 15-19 Year Old Women, 1971 and 1976

Pregnancies to

1971 1976 % Change

15 - 19 Years Olds*

Pregnancies/1000
Sexually Active

959,000 1,069,000 +11%

Women, Age 15 - 19 283 238 -16%

* Including Conservative estimates of abortions to adolescents in 1971.

Table 4. Births to 15-19 Year Old Women, 1971 and 1976

Live Births to

1971 1976 % Change

15 - 19 Year Olds

Births/1000
Sexually Active

624,000 559,000 -10%

Women, Age 15 - 19 184.0 124.0 -33%
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Table 5. Summary: Adolescent pregnancies and births, 1976, compared
to those expected if sexually active teens had maintained
1971 birth and pregnancy rates

a. Sexually active women
age 15-19, 1976 4,498,000

b. Pregnancies (1) and births (2)
per 1000 sexually active women
age 15-19, 1971 

• 
283 - 184

c. Expeated 1976 pregnancies (1)
and births (2) based on 1971
rates fi- x b7" 1,272,000 823,000

d.

e.

Pregnancies (1) and births (2)
to wcmen lge 15-19, 1976 —.1;069,000 15.59,000

Difference 203,000 264,000
(or 19%) (or 47%)

Sources (Tables 2-5):

Bureau of the Census, Current Population Reports, P-20,'Uo. 06; P-20,
No. 307; P-25, No. 643. Social and Economic Statistics Administration,
U.S. Department of Commerce.

National Center for Health Statistics, unpublished data for 1976;
Vital Stacistics, 1971, Vol, 1, Natality. Tahles 1-16, p?.. 1-20.

M. Zelnik and J.F. Kantner, "Sexual and Contraceptive Experience of
Young Unmarried Women in the United States, 1976 and 1971," Family 
Planning Perspectives, 9:55, 1977.

E. Sullivan, C. Tietze and J.G. Dryfoos, "Legal Abortions in the United
States, 1975-1976," Family Planning Perspectives, 9:3, 1976.
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1. M. Zelnik and J.F. Kantner, "Contraceptive Patterns

and Premarital Pregnancy Among Women Aged 15-19 in 1976,"
Family Planning Perspecitves, 10:135, 1978.

2. For patients served by organized family planning programs:
Data from patient reporting systems; surveys of the Alan
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distribution of patients served by organized family planning
programs:- Data of the National Reporting System for Family
Planning Services, 1976.
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Mr. ROGERS. Is there a need for the different approaches, both in
terms and education and direct services for the younger teens—say,
11 to 15—than for those 16 and older.
Dr. HARDY. There is a definition which includes the girls from 17

down from those who are 18 and 19.
Mr. ROGERS. Should we have a minimum range of required of

core services for each of these centers?
Mr. SHRIVER. I think so. In my testimony I say so. I say that

because we know that it works and, therefore, if the applied--
Mr. ROGERS. It would be well to say, "You should have these core

services."
Mr. SHRIVER. I said within the grant period. Let us say they

come in for a grant for 3 years; they should have a plan whereby at
the end of the 3 years, those components that we have found
through experience to be essential are going to be in that program.
Then, if they cannot achieve that objective they should not get

the money.
Dr. HARDY. May I make a comment there?
Mr. ROGERS. Certainly.
Dr. HARDY. I think one can make a list of the services which are

essential and services which should be provided, but perhaps they
should not all be provided by the program that is funded because
they are already available through other programs in that commu-
nity.
Mr. ROGERS. You might let us have some suggested language if

you can.
Mr. SHRIVER. I agree with that. I did not mean you had to start

all those things from scratch.
Mr. ROGERS. Mrs. Shriver, do you have a statement.
Mrs. SHRIVER. Not really. I think Sargent covered all of our

thoughts adequately. I think Dr. Hardy did also. I do think, howev-
er, Congressman, that in this country we have to be careful that
we do not end up encouraging teenagers to think that the sexual
activity is good in itself.
Mr. SCHEUER. I agree with you. Let me clarify for the record. The

first goal in reaching these kids and communicating with them
would be to give them enough of a sense of self to induce them to
defer sexual activity until a more appropriate time in their lives.
Mrs. SHRIVER. I will be very brief because I know how busy you

are. I agree with that. I think that has been able to be done over at
the Hopkins center. When you say to these girls, "If you nourish
yourself well, you will have a healthy baby. Will you give up
smoking pot?" They are willing to do it because they have a reason
to do it. You are talking about a different kind of thing when you
say these girls, and I talk a great deal to Dr. Coles, who tried to get
down here today, in terms of making a lot of sex information
accessible to a lot of girls who had not thought about this kind of
activity and suddenly we become a country in which this becomes
very easily available and even encouraged. Is that a good process?
Like you, I am concerned about sexually active girls. What Sar-

gent is driving at is to emphasize that we have a lot of different
elements in the picture. We have family values, community values,
a lot of community agencies that want to help.

*

.-
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Maybe somehow, as they did so well in Head Start and other
programs, there ought to be developed some way in which we have
everybody involved in this rather than just saying, "Well, prevent
it; we have the pill; you are sexually active; here is our preven-
tion."

It seems to me there are other approaches and we can make
other appeals to these girls in the final analysis. If you campaigned
on television, "Get off drugs; you are going to be a mother some-
day," then go into a lot of other services, it seems to me if you
could foresee the day when all the churches got together and
talked about the ethical implications and responsibilities and labor
unions participated—what I am trying to say, as Sargent points
out, is that we have to take a comprehensive view.
We do not want all these girls pregnant; you are right. But have

we thought it through? I would be delighted to read some of these
experiences that we could duplicate across the country in which we
can make the girls feel all the things you say they ought to feel.

I looked at some of the studies in Sweden where they give health
education from zero and sex education too and they have not been
able to attain any reduction in teenage pregnancy with that Swed-
ish health and sex education.
That is a different country. I am not trying to make a direct

comparison. But I do think somebody ought to give an awful lot of
thought to how we are going to make the girls feel a sense of
responsibility about themselves, responsibility about the communi-
ty, "God, I am going to have babies. Who is going to pay for them?"
They have to come out and think that through but they are not

going to get that kind of help or participate in that kind of think-
ing if they are told to get a pill and forget it.
Thank you very much.
Mr. ROGERS. Thank you.
That is well stated. I think we are basically in agreement. I see

no aversion to expanding a comprehensive approach that has
worked.
Thank you for your presentation. You are most kind to be here.

We are grateful for your spending your time with us.
The committee stands adjourned.
[The following statements and letters were submitted for the

record.]
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on Health and the Environment for giving me this opportunity to submit this

written testimony..

Maryland's Governor's Commission on Children and Youth wishes to go on

i,uLd as supporting HR 12146 - "Adolescent Health Services and Pregnancy

Prevention and Care Act of 1978", 

The Maryland Governor's Commission on Children and Youth was created by

EXecutive Order in 1972 to act as an advocate for children and youth. The

°omission is composed of 32 members including 10 youth representatives who

are appointed directly by the Governor.

Since October, 1975, a sub-c,,,utittee of the Commission has had as its

focus School-Age Parents. In 1975 in the State of Maryland, there were 10,062

births out of wedlock. Of this number, 5,093 were born to mothers 19 years

of age and under, and 2,740 were born to mothers 17 years of age and under.

In Maryland, the Commission working with the Maryland Congress of PTA,

the March of Dimes, the Department of Education, and other concerned groups

is working toward improving services on a comprehensive basis for adolescent

parents. Emphasis has been placed upon education for parenting in the schools
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as a way of helping young people become aware of the responsibilities of

parenting before assuming this role at too early an age.

Comprehensive services to the adolescent parents are limited. In

Baltimore City there exists the largest percentage of births to young parents.

Baltimore City is fortunate to have programs at Johns Hopkins Hospital, the

Laurence Paquin Junior/Senior High School and in the regular schools. In

addition, several high schools have child development laboratories where it

is possible for young parents to place their children. In spite of the

existing programs there is a need for expanded services, and a great need for

increased services to the young parent 16 years of age and under.

The passage of HR 12146 is imperative. Although resources exist in many

Maryland communities and aoloss the nation, better linkages would improve

with the quality and quantity of program rvices to the adolescent parent

population. The bill promotes innovative comprehensive and integrated

approaches to the delivery of services and this is very important in the 16

and under year old teen-age parent population.

Fr the young woman 19 years of age and under, the knowledge and availa-

bility of contraceptives has not prevented un-wanted pregnancies. This is

disucssed by Melvin Zelnik and John F. Kantner in their recent study published

in the May-June, 1978 issue of Family Planning Perspectives. There is an

inconsistent use of a birth control method by this high risk population. HR

12146 would make it possible for existing comprehensive programs to continue

to study in depth and develop creative inno ative resources with an evaluative

structure to produce effective ways of preventing and reducing pregnancies.

in this high risk population.

As the Chairperson of the Maryland Governor's Commission on Children and

Youth, I hope this Committee will give HR 12146 favorable consideration. The

future of our country depends upon helping tPdays adolescents become productive

independent contributors to family and community life.

VEW/i ew

Vivian E. Washington, Chairperson
Maryland Governor's Commission on Children

and Youth
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I am Janet Bell Forbush, Executive Director of the Nationa
l Alliance

Concerned with School-Age Parents (NACSAP), a non-pr
ofit, multidisciplin-

ary membership organization established in 1969 for t
he purpose of pro-

viding technical assistance to those who are working
 with pregnant adoles-

cents, school-age parents, sexually active youth and
 their families.

NACSAP's membership is comprised of nearly 2,000 educat
ors, social work-

ers, health care providers, youth workers, researchers 
and policy-

makers from 47 states and the District of Columbia w
ho are, for the most

part, associated with state and community based serv
ice programs in urban

and rural areas. Through its membership NACSAP is in contact with ove
r

1,500 programs which offer an extensive though incon
sistent array of

support services to pregnant teenagers ranging from com
prehensive ap-

proaches (including health, education, and social services
) to beginning

efforts which might only provide a single service.

NACSAP is greatly"encouraged that this Administration r
ecognizes the

seriousness and complexity of the phenomena of adole
scent sexuality, preg-

nancy and parenthood. Our organization is further encouraged that the

Administration has introduced legislation which would a
ssist states and

communities in responding to families that need conside
rable help and un-

derstanding. As the only national organization devoted exclusively to t
he

development of comprehensive programs and policies focu
sing both on the

reduction in incidence of high-risk, unwanted pregna
ncies among teenagers

and in the provision of essential support services for 
adolescents who

carry pregnancies to term and become parents between
 the ages of 9 and 18,

MACSAP is acutely aware of the critical need for thi
s type of aid. It is,

therefore, a pleasure for me to appear before the Subco
mmittee today in



108

general support of H.R. 12146. The observations included in my testimony

are a reflection of the uniquely relevant experience of MACSAP's members

and it is my intent, by expressing these views, to strengthen the measure

and thereby assure the likelihood of it having maximum impact on this

compelling problem after its passage.

The Adolescent Health, Services, and Pregnancy Prevention and Care

Act of 1978 is apparently intended to address three major concerns:

1) the need for general age-appropriate health services for adolescents;

2) primary pregnancy prevention services for teens; and 3) comprehensive

treatment services for adolescents who are pregnant and/or have already

had children. While all of these needs are important, on the basis of

NACSAP's experience with those programs that are serving predominantly

pregnant adolescents and young parents, it would be unrealistic to

expect a $60 million dollar program to respond adequately to all of these

areas. Therefore, since H.R. 12146 represents only one element of the

Department of Health, Education, and Welfare's proposed Teenage Pregnancy

Initiative and, in light of the Senate's recent passage of family planning

legislation which includes funding for preventive services for adolescents,

NACSAP recommends that the primary -- though not exclusive -- emphasis of

this bill be on the needs of pregnant adolescents, young parents, their

infants and extended families. To this end, NACSAP suggests that the title

of the bill be rewritten to read: Adolescent Pregnancy and Parenthood

Services Care Act of 1978. This would allow for the establishment of at

least one modest categorical program directed toward adolescent parents

and their families. It is this population which has been underserved or

unserved in most communities and it is this group of families whose needs

are so comprehensive as to be overwhelming. We view H.R. 12146 as a •
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beginning effort to meet the needs of this group of citizens and, if so

focused, it would be a strong foundation upon which to build in successive

years. NACSAP's concept of this as an on-going program is, of course

predicated on what we believe to be the realistic assumption that re-

gardless of the effectiveness of primary preventive strategies, there will

continue to be some adolescents who bear children and who will there-

fore need comprehensive services to ensure the delivery of healthy

babies and go on to realize their full life potential. In urging that the

interpretation of H.R. 12146 be made on the basis of needs among

adolescents who are already pregnant or young parents, NACSAP would none-

theless be supportive of an apportionments of the funds for primary

prevention demonstration projects. For example, a split of 65-757. for

treatment of the needs of those already pregnant or young parents versus

25-357. for primary prevention demonstration projects. Under any circum-

stance, NACSAP feels strongly that to achieve greatest results with the

proposed $60 million program it will be necessary to allot funds to both

existing and developing programs in all of the 10 DHEW regions. Without

such a strategy, our experience would suggest that the established programs

and agencies would be in a much favored position to apply for support.

Recognizing the continuing need for assistance to adolescent parents

and their families, NACSAP recommends that the second and third years of

this program be assured of authorizations of no less than $90 and $120

million respectively in order to provide existing programs with needed

support to develop components not presently offered and to aid in the

establishment of services in communities where support is not yet availa-

ble. We are confident that if this element of the Teenage Pregnancy

Initiative were to be funded at these levels, the current range of

32-704 0 - 78 - 8
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2 to 15% of pregnant adolescents and young parents who are in need of

special consideration and who are currently served, at least in part, by

existing agencies, would be substantially increased. (The estimated range

of the client population now being served is derived from a 1977 NACSAP

survey of 50 programs. More detailed reference to that survey is made

in subsequent paragraphs.) I would, however, emphasize that the informa-

tion available from school-age parent service providers is generally un-

sophisticated and lacks the precision of data available from standard-

ized health and/or family planning information systems.

In addition to concern about the adequacy of the level of funding

proposed in H.R. 12146, given its extremely broad focus, NACSAP takes

issue with what appears to be a basic assumption underlying the measure

which implies that services are, in fact, available to sexually active

youth, pl'egnant adolescents and young parents but for some reason or rea-

sons have not been linked together for the purpose of impacting on the

issue of adolescent pregnancy. Based on a survey of 50 urban and rural

community agencies which NACSAP conducted last year for the Joseph P.

Kennedy, Jr. Foundation, it was found that the pattern of services is at

best a "patchwork quilt " with very few comprehensive programs in place

largely because essential services are either not available or are

virtually inaccessible to those in need. The intent of this

survey was to obtain information about the extent to which health,

education, and social welfare agencies were responding to the needs of

pregnant adolescents and young parents; to identify sources of financial

support for services presently offered; and to identify gaps in those

services. To carry out this project, NACSAP classified the agencies

according to the variety and extent of services they offer and selected

participating agencies on the basis of a stratified random sampling

•
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technique. Class A agencies were those providing health, education,

and social services to adolescents during pregnancy and for a clearly

defined period postpartum. Class B agencies provide services in any two

of the above categories and Class C agencies offer support in on
e of these

areas only. Within the social services category, infant/child day care

was included as a primary service requirement.

The basic data collection method for this survey was an extensive

questionnaire followed up in 40 of the 50 communities by a site visi
t from

NACSAP staff or a consultant. Anecdotal information was also obtained

during the site visits to augment the standardized questionnaire
. The

findings of this survey along with the findings of a 13-state 
school-age

parent needs assessment project conducted by NACSAP in 1975 would su
ggest

that the assumption that basic services are already in place for yo
ung

parents and need only to be linked or coordinated is misleading. While

this is sometimes the case in large urban areas, it is an inaccu
rate

reflection of the state-of-the-art in suburban and rural communi
ties. In

fact, in rural and suburban communities, the attitudinal issu
es of adoles-

cent sexuality are just beginning to be dealt with and this 
process pre-

cedes the advent of services. Funds for use by state and local agencies

for purposes of coordination will, no doubt, be helpful. 
Nonetheless,

funds for the purpose of coordinating existing services will 
not supplant

the need for services not yet in place.

By way of illustration, all of the agencies that particip
ated in

the 1977 NACSAP survey identified infant and child day care a
s a resource

that was critically needed but which was unavailable regardle
ss of the

location of the program in an urban or rural area. Other services which

the participating agencies viewed as essential but which were
 largely

unavailable as of the spring of 1977 were: 1) group homes and/or
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residential care for young women who are unable to remain with their

families during the pregnancy; 2) services for adolescent fathers;

3) comprehensive school health/sex education/family life/parenting

education courses; 4) decisionmaking training for adolescents; 5)

transportation; and 6) long term follow-through support for a minimum

of two years following delivery.

With respect to follow-through services, providers have indicated

that to effect this dimension of a program, it is essential that staff be

available to engage in pro-active outreach with clients or students with

whom they have had previous contact in a special program. However, since

resources have been limited in terms of responding to young people who

are pregnant, minimal attention has been focused on long term follow-

through. Yet, it is a central factor as a means of reinforcing the

concepts and training afforded by special prenatal programs and it also

assures reemphasis of the considerations that influence young people in

helping them avoid early, unintended repeat pregnancies.

The services identified above are those which agency staff reported

as being needed among service providers participating in the 1977 survey.

These services, however, do not by themselves represent the core support

which NACSAP recommends as a comprehensive approach for meeting the needs

of pregnant adolescents, young parents, and their families. What are

these core services? The three key components of a core services approach--

each of which is an integral part of any comprehensive strategy--are health,

education, and social services. Listed below are the chief elements

included in each of these areas. All should be available to pregnant

adolescents, young parents and their families during the course of a

pregnancy and for a minimum of two years following delivery but hill be

used by consumers on the basis of individual needs. (NOTE: The costs

associated with these services will vary by region, however, on the basis
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of information made available by members of our association, it is

estimated that a comprehensive approach will cost between $1,500 and $2,000

per client per year for the first year of support.)

CORE SERVICES

A. CLIENTS

HEALTH COMPONENT

General age-appropriate

adolescent health services

(includes dental and eye care)

Pregnancy Testing

Prenatal Care/Preparation

for Labor & Delivery

Nutrition Information

Family Planning Counseling
and Services

Pediatric Care

SOCIAL SERVICES COMPONENT

EDUCATIONAL COMPONENT

Regular academic school
curriculum (A compre-
hensive parenting/health/

sex/ family life educa-

tion course is included

in MACSAP's concept of a
regular academic curricu-

lum)

Vocational Training/Job
Placement

Consumer Education

Decisionmaking Training

Individual and Group Counseling

These services are intended to

introduce all available options

to pregnant adolescents regarding

disposition of suspected or con-

firmed pregnancy.
(NOTE: Refers to involvement of

adolescent fathers and extended

family units.)

Psychological/Psychiatric Services

Developmental Infant/Child Day Care

Legal Services

Group Homes/Residential Care

Transportation

Financial Assistance (Includes

reference to AFDC/MEDICAID support)

Adoption Services
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B. SERVICE PROVIDERS

Regular in-service and/or pre-service training for adminis-
trators and staff associated with programs serving sexually
active youth and young parents. (Basic training courses
constitute technical assistance that would help staff develop
skills in communicating with young parents and their families;
apprise administrators of funding sources and regulations
affecting programs; and, suggest means to document efforts,
develop linkages, promote public awareness, and develop re-
search designs.)

It is easy to see why comprehensive school-age parent programs are

frequently an administrative enigma in view of the range of elements

that need to be included in such efforts. However, overlooking any one

of these key aspects can result in the breakdown of the service network.

Following through on that point, it is important to recognize that H.R.

12146 is a predominantly health oriented bill. As it is now written it

overlooks the Core services concept which incorporates health, education,

and social services as equal partners in comprehensive program efforts.

In fact, without the support from local and state education and social

services agencies which has been directed toward this issue for the past

several years, it is unlikely we would be here discussing this legislation

today. Further, the schools must be looked upon as a central resource

for both coordination and direct services to pregnant adolescents and

school-age parents. Recognition and respect for the equality of the

health, education, and social services partnership at the federal level

will, in our opinion, facilitate the cooperation of personnel from all

these disciplines at state and local levels and will help achieve success-

ful outcomes for this program. If, however, H.R. 12146 is interpreted and

ultimately administered as a predominantly health-based program, our

experience would suggest that important contributions and the needed

cooperation from associates in the fields of education and social service
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will not be effected. This is especially significant when considering

which institution has the greatest access to the young people, namely,

the school.

I want to also make a point concerning Section 102 of H.R. 12146,

specifically Item #6 pertaining to the use of grant funds for providing

training. The proposed bill excludes support for institutional training

A

or training and assistance provided by consultants. It appears that the

idea is to draw upon the expertise of personnel presently associated with

existing programs. In identifying core services for a comprehensive

school-age parent program you will observe that NACSAP differentiated

between the needs of clients and those who are working directly with

young people. In-service training has been one type of technical assistance

which NACSAP has offered in its program over the past few years often

through specialized training courses and at other times through national

conferences or individual consultant services. Fr example, to date, NACSAP

has helped to develop and conduct state and regional in-service training

course in Oregon, Washington, Maryland, Louisiana, Texas, West Virginia,

Illinois, Colorado, and Pennsylvania. In the case of Colorado and

Pennsylvania, our represntatives were participating as staff in regional

programs developed by the Department of Health, Education, and Welfare.

The course content was generally designed to help professionals and others

who are working with sexually active youth and young parents reach an

understanding about their own values and perceptions of self, sexuality,

and parenting so that they can relate more effectively to young people

and their families. In some instances the courses offered have been

accredited by higher education institutions (e.g., University of Oregon,

University of Texas/Galveston, and Eastern Washington State College at

Cheney). Instructors in these courses have, in some cases, been inde-

pendent consultants selected on the basis of their relevant expertise.
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On the basis of its experience with these training programs, NACSAP 

recommends that a waiver clause be added to Item 6 to allow the use of

funds for training by institutions and/or consultants pending review of

the grantee's training methodology and faculty.

Item #6-E of Section 102 (Uses of Grants) imposes another restriction

limiting any grantee from using in excess of 507. of its grant for services.

Though a waiver is allowed, on the basis of the case made earlier about

the lack of services in several communities, especially in suburban and

rural areas, NACSAF strongly recommends that this restriction be revised

to permit a grantee to use up to 757. of a grant for direct services.

NACSAY proposes two recommendations relevant to Section 104 of H. E.

12146 (Requirements for Grant Approval). First of all, a maintenance of

effort clause needs to be added. In effect, this would be an insurance

premium to guard against the possible redirection or withdrawal of

existing state, local, and/or private funds that were previously generated

to meet the needs of this population. This recommendation is made on the

basis of a fundamental understanding and appreciation for the sensitive

nature of adolescent parent programs and in recognition of the fact that

in the context of other human service concerns, this is yet a relatively

low priority in most communities.

The second consideration is with reference to Item #6 in Section 104.

As written, this Item requires grantees to describe how adolescents need-

ing services other than those provided directly by the grantee will be

identified and how access and referral to those services will be achieved.

Included in the services described as "other" is infant, day and drop-in

care services for adolescent parents. Infant day care cannot be viewed

as a luxury service for adolescent parents. It has been proven among our



constituents to be central to the concept of comprehensive services. With-

out it, the efforts to provide coordinated prenatal services are destined

to a short-term impact, an impact which, for all practical purposes,

terminates at the point when the adolescent mother who has delivered her

baby and has kep7(he child (approximately 907. of the over 600,000 adol-

escents who carry pregnancies to term are estimated to be keeping their

babies rather than placing them for adoption) attempts to return to school

and finds there is no one to care for the baby when she returns to classes.

As a central element in the core services program, developmental infant

day care is difficult and costly to provide. However, some states, e.g.,

California, and local communities, can demonstrate that this is not an

impossible resource to provide. NACSAP recommends, therefore, that infant/

child day care be deleted from Item #6 (where it is referred to as other)

and, inserted in Item #5 (Section 104) which includes a listing of core

services.

Title II of H.R. 12146 (Improving Coordination of Federal and State

Program) notes that the Secretary of DREW will set aside up to 17. of the

funds in this program for evaluation. From NACSAP's perspective this would

appear to be an extremely limited allocation for an especially important

aspect of comprehensive programs. The knowledge base concerning these

programs is limited and predicated on the results of very few intervention

strategies. NACSAP recommends that a minimum of 37. and a maximum of 57.

of the funds be set aside for evaluation. Further, in the regulations,

a definition of the evaluation design and the means for monitoring the

evaluation components of the programs funded should be provided with

appropriate means of adaptation to health, education, and/or social service-

based approaches. All grantees should be required to incorporate an

evaluation component in proposals for funding before qualifying for

competition.
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There are several references to technical assistance in H.R. 12146

which NACSAP believes to be a pivotal point in terms of the potential for

success of the program in general and specifically in terms of the out-

comes for individual grantees. Technical assistance plans must be

developed for use by federal, state, and local agencies that are working

in this field. At a minimum, the technical assistance associated with

the program resulting from this legislation should make available to

interested persons the following:

1) guidelines for needs assessment at state
and local levels;

2) recommended procedures for developing and/
or coordinating core services;

3) identification of research and evaluation
techniques appropriate to various program
designs; and,

4) suggested formats for documenting efforts
on short and long-term bases.

In the work that NACSAP has been involved in in nearly 40 states over the

past several years and through the network of programs with which the

organization is associated, this is an area which we know to be vitally

needed for getting a program started and then sustaining it. Without

technical assistance resources such as those described, it will be

difficult for H.R. 12146 to be effected successfully. NACSAP would hope

to make a meaningful contribution to this part of the program.

In summary I would like to affirm once again NACSAP's general support

for H.R. 12146. I would further emphasize and underscore, however, the

need to strengthen this measure along the lines suggested so that a new

program, were it to get underway, would not detract from or encumber the

steps which have already been taken to prevent adolescent pregnancies and/

or to treat the needs of families involved in such a circumstance. This

bill places considerable responsibility in the hands of those who



119

A

.31

develop the regulations and subsequently chart the administrative course.

Because of the complexity of such an effort as it relates to pregnant

adolescents and young parents, which I hope has been characterized in my

testimony, NACSAP's final recommendation is that DHEW be required to develop

regulations and conduct this program in concert with an Advisory Committee

comprised of persons with expertise in the provision of services; research

and evaluation; and/or policymaking with respect to this population. Con-

sumers should also be represented on this Committee. Without such a

Committee, a Committee that could also relate to the other elements of

the Teenage Pregnancy Initiative, it will be extremely difficult to imple-

ment this program. Personally, I am skeptical that the breadth and depth

of expertise that is needed in such a comprehensive effort is in place at

the Department of Health, Education, and Welfare at the present time.

Mr. Chairman, I am pleased to have had the opportunity to join the

other witnesses in appearing before you today on behalf of young people

who are at risk of pregnancy as well as on behalf of adolescent parents

and their families. It would appear that H.R. 12146 hasits greatest

potential, if focused, as a beginning effort to address the needs of preg-

nant adolescents and young parents. NACSAP looks forward to working with

you and other members of Congress and the Administration in promoting a

comprehensive, cost-effective strategy which results in a successful,

compassionate, and much needed program which cannot conscionably be delayed.

Thank you for the opportunity to testify.

attachment: NACSAP MEMBERSHIP BROCHURE
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Rep. Rogers, members of the Subcommittee on Health, I welcome the

opportunity to appear before you today as president of American Citizens

Concerned for Life, a national pro-life organization, to speak in support of

the "Adolescent Health, Services and Pregnancy Prevention and Care Act of

1978," H.R. 12146.

ACCL has had a long-standing interest in pregnant women, children and

the family. Our overall purpose is to motivate each individual, and society
as a whole, to make decisions about the use of available resources based on

the premise that each human being has great value and that individuals should

have the opportunity to realize their full potential.

ACCL is an advocate for both public and private sector programs to im-

prove and safeguard the lives of pregnant women and children -- both before

and after birth. During the 94th Congress I testified in behalf of bills

authored by Sen. Kennedy and Sen. Bayh which focused on these needs. With

your permission I would like to enter those statements in the record of this
hearing along with testimony I presented last March before the House Select

Committee on Population.1

The number of adolescent pregnancies and the problems surrounding this

phenomenon have been of growing concern to the Administration, members of

Congress and the public. About one million adolescent girls -- one in ten

aged 15 to 19 -- become pregnant each year, the majority out of wedlock. Of
these one million girls, 400,000 are 17 or under; 30,000 are 14 or under.

While some teenagers are married and wish to become pregnant, a substantial

1 The following materials were presented to the Select Committee on Population, UnitedStates House of Representatives, March 1, 1978:
Testimony of Marjory Mecklenburg, president, American Citizens Concerned for Life,Statement of Marjory Mecklenburg, president, American Citizens Concerned for Life, andResponses by Marjory Mecklenburg to supplementary questions.
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number of teenage pregnancies are unwanted; well over 300,000 teenage abor-

tions were reported in 1976 to the Center For Disease Contro1.1 Dr. Wendy

Baldwin, social demographer from the National Institute of Child Health and

Human Development, in her statement before the Senate Human Resources Com-

mittee on June 14, reported that for adolescents "birth rates are still high,

increasing numbers of births are out-of-wedlock, control of fertility is still

poor, and the exposure to risk is increasing."2

H.R.12146 will make available services which adolescents need to avoid

becoming pregnant or to continue a pregnancy already begun, and we support

the bill on this basis. We believe that adolescents who choose to continue a

pregnancy despite the hardships they encounter are deserving of our compassion

and our practical assistance. "Freedom to Choose" implies that it is equally

possible for a woman to choose to give birth as well as to abort. Today fright-

ened, confused and dependent adolescents often have little freedom to continue

a pregnancy unless the kind of services this bill details are readily available.

Most pregnant adolescents and their babies have a bleak future. The adol-

escent faces a multitude of phychological, psycho-social and health complica-

tions as a result of early pregnancy. These young women have to cope with the

developmental tasks of adolescence, while shouldering the demands of early

childbearing and rearing. Some of the girls who are pregnant at this early

age have multiple problems, such as unstable family backgrounds, and low self-

expectation and esteem. Unless the pregnant adolescent receives adequate

counseling and services she may become phychologically impoverished (depress-

ion and suicidal attempts), a school dropout, have repeat pregnancies, or

become a vicitim of unemployment and long-term reliance on welfare.3'4

0
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Many girls who are pregnant out of wedlock do not report for medical

care until very late in pregnancy. Therefore, a vast majority of them receive

inadequate health care and are undernourished. When this is the case, they

face significant risks both for themselves and for their babies.

They are more susceptible to death from toxemia of pregnancy (maternal

1 mortality is 60% higher among teenagers who do not receive adequate prenatal

care).3 Their children are more frequently premature, and often have such

complications as increased susceptibility to infections, hypoxic brain damage,

.. nutrition related congenital defects, and developmental disabilities, includ-

ing mental retardation and learning disabilities. Infant mortality can be as

much as 2.4 times higher for babies born to teenagers than to 20-24 year old

mothers.
4

As we investigated what is being done to assist the adolescents who are

facing this crisis, we concluded that a comprehensive approach which provides

both medical care and psycho-social support can dramatically improve the out-

come for both mother and baby. With adequate medical care, attention to

nutrition, and help in psycho-social areas most of these women will deliver

safely.

However, the needs of pregnant adolescents are so diverse and complex

that a program directed at only improving medical care has proven to be in-

adequate. Adolescents in general are notably poor users of health care serv-

ices, and pregnant adolescents in particular are sporadic users of prenatal

care. This may be because of ignorance, fear, or negligence. They may have
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anxiety about possible ostracism or judgmental attitudes by adults. They often

see existing services as not meeting their needs and thus not "approachable."

But when their psycho-social needs are met and adequate counseling and

support are available in combination with medical care there is evidence that

adolescents will report early for prenatal care and will keep appointments

with the physician.

It is important to provide excellent care for this age group in a place

that is comfortable for them -- a place in which they may have had a previous

positive experience is ideal. For example, when comprehensive care centers

are located in schools, the girls tend to come in early for pregnancy care.

The teenage grapevine and referrals often inform the pregnant girl where

helpful supportive services can be found.

The basic components of successful comprehensive adolescent pregnancy

programs are:

1. Early detection of pregnancy and comprehensive prenatal care.

2. Social services to help adolescents cope with emotional, financial

and community problems.

3. Comprehensive health care for the infant.

4. Long-term follow-up services for a minimum of two years.

5. Education -- to encourage completion of schooling and provide

parenting and family life instruction.

6. Adequate day care.

7. Procedures for involving fathers.

8
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8. Involvement of community supporters.

9. Staff training and education.

10. Transportation resources.

11. Prevention of pregnancy.

12. Evaluation methods to determine success or failure.

Providing comprehensive services to pregnant adolescents appears to be

realistic and cost effective over both the long and short term. Girls who

utilize comprehensive programs are less likely to have repeat out-of-wedlock

pregnancies and they are less likely to rely on welfare assistance programs

for long periods of time. Adolescent mothers who receive adequate medical

care have a lower rate of obstetrical complications which would affect their

health and that of their children.5'6

There is evidence that comprehensive care programs are also an effective

means of reducing the number of first pregnancies in the community of adoles-

cents who have contact with such programs. Failing to allocate the resources

necessary to provide comprehensive care for pregnant adolescents will result

in the need to expend even more to deal with the resulting consequences.

Few pregnant adolescents have access to comprehensive programs. Model

programs are available in very few areas. Even where services exist in a

community the different elements may be scattered and coordination may be

lacking. Young women may not know how to find the assistance they need.

Continuity is an important factor in treating adolescents and through this

legislation various agencies will be encouraged to seek more coordination

and cooperation so that the pregnant adolescent is considered as a whole

32-704 0 - 78 - 9
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person. We believe that there is a strong case for both more services and

better linkage of already existing services.

Because the need for supportive services for pregnant adolescents is

urgent and the comprehensive approach has been shown to be effective we would

favor increasing the funding authorization in this bill. We would also re-

commend that the percentage allocated to evaluation be increased. As repres-

entatives of the voluntary sector we believe it is crucial that a citizen

advisory committee to HEW be formed to recommend guidelines for these programs

and to assist in evaluating them. This committee should be broadly represen-

tative of the groups that are interested and involved in such programs, and

of the people being served by the programs. One of the strengths of this bill

is its attempt to involve communities, to allow them flexibility, and to en-

courage their eventual assumption of responsibility for funding and control.

This process will be hastened if a mechanism for ongoing interaction is estab-

lished between providers and advocates in the field, those being served, and

professionals in HEW who are administering the programs.

In addition to authorizing supportive health services and care, H.R.12146

also provides for pregnancy prevention programs, although it is not clear what

percentage of the funds is intended for that purpose. Surely, there is general

agreement that prevention is an important aspect of dealing with the problem

of adolescent pregnancy. Of the one million adolescents who become pregnant

each year abortion statistics would indicate that many did not wish to become

pregnant but were not sufficiently educated or motivated to prevent it. Unless

we discover effective ways to encourage responsible sexual behavior in the
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adolescent population, this situation is unlikely to change in the near future.

Dr. Wendy Baldwin reports that "Between 1976 and 1980 we can expect the number

of 14-17 year olds to decrease by 6.7%. If the proportion of those who are

sexually active continues to increase, however, the net effect may well be an

increase in the absolute number of adolescents at risk of pregnancy."2

Surely such a situation is unacceptable. The high degree of sexual

freedom that exists in our society today calls for increased personal respon-

sibility and self-control. Yet we have not been able to give young people the

kind of help they need to live in such a climate and cope with their own sex-

uality.

Traditional family planning programs have not provided the kind of approach

many young people are seeking. Even where such services are readily available

they may not be utilized by sexually active teens.7 In addition, the possible

adverse effects of long term usage of IUD's and oral contraceptives are a

matter of growing concern, as are the other medical problems faced by sexually

active teens.8

We must develop educational approaches to pregnancy prevention which will

focus on sexuality in the broader context of life experiences. It is important

to place family planning and human sexuality education in such a context and

to structure programs so that they are not isolated technological services

devoid of morality, family involvement and other elements that are crucial in

an adolescent's life.

I personally don't believe that anything is gained by withholding family

planning services from adolescents after they are sexually active. Such a

I A



128

policy only increases the possibility of pregnancy, pressure for abortions

and other problems sexually active adolescents may have. However, contra-

cepting adolescents is not the only or optimum solution to preventing adoles-

cent pregnancy. Many of us would like to see programs which would encourage

young people to choose to value themselves and their sexuality and to post-

pone sexual involvement. Yet today there appears to be little emphasis on

this approach and little encouragement for adolescents who choose this option.

Current role models tend to glamorize the sexually active teen.

It would be our position that the primary prevention funds made avail-

albe through passage of this bill should be directed at research and develop-

ment of model programs to foster new and comprehensive approaches to prevent-

ing adolescent pregnancy. Contraception programs are substantially funded

through other federal legislation.

In summary, we in ACCL believe there is a strong case for passage of

this bill. The voluntary sector is responding to pregnant adolescents but

has not been able to adequately meet the complex needs of these troubled in-

dividuals without governmental assistance.

Your recognition of the problems they face and your stimulation of

appropriate services will substantially improve the future for many young

mothers and their babies.
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STATEMENT ON MEETING THE

NEEDS OF PREGNANT WOMEN
AND THEIR FAMILIES

An Examination of Life Supportive

Policies in the Public and
Voluntary Sectors

My name is Marjory Mecklenburg. I am the President of

American Citizens Concerned for Life, Inc. (ACCL), a

national organization which seeks to promote respect for

human life and to work for its enhancement. Testimony

presented at a previous sub,:ommittee hearing by ACCL

outlined our philosophy on a broad range of the life issues.

We are pleased that you have invited us to present further

testimony today on the specific topic of alternatives to

abortion.
Senator Bayh, many people are disturbed by the rising

tide of violence in this nation. Americans are subjected to

violence on the streets and on television. and movie screens.

Congressional hearings on violence in our schools have

recently been completed. The subject of violence has a great

deal to do with what we are discussing here today.

Abortion, the destruction of unborn human offspring, is a

violent act. This violence to unborn children has become a

widespread and legal practice that is publicly funded and

promoted in our country.
We in ACCL believe that our nation is capable of a loftier

public policy — that our women deserve much more than

the right to destroy. And that our nation's children, both

born and unborn, have the right to protection and nurture

by our great government.
Senator, we are pleased that your Subcommittee on

Constitutional Amendments has not only chosen to hold

lengthy and balanced hearings on a constitutional

amendment dealing with the rights of the unborn, but that

you have, in addition, focused today on the real problems

faced by pregnant women and their families.

Most of the testimony offered during the course of these

hearings has been focused on the two poles of argument

which underly the controversy over abortion. Those who

share ACCL's concern about the loss of the right to life of

unborn babies have focused on the need for re-

establishment of that legal protection. Those speaking

against the enactment of a Human Life Amendment have

promoted what they believe to be the right of a woman to

preserve her privacy by aborting her pregnancy. Abortion

proponents have also argued that in order to prevent

discrimination of poor women the procedure must be both

legal and reimbursable through public funding.

This sharp polarization has resulted in a degree of

bitterness. We at ACCL have observed that additional

subtler negative effects have taken place in the midst of the

furor aroused by legalizing abortion. These effects have

been deleterious to the pregnant women who decide to give

birth to their babies.
We need to ask what the conditions of life are which

confront women who are troubled by an unintended

pregnancy but who do not choose abortion. What are their

rights? What is society's duty to them and to the children

they will bear?Are we meeting that duty? Or have these

women been largely ignored by the public sector and much

of the private sector, and been pushed into the background

or eliminated totally from the abortion debate? We believe

that they have been ignored. and that they constitute a

disadvantaged class suffering a special kind of

discrimination.
We believe that the abortion question centers around

human rights — their interpretation, and their denial. We

believe that the unborn child lays claim to certain human

rights merely by the fact of his existence, judicial fiat

notwithstanding. But we also know that in whatever social

or legal climate his life begins and moves toward birth, his

mother is his first line of defense against pre-birth

aggression. It is literally with her that his life rests.

Regardless of the state of the law governing the relative

rights of the mother and child. Americans must examine

the pregnant woman's life situation, assess what is

necessary to preserve her personal dignity and her mental

and physical health, and then provide for these needs. If we

neglect to do so, then we must seriously ask ourselves if we

have not been to blame for the loss of many unborn infant

lives and possible ravages upon women and the family

through our apathy and neglect. Women must not be forced

by circumstances to seek an abortion because of an implied

national policy against life and the lack of an acceptable

alternative. A society that truly cares for all its people will

see that the pregnant woman who gives birth to her baby

emerges from the experience as a strong, independent

individual.

COUNSELING FOR LIFE SUPPORT
Medical, legal, psychiatric, spiritual and other

counseling should be immediately available to any woman

and family who face a distressed pregnancy. In today's

climate, often the first contact the troubled pregnant

woman has is with an intake person at an abortion clinic, or

a minister associated with the Clergy Consultation Service

(CCS), founded to provide abortion information. These

intake situations are widely advertised and available.

Criticism has been leveled at such abortion-related

counseling services by pro-life advocates, who allege that

women who are clients of these facilities are receiving

counseling framed in a way which makes an abortion seem

to be the most attractive option by emphasizing its alleged

safety, the relative low cost of the procedure when

compared to maintenance during pregnancy and delivery

and the relative assurance of anonymity. There may be no

attempt at full disclosure of the facts of fetal development,

the nature of the operation, the possible complications to

the woman both of a physical and psychological nature, and

the assistance available if she chooses to continue her
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pregnancy. Despite the purpose and activity of these
abortion counseling clinics, many of them enjoy tax-
exempt, tax-deductible IRS status which is normally
reserved for educational or charitable ventures.
The pro-life sector of society has attempted to provide

alternatives to these abortion intake services with crisis
"hot-line" telephone setups and backup referral services for
pregnant women. Much more investigating, planning. and
funding needs to be done to make professional life
supportive services available to offset the more available
and well-financed abortion promotion system. In most
areas of the nation, individuals working in referral
organizations such Alternatives to Abortion or Birthright
are unsalaried, raise their own funds, staff telephones.
conduct training sessions, and do a generally excellent job
with limited resources. There is no lack of dedication —
these workers are among the most committed and
industrious in the prolife movement. Their clients must
look for backup services to inadequate pre-existing support
systems. No amount of hard work and dedication can
match the millions of dollars in private foundation funds
and federal grants for abortion programs that clinics and
hospitals enjoy.
Non-medical difficulties which may confront a pregnant

woman should be of as much concern to the social services
worker, physician, or counselor as any medical
complications which may be encountered. During the earlymonths of pregnancy, it is not uncommon for many women
to react with fear, resentment and depression. Positive
feelings of acceptance develop as the pregnancy advances
and fetal movements are detected. Pressure to abort due to
the psychic strains of the early months can generally be
reduced by sympathetic and patient supportive counselling.
A woman should be able to rely on the assistance of a
continuing caseworker, who can follow her through the
pregnancy, visit her after delivery, and continue to assist in
post-partum adjustments. Money should be made available
by the federal government to "life-supporting"
organizations to ensure that this kind of comprehensive
counseling is available to all who need and request it.
The "intensive care" concept is applicable to and

necessary for the troubled pregnant woman. There are wide
differences in the needs of different patients. A
"supermarket of services" should be both widely advertised
and readily available (free. if necessary) to enable the
woman herself to select those services which best suit her
needs.

UNWED MOTHERS

Education. Services to unwed mothers, many of whom
are students, should be designed to eliminate the social
stigma which much of our society still places on single
parenthood. Many school systems, both public and private.
insist that single pregnant girls leave regular class settings
and enter special segregated classes — segregated in the
sense that only pregnant girls can attend. This, in effect, is
a labelling experience if the girl does not wish to enter such
a class, and can be interpreted by her as society's
"punishment" for her pregnancy. The baby's father, often
also a student, is never subjected to such segregation or
notice.
A strong emphasis should be placed on encouragingpregnant students to continue with their studies. Theyshould be able to choose whether they prefer to remain inregular classes, or to attend a special school, or even to

receive homebound education. Both federal and individualstate legislation must be enacted providing that pregnancy,parenthood. or marital status cannot constitute grounds fordenial of education.

Parenting Skill Training. A regular academic orvocational curriculum is only one kind of training a youngpregnant mother may need. During pregnancy, personalmotivation is high for acceptance of practical courses inparenting and homemaking skills. Most unwed motherskeep their children. Comprehensive training in the skillsneeded to manage the basics such as "how to bathe thebaby", as well as the other myriad details that constitute theart of parenting, are necessary to help young mothers fullyunderstand and cope with stresses of everyday living withchildren. Classes should be informal and innovative. andencourage actual participation of the students in selectionof some of the curricula.
The pregnant woman who is motivated to learn how toadjust to her changing life, including the fact of herpregnancy. is also more receptive to the information offeredby private organizations such as the InternationalChildbirth Education Association (ICEA) and the La LecheLeague (LLL). On request, such groups will gladly providetraining for understanding of pregnancy and delivery,infant nutrition, and basic mothering arts. Cooperationbetween the public and voluntary sectors interested inparenting skills training should be encouraged byeducators.

THE VERY YOUNG UNWED MOTHER
The problem of pregnancy in the very young unpreparedwoman is compounded by the complexities of subliminalmotivations for teenage pregnancy. It seems clear that weare not able at this time to prevent pregnancy fromoccurring among young teenagers in this country. Theseyoung mothers are thrust into an adult world with theresponsibility of raising a child while minimally equipped tohandle the pressures with which they will surely findthemselves surrounded.

Out of wedlock pregnancies may not be unintended.'Refual to use restraint or contraception is an all toocommon practice among teenagers. Without developing afull-blown discussion in this testimony of the reasons forsuch behavior, it is ACCL's firm conviction that pro-lifeorganizations must work together with groups such as theChild Welfare League of America, the National AllianceConcerned with the School-Age Parents (NACSAP) andothers to work vigorously for special services of the highest
quality for these young mothers and their children. The veryyoung mother is quite likely to have little or no idea aboutthe nature of responsible parenthood and perhaps even lessinsight into the reasons for her own actions and attitudeswhich have led to the pregnancy.' The single young motheroften struggles to survive on meager funds, isolated from
her peers, alienated from her family, and stunted in heremotional and social development. The children of suchparents may suffer even worse deprivations.
The hard fact is that these young mothers exist in largenumbers. The Child Welfare League's Consortium on EarlyChildbearing and Childrearing, an interagency projectwhich was funded by DHEW, has compiled informationdesigned to help states, communities, and individuals

identify and serve the needs of school-age parents. The"Education for Parenthood" program. under DHEW, is a
hopeful new venture. There are signs that it is possible to
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create services which may help these young mothers. We
believe that by working together, the public and voluntary
sectors can do much to prevent the abortion of infants
already conceived by young teenagers. Further unwanted
pregnancies may also be reduced by involvement after the
child is delivered to assist the young mother's development
into a woman who is able to make responsible decisions
about both her own and her child's future.

NUTRITION AND OTHER SPECIAL NEEDS
Ma!nourishment of the pregnant mother and her

unborn child is a major contributing factor to premature
birth. The National Foundation — March of Dimes Annual
Report for 1974 states:

"Low birthweight is the underlying or contributing
cause of half the deaths of United States infants. It is
unmistakably as serious a cause of death as the
gravest birth defects. Several recent studies show that
low birthweight is closely linked to medical and social
risk factors. About 7% of babies born to mothers who
are at no risk weight 5.5 pounds or less. The ratios of
low-weight babies born to mothers at medical and
social risk, respectively, are 11.1% and 11.6%. Fully
15% of infants born to mothers who are at both
medical AND social risk are low-weight (emphasis
added).
The studies show even more dramatically that

infant death rates rise sharply, depending on the
degree of risk; infant mortality in the no-risk group is
only 11.9 per thousand live births; it rises to 24.4 per
thousand for the social risk group: 27.3 for women at
medical risk, and an appalling 41.6 per thousand for
those who are at both medical and social risk"
(emphasis added).

Abortion proponents have claimed that infant mortality
has been reduced by making abortion available to the poor.
The above statistics on infant mortality for women at
medical and social risk — i.e., the poor — challenge that
claim. Something is happening — or is not happening — to
perpetuate patterns of discrimination toward poor pregnant
women that make them a uniquely disadvantaged class.
Most poor women coping with an unintended pregnancy.
regardless of medical status, fall into the high risk category
due to the complex nature of the basic difficulties with
which they must cope.
As a result of the U.S. Supreme Court decision in Burns

v. Alcala, the welfare mothers in 38 states can receive no
funds for the benefit of the child until it is born. The
Court's majority opinion cites the legislative history of the
Social Security Act and uses the 1935 record of debate to
argue in favor of denial of benefits directly to an unborn
child.' It is a simple fact that the presence of the unborn
child's dependent intrauterine existence alters its mother's
own needs. In the economic climate of 1975, those needs are
extremely compelling and it may be impossible for an
unassisted pregnant woman to fill them. Ignoring the
changing nutritional needs of a pregnant mother courts
disaster — socially, humanly, and economically — in the
form of possible lowered mental ability of her child. The
infant's brain and nervous system develop most rapidly
during the last trimester of pregnancy. It is then that
malnutrition will work its worst ravages on both baby and
mother, ravages we can never fully repair regardless of
subsequent investments in services and treatment.

Special Needs. The changing body of a pregnant woman

requires that she adapt her wardrobe, and in most cases she

must obtain entirely different clothing. Her self image may

have already suffered severely due to desertion by the baby's
father and perhaps by her family and friends. Yet this self

image is important to her mental well being. Women who

have borne children know that maternity clothing needs are
more than just a smock or two. Special underclothing, a
warm sweater knit to button properly, a full-cut coat — all
are items that may seem unimportant or unnecessary unless
the total needs are scrutinized.
Many voluntary pro-life groups have attempted to

provide clothing and other incidentals insofar as they are
able. Consideration of the undeniable facts that pregnant
women do require special foods, clothing, and sundries
should encourage legislation which provides special
provisions for increased support levels for these women.
ACCL firmly supports two-person, or two-party,

payments for pregnant women under AFDC, and urges that
geographic discrimination against poor women by the
denial of the second payment be ended by the enactment of
appropriate state or federal legislation.

CHILD CARE SERVICES
ACCL recognizes the need for the provision of child care

services for parents who must leave their homes to work or
to further their educations. We view the well-run day care
facility as a positive alternative to abortion. For many
frightened pregnant women, the knowledge that they may
be unable to work or attend school, and thus be forced to
seek welfare support. is sufficient motivation to seek
abortion.
The need for the creation of hundreds of thousands of

new spaces for child care has been well documented. We
refer the Subcommittee to the statement of Joseph H. Reid,
Executive Director of the Child Welfare League of America.
before the Senate Subcommittee on Children and Youth for
up to date statistics and rationale for expanded day care
services.'
Care for children under the age of three years presents

special problems, in that the child-adult ratio must be very
low to achieve the individualized care necessary for healthy
mental and emotional development.' At present, this kind
of service is lacking in most day-care service programs, and
yet it is the most needed for the new mother if she is not to
become a candidate for continuing public assistance. We
urge that efforts continue to provide adequate child care
services for all who need them. Such centers should be
sensitive to, and respond to, needs and desires of the
members of the community in which they are established.
As in any cooperative facility, parents should spend a fixed
amount of time assisting at the child care center, observing
the children in the group setting, and attending
informational meetings concerned with the facility's
program. This will help to ensure the development of
programs designed to best serve the needs of children.
ACCL encourages the development of child care facilities

in suburban communities and rural areas, as well as
congested urban areas. Travel time is often a significant
factor in the lives of parents who work or attend school, and
distance of the child care facility from the home should not
constitute an undue hardship or make it impossible for the
parent to avail herself of the services.

S.626, otherwise known as the "Child and Family
Services Act of 1975", and its House counterpart H.R.2962.
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have been drafted to address the needs briefly outlined
above. ACCL is pleased to note that the Chairman has long
been interested in child care services. Two members of the
ACCL Honorary Board — Senator Mark Hatfield and Rep.
James Oberstar — have joined in sponsorship of these bills,
and we urge that all pro-life congressmen support these or
similar child care provisions.

RAPE TREATMENT AS AN
ALTERNATIVE TO ABORTION

We are pleased that there is a growing interest in the
problems of the rape victim. Provision of abortion for rape
need not be written into law since women given adequate
medical treatment for rape will not become pregnant. What
is most important is ready access to rapid. compassionate.
nonjudgmental handling by police officials and involved
medical personnel.
We encourage legislative action directed toward the

problems of rape victims such as that proposed in
H.R.3590, introduced by Rep. John Heinz. which is a bill to
amend the Community Health Center Act to authorize a
program for rape prevention and control. If this bill
becomes law (its Senate counterpart has already been
passed as a part of S.66) a Center for the Prevention of
Rape will come into being under the auspices of the
National Institute for Mental Health.

Aggressive and comprehensive programs such as that
embodied in this bill can be considered as a definite
alternative to abortion.

POST-ABORTAL COUNSELING AS A
DETERRENT TO RECIDIVISM

Abortion proponents maintain that the psychological
aftereffects of an abortion are minimal or nonexistent. They
make these claims despite the fact that no definite long-
term studies demonstrating this hypothesis have been
undertaken in the United States. Caseworkers, clergy, and
others who have had to handle post-abortion psychological
sequelae know that such complications do occur. Frank
Ayd. M.D.. a psychiatrist, recently told the United States
District Court for the Eastern District of Pennsylvania:*

"Usually adolescents come in for late abortions.
some of them to the point that they have already felt
fetal movement, so that they know that in fact they are
pregnant, and they have gone through this period of
should I or should I not, and if they have been
pressured by a putative father or by their parents or by
anyone else to make a decision to go ahead and have
an abortion and yet. at the same time, they want to
have the baby. They have an abortion without
resolving the conflict in their own mind.
Consequently, after the fact, when the sense of relief
has passed and the emotional turmoil has settled
down and they begin to reflect on what they have
done, they may go through a period of remorse and
regret and feelings of depression.
"Now, this can occur, for example right before

menstrual periods. That can refresh their memories.
It brings back all of the conflicts that they have lived
through earlier. You can see some have what we call
an anniversary reaction, meaning by that the
anniversary of the day of the abortion. They could
become quite upset around that time or the

anniversary of what would have been the birthday of
the baby that they are not now going to have because
in their mind they have destroyed this baby.
"I think the important thing, to put it this way

technically, we can scrape the baby out of the womb of
the mother, but we can't scrape it out of her mind and
since it's in her mind, there are going to be various
things which will remind her of the fact that she once
was pregnant. once was in fact a mother, and that she
has terminated this, and depending . . . on . . . her
religious upbringing, her particular sense of values.
her maternal instinct, how much support she has from
her parents, and other important people in her life.
then the recollection of having had an abortion can
serve as a trigger for all sorts of emotional problems.
She can look upon herself as a murderess. She can
look upon herself as a person who took the easy way
out at the expense of somebody else. It depends — you
see, there are so many variables, because you are
talking about an individual whose level of intelligence.
whose education, whose religious values, all of these
things play a role in when and how she's going to
respond to the realization that she's had an abortion."
Mrs. Sherri Finkbine Burrows, who went to Sweden for

an abortion in 1962 after learning that she had
inadvertently taken the teratogenic drug thalidomide, has
publicly stated that she suffers from lingering guilt feelings°
and she attempts to help other women cope with post.
abortion mental and emotional problems.

If it is debatable whether there are post-abortal
psychological sequelae, we should be trying to find out the
extent of and frequency of such complications through
long-term unbiased studies. Has the federal government
initiated any such study? ACCL feels that Congress should
register its concern over the inconclusive data brought forth
to date regarding abortion-related mortality and morbidity
(as distinct from that of death and or medical
complications in childbirth), infant mortality among
various socioeconomic groups. post-abortal physical and
psychiatric sequelae. etc.. by undertaking a number of very
thorough long-term research projects to study the ultimate
impact. ACCL and other pro-life organizations feel strongly
that equity and fairness demand that research programs
involving abortion data should include professional
personnel of the pro-life persuasion as well as proponents of
legalized abortion.

GENETIC COUNSELING AS AN
ALTERNATIVE TO ABORTION

ACCL supports the concept of making genetic
counseling available. (free, if necessary). to any person of
childbearing age who has a legitimate concern about his or
her ability to produce normal children. Advising couples of
genetic risk before they begin a child's life can do much to
help them decide whether they wish to assume the statistical
risk of their offspring inheriting metabolic or structural
defects. We feel that procedures designed to diagnosis
intrauterine illness in the unborn child are laudable, as long
as the intention is to treat, and not to kill the child if it is
found to be imperfect. Making it acceptable to kill the
imperfect baby in the womb lays the foundation for the
direct killing of the defective newborn infant. Shouldn't we
instead place an emphasis on pre-conception counseling
and on providing helping measures for women and families
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raising children with problems? The Handicapped

Education Act, reported unanimously by the Select

Subcommittee on Education, was introduced into the

House of Representatives on May 21. 1975. Rep. Albert

Quie, an ACCL Honorary Board member, is a prime

sponsor of this bill. We point to this type of legislation as

the kind which will enable parents to know that the intent of

Congress is to offer tangible help in troubled situations.

This bill, and others that are similar, can help to prevent

the abortion of the imperfect by assuring parents that their

handicapped child will be able to claim his or her full right

to be educated.
Both couples and single mothers should be able to

purchase some type of birth-defect insurance during early
pregnancy, so that if they do have a defective child, the cost

of special medical care and training can be borne more
readily. The few policies available today are prohibitively

expensive, and set unrealistic ceiling on the funds available

for medical care. We encourage legislators to consider

birth-defect coverage as an integral part of any
comprehensive health plan.

FAMILY LIFE AND SEX EDUCATION AS

ALTERNATIVES TO ABORTION
Few subjects have aroused as much impassioned debate

in America as education in human sexuality. Arguments

over curriculum content, qualification of instructors. and

values advocated have flared repeatedly. Depending on

one's point of view courses maybe either too permissive in
attitude, or not explicit enough. or place undue emphasis

on demonstrations of contraceptive techniques to youthful
students.

Largely overlooked is the fact that, regardless of the

subject matter and the manner in which it is presented, few

studies have been done to determine what have been the

actual effects of sex-oriented education. Has the incidence

of unintended pregnancy dropped or increased among

students who have received detailed instruction? Does

exposure to discussion about sexual intercourse,
contraception. sexual orientation, etc., encourage young
people to feel that if it's permissible to discuss these matters
publicly it's permissible to begin sexual activity? Has the
divorce rate gone up or down as a result of sex education?
Are people better adjusted in marriage if they have studied
human sexuality? Are there qualitative differences between
courses teaching clinical information in a "value-free"
manner as opposed to courses emphasizing responsible
parenthood and the use of one's sexual powers as integral
components of responsible action? We do not really know
the answers to these various important questions, and the

answers must be found before we proceed further in
developing new courses of study.

Without ascertaining the results of our past and present
teachings, how can we continue to develop new curricula

that will ultimately contribute to the betterment of people?
ACCL believes that it is important to offer courses in
human sexuality, education for childbirth, and responsible
parenthood. But we encourage educators to move out of the
experimental phase of sex education and family life
curriculum development, and assess what effects have
resulted from what has been already done. If it is necessary
to develop new approaches. let us work to do so. Much
federal money has been spent on development of sex

education materials, and we are sure that you are aware,

Senator Bayh. that there are many dissatisfied parents who

object strenuously to some of the course material. The

concerns of those parents should not be ignored. Most

parents would approve programs which encourage

responsible sexual behavior and attitudes.
Many studies have shown that teenagers at risk continue

not to use contraceptives or other family planning methods
despite education regarding their use. In a nationwide

survey undertaken in 1971' four-fifths of sexually

experienced never-married young women aged 15 to 19
indicated that they had engaged in sexual intercourse

without using contraception. About three in ten of those in

that survey who reported premarital sexual experience

became pregnant out of wedlock.
Clearly, mere knowledge of "the facts- is not enough to

prevent unintended pregnancy. ACCL believes that
education that emphasizes an understanding of the
awesome responsibility of parenthood. coupled with sex

education reflecting the moral and religious mores of the

community and school in which it is taught can do much to

reduce the number of unintended pregnancies and

subsequent abortions.

FAMILY PLANNING AS AN

ALTERNATIVE TO ABORTION
Research into safe and effective ways to prevent

unintended pregnancies can help to reduce the incidence of
induced abortion. ACCL urges that a wide variety of
methods be made available to enable people with varying
personal beliefs to select a method which is consistent with
their own system of values. We suggest that researchers
avoid injecting bias into the labeling and discussion of the
several family planning methods available. While the
majority of people who seek to prevent pregnancy choose
hormonal, chemical, or mechanical means. a growing

interest has been shown by many in an improved form of the

so-called "rhythm" method, now popularly referred to by
its advocates as "natural family planning." We believe that

it is unwise to continue to classify all non-hormonal, non-
chemical, and non-mechanical family planning methods as
"folk" means. as was done in the DHEW study referred to
earlier in this testimony." We ask respect for the beliefs
that motivate Americans to determine the size of their
families, and the right to determine the method by which
this is accomplished, provided that the method selected
does not end a pregnancy.

IMPROVED INSURANCE COVERAGE AS AN

ALTERNATIVE TO ABORTION
In many instances, medical insurance policies will pay

benefits for abortions, but will not provide maternity
coverage for dependent minors or unmarried women.

Single women who wish to purchase a health coverage
policy which includes maternity benefits can do so, but at a
much higher premium. However, abortion coverage for
single women is included in most policies, without an
increase in premium.

Denial of payments for maternity care based on time
lapse of pregnancy after marriage or marital status is
certainly discriminatory."
These inequities should be corrected by legislative

regulation. Lack of funds to pay for medical care, and an
unwillingness to seek help by becoming a welfare recipient
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are frequent reasons for seeking an abortion. Abortions are
elective surgery: delivery of an infant is not. The present
situation is inequitable and discriminatory and must be
corrected.

IMPROVED RECORD-KEEPING OF ABORTION
STATISTICS TO DETERMINE STATISTICAL
TRENDS WITH PRECISION

It is essential that Congress mandate a record-keeping
system pertaining to the performance of abortion and its
medical and psychiatric aftereffects that would operate
consistently in each state. The need for accurate, broad-
based, centralized record-keeping is a legitimate part of the
nation's obvious interest in maternal and infant health.
There is presently very uneven and incomplete reporting of
data on the demographic and statistical aspects of abortion.
The Chief of Statistical Services. Center for Disease

Control (CDC) of the DHEW, Jack C. Smith. stated in
January. 1975, to the United States District Court for the
Eastern District of Pennsylvania:"

"Abortion may have a substantial impact on the
health of this country's citizens, but without
complete. accurate, and detailed reporting the true
impact of abortion on health will remain unknown."
ACCL believes that it is essential to set up these reporting

systems and to mandate reporting by each state. Broad-
based studies should also begin immediately to assess the
effect of widespread abortion on family life, current
attitudes toward contraceptive use, and number of
unintended pregnancies conceived. We should also
investigate the attitudes of Americans toward the value of
human life which have developed since the United States
Supreme Court decision on abortion of January 22, 1973.
A nationwide abortion reporting system can be designed

to protect the anonimity of the patient. Such a system is a
legitimate interest of both state and federal government and
is surely related to protecting maternal health. Money is
currently being spent to analyze data already available, but
even those persons most directly responsible for compilation
of this available data admit that it is only a sampling and is
subject to criticism." Conclusions regarding abortion
safety, maternal and infant mortality, etc., will not be
reliable unless they are drawn from accurate information. It
is generally agreed by both proponents" and opponents of
legalization of abortion that more work needs to be done in
the demographic field before any solid conclusions are
dra. n

ADOPTION POLICIES
Many of our national and state adoption policies need

examination because they may be the source of problems
for unwed or married mothers. Adoption exists to meet the
needs of the child, but practices exist which negate that very
basic premise and are also destructive to the mother.

It was evident from the recent Senate hearings on "black-
market" adoptions that the needs and rights of children are
being violated. Frightened pregnant women are being
intercepted by "counseling services" which then either steer
the woman toward abortion or make arrangements with
second or third parties to buy the baby upon delivery.

Another example of the problems a pregnant woman may
face is illustrated by the Stanley decision, which has been
interpreted by some lower courts to mean that efforts to find
and consult the putative father must be made prior to
placement of a child for adoption. The attendant publicity
and legal action resulting from this policy alone discourages
many women from continuing a pregnancy, or from
relinquishing the child for placement in a waiting qualified
family.

Senator Walter Mondale's Subcommittee on Children
and the Family will be holding continue hearings on the
topic of abortion and foster care, which should further
identify possible problems in these areas.

POLICIES AND PRACTICES OF THE
DEPARTMENT OF HEALTH, EDUCATION AND
WELFARE
DHEW has recently announced that it plans to

concentrate on searching out broad patterns of bias in
federally funded programs and industries. In doing so, it is
imperative that pregnant needy women, and those who
may not be classed as economically disadvantaged but
whose life situation is in crisis due to unintended
pregnancy. not be ignored. Patterns of discrimination
surrounding the situations of the pregnant woman are
complex. Not to take up her case with vigor would be a
gross injustice on the part of DHEW. and perhaps would
constitute a violation of her civil rights.
The amount, type. and quality of life support assistance

varies from state to state, and often varies from county to
county within a state. Consequently, some few women will
be adequately provided for, many will receive marginal
assistance, but most are extremely disadvantaged. Often
the place of residence is the sole factor determining whether
pregnancy help is adequate. thus raising the question of
whether women are discriminated against by their choice of
geographical location.

Financial penalties are often imposed by DHEW on
states which fail to notify welfare recipients and others of
services funded wholly or in part by federal funds, if those
services enjoy a high priority. Failure to notify welfare
clients that family planning services are available brings a
1% fiscal penalty. Obviously, family planning can do much
to prevent abortions by preventing pregnancies. However, if
such services are voluntary, (and they must remain so) there
will be women who will become pregnant by accident or by
design and who will wish to carry their children to birth.
There are no similar penalties imposed by DHEW on states
who fail to fully inform pregnant women of the benefits to
which they are entitled or if they fail to use all of the funds
available to them to provide programs designed to meet the
needs of these women. ACCL believes that notification of
such services for pregnancy assistance should be made
before the fact of pregnancy. just as notification for family
planning is made without a requirement of evidence that
sexual activity is taking place. Once caught in the panic of
the crisis, it may be an overwhelming task for frightened
women to attempt to find out what they may be entitled to
in life supporting assistance.

Federal regulations covering distribution of services
should be highlighted and the information should be made
public and should be widely disseminated by the DHEW
Secretary. Each state should follow suit.
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SUMMARY

In this discussion we have raised a number of basic
questions and have acknowledged that there are presently
few readily available answers. Americans must search for
those answers before we can decide whether we wish to
financially support abortion, as at present. or whether a
change of emphasis is indicated by factors previously
overlooked.
ACCL believes that there is a heavy burden of proof upon

abortion proponents to show clearly that legalization has
benefitted poor and otherwise disadvantaged women. There
is also need for them to show that the loss of rights of
spouses, including putative fathers, and parents (rendered
invalid by the United States Supreme Court) has not had a
deleterious effect on the fabric of society and the structure
of family life.

At the last Subcommittee hearing, Senator Bayh. you
issued a directive that Dr. Philip Corfman of the National
Institute of Health of DHEW assess the cost of developing
more effective contraceptive methods for the purpose of
reducing the number of abortions. We agree with this
approach, as long as family planning continues to be on a
voluntary nonpunitive basis, but it is clear that better
methods of family planning are only part of the answer.
There will continue to be women who conceive unintended
pregnancies. no matter how perfect family planning
methods become. What type of response will we offer as a
nation when these pregnancies occur? Shall we as a people
solve our desperate human problems with wholesale
government funded abortion? Or will we choose a more
humane and positive policy and combine solid legal
protection for each human life with a responsible exercise of
reproductive powers and a vigorous and helping response to
women who become unintentionally pregnant?
We realize that some people feel that abortion should be

available as one of the options offered in multi•service
facilities, and that Arne agencies that care about women
and children are alrcidy providing the variety of services
ACCL suggests. The fact is. Mr. Chairman, that in our
country attention is presently focused on providing
abortion, and not on supplying services needed to support a
woman through a pregnancy. Our adoption agencies, child
welfare agencies. the National Council on Illegitimacy, the
Florence Crittendon Homes, and other specialized agencies
are merged, dead, or dying for lack of funds and lack of
attention.
There is little evidence of interest by the federal

government in providing for supportive services, and even
in the private sector such funding is light. For instance, we
might examine why so few United Funds provide money for
alternative services such as adoption.
ACCL has in press a listing of the current federal and

foundation funded research projects which cover the topics
of parenthood, abortion and abortion research, population
control, and family planning. A few of these projects appear
to be dealing in a positive way with the problems of
unintended pregnancy and its effects on the family and on
society. However, the vast majority suggest an anti-natal
emphasis on the study of family structure and fertility
control. It is clear that many of the resources of this country
have turned to funding the cheap. quick, and violent way
out of complex human dilemmas, and in doing so they have
abandoned many women and children.
We must bring together our best medical people. clergy.

attorneys. sociologists, and concerned nonprofessionals to

invite death and violence but which protects and enhances

life. We believe that this dialogue on abortion alternatives

must continue, and that the problems confronting the

unwed or needy pregnant woman are complex enough to

warrant a full investigation by the Senate Health

Committee. Mr. Chairman, we urge you to encourage

Senator Edward Kennedy to begin such an investigation as

soon as possible.
ACCL pledges to work with all legislators in partnership

to help establish a just society in which the legal system
protects the rights of both women and children. and where

healthy mothers, healthy babies, and stable family units are

encouraged by the policies of the federal and state

governments.
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STATEMENT ON COMMUNITY
SUPPORT

for
The National School Age Mother and
Child Health Act of 1975 and
The Life Support Centers Act of 1975

I welcome the opportunity to testify in favor of the bilis
being heard here today (5.2360 and S.2538) because I am
concerned about the problems of adolescent women and
children. As an involved citizen, I have looked at the
statistics showing the rising number of adolescent
pregnancies. I have become acquainted with the problems
of pregnant young women in my own community and in
others, and I have talked with health professionals and
counselors who are trying to meet their many and varied
needs. In the process. I have seen that increased programs
of medical care and social services were needed at the
federal, state and local levels and have worked actively to
initiate and promote such services.

It is my judgment, and that of the professionals in the
field with whom I have consulted, that the passage of either
of the bills before us today would make a significant
improvement in the services available to young pregnant
women and their children.

I serve as President of American Citizens Concerned for
Life, a national organization actively involved in this area.
One of our priorities is the restoration of legal protection for
the unborn and the safeguarding of the rights of other
vulnerable members of the human family. We are also
involved in attempting to deal with significant problems
that are present in the lives of many distressed individuals
and those that they depend on for their well being. "Respect
— Enhance — Cherish Human Life" is the motto which we
have adopted and which accurately reflects the spirit and
purpose of this organization. In addition to advocating their
right to life, we in ACCL feel that society must accept
responsibility for the subsequent quality of the lives of
unborn children. Maintaining the quality of a child's life
after birth is of as much concern to us as is restoring legal
protection of life before birth.

Abortion in our eyes really involves two issues — one of
justice and rights, and one of loving and caring. It is around
the second issue that much cooperation and progress can
occur, while the first still remains a focus of debate and
division. We in ACCL do not feel that the rights of women
should include the freedom to choose to destroy their
unborn children, so we have worked for laws to correct the
present injustice we believe is present. A widespread
consensus does not yet exist on that point in this country.
But people who disagree about the relative rights of the
mother, the unborn child and society usually can agree that
abortion is generally not a good thing and should be
avoided whenever possible. Many proponents of "freedom
of choice" allege that they are basically opposed to
abortion. They believe that the woman's decision to abort is
not wrong but they may still see abortion itself as
undesirable. It should be expected that most "freedom of
choice" advocates would actively support the bills before us
today.

This will be particularly true when it is made clear that
many poor women, pressed by financial circumstances,

presently have only the "freedom" to abort and that for
women of limited means abortion us far more accessible
than medical assistance, financial aid and a supportive and
caring environment. Surely, advocacy of the "right of a
woman to choose- does include the right for her to choose
to continue the pregnancy. and give her baby a chance to
continue life. In the process she should be able to maintain
her own self-respect, dignity and psysiological and
psychological health. Programs like those under
consideration today must be implemented if women are to
have such a choice available.lf this is not done, then in the
words of a famous Janis Joplin song. "freedom is just
another word." Abortion proponents have an opportunity
by actively supporting these bills and other similar
programs to insure that freedom is not just an empty word
for the troubled pregnant women of this country.

For detailed information about the lack of alternatives to
abortion and the need for developing alternatives to
abortion, I refer you to our previous testimony presented
before Senator Bayh's Judiciary Subcommittee on
Constitutional Amendments. I am requesting that that
testimony be entered into the record of this hearing. I would
also refer you to the remarks that Senator Kennedy and
Senator Bayh made accompanying introduction of their
supportive services bills.
Proponents of legal protection for the unborn easily

should be able to support these bills also. Their concern for
the life of the unborn child surely includes advocacy of
programs promoting the well-being and health of the child
in-utero. Pro-life people know that the mother's needs must
be given every consideration if they are truly concerned for
the health and well-being of the unborn infant. It is she who
is the baby's first and only line of defense. It is on her that
the unborn child depends for nutrition, warmth, shelter,
physiological and psychological support and life itself. To
be consistent, a pro-life philosophy needs to provide
protection for and enhancement of a baby's life after birth
no less than before birth. It should extend to the troubled
pregnant mother, the father and the family facing the crisis.

It should also be apparent to pro-life groups and
individuals that passage of these bills will result in the
saving of many unborn lives. One of my friends in
Minnesota, who heads an active Birthright emergency
pregnancy service, explained to me that most of their clients
come in seeking abortion, but after finding that supportive
services are available nearly all of them elect to continue the
pregnancy. Many of these young women looking for a
solution to their problem really wanted something other
than abortion and readily chose other options when they
were offered. It is intolerable that uninformed, frightened
young women are being aborted because they don't know
where else to turn for help.

Senator, you no doubt are very proud of your sister,
Eunice Shriver. and the leadership she has shown in
developing alternatives to abortion. Her challenge,
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"Instead of destroying life, let us destroy the conditions that

make life intolerable," should find acceptance by people on

both sides of the abortion issue. We in the pro-life

movement welcome her challenge to help make life more

tolerable for pregnant women and children. Our neglect

and apathy must not contribute to the tragedy of abortion.

Support for S.2360 and S.2538 will give us an opportunity

to demonstrate our consistent concern for human life.

Many other interested groups have seen the need for the

types of services these bills authorize. On March 2, 1973,

the National Council of Churches released a study paper on

abortion containing a section on "The Churches'

Responsibilities- that stated the following:

". . . Although diversity about abortion remains,

surely it can be agreed that it is imperative to end the

need for abortion. Abortion is never a desirable

solution, though it is often at present regarded by

some as a necessary one. Therefore, the churches are

called to act as advocates for the development of

public policies which contribute to a climate in which

a valid choice can be made.
Alternatives to abortion must be real if freedom of

conscience and responsibility are to be more than

rehtoric. This means that society must offer good

health care, both pre and post-natal; day care

facilities; homemaker services where needed;

maternity and paternity leave: family service centers;

and expert counseling services . . .

. . . Basic to the entire subject of abortion is a

reorientation of priorities to those which are life

enhancing. The agony of private and social decisions

regarding abortion can be eliminated as alternatives

become real. It is toward this end that the churches

must work . ."

The February 13, 1973, Pastoral Message of the

Administrative Committee of the National Conference of

Catholic Bishops stated that: ". . . We priase the efforts

of Pro-Life Groups and many other concerned Americans

and encourage them to:
A. Offer positive alternatives to abortion for distressed

pregnant women.. . ."
The Continental Congress on the Family, a national

conference of 1800 evangelical Christians that met in St.

Louis the week of October 13, 1975, issued an "Affirmation

on the Family" that contained the following statement

supporting programs of alternatives to abortion:

"We acknowledge that Christians differ in their view

concerning the time when personhood begins, but we

agree that God has admonished us to choose life

instead of death, and has set penalties for those who

would, even accidentally, cause a pregnant woman to

be injured in such a way that an unborn child is

harmed. We believe that compassion for distressed

mothers and families and concern for unborn children

require us to offer spiritual guidance and material

solace consistent with the teachings of God's Word.

We encourage the church to influence the social-

moral climate in which unintended pregnancies

occur. We see no grounds on which Christians who

are concerned for all human life and for the well-being

of the family can condone the free and easy practice of

abortion as it now exists in our society. At the same

time, we exhort the church to show compassion for

those who suffer because of the abortion experience."

On June 5, 1975, the Minnesota United Methodist

Annual Conference petitioned the 1976 General Conference

to modify the statement on abortion in the Social Principles

of the United Methodist Church to provide that:

". . . Our belief in the sanctity of unborn life makes

us reluctant to approve abortion. But we are equally

bound to respect the sacredness of the life and well-

being of the mother. . . . A decision concerning

abortion should be made only after thorough and

thoughtful consideration by the parties involved, with

medical and pastoral counsel. Mothers and fathers

confronted with unplanned and unwanted

pregnancies are urged to seek creative positive

alternatives to abortion. Moreover, the United

Methodist Church supports responsible family

planning and sex education, increased counseling

services for distressed mothers and fathers in the event

of unplanned pregnancies, improved adoption

procedures, more research into genetic defects, and

generally, an ethical stance which seeks solutions that

are life-enhancing for mothers, fathers, and their

unborn children.-
There is reason to expect that other church bodies and their

members will readily support and welcome legislation of the

type being considered today.
Bills providing alternatives to abortion have been passed

in a number of state legislatures, indicating constituent

interest in services in these areas. For example. this year the

Maine State Legislature passed a bill requiring health

insurance plans to provide maternity benefits regardless of

marital status. The Minnesota State Legislature has

enacted similar legislation, along with laws extending Aid

to Families with Dependent Children (AFDC) coverage to

an unemployed pregnant woman prior to the birth of her

child, requiring vaccinations to prevent birth defects from

rubella infections during pregnancy, requiring health

insurance coverage for newborn infants from birth and

providing state income tax deductions for adoption

expenses and state subsidies for adoption of handicapped

children. Other legislative proposals have included

elimination of the "illegitimate" designation on birth

certificates, maternal and child nutritional food

supplements, child abuse prevention programs and the

creation of a commission to study family social services.

In Minnesota, a statewide Women's Political Caucus

convention passed a Resolution endorsing alternatives to

abortion. Both major political parties in Minnesota have

also endorsed this concept at various levels and in 1972 the

Republican National Convention Platform Committee

heard testimony on the need for supportive services for

pregnant women as an alternative to abortion.

Citizens who have seen the unmet needs of pregnant

women have organized themselves to provide "hot tine"

crisis help to pregnant women through a large and growing

number of groups known as Birthright. Alternatives to

Abortion, Inc., Emergency Pregnancy Service. Lifeline,

and the like. There are over 800 such groups affiliated with

one national organization alone. For most of these

volunteers, who have given countless hours to assist

troubled pregnant women, it is a matter of deep concern

that coordinated adequate pregnancy services are often not

available. Most emergency pregnancy service workers

should be in favor of these bills.
I would also expect that innumerable other groups who

are concerned abuot the welfare of young children, the

integrity of the family or the advancement of women will be

supportive of this legislation.
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There is great need for the additional services provided by
the School-Age Mother & Child Health Act of 1975 and the
Life Support Centers Act of 1975. In the minds of most of
the public, preventing adolescent pregnancy would be far
preferable to treatment following its occurrence. Once a
very young woman is pregnant there really are no "good"
choices. All of them carry the possibility of emotional
and/or physiological scars for both mother and child. New
efforts must be launched to find ways to reverse the trend of
increasing teenage pregnancy. Provision of contraceptives
to young children is not an adequate answer to the problem
even though that may minimize conceptions which would
result in still further problems. The promotion of
responsible sexuality and parenthood and a stable family
unit must be given a high priority if we wish to turn the tide.
These bills would allow for such programs and include the
counseling. family planning and the personal attention that
would hopefully reduce recidivism. ACCL believes that
family planning methods appropriate to people of differing
backgrounds and beliefs should be available to those who
choose to use them, provided that these methods do not end
a pregnancy already begun.
ACCL's August 21. 1974, testimony before Senator Birch

Bayh's Senate Judiciary Subcommittee on Constitutional
Amendments contained our pledge to work as partners with
Congress in building an America in which abortion is not
necessary to meet the social, psychological or medical needs
of pregnant women. Our later testimony before that same

subcommittee eleaborated on those needs and called upon
Senator Bayh to urge hearings on these topics before this
subcommittee. Subsequently, the bills being considered
today were introduced and these hearings were scheduled.

Clearly, Senator Kennedy. the leadership you and
Senator Bayh have shown in choosing to author and to
advocate the passage of these bills could make a positive
difference in many lives. So many people have been touched
by the crisis of adolescent pregnancy that there is scarcely
anyone unfamiliar with its potential tragedy and heartache.
S.2360 and S.2538 offer a ray of hope to people across this
country that we are willing to face these problems openly
and realistically and to dedicate some of our resources to
their solution. Fiscal responsibility does require prudent
spending of the resources we have available and I believe
that the modest funding necessary for these proposals is an
investment in our nation's future that we can ill afford to
reject.
We ask the country and the Congress to rally around and

support the bills before us, putting our differences aside,
knowing that the women and children of this country
desperately need our help.

In this year of the woman, with its focus on women's
rights, let it not be said that we turned our backs on those
thousands of young women who want to live up to the
responsibilities a pregnancy entails — those who will not
reject their unborn child but who struggle against great
odds to give the life entrusted to them a chance.
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TESTIMONY ON THE ADOLESCENT HEALTH SERVICES AND PREGNANCY

PREVENTION AND CARE ACT OF 1978 

By

SAMUEL R. KNOX, National Program Director

American Social Health Association

I am Samuel R. Knox, National Program Director of the American Social Health

Association, a nonprofit national voluntary health organization founded in 1912, and

singularly focused on the prevention, control, research and eventual elimination of

epidemic venereal disease in the United States.

Through a combined program of intramural and extramural activities, the American

Social Health Association directly engages in biomedical research, behavioral research,

educational materials development, policy analysis, professional training, the conduct of

pilot demonstration projects and public awareness programming, respecting venereal

disease.

Throughout the continuous sixty-six year history of the American Social Health

Association, the teenager (adolescent, aged 15-19 years) has been prominently featured

with regard to all of our research and program efforts. One can hardly contemplate

engaging in venereal disease prevention and control without affording special attention to

teenagers, in that their role and representation in the nationwide VD epidemic is

enormous, as are their needs.

We urge that any legislative initiative or program effort that

focuses on the adolescent, particularly the female adolescent and

her unique and particular health needs, be they pregnancy prevention

and family planning or pregnancy-related services, prominently and

equally focus major attention and directly address their related and

32-704 0 - 78 - 10



142

inextricably interlocked health needs of venereal disease prevention
and venereal disease-related clinical and counseling services. For,
to the extent unintended pregnancy is epidemic among female
adolescents, venereal disease is pandemic among this group. To the
extent adolescent pregnancy represents a health threat to mother
and neonate alike, venereal disease represents a mortal threat to
mother and neonate alike. As alarming and compelling as the
adolescent pregnancy statistics are, the female adolescent venereal
disease incidence statistics are far worse — both in terms of sheer
magnitude, and also in terms of severity of resulting consequences.

Unintended pregnancy and venereal disease are more than

simply correlated phenomena within this subgroup of female
adolescents, they are coequal major health issues born of the same
set of social, psychological, behavioral, and to an extent, system
deficiences. To address one and not the other is ludicrous. To
attempt to divorce one from the other is artifical. To opt or
consider to do anything other than approach these two major health
needs of female adolescents equally and simultaneously is poor
public health policy. To the extent that you recognize and

• acknowledge adolescent pregnancy as a serious problem deserving of

▪ your attention, you must now recognize and acknowledge adolescent
venereal disease - particularly among females, as a similar, most
serious problem, most deserving of your attention.

The unfortunate facts with respect to venereal disease among adolescents between
the ages of 15 and 19 are statistically summarized as follows:

Total adolescents (both sexes) aged 15 to 19 years number 21 million. Total female
adolescents aged 15 to 19 years number 10.3 million.

Total persons (both sexes) aged 15 to 49 years (interval of peak sexual activity)
number 107,819,000.
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Total females aged 15 to 49 years (interval of peak sexual activity) number

54,076,000.

Venereal disease incidence among adolescents (both sexes) aged 15 to 19 years is

estimated to total over 2,500,000 cases annually.

Venereal disease incidence among female adolescents aged 15 to 19 years is

estimated to total over 1,900,000 cases annually.

Venereal disease incidence among females aged 15 to 49 years (interval of peak

• sexual activity) is estimated to total over 5,000,000 cases annually.

Venereal disease incidence among persons (both sexes) aged 15 to 49 years (interval

of peak sexual activity) is estimated to total over 10,000,000 cases annually.

On the basis of the above, the following observations and statistical inferences are

made:

• Adolescents (both sexes) aged 15 to 19 years represent 19.48

per cent of all persons aged 15 to 49 years, i. e. one in every

5.13 persons aged 15 to 49 years is an adolescent aged 15 to 19

years.

• Venereal disease incidence among adolescents (both sexes)

aged 15 to 19 years represents 25 per cent of venereal disease

incidence among all persons aged 15 to 49 years.

• Venereal disease strikes nearly 12 per cent of all adolescents

aged 15 to 19 years, i. e. one in every 8.4 adolescents aged 15

to 19 years is stricken with venereal disease.

Regarding Females Specifically

• Female adolescents aged 15 to 19 years represent 19.05 per

cent of all females aged 15 to 49 years, i. e. one in every 5.25

females is an adolescent aged 15 to 19 years.
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• Venereal disease incidence among female adolescents aged 15
to 19 years represents over 38.0 per cent of venereal disease
incidence among females aged 15 to 49 years, i. e. one in every
257 female venereal disease cases is a female adolescent aged
15 to 19 years.

• Venereal disease strikes over 18.5 per cent of female
adolescents aged 15 to 19 years, i. e. one in every 5.39 female
adolescents aged 15 to 19 years is stricken with venereal
disease.

To say that venereal disease reigns as an epidemic among adolescents aged 15 to 19
years is an understatement, and a gross understatement with respect to female
adolescents. With case rates of nearly one in five, venereal disease is virtually pandemic
within the subpopulation of female adolescents in the United States, and represents one
of, if not the principal health threats to female adolescents.

Going beyond the frank and grim reality of this intolerable level of primary venereal
disease incidence, one must bear in mind that women and their offspring are the main
victims of the consequences of primary venereal disease incidence - the complicated and
often irreversible episodes of reproductive (tubal) disfunction resulting from gonococcal
and chlamydial pelvic inflammatory disease (P.1.D.) and salpingitis (which themselves are
life-threatening infections), the greatly elevated risk of cervical cancer posed by infection
with the genital herpesvirus (HSV-2) (presently there is no cure for genital herpes
infection) and repeated infection with the trichomonas vaginalis, congenital infection of
the developing fetus with the treponema pallidum, the causative agent of syphilis,
neonatal infection of the emerging infant with the genital herpesvirus and the group B
streptococcus (both venereally acquired by the mother) and both most often resulting in
neonatal death or severe neurological and neurosensory damage to the surviving infants,
transplacental infection of the developing fetus with the cytomegalovirus (a sexually
transmissible virus) resulting in more infant mental retardation than even the rubella
virus.

*

•
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These harsh facts, unpleasant and tragic as they are, .must not be swept under the

rug. We must confront these realities. We must seize every opportunity to intervene on

these pathological processes. We must candidly acknowledge that these female

adolescents, young, inexperienced, unsophisticated, ill-informed, under-informed -- often

uninformed, frightened by the prospect of venereal disease vis a vis their peers, parents,

and authority figures of various kinds - and often paralysed by such fear -- are ill-equiped

to successfully negotiate a medical system oriented toward adults, and hence slip through

the cracks far too often and tragically, disproportionately fall victim to the ravages of

venereal disease.

Bearing all of this in mind, it is incumbent upon us as humane, foresighted and

reasonable people to prominently and forthrightly feature veneral disease as a major

policy and program element of any targeted focus on the health services needs of

adolescents - particularly female adolescents.

It furthermore makes good sense in all regards to approach the two major health

problems facing adolescents women - venereal disease and pregnancy -collectively. First

of all, the subpopulations of adolescent women with venereal disease and adolescent

women who are, have been or will be pregnant are nearly the same subpopulation. The

degree of subpopulation overlap is tremendous. Built upon that perception is the clinical

and educational opportunity of mediating both health concerns together --- "piggy-

backing" one onto the other, or vice verse, which is of enormous cost effectiveness as

well. Also, the dangers venereal disease pose to developing fetuses and emerging infants

at parturition render the site and setting for adolescent pre- and perinatal care ideally

suited for practicing primary prevention of venerally acquired, maternally imparted

neonatal morbidity and mortality factors - with enormous human and economic benefits to

all of society.

The Federal government expends nearly half a billion dollars annually on family

planning and pregnancy related services -- and yet, despite the efforts supported by this

expenditure, an estimated 510,000 unintended adolescent pregnancies occurred. Clearly

this target group is being missed -- and any initiatives to focus on this group are just as

• clearly in order.

•
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By the same token, the Federal government expends $32 million annually for
venereal disease prevention and control programs — and yet, despite the efforts supported
by this expenditure, female adolescent venereal disease incidence is estimated to total
over 1,900,000 cases annually. There too, clearly, this target group is being missed - and
any initiatives that would focus on this group are very much in order.

To focus on either major health problem -- adolescent pregnancy or adolescent
venereal disease (female primarily) -- without prominently, forthrightly and
simultaneously addressing the other is not sound from a policy viewpoint, health services
delivery viewpoint and cost effectiveness viewpoint.

The only reasonable and prudent course of action is to focus attention on this
subgroup of adolescent women, recognizing that unintended pregnancy and venereal
disease represent their two most important, and woefully underserved health concerns,
and address the two with equal candor, dispatch and urgency, and by so doing, in the most
cost effective and ultimately beneficial manner.

a
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Statement

COMMENTS ON H.R. 12146, THE "ADOLESCENT HEALTH, SERVICES, AND PREGNANCY
PREVENTION AND CARE ACT OF 1978"

Peters D. Willson
Political Representative

Interstate and Foreign Commerce Subcommittee on Health and the Environment
U.S. House of Representatives

June 28, 1978

Good afternoon. I am Peters Willson, political representative for Zero

Population Growth, Inc. On behalf of ZPG I would like to thank you for the

opportunity to testify on H.R. 12146, the Administration's proposed "Adole-

scent Health, Services, and Pregnancy Prevention and Care Act."

ZPG is a private, non-profit organization of citizens around the country

who believe the U.S. would benefit - socially, environmentally, and economically-

from a planned, voluntary end to continued population growth. In our advocacy

of the importance of family planning and the availability of voluntary contra-

ceptive services, we have repeatedly called attention to the comparatively high

rates of adolescent fertility and the serious health, educational, and economic

problems associated with adolescent parenthood.

These problems have been well documented in research, publications, and

testimony to Congressional committees in recent years.' We commend both the

Administration for its early efforts to respond to these problems with its own

legislative proposals and this Subcommittee for taking time in its already

busy summer schedule to hear testimony on this legislation.

ZPG believes it is the adequacy of H.R. 12146, not the problem of adole-
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scent pregnancy itself nor the need for legislation, which is the critical

issue facing the Subcommittee. Is H.R. 12146 a sufficiently constructive

and clearly defined legislative response to the problem of adolescent pregnancy?"
We believe it is not and should be revised.

Inadequacies of H.R. 12146 

The bill is vague in defining its relationship to existing federal pro-

grams, the population it seeks to serve, the objectives it seeks to achieve,

and the priorities it sets for funding:

1. Relationship to other programs. Although the Administration hasemphasized the importance of linkage and coordination of programs, H.R. 12146does not define its relationship to existing federal programs which providesupport for services to adolescents or have the potential for service support.

2. Target population. The bill seeks to serve, without making anydistinction among them, not only an enormous population - 21 million teenagersages 15 to 19 and 40 million ages 10 to 19 - but also an enormously diversepopulation: girls and boys; sexually experienced and sexually inexperiencedindividuals; youth who are still children and others who are really adults; andpregnant girls and young parents, some with more than one child.

3. Objectives. The bill establishes no more measurable objectives forHEW than pregnancy prevention, care for pregnant adolescents, and help foradolescents to become "productive independent contributors to family andcommunity life."

4. Funding priorities. The bill offers support for a broad rangeof services which are often expensive to provide and do not exist in manycommunities.2 Yet, it sets as priorities for funding only comprehensiveness,coordination, and service support in communities with a high incidence ofadolescent pregnancy and low incomes.

As a result of its vagueness - its all-encompassing scope - H.R. 12146 would

give HEW inadequate direction for the use of the limited resources it would
authorize. The estimated costs of the services that would be eligible for

funding only emphasize the inadequacy of direction for resource allocation.

For example, the costs of serving already pregnant teenagers alone would

be considerable. Of the one million girls ages 15-19 who are estimated to become
pregnant annually, 600,000 give birth and close to 90 percent keep their

infants. According to HEW Secretary Joseph Califano in oral testimony to
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the.Senate Human Resources Committee on June 14, the costs of services per pregnant

adolescent girl under this bill are estimated to be an average of $750. This

does not include the costs of the infant's delivery.

According to Dr. Janet Hardy, Director of the Johns Hopkins University

Center for School-Age Mothers (cited by HEW as a model program) in oral comments

to the House Select Committee on Population on March 2, the estimated annual

cost of comprehensive services per pregnant girl under her program is $2000,

not including Medicaid/Medicare coverage for obstetrical services. Long term

provision of a complete range of services for mother and child might cost an

estimated $5000 annually.

In other words, if HEW were to seek only to provide services for the

600,000 pregnant girls who deliver annually, the costs might range from $450

million to $3 billion just using these estimates. Clearly, both the $60

million proposed under H.R. 12146 and the $340 million HEW has requested for

its entire package of adolescent pregnancy initiatives in fiscal 19793 fall

far short. In ZPG's opinion, the bill does not give HEW either specific

objectives or sufficient priorities to guide the use of the proposed funding.

Importance of Title X 

The focus of the bill should be determined both by complementary federal

programs already in place and the language of the legislation itself. We believe

it is no longer useful to evaluate this need for direction in the context of the

Administration's $340 million budget request. One must also consider the changes

Congress already has begun to make in that request.

Both the full Senate and the Interstate and Foreign Commerce Committee in

the House have recommended substantial and long-term increases in funding under

Title X of the Public Health Service Act, the major single source of federal

funding for family planning services,4 with a special emphasis on serving teen-

agers. In the history of Title X, these actions represent steps toward a



150

major new commitment to the voluntary prevention of unwanted births - a commit-

ment family planning supporters have advocated for several years.

ZPG specifically endorses the funding levels and range of Title X services

approved by the Senate in S. 2252, which includes earmarked funding for pro-

grams serving adolescents. The wisdom of such an escalated federal invest-

ment in the prevention of adolescent pregnancies is borne out by the most

recently published analyses of data on adolescent contraceptive use and pre-

marital pregnancy.

Looking at nationwide survey data collected in 1976, researchers in the

Department of Population Dynamics at Johns Hopkins University found a "strong

negative correlation between contraceptive use and continuity of use and

(adolescent) pregnancy: Fifty- eight percent of never users experienced a

premarital pregnancy, compared to 24 percent of sometimes users and only 11

percent of always users."5 Today, of the estimated four million sexually active

teenage girls ages 15 to 19, more than a million and a half still do not have

access to medically prescribed contraceptive services.5

In responding to the problem of adolescent pregnancy, Congress should 

adopt the Title X provisions of S. 2252 and revise H.R. 12146 to build on 

this commitment to family planning services and education for all, including 

adolescents. H.R. 12146 should be revised clearly to begin to support more 

comprehensive services to meet the problems of pregnant adolescents and adolescent 

parents, who often experience additional and repeated unwanted pregnancies.7

According to current research, a quarter of teenage mothers, including married

girls, experience a second pregnancy within one year of their first birth.8

Recommended Revisions in H.R. 12146 

Four general changes in the bill would give it the direction its needs

for such a goal - a goal which we believe is already inherent in HEW's

initiatives;
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1. Relationship to Title X. The "Findings and Purposes" section 
should be rewritten to state explicitly Congress' commitment to supporting
family planning services under Title X of the Public Health Service Act and
its intention that adolescent pregnancy should build on, not duplicate that
program's efforts.9

2. Target population and objectives. While recognizing the number

and variety of adolescents in need of different kinds of services, this bill 
should specify as its target population adolescents who are pregnant, ado-
lescent parents, and their personal friends or relatives. As its objectives
in serving those adolescents, the bill should seek to improve their options 
about pregnancy and childbirth, improve their health and their children's health,

reduce the likelihood of repeat unwanted pregnancies —and improve their chances 
of completing their schooling and becoming self-supporting.10

3. Priorities for services. The bill should require applicants 
for funding to demonstrate the availability of a minimum core of services 
for early pregnancy detection, pregnancy options counseling, pre- and post-
natal health care, and family planning counseling and services in order to,
qualify for a broader range of educational, social, and economic services. '1

4. Evaluation funding. Because of the dearth of research on the
effectiveness of programs dealing with adolescent pregnancy, the bill in
Sec. 201(c) should provide three percent of the funding instead of one 
percent for evaluation. In the report accompanying its approved bill,
the Subcommittee should spell out its expectations for evaluation of nation-
wide trends, duplication of model programs, and innovative or experimental
projects.

If the bill were given the clearly defined objectives and priorities

these kinds of changes would accomplish, we believe it would be appropriate

for the Subcommittee then to consider additional refining amendments which

would further strengthen the bill.

1. Funding levels. Adolescent pregnancy is an ongoing problem with
long-term effects. It will require an equally long-term response which should
be demonstrated by earmarking funding for the second and third years
authorized by the bill. ZPG supports authorizations of at least $90 million 
for the second fiscal year and $120 million for the third.

2. Ceiling on services funding. Studies by the National Alliance

Concerned with School-Age Parents and researchers with the School of Public
Health at the University of California, Berkeley, indicate that the major

service problem in many communities is not lack of coordination or linkage
but lack of services themselves.12 Therefore, ZPG recommends that Sec. 102(e)'s 

50 percent ceiling_on funding of services be increased to 75 percent. 

3. Maintenance of effort. Because of the need to build on existing

resources - not only federal but also state and local - the bill should include 
a "maintenance of effort" requirement in a new Sec. 102(0.2
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4. Advisory committee. Because of the complexity of the problems
associated with adolescent pregnancy and the interest in encouraging innovative
programs under this legislation, a new Sec. 201(a)(6) should be added to the 
bill to establish a multi-disciplinary advisory committee to advise HEW on 
rulemaking and evaluation requirements.14

5. Role of the DASPA. ZPG believes adolescent pregnancy is one of
the most critical population problems facing HEW today. Departmental programs
to respond to it should be coordinated under the Deputy Assistant Secretary
for Population Affairs, a position mandated by Congress in the 1970 "Family
Planning Services and Population Research Act," but temporarily eliminated
as a full-time position by HEW last year. We recommend that the Subcommittee 
express its interest in seeing coordination of the adolescent pregnancy 
initiatives under the DASPA in communications with the Department and in
report language.

Li
Conclusion 

In conclusion, ZPG believes the issues facing the Subcommittee are not

whether there is an adolescent pregnancy problem but whether H.R. 12146 is

adequate to deal with the problem; not whether comprehensive services should

be provided under the bill but what is the bill's relationship to Title X of

the Public Health Service Act and its funding priorities for services.

The legislative changes ZPG has proposed speak to those issues, and

we have spelled them out in more detail in specific re-writings of the bill which

I would be happy to share with the Subcommittee and its staff.

Thank you again for the opportunity to testify. I would be glad to

try to answer any question you may have.
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Footnotes 

1 The research findings on the health, education, economic and social problems
of adolescent pregnancy are summarized in the attached ZPG publication, "Teen-
age Pregnancy: A Major Problem for Minors."

2 In their study, "Services for and Needs of Pregnant Teenagers in Large Cities
of the United States," (PUBLIC HEALTH REPORTS - January/February 1978),
Hyman Goldstein and Helen M. Wallace of the University of California at

4 Berkeley, found that only one in five of all pregnant adolescents needing
special programs are accommodated under existing services. Janet Bell
Forbush, Executive Director of the National Alliance Concerned with School-
Age Parents, found in a survey of service providers around the country a
"patchwork quilt" of services, which often would benefit more from their
expansion than their coordination.

3 In its fiscal 1979 budget request, the Department of Health, Education and
Welfare requested $338 million for new and existing programs to deal with
the problems of adolescent pregnancy. It represented a $142 million increase
over fiscal 1978. However, the only increase earmarked exclusively for
family planning was $18 million under Title X of the Public Health Service
Act. And that represented only $8 million in new monies and $10 million
transferred from programs serving older women. In addition to this funding
and the $60 million in new legislative authority, the Administration also
requested increased monies under Medicaid and Title XX social service
program reimbursements under the Social Security Act, maternal and Child
health care under Title V of the SSA, community health centers, health
education, and research and training.

4 H.R. 12370, the "Health Services Amendments of 1978" reported out of the
House Interstate and Foreign Commerce Committee in May would increase
Title X funding for family planning service project grants
from $135 million in fiscal 1978 to $200 million in fiscal 1979 and additonal
increases leading to $264.5 million in fiscal 1981. The report accompanying
the bill emphasizes serving teenagers. On June 7, the Senate passed S. 2252,
the "Voluntary Family Planning Services, Population Research, and Sudden
Infant Death Syndrome Amendments of 1978." It would provide $216.5 million
for project grants in fiscal 1979 increasing to $598 million in fiscal 1983.
This would include $42.5 million earmarked for services for adolescents
in fiscal 1979 increasing to $183 million in fiscal 1983. The Senate bill
also would authorize several million dollars for education and materials
which the House bill does not provide.

5 Melvin Zelnik and John Kantner of the Department of Population Dynamics of
Johns Hopkins University report on "Contraceptive Patterns and Premarital
Pregnancy Among Women Aged 15-19 in 1976" in the May/June issue of FAMILY
PLANNING PERSPECTIVES. According to their research, six percent of
sexually active women using a medical method of contraception regularly
risk pregnancy, 11 percent who use some form of contraception regularly, and
58 percent who never use contraception. It is estimated that if adolescents
did not now use contraception, an additional 680,000 girls would experience
premarital pregnancies annually, increasing the annual total to 1.46 million.

6 According to the Alan Guttmacher Institute, the research and policy affiliate
of the Planned Parenthood Federation of America, in its May 1978 report
"Contraceptive Services for Adolescents: United States, Each State and
County, 1975," six out of ten sexually active adolescent girls ages 15-19
did not have access to medically prescribed contraceptives in 1975. Of
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the four million sexually active girls in this age range, 1.2 million received
services from organized clinics and 1.2 million received services from private
physicans.

7 In a study of pregnant adolescents and their classmates in Baltimore from 1968
to 1972, Frank Furstenburg of the Center for Population Research at the Uni-
versity of Pennsylvania, found a substantial gap between the family size
expectations and the actual family size of young women who became pregnant
as teenagers. On the average, adolescent mothers in this inner city study

foresaw much smaller families than they later had within just five years.

In his aritcle, "The Social Consequences of Teenage Parenthood," (FAMILY

PLANNING PERSPECTIVES, July/August 1976), Furstenburg reported that within

five years of delivery of their first child, 30 percent of the adolescent

mothers in the study had become pregnant again at least twice.

8 In 1976, Furstenburg (see #7) stated that most published studies show that

at least one-half of adolescent mothers experience a second pregnancy within

36 months of delivery. According to Kantner and Zelnik(see #5), based on

their research, 25.6 percent of adolescent mothers, including married

girls, become pregnant within one year of their first birth. Larry Bumpass

of the Center for Demography and Ecology at the University of Wisconsin

in "Age and Marital Status at First Birth and the Pace of Subsequent
Fertility," DEMOGRAPHY, February 1978, found a significant relationship
between shorter birth intervals and earlier age at first birth. In its
report, "11 Million Teenagers," the Alan Guttmacher Institute stated that

married women who begin childbearing before they are 18 will have families

1.3 times larger than women who begin to have children at ages 20 to 24.
The younger women expect a completed family of nearly four children
compared to the family size expectation of less than three children among

older women.

9 ZPG recommends a new Sec. 2(a)(7) and (8) to specify the relationship of

H.R. 12146 to Title X: "(7) the Federal government has begun to provide
support for family planning services for adolescents under Title X of the

Public Health Service Act and to a lesser extent under Titles V, XIX, and

XX of the Social Security Act; and (8) therefore, federal policy should
continue and expand support for family planning services under Title X of

the PHSA and Titles V, XIX, and XX under the SSA while providing support
under this Act for comprehensive services for pregnant adolescents, adoles-

cent parents and their immediate friends or relatives.

10 ZPG recommends rewriting Sec. 2(h) to read: (b) It is, therefore the purpose

of this Act -
(1) to support the linkage, expansion, improvement and creation of

comprehensive, community-based services for pregnant adolescents

and adolescent parents:
(A) have options about pregnancy and childbirth,
(B) have improved health for themselves and their infants, and
(C) experience fewer unintended repeat pregnancies;

(2) to support, in supplement to these core services, other
educational, social, and health services which will help the
target population:
(A) complete schooling,
(B) improve vocational opportunities, and
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•

(C) reduce future welfare dependence; and

(3) to support, in supplement to these core services, additional
services or referral to services to assist the friends
and relatives brought into programs serving pregnant adolescentsand adolescent parents to prevent initial unwanted
pregnancies.

(At the Johns Hopkins Center for School-Age Mothers, participants in the
program are encouraged to bring friends or relatives with them to classes
and counseling sessions; more than half do.)

11 ZPG's reasons for giving top priority to these services are:

a) Early pregnancy detection is essential to begin pre-natal care during thefirst trimester of pregnancy as well as to enable girls to consider
the option of abortion when it is safest to their health. According tothe Goldstein/Wallace survey of special services in large urban areas for
adolescents (see #2) only 45 percent provide pregnancy testing.b) Pregnancy options counseling should give the pregnant adolescent the
objective information she needs to make a decision about the options open
to her: to deliver and keep her infant; to deliver and place her infant
for adoption, or to obtain an abortion. When she has information about
all of these options, then the girl can make her own decision.

cL Not only pre-natal health care, but also long-term post-natal health
, care are associated with reduced risk of mortality and improved

health for both mother and infant.
d) The Goldstein/Wallace study (see #2) found that ten other services are

provided more frequently than contraception and five others are provided
more frequently than sex education in special programs serving pregnant
adolescents. Fifty-nine percent of the special programs reported by
respondents to the survey provide contraceptive services.

12 As mentioned in #2, research indicates that shortage of services, not lack
of service coordination, is the major problem in reaching adolescents.

13 ZPG recommends the addition of a "maintenance of effort" clause in a new
Sec. 102(f): "These funds may not be used to replace funds currently
being used either to provide direct services or to link services."

14 ZPG recommends the addition of a new Sec. 201(a)(6): "(6) appoint a multi-
disciplinary advisory committee, of no more than 20 people, which shall be
composed primarily of persons experienced in providing services to sexually
active youth and pregnant adolescents and adolescent parents. Other
advisory committee members shall come from organizations and agencies having
experience in such areas as policy-making and research as well as consumer
services. The functions of the advisory committee shall include, but not
be limited to, a consultative role in the development of regulations and
of overall evaluation criteria.
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Teenage
Pregnancy:
A Major Problem for Minors
Teenage pregnancy has reached epidemic proportions in the

United States. Each year. more than one million teenagers

become pregnant. In comparison. 24.374 Amencans contracted

measles and 59,647 had mumps in 1975. the most recent year

for which statistics are available. By the age of 20, three in 10

Amencan women have borne at least one child.

Early childbearing poses serious health, social, and economic

consequences for teenage mothers and their children, In ad-

dition to facing higher health risks both for themselves and their

children, teenage mothers are often forced to leave school and

to forego lob training and other opportunities for economic ad•

vancement. Unmarried mothers face social disapproval financial

hardship, and difficulty in finding work and child care facilities If

they marry, teenage mothers are more likely to have unstable

marriages and financial problems than others of the same age

and socio-economic status. Women who have their first child in

their teen years tend to have more children in quicker sac•

cession than their peers
In the past, pregnant teenagers were pressured to get married

or have their babies secretly and put them up for adoption In ad-

dition. they were routinely expelled from school Today teen

mothers are asserting their right to an education, and special
classes and programs have been started in many communities.

While older women's fertility has been declining during the

Past five years, teenagers aged I 4 and younger have had in-

ZERO

creasing numbers of children, and the fertility rate of teens aged
15-16 has remained about the same The proportion of US
births attributed to teenagers has been increasing: one in five
U S. births is to a teenager. Also, the number of out-of-wedlock
births to teenagers is rising: teenagers account for half of all out-
of-wedlock births in the United States Most teenage pregnan-
cies are unwanted, as is indicated by the fact that one in three
U.S. abortions is to a teenager

Experts attribute the epidemic of teenage pregnancies to in-
creased sexual activity. nonuse or ineffective use of con-
traceptives, and lack of contraceptive information and services
for teenagers. More than four million teenage women aged 15-
19 are sexually active and at risk of unwanted pregnancy Only
half of them are currently receiving contraceptive services. Of
the estimated 420.000 to 630,000 teenage females under 15
who are sexually active, only 7 percent are receiving con-
traceptive services even though this age group is most
vulnerable to health risks if they become pregnant.

Studies show that most teenagers seek contraceptive ser-
vices after they have become sexually active; many of them
come to clinics initially for pregnancy tests. Traditional sanctions
against premantal sex have not kept teenagers celibate but
rather appear to have contributed to the non-use and sporadic
use of contraceptives as well as the tendency to select
unreliable contraceptive methods

Teenage Pregnancy—An Overview

Births to Teenagers

• Teenagers bear nearly one in five babies born in the

United States; two-fifths of these births are out of wed-

lock and account for half the total out-of-wedlock births

in the country.

IN Three in 10 women aged 20 in 1975 had borne at least

one child.

Pregnancy

IN One in six teenage women who have premarital inter-

course becomes pregnant.

• One in 10 teenage women aged 15-19 becomes preg-

nant each year.

• Six in 10 teenage pregnancies end in live births, nearly

three in 10 are terminated by abortion, and one in 10

ends in miscarriage.

• Teenagers account for one-third of all legal abortions

performed in the United States.

Health Risks

• The death rate from complications of pregnancy and
childbirth is 13 percent greater for 15-19-year-olds and
60 percent greater for teenagers 14 or younger com-

pared with women in their early 20's.

• Babies born to teenagers are two to three times more

likely to die in their first year than babies born to women
in their early 20's.

Contraception

• Only three in 10 sexually-active teenage women use

contraception consistently.

• Among sexually-active teenage women who do not use

contraceptives, seven in 10 think that they cannot be-

come pregnant.

• The condom, withdrawal, and the Pill account for more

than three-fourths of all contraceptive use among

teenagers.

• Haft of all sexually-active teenage women (about two

million) are still not receiving family planning services

from clinics or private physicians.
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Teen Sexual Activity Increasing
More than half of the 21 million young people aged 15-19 are

estimated to be sexually expenenced—almost seven million
young men and four million women In addition, about one-fifth of
the eight million 13-14-year-olds have had sex A 1976 national
survey confirmed that a growing proportion of teenagers are sex-
ually active and that they are beginning their sexual activity at
earlier ages The study found that 35 percent of the single
female teenagers had expenenced intercourse in 1976 com-
pared with 27 percent in 1971—a 30 percent increase. The pro-
Portion of sexually-experienced females rises from 18 percent at
age 15 to 55 percent at age 19

Most studies indicate that teenage sexual activity is sporadic
The 1976 study found that nearly half of the sexually ex•
perienced teenagers surveyed had not had intercourse in the
month pnor to the survey. The proportion of sexually ex-
perienced blacks (63%) is twice that of whites (31%), the survey
found. but the rate of increase for whites from 197110 1976 is
more than twice the rate for blacks

Along with increasing sexual experience, teenagers are also
contracting venereal diseases in growing numbers. Teenagers
aged 15-19 are three times more likely to contract gonorrhea
than people over 20. while the risk of syphilis is 61 percent
greater for teenagers.

Many Teens Risk Pregnancy
Few teenagers begin to use contraception at the same time

that they begin having sexual intercourse, and their con-
traceptive use is typically sporadic A 1975 study in four cities
found that almost half of the sexually-active females and nearly
70 percent of the males surveyed risked pregnancy at least
once A national survey of teenage contraceptive practice re-
vealed that the sexually-active single teenage women who had
never used contraception had increased from 17 percent in
1971 to 26 percent in 1976.

Nevertheless, the 1976 survey also found that those
teenagers who do use contraceptives select more effective
methods today than in 1971. The study found that nearly two-
thirds (64%) of the single teenage women interviewed had used
birth control at last intercourse, and one-third of them had used
the Pill or IUD Three in 10 said they "always" used con-
traception. The Pill was named the "most recently used" method
by 47 percent of the teenage women using contraception, while
21 percent used the condom, 17 percent used withdrawal, 8
percent used foam, cream, diaphragm, or rhythm. 4 percent used
douche. and 3 percent had an IUD
Many teenagers who do not use birth control are poorly in-

formed about the nsks of pregnancy. According to a 1971
national survey, seven in 10 of the single teenage women who
did not use birth control explained that they thought they had sex
too infrequently or that they had intercourse at the "safe time of
the month." Ironically, only 38 percent of the teenagers sur-
veyed could identify the time of the menstrual cycle when
pregnancy is most likely to OCCUf

Citing other reasons for contraceptive non-use, 31 percent of
the respondents said that they could not obtain contraceptive
services, 24 percent explained that contraceptives interfered
with the pleasure or spontaneity of sex, and 13 percent men-
tioned moral or medical objections to contraceptives (Respon-
dents gave more than one answer). Nevertheless, eight out of
10(84%) of the non-users said that they did not wish to become
pregnant
Research studies have found no evidence that the availability

of abortion would weaken the motivation to use contraception. In
a 1971 study, sexually-experienced teenage women were

asked what they thought a young unmarried gel should do if she
finds herself pregnant by a boy she does not love, only one in
five chose the option of abortion

Clinic Services for Teens Inadequate
Between 1971 and 1975, the number of teenagers on family

planning clinic rosters more than doubled. Nevertheless, many
teenagers are still unable to obtain chnic services and many
programs fail to reach teenagers early enough One study of 40
family planning clinics found that 94 percent of the teenage
patients had had sexual intercourse before seeking con-
traceptive services. and 75 percent had been sexually active for
at least a year Thirty percent of the teenagers had been
pregnant previously

In 1975, there were 1 1 million teenage women enrolled in
organized family planning programs. constituting 30 percent of
the national clinic caseload Nearly half of the adolescent pa-
tients had never used contraception pnor to enrollment After
enrollment, 84 percent used the most effective methods—the
Pill or the IUD An additional 850.000.1.000,000 teenage
women receive contraception from private physicians However.
about half of the four Million sexually-active females aged 15-19
are still not receiving family planning help from any source. A
meager seven percent of the sexually-active teens younger than
15 are currently receiving family planning services.

Pregnancy among Teenagers
Planned Parenthood's Alan Guttmacher Institute (AGI)

estimates that each year more than one million teenagers aged
15-19 become pregnant—one in 10 of the females in this age
group In addition. 30,000 girls younger than 15 get pregnant
annually More than two-thirds of all teenage pregnancies are
beheved lobe unintended
Of the million pregnancies which occurred in 1974, 28 per-

cent resulted in marital births that were conceived following
marriage, 27 percent were terminated by abortion, 21 percent
resulted in out-of -wedlock births, 14 percent ended in
miscarriage. and 10 percent resulted in marital births that were
conceived prior to marriage.

Arnong pregnant adolescents 14 and younger, 45 percent
have abortions, about 36 percent give birth out of wedlock, and
13 percent miscarry Only 6 percent of these young teenage
pregnancies end in marital births.

Teens Have One-third of U.S. Abortions
Teenagers account for about one-third of all legal abor-

tions—an estimated 325,000 abortions in 1975 In 1974. three
in 10 teenage pregnancies were terminated by abortion About
half of all teenage abortions were obtained by 18- and 19-year-
0615. 45 percent by 15-17-year-olds; and 5 percent by girls 14
and younger Between 1972 and 1975, the abortion rate rose
from 19 to 31 procedures per 1,000 women under age 20. In-
creased availability of abortion has slowed the rise in out-of-wed-
lock births which began in the late 1960's, but it has not
reversed the trend.

Legal abortion is still not equally available throughout the coun-
try, Abortion services tend to be concentrated in one or two
metropolitan areas in each state. The need to travel outside
one's community is a hardship for young and poor women who
often can't afford such a trip. The unequal distribution of abortion
services is evident in the varying abortion ratios for teenagers in
different states, ranging from three abortions per 1,000 live
births in Mississippi to 1,300 per 1,000 births in New York. The
Alan Guttmacher Institute estimates that a minimum of 125.000
teenagers were unable to obtain needed abortion services in
1975

32-704 0 - 78 - 11
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Childbearing among Teenagers
In 1975, nearly one in five (19%) of all births in the United

States was to a teenager-12,642 births to women under 15
and 582,238 to women aged 15-19. Fertility rates for older
teenagers have fallen slightly in recent years, though not as
sharply as the declines among women aged 20 and older. Births
to girls younger than 14 have increased, while fertility among
young women aged 14-17 has remained at approximately the
same level Between 1974 and 1975, the fertility rate for girls
aged 10-14 increased by 8 percent.

The proportion of teenagers giving birth rises rapidly with age.
The National Center for Health Statistics calculated that in 1975
nearly 1 percent of the 15-year-olds had had at least one child. 3
percent of the 16-year-olds. 6 percent of the 17-year-olds, 12
percent of the 18-year-olds, 20 percent of the 19-year-olds, and
30 percent of the 20-year-olds Teenagers tend to have their
children in quick succession In 1975. nearly one-fourth (24%)
of mothers aged 20 had had more than one child, 21 percent of
all births to teenagers were second or higher order births.

Nearly two in five (39%) of all births to teenagers are out-of -
wedlock, and the proportion of births to unman-ied teens is in-
creasing With the decline in marital fertility there has been a
corresponding increase in childbearing outside of marriage for
both white and black teenagers In 1975. one in five babies born
to white teenagers and three in four babies born to black
teenagers were oat-of-wedlock Over half (52%) of the out-of -
wedlock births in 1975 were to teenagers-11,000 to women
under 15 and 222,500 to women aged 15-19. a 5 percent in-
crease over the previous year Among those teenagers who give
birth out of wedlock. 87 percent keep the child. 5 percent send
the baby to live with others, and 8 percent give the baby up for
adoption.

Teen Mothers Run Health Risk
Both the adolescent who gives birth and her infant face

greater risk of death, illness, or injury than do women in their
20's. The matemal death rate is 60 percent higher for teenagers
aged 14 or younger and 13 percent greater for 15-19-year-olds
than for women in their early 20's Women giving birth at ages
15-19 are twice as likely to die from hemorrhage and
miscarriage and 1.5 times more likely to die from toxemia (blood
poisoning) than mothers in their early 20's The risks increase
dramatically for women under 15 giving birth; they are 35 times
more likely to die from toxemia. Although the health risks for
younger teenagers are considerably higher than those for
women aged 18-19. the risks generally increase with parity, so
that an 18-year-old experiencing a second pregnancy may have
dramatically increased health risks.
The most common complications of teenage pregnancy are

toxemia, prolonged labor and iron-deficiency anemia. Poor
nutrition, inadequate prenatal care, and physical immaturity con-
tribute to the risk of complications

Children born to teenage mothers are two to three times more
likely to die in their first year than babies born to women in their
20's. About 6 percent of first babies born to girls under 15 die in
their first year. The incidence of prematurity and low birth weight
is higher among teenage pregnancies, increasing the risk of
such conditions as epilepsy, cerebral palsy, and mental retarda-
tion.

Life Options for Young Parents
Education: Pregnancy and motherhood are the major causes
of young women leaving school. Eight out of 10 women who

become pregnant at 17 or younger never complete high school.
Among teenage mothers 15 and younger, nine in 10 never com-
plete high school and four in 10 fail to complete even the eighth
grade. Despite legislation and court decisions upholding the right
of school-age Parents to education, the drop-out statistics
suggest that many schools' policies and personnel may
discourage pregnant students from continuing their schooling

Employment and Economic Opportunity: Because many
young mothers do not complete high school and the vast
majonty (79% in a New York City study) have no work ex-
perience, adolescent mothers are doubly disadvantaged in com-
peting for jobs Childcare responsibilities often further restrict
employment opportunities. Teenage mothers are more likely to
be unemployed and to receive welfare than mothers who post-
pone their childbearing until their 20's. The New York City study
of teenage mothers found that 91 percent of the women who
gave birth at ages 15-17 were unemployed a year and a half af-
ter the birth and 72 percent were receiving wetfare assistance
Even 18- and 19-year-old mothers were slightly more likely than
older mothers to be unemployed and two and a half times more
likely to be on public assistance.

Marital Prospects: Teenage marriages are two to three times
more likely to break up, compared with those who marry in their
20's Teenage couples who marry as a result of pregnancy are
more likely to be economically disadvantaged in terms of oc-
cupation, income, and assets than are couples of similar socio-
economic status. Such marriages are also more vulnerable to
divorce and separation. A Baltimore study of premaritally
pregnant teenage couples (17 or younger) found that one-filth of
the marriages broke up within one year and nearly one-third
dissolved within two years. Within six years, three in five of the
couples were divorced or separated.

Family Size: Women who give birth as teenagers tend to
have a larger completed family size and tend to have their
children closer together. Married women who have their first
child at age 17 or younger expect a completed family of four.
while wives whose first birth comes at the ages of 20-24 expect
fewer than three children. Women who have their first child at
age 17 or younger will have 30 percent more children than
women who begin childbearing at ages 20-24. and women aged
18-19 at first birth will have 10 percent larger families.

Laws Regarding Minors
During the last five years, there has been a clear trend toward

liberalizing laws regarding the right of minors to consent to their
own medical care. Currently, 26 states and the District of
Columbia specifically affirm the right of minors to consent to
contraceptive care, and all 50 states allow minors to consent to
venereal disease treatment. In July 1976. the U.S. Supreme
Court overruled a Missouri law which required a minor to have
parental consent to obtain an abortion, thus invalidating similar
laws in 26 states. Earlier in 1976, the Supreme Court ruled that
Federally-funded family planning programs must serve eligible
minors on their own consent

Despite this liberal trend and despite the fact that no physician
has been held liable for providing contraceptive services to
minors of any age, many agencies and physicians still refuse
fertility control services to minors without wntten parental
permission.
The right of minors to purchase non-prescription

contraceptives was upheld by the U.S. Supreme Court in a June
1977 decision. The Supreme Court invalidated a New York law
which banned the sale of non-prescrfiation contracePtIves to
persons under 16.

k
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Teens Denied Information
Despite evidence from several studies that one of the maior

causes of unwanted teenage pregnancy is ignorance about

human reproduction and the risk of pregnancy, young people

continue to be denied the information they need to make

responsible decisions related to their sexuality

Research suggests that mass media. especially television and

radio, are an important source of family planning information for

teenagers A 1974 family planning communication study found

that mass media contributed more to teenagers family planning

knowledge than other sources, including parents, peers, or

schools. However, the researchers' analysis of media coverage

revealed that television and radio provided very little

contraceptive information television contained an average of

only eight minutes of family planning-related programming in an

entire month, while radio broadcast an average of 14 minutes

monthly Newspapers contained only 19 items during the month

Contraceptive advertising on television and radio is banned by

the Code Authonty of the National Association of Broadcasters.

thereby eliminating another potential source of information about

contraceptives

At present, only 29 states and the District of Columbia require

the teaching of health education in public high schools, and only

six of these states and the District mandate farrtily life or sex

education as part of the curriculum. While Louisiana is the only

state which outlaws sex education altogether, both Michigan and

Louisiana specifically prohibit teaching about contraception

Many states officially "encourage" the teaching of these

subjects in their education policies but allow for local options

Consequently. hundreds of school districts have ignored,

restricted, or prohibited sex education

Even where sex education is provided in schools.

contraception is often not discussed A 1970 survey Of U.S.

school districts revealed that only two in five sex education

teachers included contraception in their curricula Human

reproduction, adolescent development, and venereal disease

were the most commonly covered topics. A recent national

survey of high school teachers in population-related subject

areas found that only one-third taught anything about human

reproduction, sexuality or abortion. Even fewer taught about birth

control.

The Job to Be Done
A report submitted in 1976 to the Department of Health.

Education and Welfare by Urban and Rural Systems Associates

recommends that sexually-active teenagers be designated a

high priority target population for family planning services and

that Federal and state funding for family planning services be in-

creased To increase clinic attendance, the report encourages

the establishment of separate teen clinics with sensitive staffs

and low-cost. confidential treatment. State laws and policies

which restrict teenage patients in consenting to their own con-

traceptive care should be modified, the report notes

Additional recommendations for a national program to deal

with the problems of adolescent childbearing were issued by the

Alan Guttmacher Institute in 1976. Its recommendations include:

• Realistic sex education via school, churches, and mass

media. including information about pregnancy risks, contra-

ception, and abortion and places where teenagers can obtain

health services

• For pregnant teens, adequate pregnancy counseling with

non-iudgmental information on all available options. including

abortion referral

• Adequate prenatal, obstetrical and Pediatric care for teen-

agers who carry their pregnancy to term in order to minimize

the hazards of early childbearing for both mother and child.

August 1977

IN Educational, employment, and social services for adolescent

parents and day care for their infants to help teenagers realize

their educational and career goals

IN National health insurance coverage for all health services

related to adolescent pregnancy and childbearing with

provisions to protect the pnvacy of minors

• Expansion of biomedical research to discover new, safe and

effective methods of contraception more suited to the needs

of young men and women.

Much more work needs to be done to educate teenagers and

their parents on the problems related to teenage pregnancy and

the availability of contraceptive information, counseling, and

services In addition, school authorities, social workers, and

health personnel. especially physicians, must be made aware of

the special needs of teenagers

Teenage pregnancy is a complicated problem which will be

with us for some time to come Failing to act today only

compounds the high human. social. and economic costs to be

borne by teenage mothers. their children, and society in general.

Public Savings
Pregnancy prevention programs are highly cost-effective in

saving future government expenditures to support out-of -

wedlock children and their mothers The Planned Parenthood

Federation of America estimates that every dollar spent in one

Year on family planning saves two dollars in the following year

alone and many times the original expenditure in the long-term,

The California Department of Public Health calculated that if only

20 percent of eligible minors used contraceptive services and

only 10 percent of teenage pregnancies were prevented. the net

savings to the state would be $2 3 million in the first year
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I am Emily Palmer, Executive Director of the Lula Belle Stewart

Center in Detroit, Michigan, an agency of the Florence Crittenton Divi-

sion of the Child Welfare League of America, and a fully accredited

member of the Child Welfare League of America. Florence Crittenton has

been serving pregnant women since 1883. The Child Welfare League was

established in 1920, and is the national voluntary accrediting and

standard setting organization for child welfare agencies in the U. S.

It is a privately supported organization devoting its efforts completely

to the improvement of care and services for children. There are nearly

400 child welfare agencies directly affiliated with the League, including

representatives from all religious groups, as well as nonsectarian public

and private nonprofit agencies. One hundred seventy-seven (177) of these

provide services to unmarried parents.

The Florence Crittenton Association of America merged with the

Child Welfare League at the beginning of 1976, establishing the Florence

Crittenton Division within the Child Welfare League. The major programs

of the 35 member agencies in the Florence Crittenton Division are focused

on comprehensive services to pregnant adolescents and young mothers and

their infants.
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I come here today on behalf of the Child Welfare League in support

of H.R. 12146, "The Adolescent Health Services and Pregnancy Prevention

and Care Act of 1978." We commend the Department of Health, Education

and Welfare for proposing a program to help this very underserved popula-

tion. However, we are concerned that the bill does not sufficiently recog-

nize the complex nature of services to pregnant adolescents and, as

currently drafted, could very well result in the insufficient and haphazard

provision of low quality services.

Targeting the funds to services after conception is our first concern.

Lula Belle Stewart Center, in keeping with national statistics, finds that

94% of the pregnant adolescents we serve keep their babies. We would like

to see that this bill 'with its limited funding focus on providing services

to pregnant adolescents and young parents. We recognize prevention as a

critical component of the continuum of services. We urge you, however,

to take advantage of expanded Title X funds for prevention programs.

Pregnant adolescents and teenage parents do need a multitude of

services. This group is not facing just one crisis, that of pregnancy.

They are also experiencing many related decisions and life-changing

problems. These young women may be from foster home backgrounds, and

have a history of school, emotional and family problems. Any plan

designed to "solve the problems" of adolescent teenagers must be sensitive

to the numerous services needed to strengthen family life and prepare

these adolescents for independent living.

H.R. 12146 addresses itself to the need for comprehensive programs

and lists many essential core services. However, the list is not com-

plete. Vital components of successful programs such as residential and

1
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day care are not given sufficient emphasis. If young mothers are to be

encouraged to stay in school, certain supportive services are critical.

Teenagers cannot attend school or job training programs unless they are

assured of quality day care for their children and infants. Nursery care

for infants under three years is practically non-existent. The list of

licensed family day care providers is sparse. Many Crittenton Centers,

including ours, have developed their own on-site infant care services

while parents attend groups and classes at our facilities.

Residential care is another key supportive service. Often, when a

girl becomes pregnant, her family is unable to cope with the situation.

Both the girl and her parents may require time apart to sort out their

emotions. Some families cannot tolerate the situation and will not

allow the girl to remain at home. Many foster families are unwilling to

deal with the tensions that teenage pregnancy creates. Alternative

living arrangements become quite important for adolescents. In Baltimore,

the Johns Hopkins Center, recognizing this need, utilizes the residential

services of the Crittenton Center. Following delivery, a family often

expects the young mother and baby to begin independent living. Many do

not want to take on the responsibilities of the new family. Grandmothers

may have full-time jobs. They are not anxious to begin anew the task

of child rearing. After delivery is the time when support services

are most needed. Ironically, this is frequently the time when the least

amount of services are available.

In the past few years, the Crittenton agencies have developed vari-

ous innovative approaches to meeting this need. Some agencies provide

apartment type housing for mothers and babies. We operate a program of
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licensed foster homes for mothers and babies. However, these types

of residential services are offered on a very limited basis and demand far

exceeds the supply. Last year, we had 34 requests for this specialized

foster care service, but could support only 11 placements. We also run

a "crisis homes" program which locates temporary arrangements for mothers

and babies following delivery. This allows the girls some breathing

space to get back on their feet. We recommend that the bill be amended

to require that varied residential services be provided as a component.of

a comprehensive center. This should include developing new facilities

or supporting existing facilities for: (a) the pregnant adolescent, and

(b) the mother and infant in a supportive environment for up to two

years after birth.

Another needed service that H.R. 12146 fails to address is trans-

portation. Drop-in centers are a sound concept, but in large urban and

sprawling suburban and rural areas they may be inaccessible. We find

that since the girls are in school during the day many of our classes

need to be held in the late afternoon or evening. But Detroit covers a

large geographic area, and like many cities, has never developed an

adequate public transportation system. It is also not safe for girls

to travel on buses in the evening hours. We operate two vehicles to

provide this much needed transportation component. Although this is very

taxing on our resources, we would have no consistency in program attendance

if we did not offer transportation.

These varied service components that are the responsibility of an

effective comprehensive center illustrate the difficulty involved in

setting up new programs. Linking services in order to offer an adequate

;
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program represents a constructive approach. However, since many of the

services are currently non-existent or extremely limited, "linking" would

be of little consequence. We recommend that the fifty percent limitation

for services be increased to 75-services and 25-linkages. Most of the

Crittenton agencies provide the services, but funding limitations pre-

vent them from offering help to all in need. Last year, our center with

its annual budget of almost $400,000 dollars served almost 600 adolescents.

Lula Belle Stewart was initially set up to serve the tri-county area of

Wayne, Oakland, and Macomb. In Wayne County alone 6,000 girls become

pregnant every year. We are only able to work with ten percent of this

population.

Demonstration projects with declining funds are not in order, particularly

in the face of escalating need. What is necessary is an ongoing federal

commitment to provide services to pregnant adolescents and young parents.

At least $60 million must be appropriated for fiscal year 1979, no less

than $90 million for fiscal year 1980, and no less than $120 million for

fiscal year 1981.

In addition to funding this program permanently at higher levels,

the requirement for a 70% Federal contribution and 30% local matching

funds should be lowered to 90/10. The 10% should be allowed to be

provided through "in kind" matching, including donated space, goods or ser-

vices. This would coincide with Title X, Title XX and other family planning

programs. Many communities have little local funding available for start-

ing new programs and scarce local tax revenues are under severe pressure

from competing interests. The Crittenton agency in Houston reports that

private funds are extremely difficult to obtain in Texas.
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Other limitations in H.R. 12146 lead us to believe that if the bill

were enacted in its present form, few quality programs would be developed.

The legislation lacks strong accountability provisions. If we are to

have responsible agencies providing reliable and effective services,

accountability is a must. H.R. 12146 enumerates an optional list of core

services. If the aim of the legislation is comprehensive services in one

center, or coordinated services linked together, certain critical services

should be mandated to assure that these goals are achieved.

Additionally, standards must be attached to any funds provided under

this legislation if federal funds are not to be used for questionable

undertakings. We assure that all services offered meet high standards.

For example, our center' has hired a staff person who is responsible solely

for licensing quality foster homes to assure that placements are successful.

We recommend that language be added to the bill mandating service stan-

dards. This could be a provision stating that: All services funded in

whole or in part by this legislation shall meet appropriate federal stan-

dards and guidelines or the requirements of nationally recognized accredit-

ing bodies for these services." Regulations could further detail such

standards.

To further ensure accountability, individual evaluations for each

program and overall evaluation must be mandated. We suggest setting

aside 3 to 5 percent of funds for evaluation. We also feel that in

H.R. 12146 the lack of specificity necessitates the establishment of an

Advisory Council to work with HEW to develop necessary evaluation

criteria regulations to guarantee that the comprehensive focus be main-

tained. The Council should include experienced service providers from
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the social services, health and education fields. Additionally, we

recommend that HEW's Secretary place this program under the Office

of Human Development Services rather than under the Office of Population

Affairs to ensure that the social services focus of the program be

maintained.

The legislation recognizes the need for technical assistance to

communities. We would like for this provision to be expanded to include

priority assistance to existing centers so that they can expand their

operations and develop linkages. There does seem to be an assumption

in this bill that good intentions will create good services. We have

spent hours with both Michigan and out-of-state groups working to

initiate new programs or expand existing centers. In fact, we are now

devoting a disproportionate amount of our time to this function.. Groups

will require ongoing and serious support to begin and run effective

programs.

We commend the Committee for holding these hearings and recognizing

the needs of pregnant adolescents and young parents. We would like to

re-emphasize our concerns regarding the weak provisions and vague focus

of H.R.12146. Comprehensive centers can effectively serve the pregnant

adolescent and young parent. However, services must include day care and

residential services, before and after delivery. A much higher percentage

of the funds must be alloted to services or linkages will not develop.

Would these services be cost-effective? Program evaluations by LBSC

and many of the other Florence Crittenton agencies indicate that many

of the young parents we serve are assisted to return to school, enter

job training or the employment market thus potentially reducing welfare
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costs tremendously.

A high percentage (85% at Lula Belle Stewart Center in 1977) of babies

born to adolescent parents who have been assisted by Florence Crittenton

agencies to receive early and consistent pre-natal care deliver full-term

normal babies thus reducing the risk of added medical and institutional

costs for these children.

How can we not afford to offer services to pregnant girls and young

parents?

;

;

i
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CENTER FOR POPULATION AND FAMILY HEALTH

TESTIMONY BEFORE THE HOUSE OF REPRESENTATIVES

SUBCOMMITTEE ON HEALTH AND THE ENVIRONMENT

WASHINGTON, D. C., JUNE 28, 1978

Mr. Chairman, members of the sub-committee, I wish to thank you for

the opportunity to testify before you on the important issues relating

to the bill on Adolescent Health Services and Pregnancy Prevention and

Care Act of 1978. My name is Allan Rosenfield and I am Professor of

Obstetrics/Gynecology and Public Health, and Director of the Center for

Population and Family Health, both at the College of Physicians and

Surgeons, Columbia University, New York.

As an obstetrician-gynecologist involved in a range of public health

and social issues, I have been particularly concerned about the increase

in sexual activity among adolescents, with a resultant increase in preg-

nancy rates. While there has been a slight decline in recent years in

the number of births to women between the ages of 18 and 19, this decline

has been much less than that which has occurred among women over the age

of 20. For women 17 and under, there has actually been an increase,

strikingly so, for girls under the age of fifteen. But these and related

facts and figures are well known to all of you who are concerned about

this issue, and I don't think it necessary to repeat this data once again.

The document prepared recently by the Alan Guttmacher Institute of

New York, entitled "Eleven Million Teenagers," is familiar to you and I

think cites most clearly and cogently the facts about this truely critical

problem facing society in the 1970's. This is not to say that problems

have not existed in the past, but now that we are acquainted with them,
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and understand their serious implications, it is absolutely essential that

we take appropriate steps and action.

The Columbia-Presbyterian Medical Center in New York City, a hospital

which serves a predominantly low income, inner-city minority population,

has developed two programs which address specifically the needs of the

adolescent, which might well serve as models for national programs to be

developed in the future. For several years, a committed nurse-midwife

and social worker have run a program aimed at providing comprehensive care

for the pregnant teenager who plans to carry the pregnancy to term. The

staff provide warm and supportive care which we believe has resulted in a

decline in the medical risks of teenage pregnancy. The program, however,

has serious fiscal problems, since so many of the young women are poor, but

not eligible for Medicaid. Our team also has established a Young Parents

Program (also underfunded) which provides support during the first years

of parenthood. While it is still too soon to have good data, it is our

impression that the incidence of child abuse among these mothers is less

than expected and more of our mothers return to school or find a job. But

the social and economic obstacles facing these young women are immense,

and our program is only a small part of what is needed.

More recently, the Medical Center, with assistance from DHEW, has

started a Young Adult Clinic aimed specifically at reaching the sexually

active teenager, whether or not she has had a previous pregnancy. Our

goal, in this particular program, is to provide counseling and education

about the reproductive process, about the workings of a woman's body, as

well as that of her partner, and the offering of a contraceptive program

for those who are interested in preventing a pregnancy. In this program,
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we stress reaching the male partner as well as the female. In addition,

we are working with members of the community in developing a broader

educational effort aimed at school children of all ages, working with the

school system of our district, as well as with the many church and social

groups in our area. We feel that such education and preventive programs

are crucially important to goals that are being discussed.

Through programs such as these, we believe that a large tertiary-

care center is beginning to meet some of its obligations to the community

to provide responsible preventive and primary care services. Such insti-

tutions must be so involved, in addition to the community or neighborhood

health centers, both because of their role as teachers of future doctors,

nurses and other health team members and because they have the responsi-

bility to their communities to do so. But there are significant fiscal

short-falls, particularly in terms of educational programs aimed at the

teenager before she becomes pregnant, funds for pregnancy services, as

well as means to cover abortion for those adolescents who choose this

option, and funds to provide basic primary health care to these same

adolescents.

To my mind there are four basic programs that are required for the

health needs of teenagers in the United States today. The first, and one

of the most important, is the development of effective information and

education programs concerning the processes of human reproduction, the

adverse effects of early childbearing, responsible parenthood, contra-

ception and related issues. As the Alan Guttmacher publication on teen-

agers so aptly documents, there are few effective sex education programs

in schools in most states in this country, and in the majority of those
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schools having such programs, discussions about contraception and abortion

are often omitted. Many people are concerned about the moral issues in-

volved in the increasingly early ages at which sexual activity is initiated

by adolescent boys and girls. While this is a complex and most difficult

issue, I think that the changes which have taken place within our culture

and society concerning sexual activity are unlikely to be reversed. If

individuals are to be sexually active, it is imperative that they be re-

sponsible and understand the various possible consequences of this activity.

It is important to dispel myths existing among many teenagers as to

what it is like to have a child. Somehow it is often envisioned that such

a child will relieve the boredom and frustration of adolescence and, in

effect, will be a toy for the teenager to take care of. The reality is,

of course, far different and the incidence of child abuse is probably

highest among this high-risk age group.

The second key area is the provision of preventive services for

sexually active non-pregnant teenagers. This relates primarily, but not

only, to contraceptive information and services. This Committee has played

a critically important role in recommending new levels of Title X funding

for family planning services, well beyond the amount initially proposed by

the administration. Secretary Califano's press release statement of April

13, 1978 demonstrates the administration's interest in alternatives to

abortion; I only hope that they will be more active in their support for the

appropriate preventive services.

The third area relates to counseling and services for pregnant

teenagersand their children. For those women who choose to carry the 6

pregnancy to term, there is increasing evidence to suggest that, where
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careful counseling and a full series of antenatal visits take place, the

increased risk among teenagers of pregnancy to both mother and child can

be decreased. We should, therefore, strongly support the expansion of

existing services, at the same time attempting to remove obstacles to the

care, the most significant one being the inability of many teenagers to

pay for their antenatal and postpartum care. Although I realize the issue

is a controversial one at the present time, services should equally be

available for those teenagers who make the free choice to undergo abortion

rather than carrying the pregnancy to term. There simply should not be a

double standard of care between those with money and those without.

The fourth area of importance relates to the provision of primary

health services to the teenager and her child, together with support for

expanded day care centers (the latter allowing the teenage mother to

complete school or to obtain a job). While in general this is a healthy

age group, it is not at all uncommon for providers of either family plan-

ning or pregnancy services to identify health-related problems for which

there is often inadequate financial support to provide the necessary care.

The bill being considered by this Committee, as presently constituted,

appears to me to be extremely encompassing with inadequate funds allocated

for the range of activities described. The present Title X funding, as

proposed, for family planning services, including those specifically

allocated for adolescent care, is already favorable. I would, at the same

time, strongly urge that Title X funding, as well as funding for family

planning through Title XX, be increased, so that we could more adequately

meet the family planning needs of this population. I would urge, however,

that the relatively small amounts of money being discussed in this bill be

32-704 0 - 78 - 12
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allocated for the provision of better services to the pregnant teenager.

I would include, within this, funds to cover the basic health needs of

these same individuals. Finally, I would urge that a new bill be developed,

such as the recent provision passed by the Senate, to support the critically

important areas of health and sex education aimed at the adolescent. We

must find ways to provide appropriately developed educational materials

and information at all levels of the school system, as well as through

church, social and community groups in neighborhoods of our cities and in

our rural areas as well. Equally important is the need to develop a

cadre of trained professionals in adolescent sexuality and behavior, for

too many initiatives have floundered for lack of effective personnel to

implement programs.

In this regard, I would like to relate a recent experience of ours.

Although we have been providing some support for educational activities in

two high schools in our district, the principals of both high schools urged

us to attempt to develop some programs for the children before they enter

high school; it was their impression that high school was already too late

for an introduction to this topic. Through the help of a district guidance

counselor, who serves on our Adolescent Community Advisory Board, a meeting

was set up with fifteen principals from elementary and junior high schools

in the Washington Heights district of Manhattan, together with a small

number of representatives of local parent-teacher associations. After dis-

cussing our concern about this problem, we were surprised to receive the

unanimous recommendation from the principals, supported by the parents,

that the schools needed assistance in the development of educational programs

in the area of human reproduction, beginning in kindergarten and being
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carried out through the rest of the school years. The parents pointed out

the need for adapting these educational efforts approximately, both in

terms of the age of the students and also the different cultural backgrounds.

We wish to do this in our area, but are significantly hindered by the lack

of funds to develop such a program. We are seeking, at present, some

funding support from private institutions and private foundations to allow

us to move forward with such a program, but I strongly urge that Congress

allocate significant funding to allow improved educational programs in this

area.

I again wish to commend this Committee for its support for the urgently

needed comprehensive preventive health and family planning programs, partic-

ularly for adolescents. We must provide this high-risk group of young

. people with appropriate education and services.
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We live in a world whose population is growing at an
alarming and unprecedented rate, a world whose limited
resources are being threatened. Ours is a world where

the majority of people go to bed hungry, with little hope
for a better tomorrow. We live in a world where too

many people, especially children, die from simple dis-

eases that could be easily cured or prevented with rela-

tively low-cost approaches already at our disposal.

Today, simple health and family planning services are

still not available to a large percentage of the populations

of many countries.

Our primary goal at the Center for Population and

Family Health (CPFH) is to improve this situation through

our work in the broad and complex fields of population,
family planning, and health care for mothers, children,

and families. We are working to generate more knowl-
edge and understanding in these fields, and to put our

findings to practical use.

We hope to be able to assist in, and contribute to,

efforts aimed at improving the quality of life of the
world's poorest billion and to help bridge the gap

between rich and poor through a combination of

research, service, and teaching activities, both in the U.S.
and in the developing world.

This report details the major activities of the CPFH

and gives a brief description of its staff, publications, and

budget.

Allan Rosenfield, M.D.

Director

A
 B
RI
EF
 O
VE
RV
IE
W In 1966, Columbia University, with a grant from the

Ford Foundation, established the International Institute
for the Study of Human Reproduction in response to the
increasing world-wide concern about rapid population
growth and its impact on humanity's future
well-being.

Headquartered at Columbia's College of Physicians &
Surgeons, the Institute is composed of a multidisciplinary
group of scholars committed to teaching, research, and
technical assistance in a wide range of areas, related to
the population field in the U.S., Europe, Latin America,
Africa, and Asia.

In 1975, the Institute was reorganized into two semi-
autonomous centers.* This one, the Center for Popula-
tion and Family Health, (CPFH) is affiliated with both the
School of Public Health and the Department of Obste-
trics & Gynecology. Dr. Allan Rosenfield, an obstetri-
cian-gynecologist with extensive experience in the area
of health and family planning, was appointed its first
director in May of that year.
CPFH focuses on the generation and application of

new knowledge and the solution of the pressing prob-
lems of population and family health, both at home and
overseas. It has a staff with expertise in a variety of dis-
ciplines, including medicine, public health, law, psychi-
atry, sociology, demography, anthropology, and
economics.

Four Program Areas: CPFH has four major divisions,
plus two important supporting units. Lessons and insights
gained in one division inevitably influence work in the
others. The overall effect is synergistic. Staff members
work interchangeably among the different divisions and
units to produce strengthened, multidisciplinary efforts.
Among the objectives of the four divisions are the
following:
I. International Research and Technical Assistance
To help developing countries to create, implement, man-
age, and evaluate new approaches to the delivery of fam-
ily planning and maternal, child, and family health serv-
ices for low-income groups in rural and urban areas. On
a broader scale, to help these countries gain a better
understanding of the complexity of the population,
health, and development problems they face, and to
contribute to their policy formulations.

•The Institute's other are, the Center for Reproductive Sciences. is con-
cerned with basic reproductive research in such fields as endocrinology,
genetics, biochemistry and obstetrics-gynecology.
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2. Community-Oriented Reproductive Health Services
for Women
To develop a workable, high quality program of repro-
ductive and sexual health care for women in the obstetri-
cal and gynecological clinics of the Columbia-Presby-
terian Medical Center, with an initial focus on
adolescents, a particularly high risk group. More specifi-
cally, to make this program a community-responsive
one, which emphasizes the social and emotional aspects
of health care, as well as the physical, and which pro-
vides educational and counseling services both in the
clinics and in the community.
3. Adolescent Social Science Research
To generate and maintain a broad and general program
of research devoted to the problems of adolescent sexu-
ality, pregnancy and contraceptive practice, with an
emphasis on questions related to the delivery of services
to this group.

4. Teaching
To provide courses leading to masters and doctoral
degrees in Population and Family Health for students in
the School of Public Health, and to introduce the social
and preventive aspects of these fields to students from
the other Health Science Faculties.

Support Units: The Library Information Unit and the Sta-
tistical Unit
Two other units support the activities of the Center's four
divisions. The Library Information Unit collects and dis-
seminates information on program development and
evaluation in family planning and acts as a major world-
wide source of this information through its contributions
to the international POPINFORM data base in Washing-
ton. The Statistical Unit provides consultation in, and
access to, statistical and computer services, both to the
CPFH staff and to outside agencies.

a
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To those governments and private associations in
developing nations who request it, CPFH provides
research-oriented technical assistance in developing,
implementing, and evaluating new and improved
approaches to family planning and related family health
services. The nature and extent of the assistance depends
upon the needs of the particular country and/or
agency.

Currently, most Asian nations have official population
policies and are actively involved in implementing them.
Most Latin American countries have family planning pro-
grams but lack official policies. And in Africa, conscious-
ness of population-related problems is only beginning to
emerge.

Adequate health care services still do not reach—or
are unavailable to—a large percentage of the world's
population, particularly those living in rural and urban
slum areas. Further, there is a poor balance between
curative and preventive care. More appropriate and
effective roles are needed for paramedical and lay per-
sonnel in the delivery of improved health care and family
planning services.
Since 1975, CPFH has established research and tech-

nical assistance relationships with agencies in ten coun-
tries: six in Latin America, one in the Caribbean, and
three in Asia. Plans are currently underway with institu-
tions in several other countries in Africa and Asia.
Country-by-country, CPFH is involved in the following
activities:

MEXICO
CPFH's work in Mexico began in 1975, when it

assisted in a study to evaluate the cultural, social and
medical acceptance of the use of local traditional
healers, such as spiritualists, herbalists and injectionists,
to provide family planning information and services in a
typical rural village. A new government was elected in
1977, and it gave very high priority to the implementa-
tion of programs aimed at reducing Mexico's high rate of
population growth. CPFH was requested to assist the
National Family Planning Coordination Council of Mex-
ico in planning the overall research and evaluation stra-
tegies for the national program. Further, CPFH was asked
to help the Ministry of Health's Directorate of Mater-
nal/Child Health and Family Planning plan, implement,
and evaluate programs to extend family planning and
maternal/child health services throughout the rural areas
of Mexico. A large scale operational study of approaches
to village-based service delivery is scheduled to start in
early 1978.

GUATEMALA NIGERIA BANGLADESH 

MEXICO HAITI MALI

ECUADOR

PERU CCX_OMBIA

SUDAN PHILIPPINES

THAILAND

GUATEMALA
APROFAM, the private family planning association of

Guatemala, which works closely with the Ministry of
Health, requested CPFH assistance in the evaluation of
its community-based contraceptive distribution pro-
grams, with the aim of improving and expanding these
activities. Based on the CPFH evaluation, APROFAM is
expanding these programs, working closely with agricul-
tural cooperatives and federations of agricultural
workers.

PERU
The Government of Peru recently established a popu-

lation policy to permit family planning activities to be
carried out as a part of maternal and child health pro-
grams. Subsequently, the Neonatal and Maternal-Child
Health Institute (INPROM8 requested CPFH advisory
assistance to help develop and evaluate two maternal-
child health and family planning studies aimed at deli-
vering services at the village level in rural areas. Assis-
tance has also been requested' in the development of
training courses for both medical and paramedical staff
of INPROMI and in the analysis of data from a large
study of mothers at high risk during pregnancy.

A
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BRAZIL
BEMFAM, the private family planning association of

Brazil, has been a Latin American pioneer in the use of
community volunteers to distribute contraceptives to
their neighbors, particularly in rural villages. CPFH is
providing assistance to BEMFAM in the establishment of
a management information system to help evaluate the
results of this innovative program. The first followup sur-
vey has recently been conducted, which will provide
much useful information on the effectiveness of this pro-
gram approach. The government of Brazil recently has
increased its commitment to population related activities
and has requested BEMFAM to expand its activities in
support of this new policy direction. BEMFAM, in tum,
has asked CPFH to assist in its expanded evaluation
activities.

ECUADOR
In December, t977, CPFH terminated a long working

relationship with the Evaluation Unit of the Program
Development Division of the Ecuadorian Ministry of

Health. A full-time CPFH statistician, resident in Quito
since 1973, provided technical assistance to the Evalua-
tion Unit in the collection and interpretation of maternal-
child health and family planning service statistics. The
New York staff of CPFH supported the resident advisor
through periodic visits, the most recent of which was to
participate in a major review of Ecuador's family plan-
ning programs. PAHO's new evaluation unit will provide
assistance in the future.

COLOMBIA
The CPFH's regional Latin American representative

has been stationed in Bogota, Colombia since 1976. In
addition to providing assistance to the above-mentioned
programs, the regional advisor has worked with the
Colombian Ministry of Health, most recently helping the
Ministry write rules and regulations for Ministry health
providers. When implemented, they will greatly increase
the importance of various non-physician personnel in
providing services. He has also assisted in the prepara-
tion of training courses for physicians, nurses, and aux-
iliaries. Additionally. CPFH has collaborated in two stud-
ies by Profamilia, the private family planning association,
comparing IUD insertion by physicians and non-physi-
cians. More recently assistance has been requested to
help evaluate the services provided by a new private
clinic which provides care for womeh with incomplete
abortions or miscarriages.

HAITI
CPFH and its predecessor unit have worked for many

years with the Evaluation Division of the Haitian Ministry
of Public Health. As the Division developed its own
competence, the role for CPFH changed. It now focuses
on assisting the Ministry in carrying out a large pilot
operational research project in three rural areas of the
country. The aim is to develop health and family plan-
ning service delivery approaches in a country with
almost no rural health infrastructure. Because most of
Haiti's population lives in rural areas, and because of the
lack of services in these areas, this project is of particular
importance. A resident CPFH staff member is stationed in
Haiti.

THAILAND
The CPFH Director spent many years in Thailand

working with a number of different governmental and
private agencies. Through these contacts, a continuing
CPFH relationship evolved. A staff member works full
time with the National Family Planning Program and the
Division of Family Health at the Ministry of Public
Health. He is specifically assigned to work with the
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Research and Evaluation Unit and is actively involved in
a wide range of research and evaluation activities, relat-
ing primarily to the national family planning efforts. Ini-
tial attention has been given to improving the Program's
management information system and to a variety of stud-
ies involving the use of various categories of paramedical
personnel. CPFH also has a close relationship with the
Mahidol University School of Public Health, which has
an active operational research program, and with the
Community-Based Family Planning Services Program,
one of Asia's most innovative and creative private agen-
cies devoted to the delivery of family planning and
health information and services.

BANGLADESH
A CPFH staff member is assisting a local private

agency in evaluating an important and exciting project
utilizing the commercial sector to deliver contraceptive
services to the people. Discussions also are presently
underway for Center involvement in a new approach to
the teaching of community medicine to medical stu-
dents. It will focus on the current population, medical,
and public health concerns in Bangladesh. If this activity
does materialize, it will probably include a long term
advisor. Efforts aimed at fertility reduction in Bangladesh
are of critical importance to this country, perhaps more
so than anywhere else in the world, and the CPFH hopes
to be able to make a significant contribution here.

PHILIPPINES
Discussions are presently taking place with officials of

the Population Center Foundation in Manila concerning
a collaborative relationship for the development, imple-
mentation and evaluation of a number of operational
studies. These will emphasize new and improved
approaches to the delivery of family planning and health
services to both urban and rural poor in the Philippines.
As in several other large, cities (e.g., Bangkok and Mexico
City), we are discussing studies devoted to a better
understanding of adolescent sexuality, fertility, and con-
traception in urban areas of the developing world.

AFRICA
CPFH staff members have been invited to visit several

sub-Saharan African countries, including Kenya, Mali,
the Sudan, and Nigeria. Formal discussions are under-
way in both Nigeria and the Sudan regarding the devel-
opment of studies of new approaches to the delivery of
simple primary health and family planning services to
the predominantly rural populations of these two coun-
tries. Increased attention and priority will be given by
CPFH to the development of such studies in this highly
important continent.

A natural extension of the overseas involvement of
CPFH is the development and implementation of new
approaches to the provision of health services for women
in the United States. Situated at one of the world's lead-
ing medical institutions, CPFH has the challenge and the
opportunity to produce a model program which will pro-
vide insight into the most effective and rational modes of
health care delivery for women.
The Washington Heights community surrounding the

Medical Center has undergone major changes during the
past decade, becoming increasingly dependent on the
Medical Center for primary health services. The older
and more stable middle-income population, including
sufficient office-based physicians, has left the area and
has been replaced by a younger, low-income mobile
group with serious unmet health and social needs.
Therefore, in conjunction with Presbyterian Hospital's
Obstetrics and Gynecology Service, CPFH began plan-
ning for an extensive reorganization and expansion of
ambulatory reproductive health care for women in the
hospital's Vanderbilt Clinic.
A Young Adult Clinic was opened in 197710 give spe-

cialized counseling and contraceptive services to male
and female adolescents in the community. Since no such
services had existed specifically for this high risk group,
we hope to be able to reduce unwanted and unplanned
pregnancy. Clinics are made easily accessible through
late afternoon and early evening sessions. Group and
individual counseling are offered with bilingual counsel-
ors available, and extensive outreach programs are being
developed in the schools and with community groups.
Further, an Adolescent Advisory Council composed of a
broad range of professionals and community leaders has
been formed to assist in the development of the program
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and to monitor its progress. Close links has,e been devel-
oped with a most successful, on-going program for preg-
nant adolescents run by midwifery and social service
personnel.

In addition to improving services for women within
the Obstetrics and Gynecology Service, collaborative
relationships are being developed with the Departments
of Medicine and Pediatrics to initiate comprehensive pri-
mary health services for the community in a responsive,
cohesive manner.
To meet the vaned objectives of this program, the

complete renovation of the existing outmoded facility is
planned. Improving patient flow, providing privacy for
medical and counseling services, and increasing patient-
staff interaction in an environment which would be both
compatible and inviting are critical and will be dealt
with in the immediate future.

Strengthening the role of the Columbia-Presbyterian
Medical Center within the community through respon-
sive services is of utmost importance, and CPFH is play-
ing a special part in this. Equally important, as an institu-
tion that trains future leaders in medicine and health, is
the opportunity for students, interns, and residents to par-
ticipate in a program which emphasizes social and pre-
ventive aspects of care, as well as the provision of sym-
pathetic personalized clinical services.

One of the most pressing challenges to health care
providers is the recent change in this country in sexual
behavior, contraceptive use, and pregnancy among ado-
lescents. Despite the growing availability of contracep-
tive services, only about one-third of sexually active,
fecund teenagers are protected by contraception. At
present, more than one million young women become
pregnant each year. The majority of these pregnancies
are unintended. As a result, some 600,000 teenagers
became parents last year, and over 300,000 terminated
their pregnancies in abortion. This problem has acute
health and social consequences.
While less well-recognized, similar problems exist in

developing countries. Rural people are migrating to the
crowded urban environment at an increasingly rapid rate
today, and the traditional role of the extended family is
breaking down. The result is increasing rates of preg-
nancy and venereal disease among adolescents.
The Adolescent Social Science Research Unit has

recently been created to study and respond to some of
the many unanswered questions regarding adolescent
sexuality, pregnancy and contraceptive use. The Unit
has close relationships with both the expanded adoles-
cent health care service at the Medical Center and the

international program. Three major objectives have been
identified:

O To generate research which addresses the
important and practical questions involved
in delivery of clinical services to
adolescents;

O To provide assistance for adolescent studies
in countries which are part of the CPFH inter-
national program of technical assistance;
and

O To maintain a broad and general program of
research on the causes and consequences of
adolescent sexuality, contraceptive use, and
pregnancy behaviors.

Staffed by four persons, the Adolescent Unit reflects
the inter-disciplinary orientation of CPFH as a whole.
Members have training in sociology, demography, socio-
medical sciences, and education. Projects currently
underway or in the planning stage include:
• A Ford Foundation sponsored project to

study the impact of population education on
secondary school students in the United
States. This project will include the creation
of a simulation game on teenage contracep-
tion and pregnancy;

• A study of the quality of parenting among

C • . adolescents in cooperation with the director
of Social Services for Obstetrics-Gynecology
at Vanderbilt Clinic;

• Collaborative research with several other
service agencies, including a study of sex-

L.L.J ually active adolescents and their partners at

CC the Door, and a study of adolescent abortion
at PRETERM in Washington, D.C.;

• Projects analyzing data on adolescents,
including an analysis of interviews with

Z mothers and their teenage children concern-
ing communicat;on about sex and birth con-

Z trol in the home;
LLi • Development of adolescent-oriented studies

U in urban areas in collaboration with develop-
ing country agencies;

• Studies of the determinants of contraceptive
...i At( continuation among adolescents and of the

educational consequences of adolescent

0 childbearing; and
• On-going evaluation of the Young Adult Pro-

gram at Vanderbilt Clinic.
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As a Division in the School of Public Health since
early 1976. CPFH offers full programs of study leading to
masters and doctoral degrees. In addition, population
and family health classes, courses, and seminars are
available to students throughout the Columbia Univer-
sity family of schools and colleges.
An important feature of the CPFH academic program

is its practical orientation. CPFH faculty and adjunct fac-
ulty are not exclusively teaching faculty, but are also the
professionals who are responsible for the CPFH Adoles-
cent Social Science Research, International Research and
Technical Assistance, and Women's Health Care Pro-
grams. Thus, our faculty bring to the teaching of theoreti-
cal material a wealth of first-hand current practical expe-
rience. Students are encouraged to participate in tutorials
in both service delivery and research projects. For stu-
dents who come with no prior professional experience, a
three-month practicum or internship is required. Finally,
the Center sponsors a weekly luncheon seminar series at
which prominent practitioners in the field of population
and family health discuss their work with students and
faculty.
While the School of Public Health does not have a

formal program of studies in the field of international
health, it does have considerable expert resources in this
area. CPFH represents the greatest concentration of these
resources and provides a base for masters and doctoral
students with intemational interests. Periodically, CPFH

will provide short-term training for management and
evaluation workers in overseas programs. In the past
year, CPFH faculty traveled to Nairobi to conduct a one
month training program in evaluation methods for
research and evaluation workers of the Kenya National
Family Planning Program. Also, a group of Peace Corps
Volunteers spent two weeks at CPFH in preparation for
health assignments in the Central African Empire.
Over the past two years the Division has introduced

the concept of family health into its teaching program by
adding new courses and by infusing the concept into the
content of existing courses. In the future we hope to
enrich our program further by introducing courses relat-
ing to adolescent health and fertility. At present, over
twenty courses are offered by CPFH, and students also
have the opportunity to take a wide range of relevant
courses of other Divisions of the School of Public
Health.
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KATHERINE BLOUNT-SKEET, CNM, is presently work-
ing in the clinical program. Prior to joining the CPFH,
she worked as a midwife at Morrisania Hospital and has
much experience in the provision of care to women in
the ambulatory setting.
CHRISTINA BRINKLEY-CARTER, Ph. D. (Demography
and Sociology), is Assistant Professor of Public Health
and has been involved in health education manpower
research and program evaluation for more than twelve
years. Her major interest is in linking service with
research and theory. Substantive interests are adolescent
fertility and parenting, and population policy as related
particularly to economic development and manpower
utilization.
LANDIS K. CROCKETT, M.D., M.P.H. (Preventive Medi-
cine), is Medical Director of the family planning and
abortion clinics. His background is in community medi-
cine, family planning, and public health. Prior to joining
the Center, he helped establish and run a special pro-
gram for teenagers in Ann Arbor, Michigan, and is assist-
ing in the implementation of the Center's Young Adult
Program. He also has a special interest and experience in
the management of venereal disease problems.

TOYA COPELAND, M.A. (Education), has recently been
recruited as the first full-time health educator working in
the community surrounding the Columbia-Presbyterian
Medical Center.
NICHOLAS CUNNINGHAM, M.D., Dr.P.H. (Interna-
tional Health), is Associate Professor of Pediatrics and
Public Health. He has had extensive experiente in the
delivery of primary care to children, first in rural areas of
Nigeria and then in New York City. He is presently
Director of the Division of General Pediatrics in the
Medical Center, responsible for ambulatory services for
children, and is involved in CPFH international and
teaching programs.
KATHERINE F. DARABI, M.A., M.S. (Health Education),
is a Senior Staff Associate and a member of the Adoles-
cent Social Science Research Unit. Her main interests are
the studies of the relationship between education and
fertility, and technical assistance to international projects
in training and education. She has had prior experience
abroad, working for IPPF/VVestern Hemisphere and for
CARE in Ecuador. She is a Ph.D. candidate in Adult Edu-
cation with a specialization in Community
Development.
HENRY ELKINS, Ph.D. (Social Demography), is a
Research Associate. His chief interest is in applied
research in population, family planning, and community

medicine. He has recently been engaged in research on
social marketing and community based delivery systems
in Asia and Latin America. His background includes
research in Colombia, Mexico, and Bangladesh, and
teaching at the University of Chicago and the Latin
American Demographic Center (CELADE). He also
serves as Secretary of the Liaison Office for the Interna-
tional Committee on Applied Research in Population.

GLORIA GREEN-CALLENDER, C.N.M., M.S. (Commu-
nity Health Education), is the Family Planning Service
Director and clinical instructor in Nurse Midwifery. She
has had extensive experience in the area of public health
and community education. Her major interest is to reach
and educate young people during the pre-teen years and
on through young adulthood. She is currently working
toward an Ed.D. degree.
MARTIN GORISH, Dr.P.H. (International Health Admin-
istration), is Assistant Professor of Population and Family
Health and Assistant Director of the CPFH for Academic
Affairs. He directs the teaching program in the School of
Public Health and is also responsible for short-term man-
agement-oriented training programs. He has been
involved in operational research and evaluation activi-
ties in the U.S. and abroad and has had extensive experi-
ence in the U.S., Africa, Asia and Latin America with
Johns Hopkins University, USAID and the National Insti-
tutes of Health.
STEPHEN ISAACS, J.D. (Law), is Assistant Professor of
Public Health and Assistant Director of the CPFH for
Operations. His areas of expertise encompass family
planning program development, population law and
policy, and development planning. Prior to joining the
Center, he served as Program Director for the Interna-
tional Planned Parenthood Federation/Western Hemi-
sphere Region and as a Program Officer in the Agency
for International Development's Mission to Thailand.
Before that, he served as an attorney in the General
Counsel's Office of the Department of Health, Educa-
tion, and Welfare.

PRISCILLA JENCKS, M.P.H. (Health Administration and
Planning). Her special interest in adolescent health serv-
ices and family planning led to her present position ans
administrative coordinator of the Young Adult
Program.
JUDITH JONES, B.A. (Psychology), is an Assistant Direc-
tor of the CPFH. In this capacity, she assists the Director
in policy planning for overall Center activities and is
responsible for the development and implementation of
the service program for women in Vanderbilt Clinic. She
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also is involved in the Center's financial planning and
the funding of its multi-faceted program. Prior to joining
the CPFH, she served as Director of PRETERM, Washing-
ton, an innovative free-standing service facility, and
lived for several years in North Africa.
REGINA LOEWENSTEIN, M.A. (Mathematics), is a
Senior Research Associate in Public Health. As Director
of the CPFH's Statistical Unit, she is consultant to many
projects about statistical and computer techniques and
supervises the computer services. In addition, she coor-
dinates the collection of domestic demographic and vital
statistics, helps to plan the clinic service statistics system
and the more general clinic evaluation system and assists
in planning nation-wide and local research efforts. She
has extensive experience in the teaching of statistical and
research techniques.

SUSAN GUSTAVUS PHILLIBER, Ph.D. (Sociology,
Demography), is Associate Professor of Public Health
and Assistant CPFH Director for adolescent social
science research. Her current interests are causes and
consequences of adolescent sexuality, contraceptive use,
and pregnancy. Her publications include a texbook in
population studies and articles on fertility socialization
and population education. Prior to joining the CPFH, she
was an Associate Professor of Sociology at the University
of Cincinatti.
JOANNE E. REVSON, M.P.H. (Health Administration
and Planning), is a Senior Staff Associate. Her present
interests include the planning, management and evalua-
tion of international health programs, particularly in the
Francophone countries of Latin America and Africa,
where she is presently involved in several innovative
family health service delivery projects. She served for
two years as an Assistant Visiting Professor of Family
Health at Ecole Nationale de la Sante Publique, France,
helping implement a teaching program in population for
the Francophone countries. She presently is a Dr.P.H.
candidate at the School of Public Health.
ALLAN ROSENFIELD, M.D. (Obstetrics & Gynecology),
is Director of the Center and Professor of Public Health
and Obstetrics & Gynecology. Prior to moving to Colum-
bia he taught obstetrics and gynecology at the Lagos Uni-
versity Medical School in Nigeria for a year and then
spent six years in Thailand for the Population Council as
medical advisor to the Ministry of Public Health and
country representative. He also served as Associate
Director of the Council's Technical Assistance Division,
responsible for integrated maternal and child health and
family planning programs.

JOHN A. ROSS, Ph.D. (Sociology, Demography), is an
Associate Professor of Public Health. He has had exten-
sive experience in demographic and applied research on
fertility control programs in developing countries. He has
contributed a number of key publications in the field and
recently has been involved in detailed analysis of data
from the Korean family planning program. He previously
worked abroad in Turkey and Korea, served as Director
of the Research and Evaluation Unit at the Population
Council, and developed, for the Council, the Interna-
tional Committee for Applied Research in Population
(ICARP).

PEARILA BRICKNER ROTHENBERG, Ph.D. (Sociomedi-
cal Sciences), is an Assistant Professor of Public Health.
Her background is in Sociomedical Sciences and her
major interests include studying adolescent sexual, con-
traceptive and pregnancy behaviors, as well as conduct-
ing research about family planning and perinatal services
for adolescents. She also has served as evaluation direc-
tor at the DOOR, an innovative free-standing multiser-
vice center for adolescents in New York City.
KRISHNA ROY, M.A., Ph.D. (Economics, Demography),
is an Assistant Professor of Public Health. She has
worked for several years in demographic and economic
compliation and analysis in India, Sudan, Peru and Gua-
temala and presently is focusing her attention on CPFH
research efforts in Guatemala and Peru.
MICHELE GOLDZIEHER SHEDLIN, M.A. (Sociornedical
Sciences), is a Program Coordinator, working primarily
in Mexico, where she has an appointment in the Direc-
torate of Maternal and Child Health and Family Planning
of the Mexican Ministry of Health. She is involved in
research on cultural aspects of contraceptive decision-
making, the utilization of traditional practitioners in fam-
ily planning programs, and the role of beliefs and body
concepts in the acceptability of contraceptive methods
and in the provision of family planning information and
education. She is a Ph.D. candidate in Sociomedical
Sciences.
KATHRYN SPEERT, M.S. (Library Sciences), is Head
Librarian of the Library/Information Program and is the
author of the first thesaurus published in the population
field. Previously she worked as Columbia University's
Psychology Librarian and then, on a part-time basis, was
with the Parkinson Information Center at the Health
Sciences Library where she was responsible for the pub-
lication of their bi-weekly literature alerting list, now
produced by the National Library of Medicine, and for
their thesaurus.
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GIORGIO R. SOLIMANO, M.D., is an Associate Profes-
sor of Public Health Nutrition, working in both the CPFH
and the Institute of Human Nutrition. He is a Pediatrician
with extensive experience in the field of nutrition and
was an Associate Professor of Pediatrics and Public
Health at the University of Chile prior to coming to the
United States. He is involved in the CPFH international
and teaching programs, in the areas of international
health and nutrition.
CAROL HOPKINS VALENTINE, M.P.H. (Population), is
a Program Coordinator in the teaching program. Her
extensive experience in international education, plus her
work in Africa, led to her interest in population teaching
and research projects.

WALTER WATSON, Ph.D. (Sociology, Demography), is
a Senior Research Associate. He has had extensive expe-
rience in the area of family planning research and evalu-
ation in Korea and at the Population Council, where he
also coordinated the ICARP program and served as Edi-
tor of Studies in Family Planning.
JUDITH WILKINSON. M.S. (Library Sciences), is an
Assistant Librarian. She has been with the Center library
from its early stages and has contributed to the planning,
development, and growth of the library program. Pre-
viously, she worked at Columbia University's Parkinson
Information Center.

Administration
IAIRO RIOS, Business Manager
BARBARA GRAVES, Administrative Assistant
JOHN RAMIREZ, Accountant
ALICE CAPOZZI, Accountant/Secretary
PI-YU TING, Computer Programmer

Graduate Research Assistants, 1978-1979
CANDACE CLARK, M.A. (Sociology), is a Ph.D. candi-
date in Sociomedical Sciences.

ELLAN COLE, R.N., M.S.N. (Nursing), is a Ph.D. can-
didate in Sociomedical Sciences.
ELIZABETH KELLNER, M.P.H., is aDr. P.H. candidate in
Population and Family Health.
MARIANNE LORENZELLI, M.S.W. (Community Organi-
zation) is a Ph.D. candidate in Sociomedical Sciences.
VERA PLASKON, R.N., M.A. (Nursing), is a Dr. P.H. can-
didate in Population and Family Health.

Family Planning Counselors
ALICIA ALVAREZ AURORA GREANEY
MARIA COLLADO AUREA MARTINEZ
ARTURO DEL PINO

Support staff
DORIS DE LIZ
MARGARET DE MARRAIS
MARY HAIRSTON
SALLY HAMMER
ADELAIDE HIRSCHHEIMER
WAYNE HORACE
TERESA LENG

ALINA MARTIN
DENISE MELLIGON
CONSTANCE ORTEGA
SYDNEY SPERO
IRENE STEGER
ANNETTE TOPILOW

Part time staff
NANCY FOLGER, Special Assignments
SHANTA MADHAVAN, Research Assistant
RUTH OETTINGER, Librarian
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Manuals for Evaluation of Family Planning and Popula-
tion Programs

Gorosh, ME, and D. Wolfers. The Standard Couple Year of
Protection: a Methodology for Program Assessment. New York:
Columbia University, 1977.

Pasquanella, BC., and S.M. Wishik, with the assistance of W.
Wilkinson. Evaluating Training Effectiveness and Trainee
Achievement: Methodology for Measurement of Changes in
Levels of Cognitive Competence. New York: Columbia Univer-
sity, 1975.

Reynolds, I. A Checklist for Evaluative Overviews of Family
Planning Program Activities. New York: Columbia University,
1973. Available in English and in Spanish)

Reynolds, I. A Framework for the Design of Family Planning
Program Evaluation Systems. Ness' York: Columbia University,
rev. ed. 1973. (Available in English and in Spanish)

Reynolds.. A Framework for the Selection of Family Planning
Program Evaluation Topics. New York: Columbia University,
rev. ed. 1973. (Available in English and in Spanish)

,)—

Reynolds, I., and R. Ramaprasad. A Method for Estimating
Future Caseload of Family Planning Programs. New York:
Columbia University, rev. ed. 1973. (Available in English and in
Spanish)

Reynolds, I. Operational Evaluation of Family Planning Pro-
grams Through Process Analysis. New York: Columbia Univer-
sity, rev. ed. 1973. Available in English and in Spanish)

Wishik, S., and D.W. He!big, with the assistance of I.T. lobo-
son, B. Pasquariella, and R. Rarnaprasad. The Fertility Pattern
Method: Estimation of Fertility Change by Retrospective Quasi-
Cohort Analysis of Group Specific Fertility Patterns. New York:
Columbia University, 1972.

Wishik, S.M.. and K.H. Chen. Couple-Year of Protection: A
Measure of Family Planning Program Output. Ness York:
Columbia University, 1973.

Wishik, S.M., and P.P. Talwar. Guidelines for Selective Supervi-
sion of Local Service Units in Family Planning Programs. Ness
York: Columbia University, 1976.

Other Monograph Publications
Moore-Cavar, E.C. International Inventory of Information on
Induced Abortion, New York: Columbia University, 1974.

Speen, KM., and S.M. Wishik, Fertility Modification Thesaurus:
With Focus on Evaluation of Family Planning Programs. New
York: Columbia University, 1973.

Wishik, S.M., and IF. Hulka. Casebook for the Intrauterine
Contraceptive Device, New York and Chapel Hill, N.C.:
Columbia University, 2d ed. 1974. (Available in English, Span-
ish, and French)

Selected Reprints
Atkinson, L , R. Castadot, A. Cuadros, and A.G. Rosenfield.
"Oral contraceptives: considerations of safety in nonclimcal
distribution." Studies in Family Planning 513E242-249, August
1974.

Brown, I...A. and S.G. Philliber. The diffusion of a population-
related innovation: the Planned Parenthood affiliate. Social
Science Quarterly 58(121:215-228, September 1977.

Chen, K.H., S.M. Wishik, and S.C. Scrimshaw. "Effects of
unstable sexual unions on fertility in Guayaquil, Ecuador."
Social Biology 21(41:353-359, Winter 1974.

Darabi, IC, and R.M. Richart. "Collaborative study of hystero-
scopic sterilization procedures: preliminary report." Obstetrics
and Gynecology 49111:48-54, January 1977.

Darabi, K. "Community development study: lessons for family
planning." roumal of the Community Development Society
7(21:59-69, Fall 1976.

Elkins, H. and O.S. Nordberg. "Service statistics: aid to more
effective fp program management." Population Reports Series
No. 17:1321-1343, November 1977.
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Gorosh, ME., and S.M. Wishik. "The role of Service Statistics in
Evaluation: indicators for the evaluation of MCH/FP prograrns."
Washington, D.C.: Pan American Health Organization. In
press.

Gustavus, SO., and CA. Huether. "Population education in
the United States: a survey of secondary schools." Family Plan-
ning Perspectives 7151:203-207, September-October 1975.

Gustavus, 5.0. and CA. Huether. "Population education in the
social studies classroom: a survey of secondary school teach-
ers." Social Education 41(11:28-32, January 1977.

Gustavus, S.O. "The family size preferences of young people: a
replication and follow-up study." Studies in Family Planning
41121:335-342, December 1973.

Gustavus, 5.0., and K.G. Mommsen. "Black-white differentials
in family size preferences among youth." Pacific Sociological
Review 16111:107-119, January 1973.

Gustavus, 5.0. "The Commission Report: implications for
women." Social Science Quarterly 53(31:470-473, December
1972.

Hemachudha, C., and A.G. Rosenfield. "National Health Serv-
ices and Family Planning: Thailand, a case study." American
Journal of Public Health 65181:864-871, August 1975.

Isaacs, SI., and A. Sheffield. "Population policy and program
action: the Latin American experience." International and
Comparative Public Policy 1121:83-112, Winter-Spring 1977.

Isaacs, S.L., and H. Sanhueza. "Induced abortion in Latin
America: the legal perspective." In Epidemiology of Abortion
and Practices of Fertility Regulation in Latin America. Washing-
ton, D.C.: Pan American Health Organization, 1975, pp. 39-
49. (PAHO Scientific Publication No. 306)

Isaacs, S.L. "Nonphysician distribution of contraception in
Latin America and the Caribbean." Family Planning Perspec-
tives 7141:158-164, July-August 1975.

Jones, J.E. Administrator's Manual. Washington, D.C.: Preterm
Institute, 1976.

Loewenstein, R., G. Widmer, and 5-P May Lan. Health Profile
of Upper Manhattan. New York: Columbia University, Center
for Community Health Systems, 1975.

Loewenstein, R. "Two' approaches to health interview surveys."
Proceedings of the Social Statistics Section, American Statistical
Association: 332-336, 1971.

Measham, A.R. "Population policy 1977: a reexamination of
the issues." Preventive Medicine 6(11:92-103, 1977.

Measharn, A.R., and A. Villegas. "Comparison of continuation
rates of intrauterine devices." Obstetrics and Gynecology

48131:336-340, September 1976.

Measharn, A.R. "Self-prescription of oral contraceptives in
Bogota, Colombia." Contraception 13131:333-340, March
1976.

Nag, M. "Sterilization in India, 1965-75: an overview of
research results." journal of Family Welfare 23121:3-19,
December 1976.

Nag, M. "Population anthropologists at murk." Current Anthro-
pology 16121:264-266, June 1975.

Presser, H.B. "Guessing and misinformation about pregnancy
risk among urban mothers." family Planning Perspectives
9(31:111-115, May-June 1977.

Presser, H.B. "Age differences between spouses: trends, pat-
terns, and social implications." American Behavioral Scientist
19(21:190-205,1975.

Presser, H.B. "Early motherhood: ignorance or bliss?" Family
Planning Perspectives 6(11:8-14, Winter 1974.

Richart, R.M., K. Darabi, and R.S. Newirth. "Female steriliza-
tion: an overview." In R.S. Newirth led) Hysteroscopy. Phila-
delphia: W.B. Saunders, 1975, pp. 81-101. (Major Problems in
Obstetrics and Gynecology, Vol. 8)

Rosenfield, A.G. "Family planning programs: status report
1976." Advances in Planned Parenthood. In press.

Rosenfield, A.G. "Modern medicine and the delivery of health
services: lessons from the developing world." Man and Medi-
cine. In press.

Rosenfield, A.G. "The ethics of supervising family planning in
developing nations: fewer physicians but more care." The
Hastings Center Report 7111:25-29, 1977.

Rosenfield, A.G. "Nursing and auxiliary personnel: a Paining
guide for family planning programs." Advances in Planned Par-
enthood 11141:185-190, 1976.

Rosenfield, AG. "Injectable long-acting progestogen contra-
ception: a neglected modality." American Journal of Obstetrics
and Gynecology 120141:537-548, October 1974.

Rosenfield, A.G. "Family planning programs: can more be
done?" Studies in Family Planning 5141:115-122, April 1974.

Rosenfield, A.G., and R.G. Castadot. "Early postpartum and
immediate postabortion intrauterine contraceptive device
insertion." American Journal of Obstetrics and Gynecology
118(31:1104-1114, April 1974.

Rosenfield, A.G., and C. Limcharoen. "Auxiliary midwife pre-
scription of oral contraceptives." American Journal of Obste-
trics and Gynecology 114(71:942-949, December 1972.
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Ross, IA., and I.E. Forrest. "The demographic effect of family
planning programs." Population Index. In press

Ross, A., and K.S. Koh. "Transition to the small family: a com-
parison of 1964-1973 time trends in Korea and Thailand." In Y.
Chang and P. Donaldson (eds) Population Change in Asia and
the Pacific. Vancouver: Pacific Science Association, 1977, pp.
121-139.

Ross, 1.A. "Acceptor targets." In C. Chandrasekaran and A.I.
Hermalin (eds) Measuring the Effect of Family Planning Pro-
grams on Fertility. Dolhain, Belgium: Ordina Editions for the
international Union for the Scientific Study of Population,
1975, pp. 55-91.

Roy, K. "Population policy front the southern perspective." In
G.F. Erb and V. Kallab ledsl Beyond Dependency: the Develop-
ing World Speaks Out. Washington, D.C.: Overseas Develop-
ment Council, 1975, pp. 95-110.

Scrimshaw, S.C. "Women's modesty: one barrier to the use of
family planning clinics in Ecuador." In John F. Marshall and
Steven Po!gar (eds) Culture, Natality and Family Planning.
Chapel Hill, N.C.: Carolina Population Center, 1976, pp. 167-
183. (Carolina Population Center Monograph 21)

Scrimshaw, S.C. "Families to the city: changing values, fertility
and socioeconomic status among urban in-migrants." In Moni
Nag led) Population and Social Organization. The Hague:
Mouton, 1975, pp. 309-330.

Scrimshaw, S.C. "'lode nosotras': pudor and family planning
clinics in a Latin American city." New York: Columbia Univer-
sity, 1973. (Available in English and in Spanish)

Sear, A.M. "Predictors of contraceptive practice for low-
income women in Cali, Colombia." journal of Biosocial
Science 7120 71-188, April 1975.

Sirageldin, I. and 1.A. Ross. "Empirical demographic general-
izations in response to family planning programs. In Interna-
tional Population Conference, Mexico, 1977. Liege, Belgium,
International Union for the Scientific Study of Population,
1977, pp. 209-228.

Wishik, S.M., and S. Van der Vynckt. "The use of nutritional
'positive deviants' to identify approaches for modification of
dietary practices." American Journal of Public Health 66(11:38-
42, January 1976.

Wishik, S.M. "Nutrition, mother's health, and fertility: the
effects of child-bearing on health and nutrition." PAC Bulletin
5131:11-16 September 1975.

Wolfers, D., and S.C. Scrimshaw. "Child survival and intervals
between pregnancies in Guayaquil, Ecuador." Population Stud-
ies 29131:479-496, 1975.

The Library/Information program houses a unique and
extensive collection of published and unpublished mate-
rials on family planning program evaluation and devel-
opment, with emphasis on programs operating in devel-
oping countries. The collection is available for use by
Center staff, students, and visitors. The Library contrib-
utes bibliographic citations to a multi-university cooper-
ative computerized information retrieval system, POPIN-
FORM, developed with the assistance of the U.S. Agency
For International Development. Both manual and corn.
puterized literature searches are performed on request
for library clientele. Searches are provided free of charge
to individuals employed by international organizations
or situated in developing countries. Other staff activities
include production of a thesaurus of family planning,
terms, The Fertility Modification Thesaurus, used for
both manual and computerized retrieval of library docu-
ments, and involvement in the activities of the Associa-
tion for Population/Family Planning Libraries and Infor-
mation Centers-International, an organization which
functions to facilitate cooperation among population '
libraries in the U.S. and abroad.

FINE DESIGN, N.Y.
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For further information write or call:

Allan Rosenfield, M.D., Director
Center for Population and Family Health
College of Physicians and Surgeons
Columbia University
60 Haven Avenue
New York City, N.Y. 10032
Telephone (212) 694-6960

Cable: POPHEALTH, New York

Columbia University is an equal opportunity employer
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STATEMENT OF THE UNITED STATES CATHOLIC CONFERENCE

ON THE ADOLESCENT HEALTH, SERVICES AND

PREGNANCY PREVENTION AND CARE ACT OF 1978.

Considerable public attention has been focused on the matter
of teenage pregnancy, and the Carter Administration and members of
Congress have expressed concern and determination to utilize pub-
lic resources to try to deal with the problem. We share the con-
cern about teenage pregnancy, and we agree with the basic purposes
of the bill, that is, to provide assistance to pregnant adolescents
and to reduce the overall number of out-of-wedlock teenage preg-
nancies.

Notwithstanding our agreement with the basic purposes, we
find that the legislation as proposed can and should be improved.

To begin with, the reasons for the bill as expressed in Sec.
2 (a) are somewhat misleading and should be more carefully written.
The statement that "adolescents are at a high risk of unwanted
pregnancy" is general and over-broad, and seems to create a crisis
atmosphere in regard to teenage pregnancy. While it may be true
that pre-marital sexual activity among teenagers has increased
during the past twenty years, it is also true that overall rates 
of teenage childbearing have actually declined from 97.3 (per
1,000 women aged 15-19) in 1957 to 56.3 in 1975. The actual number
of births to teenagers has remained about the same because of the
relatively larger proportion of teenagers in the population. (Cf.
the attached letter from Science, 31 March 1978, pertaining to this
matter.)

The bill also makes reference to health and social problems
associated with teenage pregnancy. For the sake of accuracy it is
fair to note that many of the health problems are the result of
poor nutrition and dietary habits, smoking, the use of alcohol and
drugs, and generally poor self-image and maturity.

As Professor Frank Furstenberg notes in his study, The wide-
spread conviction that early childbearing precipitates a number of
social and economic problems is founded on surprisingly little
evidence." (Furstenberg, Frank, Unplanned Parenthood: The Social 
Consequences of Teenage Childbearing, (1976) New York, The Free
Press.)

Attached is a reprint of the article "Abortion and Teenage
Pregnancy", from the 1977 Respect Life Handbook which provides a
careful analysis of teenage pregnancy. There seems to be some
agreement among the specialists that the problem of teenage preg-
nancy is complex and that the factors influencing out-of-wedlock
pregnancy are complex, but there is little agreement as to the
solutions to the various problems.
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The bill repeatedly speaks in terms of preventing teena
ge

pregnancy. Unfortunately, the legislation leans toward progr
ams

of contraception, sterilization and abortion as the means
 of pre-

venting births, but gives far too little recognition to t
he need

for education, counseling and assistance to parents in mo
tivating

their adolescents to exercise self-restraint in regard to 
sexual

activity and behavior. The proposed legislation is admittedly

vague in regard to how teenage pregnancy is to be prevent
ed, and

how agencies providing services to teenagers will respect
 parental

rights. Once again, there is a growing awareness that simply pro-

viding contraceptive services will not effectively solve 
the prob-

lem. As Kingsley Davis noted in a report to the Commission on

Population Growth and the American Future, The current belief

that illegitimacy will be reduced if teenage girls are 
given an

effective contraceptive is an extension of the same 
reasoning that

created the problem in the first place. It reflects an unwilling-

ness to face problems of social control and social disciplin
e,

while trusting some technological device to extricate s
ociety from

its difficulties. The irony is that the illegitimacy rise occurred

precisely while contraception was becoming more, rather
 than less,

widespread and respectable."

The proposed bill should be more explicit in assuring saf
e-

guards for informed consent on the part of teenagers who 
utilize

services provided by governmental agencies and non-govern
mental

agencies supported in whole or in part by government fund
s. This

would extend to agencies that are part of any network or 
linkage

as described in the bill. Informed consent has increasingly been

looked upon as a way to safeguard freedom, and is es
pecially im-

portant when dealing with matters of human sexuality. 
In addition,

the bill should require participating agencies to es
tablish mecha-

nisms that will protect parents rights, notably the rig
ht to be

informed regarding contraception, sterilization and abo
rtion.

There is special need for informed consent provision
s to pro-

tect teenagers and their families not only from direct 
coercion,

but also from any subtle coercion regarding so-called 
"ideal family

size", the dynamics of population growth, unsubstantiat
ed predic-

tions regarding the effects of childbearing on the 
future life of

the adolescent.

To accomplish the purposes of the act, Title I es
tablishes a

"Grant Program" which authorizes grants to non-profit a
gencies.

We believe that many agencies of the Catholic Church
 are already

engaged in programs that would qualify them for gran
ts. We urge

Congress to emphasize that such agencies are not to 
be excluded

because of the Church's moral teachings on abortion,
 sterilization

and birth control. We also urge the Congress to caution other

agencies against encouraging or promoting bias or pr
ejudice against

the Church and its agencies. We raise this point because there

have been recent indications that some agencies involve
d in govern-

ment-funded family planning programs have engaged in such 
anti-

Catholic activities.
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We also urge that agencies providing a specific service, such
as a home for unwed mothers, not be forced to provide other ser-
vices, such as abortion, sterilization and contraception, that are
in conflict with the agency's moral principles. Valuable as the
"linkage" concept may be to pull together already existing services,
it should not impede the expansion of successful programs nor be-
come an obstacle for an agency that has already demonstrated its
competence in meeting the needs of pregnant women and their unborn
children or new mothers and infants.

The bill as presently written seems to place heavy emphasis on
the prevention of teenage pregnancy, but "prevention" is nowhere
carefully defined. Abortion and sterilization should be absolutely
excluded from any governmental program. Abortion involves the
destruction of life of an unborn child, who is clearly an innocent
party. In regard to sterilization, the potential for abuse has al-
ready been demonstrated both here and abroad. Moreover, contracep-
tives should not be provided to teenagers as a matter of government
policy. This is a matter for the family and parents to deal with,
and the government should not establish policies that preempt the
prerogatives or responsibilities of the family unit. Greater em-
phasis should be placed on the programs and services that will as-
sist pregnant teenagers to carry their unborn children to term,
and to fulfill the responsibilities of parenthood.

At the same time, the bill should address the prevention of
first or repeat pregnancies among unwed teenagers in terms of pro-
grams that assist and support families and programs that inform
and motivate teenagers to avoid pre-marital sexual activity. Other
Committees of the Congress have held hearings on the question of
adolescent pregnancy and sex education, and the concept of educa-
tion seemed to be unduly narrowed to providing information on and
access to contraception. We believe that education is a much
broader concept, and that efforts must be taken to assist families
in the fulfillment of their educational role and provide resources
that will enable parents and adolescents to work out the problems
of sexual development together in a harmonious manner.

Conclusion

The United States Catholic Conference wishes to be on record
in support of government assisted efforts to provide assistance
and care to pregnant teenagers so that they may carry their child-
ren to term. We agree with the basic intent of the Congress to
meet this need and to help diminish the incidence of out-of-wedlock
teenage pregnancies. The teenage pregnancy bill may be a useful
means of accomplishing these goals, and we urge a further revision
of the proposed bill to protect the rights of individuals and fam-
ilies and to direct the energies of government and private agencies
in appropriately assisting families, parents and pregnant adolescents.
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I ernage Pregnancies

In discussing the proposed increase in
the budget of the National Institute of
Child Health and Homan Development,
Barbara J. Cu!Ikon (News and Com-
ment, 3 Feb.. p. 5081 ii,cs the term "epi-
demic" to refer, to teenage pregnancies.
This is a scientific term and should he
used with caution. 'Me rate of teenage
pregnancy may well be increasing, but
we do not have a reliable direct measure
of conception rates, and not all increases
over time deserve the term "epidemic."
It would seem safer to focus on age-spe-
cific birthrates. They have been falling
since 1969 for 18- to 19-year-olds: they
were approximately steady from 1970 to
1973 and have been falling since then for
the 15- to 17-year-olds: and they have
been approximately steady since 1970
for the 10- to 14-year-old group (/). The
total number of births to teenagers has
been falling since 1970. In the face of
these data, the term "epidemic" seems
unwarranted. What has been increasing
rapidly are society's awareness of and
concern about teenage pregnancies.

Culliton also notes that more than half
of the estimated 1 million teenagers who
became pregnant last year chose to keep
their babies. This information is mis-
leading. The Alan Guttmacher Institute
(which made the estimate) suggests that
more than 40(1.0(8) of those pregnancies
ended in miscarriages and abortions and
less than 600.00(1 in births (2. p. 10). The,
figure for 1975 (the latest year for which
published data are available) was 594,880
live births to females tinder 20. But more
than half, 354,968, were to 18- and 19-
year-olds. Moreover almost 250,000 of
these, or 70 percent, were married (I; 2.
p. 11). Thus approximately 42 percent of
the live births to women under 20 were
to married 18- and 19-year-olds.
Many may believe, and we may agree,

that childbearing should be delayed until

the mother is in her 20's, but there is

nothing immoral, illegal, or contrary to
this society's values about 18- and 19-

year-old married women keeping their

babies. Teenage pregnancy is a national
problem, but its dimensions should be
examined more carefully.

LORRAINE V. KLERMAN
Florence Heller Graduate School
for Advanced Studies in Social Welfitre,

Brandeis University.
Waltham, Massachusetts 02154

JAMES F. JEKEL
Yale School of Medicine,
New Haven, Connecticut 06510
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Abortion
and Teenage
Pregnancy
In 1973 the U.S. Supreme Court issued
an unprecedented ruling. Abortion, it
said, is virtually a private matter for the
woman to decide. "This right of privacy
. . . is broad enough to encompass a
woman's decision whether or not to
terminate her pregnancy" (Roe v. Wade,
slip opinion, pp. 37-38). Beginning in
the fourth month of pregnancy, the Court
held, the state could impose some
health restrictions on the performance
of abortion, if it chose to do so, and in
the sixth or perhaps seventh month it
could—if it so chose—extend some pro-
tection to the "potential human life" in
the mother's womb (full rights of human
personhood are not to be recognized by
the law until at least birth). But, whether
in the third, sixth, or ninth month of
pregnancy, the private right of the wom-
an to obtain an abortion is always para-
mount.

The Court's tragic decision is based
on two fundamental errors.

First, the life of the unborn child is
assigned a moral value of zero.

Second, abortion is essentially con-
sidered in a vacuum, apart from all
other human relationships. The woman,
in consultation with her physician, has
the final power to decide whether and
why the abortion should be performed.
No one else has any say in the matter.

Yet—despite what the Court said—it
is a fact that the generation of new hu-
man life is an event of immense social
importance. Court decisions do not cre-
ate this reality, nor can they destroy it.
Many aspects of this process of genera-
tion are personal, but none can properly
be called altogether private—that is,
pertaining to the individual alone. When
the Court called abortion a private mat-
ter for the woman to decide, it adopted
a legal fiction—a fiction which helps
society silently condone the performance
of what it knows to be a morally shame-
ful act.

At least since 1969, when national
records on the subject were first kept,
about one-third of all legal abortions
each year have been performed on
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teenagers—upwards of 300,000 in 1974.
Teenagers make up a significant single
group of abortion recipients. They are
also the most humanly vulnerable group.
In what follows wa shall discuss in some
detail the situation of the pregnant, un-
wed teenager. We shall conclude with
several reflections on why changes are
needed in public policy.

TEENAGE ABORTION

The incidence of legal abortion has been
increasing dramatically since it was first
introduced in an appreciable way in
several states in 1967. It is estimated
that in 1975 the number of abortions in
the United States exceeded one million.
Apparently, the annual figure has not
yet peaked (a phenomenon which usu-
ally occurs several years after a per-
missive abortion policy has been intro-
duced). Teenagers, along with other age
groups, have increasingly turned to
abortion, and this trend will probably
continue for several years.

The available data do not make it
clear how many of the teenagers who
obtain abortions are married and how
many are not. However, it seems sate
to assume that the vast majority are un-
married. The estimated national figure
for unmarried women obtaining abor-
tions in all age groups was 70.9 percent
in 1974. Most likely, the figure for the
teen years was even higher.

In light of this, one can hardly ignore
the question of the relationship between
the pregnant, unmarried daughter and
her parents. This question becomes even
more important when we realize that an
estimated 13.000 girls under the age of
15 obtained abortions in 1974. (Accord-
ing to the Center for Disease Control
this age group had more abortions than
live births.)

CHILDBEARING AMONG
TEENAGERS

Despite the contrary impression, over-
all rates of teenage childbearing have
actually fallen in recent years—from a
high in 1957 of 97.3 births per 1,000

women (ages 15 to 19) to a low in 1975
of 56.3. This substantial decline, how-
ever, has not been as extreme as that
experienced by older women. For the
20-to-24-year-old age group, for ex-
ample, the rate dropped from 258.1 in
196010 114.7 in 1975. As a result, births
to teenagers now figure more prominent-
ly among all births—nearly one-fifth of
all births in 1975.

While teenage birth rates have gone
down in recent years, the number of
women aged 10 to 19 years has grown
—from around 15 million in 196010 over
20 million in 1975. As a result, the an-
nual total number of births to teenagers
has not declined (as might have been
expected from the falling teenage birth
rate) but has stayed about the same
(609,000 in 1960 and 594,900 in 1975).

In 1975 nearly 40 percent of all teen-
age childbearing was out of wedlock
(233,500 births out of 594,900). In addi-
tion, it is estimated that a significant per-
centage of teenage marital births are
conceived premaritally.

OUT-OF-WEDLOCK BIRTHS—
IN GENERAL

Social scientists measure out-of-wed-
lock births in various ways—by total
numbers, by illegitimacy ratios (the num-
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ber of out-of-wedlock births compared
to the number of live births), and by
illegitimacy rates (the number of out-of-
wedlock births per 1.000 unmarried
women of childbearing age).

For purposes of measuring general

historical trends, special attention will

be given here to illegitimacy rates.

From 1920 to 1940 the illegitimacy
rate remained relatively stable:

Year Total No Rate

1920 86,400 8.7
1930 90,800 7.8
1940 103,000 8.0

However, from 1940 to 1970 the ille-
gitimacy rate rose steadily. By 1970 the
rate had increased more than threefold:

Year Total No Rate

1940 103,000 8.0
1945 128.200 105
1950 148,400 14.5
1955 189,700 19.5
1960 230,400 21.7
1965 297.100 23.4
1970 398,700 26.4

Since 1970 the rate has remained
high, declining slightly for the most part,
but with a small upturn in 1975:

Year Total No Rate

1970 398,700 264
1971 401,400 25.6
1972 403,200 24.9
1973 407,300 24 5
1974 418,100 24.1
1975 447,900 24.8
1976 NA NA

OUT-OF-WEDLOCK BIRTHS-
TEENAGERS

From 1940 to 1965 every age group of
childbearing women showed an increase
in the rate of illegitimacy. Those aged

15 to 19 showed the lowest rate of in-
crease. However, from 1965 to 1975
every age group experienced a de-

crease in the rate-except the 15-10-19-

year-old group, among whom the rate
continued to increase.

The birth rate-both legitimate and
illegitimate-has been declining for
women 20 years and older. But, as

Illegitimacy Rates by Age Groups
1940,1965, 1970,1975

15-19 20-24 25-29 30-34 35-39 40-44

1940 8.7 10.6 8.1 5.8 3.4 1.2

1965 17.5 39.3 48.4 37.2 17.4 4.5

1970 22.4 38.4 37.0 27.1 13.6 3.5

1975 24.2 31.6 28.0 18.1 9.1 2.6

% Change
1965-75 +38% -20% -42% -51% -48% -42%

noted above, the overall birth rate for

teenagers has not been declining as
fast as that for those 20 years and older.

Here, the illegitimate birth rate for teen-

agers continues to increase. As a re-

sult, out-of-wedlock births have become
more concentrated in the teen years-

52 percent of the total in 1975 (40 per-

cent in 1955, 44 percent in 1965).

WHY?

Authorities disagree about what factors
affect out-of-wedlock births and what
should be done in response to the prob-
lem.

Improvements in health care can re-

sult in increased fertility-and thus more

births, including out-of-wedlock births.

The age at menarche (when menstrua-

tion first occurs) has been decreasing

in the Western world for many years

at the rate of four months per decade

(the average age is now 12-though

wide variations occur). Presumably this

has been occurring as a result of im-

proved health conditions. The young

adolescent may not be fully fertile, how-

ever, for another two and one-half or

three years following the onset of men-

arche In light of these two facts, one

authority estimates that between 1940

and 1960 fertility was increasing among

women 15, 16, and perhaps 17 (Out-

right). Improved health care presumably

has also led to a reduction in spontane-

ous abortion and to reductions in in-

voluntary sterility (primarily for women

beyond their teen years).

However, these health factors cer-

tainly do not fully explain the rise in

illegitimacy rates since 1940. And In no

way do they explain the declines since

1965 among women aged 20 or older.

One study concluded that, beyond

improved health conditions, the main

factor in the rise in the illegitimacy rates

between 1940 and 1960 was an in-
crease in sexual activity (Outright).

This is the conclusion of one study.
and it is not the last word. More im-
portant, changes in sexual behavior
are themselves related to other social
changes and conditions, especially
changes in family structure and social
policy toward the family.

One authority considers the rise in
premarital pregnancies and the rise in
the rate of teenage marriages following
World War II to be closely tied to eco-
(nWomeeicks)and social changes of that time

Let us look at teenage childbearing
behavior in particular in the 1960s andi9 

The incidence of teenage out-of-wed-
lock childbearing will be directly af-
fected by the incidence of teenage mar-
riage. Some argue that at the beginning
and end of the period 1960 to 1974
the percentage of teenage births con-
ceived out-of-wedlock remained about
the same, but, because of a downturn
in teenage marriages, the proportion

of these births that were actually born
out-of-wedlock increased substantially
(Campbell).

This analysis does not claim that the

level of teenage non-marital sexual ac-
tivity or the incidence of teenage out-
of-wedlock conceptions had not in-

creased As stated above since the
late 1960s teenagers have increasingly

turned to abortion as a solution to the
out-Of-wedlock pregnancy. Other studies
indicate that nonmarital teenage sexual

activity has been increasing in recent

years (Zelnik and Kantner) With re-
spect to the increase in teenage sex-
ual activity, Weeks states that "the
breakdown in social control during the
60s and early 70s is quite striking"
(Weeks, p. 58).

17
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Some studies correlate the availability
of legal abortion with recent declines in
the rate of illegitimacy (Sklar and Ber-
kov). Increased use of contraception
may also account for some of the de-
crease.

Not surprisingly, some advocate con-
traception and abortion as the means
to combat teenage illegitimacy.

However, the use of contraception by
the unmarried teenager is notoriously
ineffective. Unmarried, emotionally im-
mature teenagers are not the same as
married, emotionally mature adults. As
it is, the failure rate in contraceptive
use among married adults is fairly high
(Cutright, pp. 417-418). In contrast to
the married, the sexual behavior of the
unmarried teenager is irregular, infre-
quent, and generally unplanned. Fur-
ther, the behavior is often highly ro-
manticized and the values of "spon-
taneity" and "naturalness" may be
highly prized. Recent studies also show
that sexually active teenagers possess
a poor knowledge of the biology of re-
production (Zelnik and Kantner).

For reasons such as these, those who
advocate contraception as a solution
for the problem of out-of-wedlock teen-
age pregnancies consider abortion as
an essential "backstop" method. An
abortion will surely prevent a birth.

From 1965 to 1975 abortion and con-
traception were increasingly available in
American society—but during this peri-
od the teenage illegitimacy rate con-
tinued to increase (though at a slower
pace). One should anticipate that in the
future abortion will be of even greater
importance as an essential "backstop"
for the "pragmatic" problem solvers.

Predictably, those promoting teenage
contraception and abortion are looking
for ways to make contraception and
abortion more "accessible" to the un-
married teenager. Emphasis has shifted
from community clinics to the schools.

In recent years, legal and social bar-
riers inhibiting teenage access to con-
traception and abortion have become
less and less. However, the natural bar-
riers to effective use may very well
remain.

Even if efforts to make contraception
and abortion more "accessible" should
succeed in "solving" the problem of
out-of-wedlock teenage births, would
we be a better society for it? What prob-
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!ems would have been left unattended/
What new problems would have been
created/

A

One sociologist scores the advocacy of
contraception for teenagers as typical of
the American character—a misplaced
trust in technology to solve human
problems:

The current belief that illegitimacy
will be reduced if teenage girls are
given an effective contraceptive is an
extension of the same reasoning that
created the problem in the first place.
It reflects an unwillingness to face
problems of social control and social
discipline, while trusting some tech-
nological device to extricate society
from its difficulties. The irony is that
the illegitimacy rise occurred pre-
cisely while contraception was be-
coming more, rather than less, wide-
spread and respectable (Davis, p.
253).

The same could be said about abor-
tion as a problem solving tool for teen-
age out-of-wedlock births.

It is often assumed that little or noth-
ing can be done to affect the sexual be-
havior of teenagers. At the same time,
studies are produced which show that
teenage sexual behavior has been af-
fected—over the last several years it
has increased. Today, U.S. teenage
childbearing rates are among the high-
est in the world—higher even than those
in many less developed nations. Are we
to assume that teenagers in third world
countries are more effective contracep-
tors and have greater access to abor-
tion? Or that only health conditions ex-
plain the differences?

The sexual behavior of teenagers not
only can change over time but can
vary among individuals and groups. For
example, teenage girls who are more
highly motivated to achieve future goals
are more likely to delay the initiation of
sexual activity—and thus the possi-
bility of an out-of-wedlock pregnancy
(Furstenberg, 39-42).

American culture currently romanti-
cizes sexual activity. It was not always
so. However, teenagers—growing up,
experiencing life for the first time, look-
ing to authority figures outside the fam-
ily—are most susceptible to the new
cultural "norms."

The problem is only compounded by
the fact that other societal patterns—
even laws—separate parent and child.
In some instances society seems to ex-
pect each individual teenager to dis-
cover the meaning of human life all
alone. In such a system of moral de-
velopment many serious and perma-
nent mistakes will be made. The gifted
few may succeed. Would we leave teen-
agers to their own devices with respect
to intellectual development? Society—
both from within the home and from out-
side the home—has always exercised
guidance and discipline in the moral
and social development of its teenage
members. This guidance and discipline
is no less important today than in the
past.

Breakdown in social controls over
sexual activity are not always entirely
obvious. Studies show that nonmarital
teenage sexual activity is often initiated
at the insistence of the male. One way
of controlling the nonmarital sexual ac-
tivity of the male in the past was through
paternity laws—but these now are often
meaningless in practice. (In this sense,
is abortion on request the logical out-

1
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•

come of a lessening of the male's re-
sponsibility for his sexual actions?) At

the same time the social structures that
used to ensure an orderly process in
the selection of a marriage partner are
no longer or not always there. As a re-
sult, the woman's search for a marriage

partner—in the marriage oriented so-

ciety that we still are—is more apt to

begin earlier, and end either in an out-

of-wedlock pregnancy or a teenage

marriage.

Social factors—at first glance ap-
parently unrelated—may affect the inci-

dence of teenage out-of-wedlock births.

Studies show that the majority of non-

white as well as white teenage girls hold
nonmantal sexual activity to be morally

wrong. However, whites more than non-

whites are more likely to legitimate an
out-of-wedlock pregnancy by marriage.
Some postulate that marriage might
only aggravate the economically dis-

advantaged positions of the nonwhite.
It might be several years before the
teenage father would have a job that

could support a family adequately. At
the same time, the teenage mother
would be separating herself from the
immediate support of her existing family
unit (Furstenberg. pp. 68. 71-75).

OUT-OF-WEDLOCK BIRTHS—
THE EXTENT OF THE PROBLEM

Those who advocate contraception and
abortion as the solution to teenage out-
of-wedlock births may not necessarily
perceive the basic problem in the same
way.

Some emphasize the reduction of all
teenage childbearing—marital and non-
marital—and, in this sense, the concern
should perhaps more properly be classi-
fied as population control.

Others stress the special social and
medical problems associated with teen-
age out-of-wedlock childbearing.

A recent study concluded "The wide-
spread conviction that early childbear-
ing precipitates a number of social and
economic problems is founded on sur-
prisingly little evidence" (Furstenberg.
p. 12). It is not that such problems do
not exist the study confirmed the gen-
eral impression that they do). but that
their precise nature is not well under-

stood and, as a result, inadequate solu-
tions are proposed.

This same study found that over a
five-year-period some teenage unwed
mothers succeeded where others, in
the same general circumstances, did
not. "One of the most impressive find-
ings was the diversity of responses to

a common event. . . The outcome at
the five-year follow-up was enormously
varied In fact, by the time of the last
interview, the sample hardly could have
been more diverse in every important
area we explored" (Furstenberg, pp

218-219).

The most important question is wheth-
er any medical or social problems are

so great as to justify the taking o`
unborn human life. The Church's teach-
ing on respect for human life shows
the principle that underlies this kind of

problem solving to be incompatible with
human dignity Innocent human life can
never be taken just because to do so
is pragmatic—that is, it is possible, it
is easier than its alternative, it "works,"
so it should be done. The humane way
may very well be the more challenging
way.

We must ask not only what are the
human costs of bearing a child out-of-
wedlock, but what are the human costs
of aborting this yet unborn child Is the
loss of human life nothing? Does the
woman who consents to the destruction
of the new life within her remain indif-
ferent to the act--or is a sense of free-
dom that a "problem" has been gotten
rid of a morally praiseworthy quality?
What is the effect on society itself when
it adopts highly utilitarian social policies
which violate fundamental human rights?

In the case of adolescent girls, there
is already some realization that they be-
come resentful of parents who force

"the abortion solution" on them. More-
over, abortion counselors tell young
people to expect some alteration in the
boy/girl relationship after the abortion.
The young woman especially has a
changed attitude toward the boy, and
apparently many of these relationships
disintegrate rapidly.

As a medical procedure abortion pre-
sents threats to the life and health of
any woman. But the adolescent girl is
at risk in several respects. The teenager
is more apt to delay seeking an abor-
tion. But late-term abortions are medi-

cally the most dangerous kind. Yet a
full-scale educational effort to convince
teenagers that sex is a simple, uncom-
plicated fact of life and that, if they be-
come pregnant. abortion is available on
request, is generating pressure which

leads teenagers to abort, glossing over
the important fact of inherent danger.

It is commonly assumed that a young
unmarried girl can abort an existing
pregnancy and have children later when
she wants them. But things may not be
that simple. For example, studies—in
various parts of the world—are show-
ing that young women whose first preg-
nancies are aborted are much more
likely than average to have subsequent
pregnancies which result in premature
births. Prematurity, in turn, has long

been known to be associated with an

increased incidence in cerebral palsy,
mental retardation, and lesser forms of
damage to the central nervous system,

19
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such as learning disabilities (Hellegers).
As abortion becomes the solution to
premarital pregnancies, married couples
and society may later have to pay the
human and financial costs of a growing
number of mentally and physically dam-
aged children.

There is every reason to expect that
young women who are rushed into
abortion by social and cultural pressure
will distrust and resent a society that
misled them about the nature and long-
range effect of the action they were en-
couraged to undertake.

Teenage pregnancy is not simply a
result of ignorance or failed contracep-
tion. In many cases, the teenager's sex-
ual irresponsibility is a symptom of per-
sonal insecurity—of a need for love,
affection, and self-affirmation. Preg-
nancy is not necessarily unintended or
unforeseen. And, while pregnancy may
complicate existing personality difficul-
ties, in such cases, so also the destruc-
tion of the unborn child may simply re-
inforce the teenager's low estimate of
herself or diminish her perceived ability
to cope with and overcome problems.
Destroying the fetus in such cases may
well be a weapon for destroying the
mother, too.

SOCIAL AND PUBLIC POLICY

Today, sexuality is often regarded as a
plaything. In such an atmosphere it is
not surprising that sexual relationships
between men and women tend to be-
come exploitative while the broader so-
cial ramifications of human sexuality
are lost sight of or are even positively
rejected, The newly conceived human
life is,:tiften described as an intruder.
When human sexuality is not accorded
its proper dignity, it is consistent—
though sad—that the unborn child, the
fruit of the human sexual relationship, is
regarded as nonhuman.

Examination of the facts about teen-
age childbearing, especially teenage
out-of-wedlock births, makes it clear
that "adult" standards of moral conduct
are being extended to the not-yet-
mature adolescent. But in this area, as
in others, contemporary society suffers
from moral impoverishment. Thus, the
not-yet-mature adolescent will not find
life guidance in the not-yet-mature
standards of society at large.

The notions of social control and so-
cial discipline refer to more than
parents' responsibility for their children.

20

General social policy toward the family
will condition the expression of family
relationships.

Americans have traditionally consid-
ered freedom as both a social and per-
sonal value. Increasingly, however, free-
dom is being seen simply in terms of
the individual. American public policy
seems to have adopted this more nar-
row viewpoint.

But absolute or virtually absolute per-
sonal freedom is quickly emptied of
meaning. The other goods of the human
person, as well as the manifest goods
that flow from human relationships, will
time and again be compromised in the
name of a nebulous, all-pervasive indi-
vidual freedom.

The individual is never perfectly au-
tonomous. Whether or not it is acknowl-
edged, there always exists a tension be-
tween personal freedom and the good
of society. Nowhere is this more evi-
dent than in the family, where the indi-
vidual establishes self-identity and ex-
ercises his or her freedom while re-
specting the rights of other family mem-
bers and the good of the family unit.

The threats to the family posed by an
excessive concentration on individual
freedom were graphically expressed by
the U.S. Supreme Court in its 1973
abortion decisions.

These decisions represent the culmi-
nation of Court decisions over a period
of several years which were unfavorable
to the family (Noonan). Furthermore, on
July 1, 1976, the Court issued another
round of abortion decisions—with spe-
cific reference to the family. It ruled that

the woman's right to abort the child
within her can be exercised without her
husband's consent, or, if she is a minor,
without her parent's consent (Planned
Parenthood of Central Missouri v. Dan-
forth)

Several public policy recommenda-
tions require attention.

• The fundamental errors of the 1973
abortion decisions must be corrected.
The most viable way to do this is
through an amendment to the U.S.
Constitution guaranteeing the basic
right to life of the living but unborn
child.

• The United States needs to develop
a family policy that is positive toward
and supportive of family life. Such a
policy must extend beyond a narrow
concern for the techniques of family
planning and must be based on a
broader vision which respects and
encourages the basic goods of hu-
man life.

• Government policy and programs
should be directed at removing those
conditions which tempt or in some
sense force a woman to turn to abor-
tion to solve problems. Societal atti-
tudes toward out-of-wedlock preg-
nancies have changed. The recrimi-
nations that society traditionally lev-
eled at both unwed mother and child
have been more and more put aside
—and rightly so. No girl pregnant
out-of-wedlock should be abandoned
to her own resources—and perhaps
to an abortion. And no child should
have to suffer any legal or social re-
strictions because he or she has been
designated illegitimate.
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AMERICAN ACADEMY OF PEDIATRICS

Testimony before the

Interstate and Foreign Commerce Committee
Subcommittee on Health and Environment

Adolescent Health, Services, and Pregnancy
Prevention and Care Act of 1978

H.R. 12146

The American Academy of Pediatrics, an international medical association
and children's advocate representing nearly 20,000 pediatricians dedicated
to the care of infants, children and adolescents, wishes to submit the
following written testimony for inclusion in the record of hearings held
on the Adolescent Health, Services, and Pregnancy Prevention and Care
Act of 1978 (H.R. 12146).

The Academy's commitment to adolescents and their health is both profound
and long-standing. We believe that the pediatrician is often in the
best position not only to introduce infants to quality health care but
to retain them in the health care system through their childhood and
adolescent years. The trust, confidence 4nd rapport established between
patient and physician during that span have obvious beneficial consequences
to our country's youth.

We do not consider it necessary to deluge the Subcommittee with facts
and figures documenting what is now so often described as an epidemic of
adolescent pregnancy. These hearings acknowledge the magnitude of the
problem; we must now solve it. We are confident no one will dispute the
drastically higher mortality rates for infants born to young, adolescent
mothers (less than 16 years of age), who in most cases discontinue their
schooling upon becoming pregnant and often suffer irreversible emotional
harm, many times joining the welfare ranks. It is indeed disturbing
that our health, educational and social service systems have failed to
address these adverse consequences of adolescent pregnancy in a satis-
factory and comprehensive manner. Federal programs have in the past
been unfocused and ill-suited, and this fragmentation of effort has
resulted in a system fraught with gaps and inefficiency. With this
history in mind, the Academy of Pediatrics applauds the intent of the
legislation we are considering today, as well as the Administration's
initiative in the area of adolescent pregnancy, as a tentative step in
the right direction. It is imperative that services, programs and
benefits be better coordinated.

The Academy, while supporting the intent and framework of this bill,
views it as somewhat idealistic. The bill does address the significant
weakness of existing services to adolescents, i.e., the lack of coor-
dination and linkages between primary services and specialized secondary
levels of care for the many medical, psychological, social and develop-
mental problems of the age group. But a systems analysis of newly

1
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designed programs must occur in order to achieve an integrated network

of services rather than isolated programs unattached to either primary

or secondary sources of care, as the case may be. It is also our firm

belief that this bill's success hinges on delivery of services by persons

specially trained in adolescent care, whether it be medical, nutritional

or counseling in sexual or vocational education. Demonstrated compe-
tence in adolescent care by those delivering services under the bill's
provisions is the key--and we cannot overemphasize the importance of the

word "demonstrated." In order to insure that services delivered under

the Act's provisions be by specially trained and qualified persons, we

would suggest a specific clause be included in the Act directing that
federal implementing guidelines require adequate levels of training in

adolescent care for those delivering services.

At the same time, we are faced with a critical shortage of just the type

of person needed to deliver adolescent care and services. We would urge

that the bill's provision for training providers of multidisciplinary

services be recognized for what it is--the primary determinant of the

bill's chances for successfully addressing the needs of adolescents.

Unfortunately, teen-age pregnancy is characterized by late entry into

the prenatal care system. This is especially disturbing since early

maternal care is associated with a more favorable outcome for both

mother and infant. A critical survey of adverse health consequences of

teen-age pregnancy reveals to major complications: preeclampsia-toxemia

and an excessive number of low-birth-weight babies. All other potential

ill effects of teen-age pregnancy appear to be dependent not on adolescence

itself but upon the socio-economic class of the teenager and whether the

pregnant teenager has access to a health system.

Low-birth-weight rates from teen-age pregnancy reportedly range from 6

per cent to 20 per cent. Irrespective of socioeconomic class, data from

different centers using the gynecological age or the time interval since

menarche, rather than chronological age, as a basis of comparison,

confirm a higher rate of low-birth-weight infants among young teenagers.

Some investigators have found a higher incidence of low birth weight

associated with a gynecological age of two years or less.

The higher incidence of low-birth-weight infants and the unfavorable

outcome of that phenomenon appear to be the major childbearing hazards

facing the pregnant adolescent. Other risk factors associated

with teen-age childbearing--socio-economic class, cigarette smoking,

alcohol and drug use and improper nutrition--are not age-related but

affect all pregnancies. It therefore appears that the biology of ado-

lescence contributes only minimally to the health-associated risks of

teen-age childbearing. Different data sources do, however, suggest an

association between adolescent childbearing and behavioral or physical

problems in infants born to young adolescents:

-Children born to adolescent mothers have a notably higher incidence

of childhood mortality, apparently in association with a higher

rate of childhood accidents.

•
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.0ne Canadian study concluded that adolescent mothers were more
likely to have handicapped children.

.Another study reported that 11 per cent of children born to girls
less than 16 years of age scored less than 70 on I.Q. tests
at age 4 compared to 2.6 per cent for the general population.

.This same study noted that school failure and behavioral problems
were also more prevalent in children born to young adolescents.

.Other reports link increased child abuse and neglect, deliquent
behavior and early pregnancies to the population born to young
teens.

The pregnant adolescent is also subject to several unfavorable psycho-
social hazards. She is usually economically dependent, is forced to
interrupt her schooling and has not had sufficient time to complete the
developmental tasks of adolescence. The father of her baby often deserts
her, and considering the anger engendered in the family by an unexpected
pregnancy in a young unmarried daughter, it is apparent that these girls
bear an awesome social burden. The postponement of teen-age childbearing
would result in improvement in almost all these adverse reactions in
both the adolescent mother and her baby.

Some teen-age mothers will encounter little difficulty in their preg-
nancies, and their children will develop normally. Nonetheless, the
younger the mother, the greater the risk of health-associated consequences
of pregnancy, low birth weight and subsequent abnormal child development.
Delaying the first pregnancy until the late teen-age years or early 20's
substantially diminishes these risks.

Hence, for the young adolescent it is apparent that the burden of preg-
nancy and implications of having a baby, wanted or unwanted, can result
in tremendous liabilities for both her and her child. Regardless of
whether the fetus is carried to term or the pregnancy is terminated,
comprehensive programs and services must be easily accessible and directed
to adolescents if they are to become an integral part of and a con-
tributer to society.

Before addressing possible solutions to the "crisis" situation sur-
rounding pregnant adolescents, we must project ourselves to the desired
outcome of programs designed to meet the needs of this population.
While reducing infant mortality and salvaging pregnancy are noteworthy
goals, as pediatricians we are more interested in the quality of the
lives that are preserved--quality for both mother and child. We certainly
do not expect all young, pregnant adolescents to elect to remain in the
school system or to demonstrate a reduced frequency of low-birth-weight
infants. Nor can we presume to identify what constitutes a satisfactory
outcome of a young teen-age pregnancy. However, we strongly believe
that constructive programs will contribute significantly to the societal
adjustment of the adolescent and her child and to the overall quality of
their lives. We can do no less for this growing, at-risk population.
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The Academy believes this bill's emphasis on linkage of adolescent

health care services rather than on the problem of adolescent pregnancy

itself is both appropriate and long overdue. The bill's very title

recognizes the importance of this approach. For too long we have been

concerned with the problem itself instead of its causes and effects.

Adolescent pregnancy will not disappear as a social problem next y
ear or

in the foreseeable future, so it is appropriate that we direct ours
elves

to the total spectrum of health care and social adjustment of this

segment of our population.

In this regard, the Academy would specifically commend several of the

bill's provisions:

-Addressing primary pregnancy prevention in young adolescents,

whether it be for initial or repeat pregnancies.

.Linking sexual, parenting and vocational education with oth
er

services offered. We would caution, however, that to be effective,

those educational programs must be tailored to meet the special

needs of adolescents and directed toward understanding sexuality

and fostering responsible sexual behavior.

.Stressing coordination of federal policies and programs providing

services related to prevention of initial and repeat adolescent

pregnancies. We would recommend special emphasis be given to

coordination of Title X of the Public Health Service Act and

Title V of the Social Security Act, thereby facilitating monitoring

of referral and follow-up services and improving continuity of

care. Services for maternal and child health under Title V would

seem to be an especially appropriate target for this bill's 
intent

to link its services with those already in place.

.Providing training to providers of adolescent services unde
r the

Act. As pointed out earlier, this is a key area. Only those

with demonstrated competence in the area of adolescent health

services should provide those services. Otherwise, the success

of the entire program could be jeopardized.

We do, of course, have other concerns which we feel merit
 attention if

this adolescent pregnancy initiative is to be successful. It would be

appropriate and constructive to include in Section 102(6)
(b) among the

types of services to be linked under the program, "ado
ption and foster

care counseling and day-care services." Without these additions, which

were recommended in the Joseph P. Kennedy, Jr., Foundation's "Ess
ential

Components in a Comprehensive Adolescent Pregnancy 
Center," the spectrum

of care offered is incomplete.

We also consider it necessary that counseling and supportive services be

available for adolescents choosing to carry their baby to te
rm as well

as for those choosing to terminate their pregnancy. The Academy's

philosophy is that all children should be wanted and born
 to healthy

mothers. If unwanted pregnancy occurs, or if there is evidence of

32-704 0 - 78 - 14
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abnormality or genetic defect of the fetus, consultation should be
obtained. Alternatives should include acceptance of parental respon-
sibility for the child, adoption or termination of oregnancy. Further-
more, low income should not deprive an individual of any of these al-
ternatives.

The Academy would also suggest that the Act encourage but not require
parental consent for servicci. A model act for consent of minors for
health services is attached as Appendix A.

The Academy considers it particularly appropriate that when this bill
was introduced in the Senate, confidentiality of medical records was
identified as a topic that this bill should certainly address. We agree
wholeheartedly. The Academy considers several points essential for any
future confidentiality of medical records legislation: medical records
should be a collaborative effort between patient and physician, the
patient should own his medical record, physicians should be permitted to
maintain fully privileged working notes, medical record release should
be negotiated between the patient and third parties, confidences of
parents and minors should be separately maintained and periodic review
and expungement of medical records should be required. Should the
Subcommittee elect to incorporate confidentiality provisions in this
bill and require more detailed analysis of the issue, we stand ready to
provide that analysis.

In conclusion, we feel that we must speak out against the bill's limited
scope. We are aware of the fiscal restraints under which you must work,
yet we fear for those geographic areas which have no services in place
to link to services provided under this Act. Are we going to deny these
areas new services simply because of present dificiencies? Are we going
to compound an existing problem with eligibility requirements that many
areas of our country will find difficult to meet? At the same t;me, the
Academy of Pediatrics finds much to be commended in the bill despite its
limits of scope. We subscribe to the philosophy that linkage of pre-
natal, intra-partum and post-natal services is the only appropriate way
to address the problem of serving our adolescent population. With these
linkages should come greater interdisciplinary collaboration (e.g.,
among pediatricians and obstetricians-gynecologists) and a more unified
approach to the delivery of services.
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APPENDIX A

AMERICAN ACADEMY OF PEDIATRICS

COMMITTEE ON YOUTH

A MODEL ACT PROVIDING FOR CONSENT OF MINORS
FOR HEALTH SERVICES

PREFATORY NOTE*

This /timid Act is drafted with the pur-
pose of stimulating all states of the union to
review their statutes in regard to minors'

• consent for health services. It intends to be
all inclusive to give the individual state the
option to adopt part or all of this Act when-
ever it sees fit.

In a democratic nation such as ours, indi-
viduals rights are paramount. In order for
everyone, including minors, to have the right
of obtaining health services, the balance of
this right against others becomes of the ut-
most importance. This Model Act accepts
the concept that getting health services is a
basic right. Also, it accepts that parents hats'
their basic right of protecting and promot-
ing the health and welfare of their minors.
Therefore, this Art is a compromise and a
balance of these two basic rights in the con-
ditions specified. The goal of this Act is to
insure that all minors can have quality
health services by granting the minors self-
consent in conditions and in.stanees that
will prevent them from seeking services if
parental consent is required and by encour-
aging health professionals to deliver quality
services to minors without incurring legal
liability. Reasonable safeguards and limita-
tions are stipulated in this Ad to protect
the minors' safety and the right of the par-

This Act also emphasizes the promotion
of family harmony and minor's maturity.

A IIIEREAS, certain minors are not ob-
V V taming adequate medical, dental, or

• other health care due to current kgal and
medical obstacles,

• This Model Act has been approved by the
Council on Child Health of the Academy. It is rec-
ommended tor enactment in all the states.

Whereas, providers of medical, dental,
and other health care arc now vulnerable to
legal action for giving care to minors,
Whereas, there is a need for coordina-

tion, stimulation, and support of access to
medical, dental, and other health care for
certain minors in need of such care without
violating the rights of parents to protect
and promote their minors' health,

Be It Enacted by the Legislature of the
State of  , as follows:

Section 1. For the purposes of this act:
( 1) "Minor- means any person under the

age of majority as defined by the State stat-
ute or under 18 years of age, whichever is
lower;
(2) "Health Professional" means state li-

censed physician, psychologist, dentist, os-
teopathic physician, nurse, and other li-
censed health practitioner;
( 3 ) "Health Services" means health ser-

vices specified by the state, appropriately
(h-livered by different health professionals
including examination, preventive and cu-
rative treatment, operation, hospilization
(admission or (lischarge), giving or receiv-
ing blood and blood derivatives, receiving
organ transplantation, pledging donation of
organs :liter (heath, the use of anesthetics,
and receiving contraceptive advice and de-
vices;
(4) The masculine shall include the fem-

inine.
Section 2. Any person who reaches the

age of majority or 18 years of age or is on
active duty with or has served in any
branch of the Armed Forces of the United
States shall be considered an adult in so far
as the consent for health services is con-
cerned.

ProtATnu.s, Vol. 51, No. 2, February 1973
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(1) Any minor who is or was ever mar-
ried, or has had a child, or graduated from
high school, or is emancipated: or
(2) Any minor who has been separated

form his parent, parents, or legal guardian
for whatever reason :und is supporting him-
self by whatever means; or
(3) Any minor who professes or is found

to be pregnant, or afflicted with any report-
able communicable disease including vene-
real disease, or drug and substance abuse
including alcohol and nicotine. This self-
consent only applies to the prevention, di-
agnosis, and treatment of those conditions
specified in this subsection. The self-con-
sent in the case of pregnancy, venereal dis-
ease, and drug and substance abuse also ob-
liges the health professional, if he accepts
the responsibility as the provider of the
health service, to counsel the minor by him-
self or by referral to another heillth profes-
sional for counselling.
The health professional may, but shall

not be obliged to inform the parent, par-
ents, or legal guardian of the minor of any
treatment given or needed when:
(a I in the judgment of the health pro-

fessional severe complications are present
or anticipated: or
( b ) major surgery or prolonged hospi-

talization is neede(i: or
( c) failure to inforni the parent, parents,

or legal guardian would seriously jeopar-
dize the safety and health of the minor pa-
teint. younger siblings, or the public; or
(di to inform them would licnctit the

minor's physical and mental health and
I :tinily harmony.
Such information shall be given to the

minor's parent, parents, or legal guardian
only 55 hen the minor consents or xvhen be-
cause (i1 the minor's age or condition the at-
tending hcalth professional can reasonably
prrsulite such consent.

Notification or disclosure to the spouse,
parent, parents, our legal guardian by the

294 MODEL ACT PROVIDING FOR CONSENT OF MINORS

Section :I. Notwithstanding any other health professional skull not coustitute libel
pi (vision of law, Ow following minors may or slander, a violation of the right of pri-
give consent to health professionals for vacy, a violation of the rule of privileged
health services: communication or any other legal basis of

liability. When the minor is found not to be
pregnant, or not afflicted with venereal dis-
ease, or not suffering from a drug or sub-
stance abuse, including alcohol and nico-
tine, then no information with respect to
any appointment, examination, test, or
other health procedure shall be given to the
parent, parents, or legal guardian, if they
have not been already informed as permit-
ted in this Act, without the consent of the
minor.
(1 Any minor who has physical or emo-

tional problems and is capable of making
rational decisions, and whose relationship
with his parents or legal guardian is in such
a state that by informing them the minor
will fail to seek initial or future help. After
the professional establishes his rapport with
the minor, then he may inform the parent,
parents, or legal guardian unless such ac-
tion will jeopardize the life of the patient or
the favorable result of the treatment; or
(5) Any minor who needs emergency

care, including transfusions, without which
his health will be jeopardized. The parent,
parents, or legal guardian shall be informed
as soon as practical except in conditions
mentioned in subsections 1, 2, 3, or 4 of this
section; or
(6) Any minor who has had a child may

give effective consent to health service for
his child; or
(7) Any minor inay give consent for

health care for his spouse if his spouse is
unable to give consent by reason of physi-
cal or mental incapacity.

Section 4. No consent of anyone else in-
cluding parent, parents, custodian, legal
guardian, or any conrt shall be required for
any person mentioned in Section 3 except
where specified. Consent of the minor shall
not hue subject to later disaffirmance or re-
vocation because of minority. The spouse,
juarent, parents, or legal guardian shall not
be liable four payment for such service un-
less the spouse, parent, parents, our legal

a
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guardian have expressly agreed to pay for
such care. The minor so consenting for such
health services shall thereby assume finan-
cial responsibility for the cost of said ser-
vices except those who are proven unable
to pay and %vim receive the services in pub-
lic institutions.

Section 5. If major surgery, general anes-
thesia, or a life-threatening procedure has to
be undertaken on a minor with his consent,
it shall be necessary for the physician to ob-
tain approval from another physician for
the management except in an emergency in
a community where it is impossible for the
stirgeon to contact any other physician
within a reasonable time for the purpose of
couctirrenee.

Section 6. Self-consent of minors shall not
apply to sterilization or abortion.

Section 7. No consent shall he required of
any minor who does not possess the mental
capacity or who has a physical disability
which rench•rs hint incapable of giving his
consent and who has no known relatives or
legal guardians if two physicians agree on
the health service to be given.

Section 8. Except by specific legal re-
quirement, no information in regard to ven-
ereal disease, drug and substance abuse,
pregnancy, and emotional illness shall be
given by the health professional to another
professional, school, law enforcement offi-
cial, court authority, government agent,
spouse, future spoose, employer, or any
other person without the consent of the mi-
nor, unless giving the information is neces-
sary to the health of the minor and the pub-
lic and only when the minor's indentity is
kept confidential.

Section 9. The consent of the minor who
represents that he may give effective con-
sent under this Act for the purpose of re-
ceiving health services but who may not in
fact do so, shall be deemed effective for the
purposes oi pn•vention, diagnosis, and treat-
ment required without the consent of the
minor's parent, parents, or legal guardian if
the person rendering the service relied in
good faith upon the representation of the
'moor.

Section 10. Any health professional may
render or attempt to render emergency ser-
vice or first aid, medical, surgical, dental, or
psychiatric treatment without compensation
to any injured person or any person regard-
less of age who is in need of immediate
health care when, in good faith, the profes-
sional believes that the giving of aid is the
only alternative to probable death or seri-
ous physical or mental damage. For major
surgery or any dangerous procedures con-
corrence of another physician shall, if prac-
tical, he obtained.

Section 11. Any health professional may
render nonemergency services to minors for
conditions which will endanger the health
or life of the minor if services would be de-
layed by obtaining consent from spouse,
parent, parents, or legal guardian.

Section 12. Any minor who is examined,
treated, hospitalized, or receives health ser-
vices tinder this Act may give legal consent,
and no person who administers such health
services shall be liable civilly or criminally
for assault, battery, or assault and battery,
or any other legal charge, except for negli-
gence or intentional harm, for treating such
minor without advising his parent, parents,
or legal guardian.

Section 13. In the event of emergency, ei-
ther parent or legal guardian may authorize
by writing or by telephonic communication
with a witness any adult to give consent for
a minor who himself is unable to give self-
consent for health care for whatever reason.

Section 14. Nothing in this Act shall re-
quire any health professional to provide
service, nor shall any health professional be
liable for such refusal.

Section 15. The Governor shall appoint
an Advisory Committee that shall have the
responsibility of promoting and encourag-
ing the availability of health services for
minors; shall ,conduct and develop re-
sources of payment, private or public, for
the rendering of such services; and shall
recommend regulations to carry out the
conditions and purposes of this Act.

Section 16. In the event any section, sen-
tence, clause, or provision of this Act shall
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be declared invalid by any court of coupe- SvitAcuE W. I IAZAltD, M.D., Chairman
tent jurisdiction, such action shall not affect V. ROBERT ALLEN, M.D.
the validity of the remaining sections, sen- VICI.OR EISNER, M.D.
tences, clauses, or provisions of this Act DALE C. C A BELL, M.D.
which shall continue effective. S. L. I-1 A MMAR, M.D.

Section 17. This Act shall become effee- THOMAS E. SHAFFER, M.D.
tive immediately upon passage and ap- JEtioNiE T. Y. SIIEN, M.D., Editor
proval of the Governor. NATALIA M. TANNER, M.D.
CO M M ITTEE ON YOUTH JOHN ALLEN WELTY, M.D.

Reprinted from Pediatrics, Vol. 51, No. 2
February, 1973

0 All rights reserved
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Statement by Clyde E. Shorey, Jr.
Vice President for Public Affairs

The National Foundation-March of Dimes
on H.R. 12146

Adolescent Health, Services and Pregnancy
Prevention and Care Act of 1978

The goal of the March of Dimes is to prevent birth defects

and improve the outcome of pregnancy. To meet this goal we urge

that every action be taken to meet the critical health risks to

mother and infant that are too often the tragic results of

adolescent pregnancy.

The March of Dimes supports the concepts of H.R. 12146.

1. We believe strongly in the need for a coordinating

or linking role to see that the necessary services

are brought together and are available to teenagers

before and after the onset of pregnancy. This bill

should concentrate on that role and the part the

federal government plays in it.

2. We do not believe that this Bill should seek to

fund the major part of teenage pregnancy. Such funds

should come from established sources - federal, state

and local. However, funds should be available for

seed money or start up costs to get new services

underway.

3. We recommend that the Bill provide for the development

of educational materials and the training of educators

as well as providers of services by organizations with

some established expertise.
•

•
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4. We recommend that the Bill provide:

a. For an advisory committee to consult with the

Secretary on the issuance of regulations for

the program and to participate in an evaluation

after several years of operation.

b. Requirements for maintenance of effort by states

and local government.

You have heard testimony concerning prevention as applied to

H.R.12146-that is preventing the pregnancy from occuring. I would

ask you to focus for a few moments on one of the principal bene-

ficiaries of this Bill, the unborn and newborn infant. With the

focus on the infant, prevention takes on a new meaning and applies

to the most important preventive health care in any person's life -

prenatal and immediate postnatal care.

Birth defects are the nation's major child health problem.

Some quarter-million infants are affected every year by mental or

physical handicaps that deny them an equal chance to live full, pro-

ductive lives. Many of these infants die before their first birthday.

Adolescents bear nearly 600,000 babies each year - one-fifth of

the nation's births. Half are illegitimate. The youngest of these

teenagers, 17 and under, have the highest rate of any age group of

dead or damaged babies.

Low birthweight, our most common birth defect, is prevalent

among babies of teenage mothers and substantially greater as a

percentage of births than at any other age. Low birthweight is

the cause of the greatest number of deaths in the first year of

life, and the major cause of disability in childhood. Brain damage

;

r
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or learning disabilities, often accompanied by emotional and behav-

ioral problems, and structural defects can be a lifetime burden for

a baby born too small or too soon.

While prenatal care is not the only influence on birthweight,

its importance is obvious wherever data on the outcome of pregnancy

have been examined. The results were especially revealing for teen-

age mothers. A study in New York City showed that among teenagers

whose pregnancies were not at either social or medical risk, low

weight ratios varied from 5.5 percent for those who began care in

the first trimester, to 8.5 percent when care started in the second

and third trimesters, to 9.9 percent for mothers who had no prenatal

care at all. Among teenage mothers with high risk pregnancies, the

low weight ratios also reflected the influence of prenatal care,

varying from 15.4 percent of births for those whose medical care

began in the first trimester, to 23.1 percent among mothers who had

no care at all.

It is primarily the lack of early, continuous prenatal care

including adequate nutrition that results in the higher incidence

among mothers of this age group of iron-deficiency anemia, hypertension,

toxemia, and premature or prolonged labor. In turn, these conditions

threaten her baby with greater incidence of mental retardation, phys-

ical malformations, and early infant death.

In 1975, some 280,000 teenage mothers in this country either 

had late prenatal care or had no care at all during pregnancy.

Shame, fear of parental reaction, lack of knowledge of where

to get services, lack of funds, or the simple fact that a young

girl does not realize she is having a baby, are common reasons

•
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why she does not seek medical help early enough. The relationship

between prenatal care and maternal/infant health has been amply

demonstrated.

While prenatal health care is only one part of the total services

to be brought together by this Bill, it is one of major importance.

It must be coordinated with the other services for maximum effect

particularly for the newborn infant. Even though the major focus

of the March of Dimes is the health of the newborn, we are fully

aware that the full range of social, economic and educational services

must be brought together for mother and child to assure the newborn

any kind of a decent start in life. For this child, a life begun in

poverty often continues in poverty and a cruel cycle is perpetuated.

Because of the devastating effects that teenage pregnancy can

have on young lives, the March of Dimes has given top priority to

the problem of "children having children". Together with national and

local leaders in the health, educational and social service fields, we

are working to change this dilemma that denies society the potential

strengths of these mothers and babies.

Throughout its network of chapters, March of Dimes representatives

--staff and volunteers-- collaborate with other organizations in focus-

ing public attention on the concerns of adolescent pregnancy. To

stimulate development and expansion of programs fitting community

needs, the March of Dimes, as part of this collaboration, has funded

health education and prenatal care grants in recent years in an effort

to bring together and coordinate services to the high-risk pregnant

teenager.

Here are some examples:
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A comprehensive teenage obstetrical program at Truman Medical

Center, in Kansas City, Missouri;

Salaries and travel assistance for a nurse educator and health

educator at the Student-Parent Center for Infants in Ann Arbor,

Michigan;

Salary assistance for personnel to conduct a health education

program for pregnant students in the School District of Pontiac,

Michigan;

Providing salary for a registered nurse to work as health educa-

tor with the Young Mothers Program of the San Jose Unified School

District in California;

Enabling the Montgomery County Health District, in Dayton, Ohio,

to provide maternal health service to adolescents through counseling

and teaching. Program emphasis has been on prenatal care, good nutri-

tion, and an understanding of the adolescent's role as a mother in

caring for her child's mental, social and physical growth.

Assisting a bilingual health education program for non-pregnant,

pregnant, and newly delivered Spanish-speaking teenagers at the Martin

Luther King, Jr. General Hospital, in Los Angeles;

Conducting a comprehensive school-age parent education program at

Boston Hospital for Women. This is a multidisciplinary, demonstration

program in counseling, medical care, day care, and parenting/consumer

education;

Defraying salary costs for the Appalachian District Health Depart-

ment, in Boone, North Carolina, for educational and supportive services

in a six-county area;

Salary allocation to Methodist Hospital of Gary, Indiana, for a

nurse educator to develop and teach prenatal care courses;
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Defraying salary costs of a nurse-educator at Baroness Erlanger

Hospital in Chattanooga, Tennessee, serving an obstetrical clinic with

many teenage patients;

Providing assistance to the Bradley-Cleveland Community Services

Agency in Cleveland, Tennessee, for prenatal care and parenting

instruction;

Offering health care, schooling and counseling services at the

Margaret Hudson Program for School-Age Parents in Tulsa, Oklahoma;

Providing a grant to Brooklyn Jewish Hospital in New York City

for a family health worker at a neighborhood center;

Providing a grant to assist in education for school-age mothers

and fathers at the New Futures School in Albuquerque, New Mexico.

New Futures provides a broad range of services to adolescent parents

throughout the state.

In each instance the March of Dimes grant provided the essential

element that made it possible for existing services to expand to

cover more of the teenage pregnancy requirements of that community.

These grants were made in all types of communities, large and small,

urban and rural. The March of Dimes has demonstrated that, with small

seed money grants, services can be expanded and coordinated in most 

any community. We believe that through H.R. 12146 the federal government 

can accomplish this same objective on a nationwide basis.

We also believe we have demonstrated that someone must take the

initiative to see that this coordination of services gets started in

each community. It is essential that local governmental units be

brought into the planning and funding of appropriate services. In

Columbus, Ohio, the March of Dimes Chapter through a small grant and

Ilk
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the marshalling of community concern secured the support of the City

of Columbus and the Board of Education for a special program for

pregnant adolescents at the Bethune Center. The Center provides,

or makes referral to, a full range of comprehensive services as

proposed in this Bill.

While we will continue to seek to play a similar role in as 

many communities as possible, we believe that the role of federal 

government should be to see that the coordination process is 

initiated in every community. The federal role need not be in-

volved in working out the detailed plan but should see that the

process gets started and have the responsibility to monitor progress

toward the establishment and implementation of a plan. We do not

believe that the total responsibility for starting the program

should be left to the initiative of others.

You have already heard testimony urging you not to consider

H.R. 12146 as the principal source for funding of services. This

was specifically referred to with regard to family planning services

where the major funding comes from Title X of the Public Health

Service Act, We believe this should apply to substantially all

other services as well. Maternal and child health services, includ-

ing prenatal and newborn care, are primarily funded from Medicaid,

EPSDT, Title V of the Social Security Act and Community Health

Centers as well as various state programs. In order to provide the

funding for prenatal and immediate postnatal care to teenage mothers

it is much more important for Congress to adopt the amendment to

Medicaid as proposed in the President's Budget allocating $118 million

for prenatal and postnatal care for all low income women. Such an
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amendment to the Medicaid Act is currently being considered in

the House of Representatives and should go to the Senate in the

near future. It is estimated that of the $118 million, $18 million

would apply to services for teenagers. We urge the Senate to pass

such an amendment to Medicaid.

The importance of H.R. 12146 is its coordination function. It 

should be used primarily for this purpose with sufficient funds 

available for seed money or start up costs where they are particu-

larly useful in bringing services together to focus on the teenage 

problem. We believe that sufficient funds should be used to assure 

the exercise of the federal role to see that the coordination process 

is carried out in every community. However, in order to be able to

pay start up costs for certain new services which may amount to more

than 50 percent of those particular services, we urge the deletion

of the words "any part of" in Section 102(e).

One element that appears to be overlooked in the Bill is the

development of materials for, and the training of, educators as well

as providers of services for adolescents. One of the most important

roles we believe the March of Dimes has had to play in seeking to

have a positive effect on the problem has been the development of

teaching materials and guides and the sponsorship of in-service

training programs for educators and other providers.

Some examples are:

Collaboration with the Center for the Family of the American

Home Economics Association and the funding of teams of university

teachers in family life education, nutrition, and child growth and

development. These teams worked with schools and colleges in their
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regions to upgrade studies in these fields. We also funded a

curriculum reader on family life education for grades 5 through 12;

Sponsored in New York City 9 weekly and in metropolitan Chicago

13 weekly in-service training programs for elementary and high school

teachers on Parenting Priorities;

Cosponsored with the Junior League and the PTA in Topeka, Kansas

and with the Junior League in Boston conferences for providers of

services to pregnant teenagers.

Of major importance, and now with national scope, is the joint

collaboration between the March of Dimes and The National Congress of

Parents and Teachers entitled, "Parenting - PTA Priority". The March

of Dimes has funded 17 regional conferences which reached all 50 states

and our troops in Europe. The goal of this program is to strengthen

family life by upgrading preparenthood education in elementary and

secondary schools. Each conference involved teams of parent leaders,

school administrators, teachers and school nurses. The subject matter

covers many parts of a comprehensive program - maternal and infant

health care, nutrition, genetics, family life education, parenting

skills and responsibilities, and educational techniques. The

success of the regional conferences has now led to a series of

metropolitan conferences in many of the major cities.

The March of Dimes has sponsored and funded the development

of two sets of special educational materials particularly appli-

cable to teenagers that can be incorporated into the school curri-

culum, One, prepared by Bank Street College of Education in New

York City, focuses on maternal health care and nutrition in pregnancy.

The other, prepared by Educational Development Center of Cambridge,

IP
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Massachusetts, covers adolescent sexuality and choices about pregnancy,

the experience of pregnancy and parenthood, responsibilities of parent-

hood, and birth defects and their impact on parents and society. While

both are brand new they have been received by the educational community

with great enthusiasm.

It is especially important to point out that the Educational

Development Center materials apply both to the problems of primary pre-

vention of pregnancy as well as to the problems of preventive health

care for the teenage mother and her baby. It is our belief that edu-

cation at the proper time and through appropriate techniques relating

to sexuality, pregnancy, and responsibilities of parenthood can have

an important impact on reducing the number of pregnancies among teenagers.

We recommend that this Bill, H.R. 12146, provide for the development

of new educational materials, the utilization of existing educational 

materials such as those developed by the March of Dimes and others and 

the training of educators as well as service providers in appropriate 

techniques for dealing with the problems of adolescent pregnancy. The

restrictions of Section 102(a)(6) should not be so broad as to prevent

the utilization of materials and provision of training to educators

and providers by organizations such as the PTA, American Home Economics

Association, Bank Street College of Education, Educational Development

Center or the March of Dimes.

We wish to support recommendations made by others that the Bill

provide for an advisory committee of professionals, and representatives

of the teenagers, state and local governmental units and voluntary

organizations, who have competence through training and experience

to make recommendations to the Secretary on the administration of the
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program. These recommendations should specifically be directed to,

among others, the issuance of regulations and the evaluation process.

We also support the recommendation for maintenance of effort by

state and local governments. This is the only way that Section 103

(a)(5), requiring the program to make use of all other available

funds, including state and local funds, can be effective. Maintenance

of effort is essential if the federal role is to be primarily one of

coordination and seeking to develop new programs from other federal,

state and local sources and existing community institutions.

The March of Dimes supports the basic concepts of H.R. 12146.

We believe that passage of such a bill with the recommendations we

have suggested may be the best way to launch a nationwide attack on

the problems of teenage pregnancy. We urge your support.

I wish to thank the Committee for the opportunity to present

this statement on behalf of the March of Dimes.

32-704 0 -78-15
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OFFICE OF CONTINUING EDUCATION

TURNER AUDITORIUM BUILDING

THE JOHNS HOPKINS UNIVERSITY

SCHOOL. OF MEDICINIS

720 RUTL AND AVENUE

BALTIMORE. MARYLAND 21205

June 27, 1978

Congressman Paul Rogers

2415 Raburn House Office Building
Washington, D.C. 20515

Dear Mr. Rogers:

CA•LE ADDRESS

ROPREO

I would be most appreciative if my written testimony on Senate

Bill 2910 could be entered into the testimony pertaining to the hearings

(June 28, 1978) on the Administrations Adolescent Pregnancy Prevention

and Care Act of 1978, before your committee on Health and the Environ-

ment.

I feel strongly that adolescent pregnancy is a serious national

problem. Prevention, while highly desirable, is not a sufficient

answer for the adolescent.

Many thanks.

Sincerely,

Janet B. Hardy, M. D.
Professor of Pediatrics

JBH:cmk
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Testimony on Senate Bill 2910 

Presentation to the Committee on Human Resources

Gentlemen:

May I thank you for permitting me to testify in support of the

Administration's Initiative in Adolescent Pregnancy. This is a

matter of great concern to me and one with which I have had con-

siderable experience. My testimony will touch briefly on three

areas:

(1) the National scope of the problem

(2) the research findings of the Johns Hopkins group

(3) proposed solutions to the problem.

First, let me qualify myself. I am Professor of Pediatrics

in the Johns Hopkins School of Medicine and Professor of Health

Services Administration in the Johns Hopkins School of Hygiene

and Public Health. For many years, I have been Director of the

Johns Hopkins Child Development Study and for the past several

years deeply involved in the Johns Hopkins Center for School-Aged

Mothers and Their Children. As co-director of the Center, I have

had responsibility for overall program development with direct

responsibility for the development of the follow-up component.

(1) National Scope of Problem - as the Administration has

pointed out, the problem is extensive in terms of numbers involved
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and enormously costly to society in terms of money spent for medical

care, special education, welfare support and lost productivity. Today,

approximately one of every five babies born in the U.S. is born to a

teenaged mother. Of the nearly one million teenagers who become

pregnant each year, 400,000 are adolescents (i.e., the mother is

17 years or under) and 30,000 are less than 15 years when they give

birth. In our experience, a high proportion of these children are

unplanned and unwanted. Almost 300,000 elective abortions among

teenagers were reported in 1975.

It is toward the problems of adolescent mothers (i.e., 17 years 

and below) and their children that I wish to direct your attention.

They constitute a particularly high risk group and, in my view, should

be the target of the Administration's initiative. As this is a considerably

smaller group, concentration of new resources and effort should be

more productive.

On a national level, the birth rate in all age groups, with the

exception of the teenagers, has shown a significant decline over the

past decade and, according to recent reports from the National

Center for Vital Statistics, the rate for 18 and 19 year olds has also 

turned down slightly. As sexual activity has increased, this must

reflect the availability a,id use of family planning and elective abortion.

•
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Data from the National Collaborative Perinatal Study (NINCDS) has

shown that 18 and 19 year old mothers have the lowest risk of

perinatal mortality of any age group. However, the birth rate for

adolescents, i.e., 17 years of age and below, has continued to rise.

In my experience, the problems stemming from adolescent

pregnancy result from interaction between biological and social

factors related, in large part, to the immaturity of the mother.

The important contribution of the biological factors tends to be

overlooked. The mother is physically immature, and often in

her adolescent growth spurt. She is at high risk of complications

of pregnancy, labor and delivery, particularly anemia, toxemia

of pregnancy and difficult delivery, all of which compromise the

fetus, leading to risks of perinatal death and/or later neurological

deficits, risks 2 to 3 times greater than those for the children of

older women. The high rates of obstetrical complications and of

premature delivery among adolescents result in large costs for

special medical care for the mothers, intensive neonatal care and

in high risks of sub-optimal development in surviving children.

Where special programs are not available 90% of adolescents

drop out of school, do not complete their education and thus,

limit their employment opportunities. .E.Ae-i  more likely to have

more children and greater welfare dependency.
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(2) The Johns Hopkins Child Development Study is a longitudinal

research study for investigation of factors affecting child development

in a large urban population of black and white children and their

families. It has been ongoing since 1959. Of the 4800 pregnancies

followed from the time of the first prenatal visit until surviving

children reached 8 years, 688 were in adolescence, 17 years and

below at the time of delivery. Examination of the data shows high

risks of complications of pregnancy, low birth weight and perinatal

and infant death for these pregnancies. In addition, the surviving

children have, on the average, lower IQs and higher rates of school

failure than the children of older women. These problems have

been documented by others and it is toward new information,

pertaining to the outcome for the adolescent mother, 12 years

after the birth of her child, that I would call your attention.

The long-range outcome of a group of 77 adolescents 12 years

after the birth of their first study child has been compared, along

a number of parameters of social well being, with the outcome for

a group of primiparous women (20-24 years of age) thought to be

in a more optimal age group for successful child bearing.

There is no question that the adolescent mothers in this study

were at a serious disadvantage as compared with women in the older



227

age group with respect to a number of important variables strongly

influencing the quality of life and one's ability to successfully nurture

one's children.

The young mothers experienced a high degree of family

instability, in terms of changes in marital status, as 45% experiencedir

three or more changes during the 12 year period while only one of the

older women experienced more than 2 changes and 43% had no change
it

at all.

While maternal educational attainment improved considerably

over the 12 years, with the younger mothers, in general, achieving

considerably more education after the birth of their study child, than

the older mothers, at the end of the 12 year period the adolescents

were still far behind, with only 35% having graduated from high 

school as compared with 77% of the older mothers. Lower educational 

attainment was paralleled by lower occupational achievement, lower

income and greater welfare dependency. At both the seven and twelve

year follow-up levels only 44% of the young mothers and their families

were fully self-supporting as contrasted with 67% of the older mothers

and their families, at the 7 year level and 71% at the 12 year level.

The average annual level of social service support in money for these

young mothers and their children was $2,147 at the 7 year follow-up
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and at the 12 year follow-up it had increased to $2,919, a meager

sum from which to provide the resources for a family with an

average of 3.25 children. The employment history showed that,

on the average, these young women worked slightly less than 20% 

of the time during the 12 year period, for an average of about 29

months in all.

Increased fertility (47% repeat pregnancies within 1 year and

70% within 3 years), in terms of both live births and fetal deaths

undoubtedly complicated the picture for the young mothers, resulting

in further taxing of already seriously limited resources, even though

public funds through medical assistance provided coverage for medical

costs.

It seems likely that having responsibility for rearing a child,

frequently without the help of a husband or father, particularly when

limited in education and material resources, posed a serious burden

which put severe limitations on the educational and employment

attainments of these young women. These problems were compounded

by the birth of additional children soon after the first, further taxing

their resources and ability to cope. An investigation carried out when

their study children were 8 years old showed that 70% of these women

knew contraception was possible but lacked the basic information needed

to control their fertility and to instruct their children about human

reproduction.

z
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It is important to emphasize that these differences between the

adolescent mothers and those in an older and more favorable age

range are based on grouped data and that considerable diversity in

outcome actually exists within both the adolescent and control groups.

Some adolescent mothers were able to complete their education,

develop stable family environments and raise successful children.

(3) Current experience in The Johns Hopkins Center, with a

large number of pregnant adolescents and their children strongly

suggests that intervention designed to prevent or minimize the mix

of biological and environmental problems which relate to adverse

outcomes can be highly effective.

(a) Good prenatal care can reduce risks of perinatal death,

low birth weight and central nervous system injury;

(b) Supportive psycho-social and educational services during

pregnancy, and the hospital stay, can help the young mother deliver*

a healthy baby and prepare for parenthood;

(c) An ongoing follow-up program can help the young family

establish a stable environment for child rearing. Ongoing birth control

services, education and supplies can effectively reduce early repeat

pregnancy (in our program to 5% within 12 months, 11% within 18

months after the birth of the first child). Individual psycho-social

I
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screening and where needed diagnosis can help young mothers re-enter

school or obtain placement in work study programs (87% are back in

school after delivery) leading to regular employment. Information

about parenting, child development, nutrition, drugs, alcohol, etc.

can result in improved adolescent and child health and reduce the

risk of child abuse and neglect.

Furthermore, present ongoing research, sponsored by the

Office of Child Development, indicates that urban adolescents have,

in general, little accurate information about reproduction, contraception,

child development and parenting. While difficult to measure, the

intervention to supply needed information adte not only effective

with the adolescent mother, but ha'e a ripple effect extending beyond

the adolescent served, providing primary prevention for her siblings

and friends, who like herself are vulnerable to adolescent pregnancy

and its consequences.

The Johns Hopkins program has several unusual features:

(a) fathers are included in the educational program both prenatally

and in the Follow-Up where special group discussions on family

planning, drugs, child care and other topics are discussed; (b) there

are unusually close working relationships with other community agencies

including the Baltimore City Departments of Social Services, Education,

Health, Recreation, Manpower, Job Corps and private agencies such
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as Florence Crittenton. Members of the Center staff serve on

advisory committees or boards of these organizations and provide

consultant services helping to develop policy in the area of adolescent

needs; (c) the young mothers in the group educational sessions are

encouraged to help each other; (d) the follow-up period has been

extended to 3 years so that support may be available where needed

until the child can be entered in Head Start or some other community

program for three year olds.

In Summary 

The problems stemming from pregnancy in adolescent women

are a serious problem. They stem from the physical and psycho-

social immaturity which, in many instances, lead to complications

of pregnancy and fetal damage on the one hand and to a less than

adequate family environment in which to nurture children on the

other. Our program strongly suggests that intervention is effective:

(1) in preventing or mitigating many of the problems; (2) in helping

the adolescent mother to delay future pregnancies, complete her

education and to become a contributing member of society.

Finally, why not put all the emphasis on preventing that first

adolescent pregnancy? Obviously that is the ideal solution. However,

in my experience, it will be many years before we can attain that goal.
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Family planning programs, where available, have had considerable

success with the 18 and 19 year olds. They have, in general, failed

the adolescents. Furthermore, there is no ideal contraceptive for

these young people. Effective educational programs stressing family

living, values clarification and personal responsibility, child develop-

ment, parenting and health are desperately needed for all adolescents,

boys and girls. Innovative after school programs utilizing the abundant

energies of adolescents are needed as alternative activities. To deal

with the urgent current problems of unwanted pregnancy, leadership

in mobilizing community resources is a must. This is where the

Administration's Initiative can be vitally important in focusing

attention and leading the way.

Janet B. Hardy, M. D.
Professor of Pediatrics
Co-Director, Center for
Teenage Mothers and
Their Children
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wILLIAM DONALD salAITER, m".
OFFICE OF THE MAYOR • ern. OF BALTIMORE

250 Coy 1.1...71.ed 21201 (301) 396-3100

June 29, 1978

The Honorable Paul G. Rogers
Chairman
House Sub-Committee on Health
and Environment
2407 Rayburn House Office Building
Washington, D. C.

Attention: Dr. George Hardy

Dear Mr. Rogers:

In reply refer to. MO-40

The City of Baltimore is pleased to submit to you
the attached testimony on the Adolescent Health
Services and Pregnancy Prevention and Care Act of
1978.

As the written testimony indicates, we are gearing
up for a major emphasis on adolescent pregnancy
prevention, to include a heavy public awareness and
education campaign, motivational and attitude change
program directed to adolescents, sex education,
contraceptive education, and a networking of compre-
hensive adolescent health care centers.

We enthusiastically endorse and support the proposed
legislation currently under consideration by your
committee. A number of areas need to be included or
strengthened in the legislation, and the written testi-
mony herewith submitted offers suggestions on these
desirable additions.

If opportunity allows the presentation of oral testi-
mony at future committee hearings, we would be grateful
to appear before your committee to testify on adolescent
pregnancy prevention. Our contact person to arrange for
such testimony is Mr. Ray Bird, Chief of Human Services
Planning, Department of Planning, 222 E. Saratoga St.,
Baltimore, Maryland 21202. His phone number is 301-
396-4367.

Sincerely,

WSON
Human Resources Coordinator

Enclosure
America's Best

BALTIMORE
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It is with pleasure that we appear before you to address, on behalf of

the Mayor of Baltimore City, William Donald Schaefer, the Adolescent

Health Services and Pregnancy Prevention and Care Act of 1978.

Baltimore is the seventh largest city in the United States, an older

industrial city that is experiencing the kind of rebirth and rejuvination

to which many other cities look with envy. While Baltimore is no more

free of problems and challenges then any other older eastern industrial

city, it is blessed with creative leadership, sound fiscal policies, a

mood of optimism, and an exceptionally beneficial government structure

in which the City lies within no county or other government unit except

the state, making for an unusually well integrated human services network.

With virtually all public human services responsible and responsive to

the Mayor, including employment, welfare, housing, education, health,

social service, leisure and culture, fire, police, and corrections, a

degree of integration of services is possible in Baltimore unthinkable

in most major cities.

I say this because Baltimore has recently, apart from any possible

impact of the legislation currently receiving your consideration in

these hearings here today, turned its attention to the issue of teenage

pregnancy. Our approach, as we have sought to develop a strategy to

reverse the trend of statistics on adolescent childbearing,has been to

develop linkages between all of the relevant agencies which must be

mobilized to implement a comprehensive plan integrating education, staff

training, community awareness, motivational change, as well as improvement

in access to birth control services.



235

Briefly, our intention and direction has been to create out
 of many

presently separate and disparate elements a single integrat
ed and multi-

disciplinary plan of action to address simultaneiously the 
many components

of adolescent pregnancy. The initiative and continued guidance for this

effort has come from the Office of the Mayor. It is anticipated that

adolescent pregnancy prevention, along with parenting educa
tion, will be

the primary focus of the emerging City Commission on the 
Family, presently

also being formulated by the Mayor's Office.

It is within the context of a major city's commitment to
 reverse the

trend of teenage pregnancy that, on behalf of Mayor Scha
efer, I appear

before you to comment upon the proposed Senate Bill 2910. 
The comments

here presented will focus first on the strengths of the 
Bill, then on

the specific dimensions of the problem of teenage pregna
ncy as we witness

them in Baltimore, and finally on the additional elem
ents we would like

to see included in the Bill to make it even better.

Our most fundamental comment on the Bill is "Thank 
Heavens!" Thank

Heavens, thanks to Senators Kennedy, Williams, Jav
its, and Hathaway, and

all of the multitude of others who have brought th
e issue this far. For

no longer can we hide from this issue; no longer c
an we hope that childbearing

by adolsecents who are hardly more than children t
hemselves will go away

if we continue to ignore it. No longer can we afford to ignore the fact

that an ever growing proportion of our children ar
rive uninvited, unplanned,

to unprepared adolescent parents.
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We strongly applaud the basic direction of this Bill, recognizing as it

does the complex and multi-faceted nature of the problem. Prevention of

teenage pregnancy requires the effective linkage of many different, yet

closely inter-related, services. Better sex education alone will not

solve the problem. Better and more accessible adolsecent health and

birth control clinics alone will not solve the problem. Increased

community awareness and concern alone will not solve the problem. These

services must be linked together in a truly integrated network in which

each actively reinforces the other.

Pregnancy prevention connot be sufficiently achieved by more birth

control clinics alone. With solid research evidence showing that the

vast majority of teenagers do not use any means of birth control until

they have been sexually active for some time, there obviously must be a

great deal of effort focused on education and motivation.

We are convinced ti-et it is in the area of education and attitude change

that the greatest attention must be focused. Too long have we been

reticient to do a really adequate job of sex education. Too long have

we allowed fear of those who oppose objective sex education to dictate

what we will teach or not teach. Too long have we hoped that what our

children and youth do not know about sex will not hurt them. But research

proves that what youth do not know about sex does hurt them, and hurt

their unintended children.

We applaud the fact that the Bill calls for innovation and testing of

new methods of education, motivation, and service delivery. Especially

important, in our view, is the development and testing of new techniques

of integration and networking of services, outreach, and staff training.
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The situation in Baltimore is probably not unlike that of other major

cities. We find that while the general birth rate has declined significantly,

from 116 births per 1,000 childbearing age women in 1960 to 58 births

per 1,000 women in 1976 (a 50% reduction in 16 years), the birth rates

for teenagers have not shown parallel declines. The general birthrate

for women 15 to 19 declined by 38 percent from 120 births per 1,000 15 -

19 years old women in 1960 to 74 per 1,000 in 1976. The rate for black

women 15 to 19 however, declined by 53 percent, from 181 births per

1,000 black 15 - 19 year olds in 1960 to 86 per 1,000 in 1976 The rate

for white 15 to 19 year olds showed a much smaller decline of only 37

percent, from 82 per 1,000 in 1960 to 52 per 1,000 in 1976. The most

distrubing data, however, relates to birth rates for young women 10 to

14 years of age. From 1960 to 1976 the rate of births to 10 to 14 year

olds shows no decline at all, resulting from the balancing of a 39

percent decrease in births among black 10 - 14 years olds and a 140

percent increase in births to 10 - 14 year old whites.

Clearly, the most disturbing and difficult problem is among younger

adolsecents age 14 and under, and with young white girls specifically,

among whom the birthrate is increasing dramatically.

The major dimension of the problem, however, is that while all birthrates

(except 10-14 whites) are declining, teenage birthrates are declining

less rapidly then birthrates among older women, resulting in a greater

proportion of our children being unintentionally born to teenagers who

are unprepared for parenthood, unprepared for life, unprepared to support

and nuture children while they are still children themselves. In 1960

in Baltimore, 22 percent of all live births were to women 19 and under.

By 1976, 30 percent of all live births were to teenage mothers.

32-704 0 - 78 - 16
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The final critical dimension of the situation as we see it in Baltimore

concerns the numbers of women having repeat pregnancies while still in

their teenage years. In 1976, over 1,100 teenagers had a second, third,

or fourth child; 336 age 17 or under had a second, third, or fourth

child.

die

Since a number of studies have conclusively shown that a second birth to

a teenager makes continued education and/or job training virtually

impossible, one of our greatest priorities is to reach the young woman

who has already borne one child and do everthing possible to encourage

and assist her to complete her education and become economically self

sufficient before she has another child.

In light of our concern, commitment, and the current situation in Baltimore,

there are a number of suggestions we would like to present that, in our

view, would significantly strengthen the Bill.

First, a component of pregnancy prevention which we find totally missing

from the Bill is the fostering and development of healthy and positive

self-image among adolescents. We strongly believe that an effective

program of pregnancy prevention must look more at the underlying motivations

than merely at the surface manifestations. Our review of the best

research literature on adolescent pregnancy and adolescent development

indicates to us that much of the motivation for early childbearing,

albeit often unconscious, is the desire for status and role clarification

that (it is thought) parenthood confers. It must seem to many young

people in our society, especially at the lower economic end of society,

that their most significant status comes from the simple biological

function of producing children. For if a young woman has no visiion of
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herself and her future that is loftier than her parents knew, if she has

no expectations of life that a baby will seriously interrupt, then she

has little motivation to resist sexual activity or to prevent impregnation.

Likewise if young men have no visions of their future that provide them

with an inner sense of worth and value, if they have no expectations of

life that the responsibilities of child support will inhibit, if they

have no respect for the worth and value of their female peers other than

as sexual objects, then "scoring" with the young women and impregnating

1 them become their chief source of a feeling of importance and status.

But how tragic that we should be raising young adults whose self-images

are so vacuous that adolescent childbearing is their chief source of

status and worth; how tragic to be raising a generation whose sense of

the future is so empty that a severe reduction of educational and career

opportunities as a result of teenage childbearing seems to be no loss;

how tragic that we are raising a generation of young adults who do not

have a vision of their future that is exciting and enticing enough to

make pregnancy prevention a high priority for them.

If we would truly seek to have our adolescents avoid early and untimely

pregnancies, then we must deal seriously with their need to be encouraged

to develop and pursue concepts of self-worth and future opportunities.

A sense of self-worth and optimism about their futures will provide them

with the motivations to avoid the pregnancies which would diminish their

future opportunities and stunt their possibilities. If we are serious

about teenage pregnancy prevention we cannot afford to neglect the

matter of the adolescents' self-images.



240

Second, an absolutely critical area that must be added would focus

concern and services on the very young teenagers. We must mount an

effort that will dramatically reduce pregnancy in the 12, 13, 14 and 15

year old population. Few things in life are so tragic or absurd as a 12

or 13 year old child having a child. Yet it is this age group that we

are failing to reach with any of the current preventive efforts. It is

the very young teenagers whose birthrates are staying stable or even

increasing. It is the very young teenager who is generally exempt from

what sex and contraceptive education programs as do exist. It is the

very young teenager who has so little concept of the future and his or

her place in the future that there is little motivation to avoid pregnancy.

It is the very young teenager who has least access to such birth control

services as do exist. It is the very young teenager who most lacks both

the knowledge and motivation to utilize birth control or to refrain from

sexual activity. It is the very young teenager for whom we do the least

by way of pregnancy prevention, but for whom pregnancy is the greatest

tragedy.

Third, the Bill should contain much greater recognition of the need to

support and strengthen already existing programs that are well established

and successful given their limited resources. In an era of shrinking

resources we cannot afford to assume that existing programs have adequate

support or are doing all that they are capable of accomplishing. We

find, for example, that valuable and proven services are often withering

for lack of adequate financial support, especially as constant level

funding is rapidly eroded by inflation.
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Fourth, it needs to be recognized even more than the present Bill seems

to do, that pregnancy prevention is much, much more than birth control

services. Birth control services are the easy part; what is more difficult

and must come first is the educational and motivational components which

will assist youth in making responsible and conscious decisions about

their own sexuality, whether or not they want to be sexually active, how

to deal with sexual pressures, and how to be responsible in their sexual

relationships. Thus, 4hile the health services component is important,

it is not the entire package of pregnancy prevention, nor necessarily

even the central component.

To the extent that health services are important, however, the focus

should be clearly and emphatically on establishment of a continuity of

care rather than clinics that deliver primarily crisis care. In the

pregnancy prevention system that Baltimore is attempting to develop, for

example, we are looking to the hospitals, primary care centers, and

health maintenance organizations to develop a city-wide network of

comprehensive adolescent health care programs that are integrated into

the health and sex education programs of the schools and other community

institutions for purposes of outreach. We aim to involve adolescents in

IP regular and continuous health care in which birth control is only one

III element delivered on an as needed basis in the context of total health

care.
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Fifth, although we emphatically believe that this Bill must be and

remain primarily focused on primary prevention, a very important element

of prevention must address the needs of the young parents who have

already borne one child but could, with adequate support and assistance,

refrain from further childbearing until their education and career

preparation is completed. If we dare not be so shortsighted as to deal

only with the already pregnant and already parents, neither dare we

ignore the critical position of the adolescent who is already a parent.

Adolescent parents are often in desparate need of counseling, educational

or vocational training assistance, housing, and other supportive services.

With greater assistance, adolescents who are already parents can be

helped to keep an impediment to their development from becoming the one-

way street to poverty and dependence it has traditionally been.

Sixth, we recommend that the Bill be amended to contain a very strong

component dealing with community education and awareness of teenage

pregnancy. For it is lack of adult society's acceptance of adolescent

sexuality and willingness to deal with the fact that teenagers are

sexually mature that is much of the reason why adolescents themselves

are so reticent to admit their own sexuality and deal with it responsibly.

Finally, we feel that the Bill needs to much more emphatically and

specifically focus its emphasis on primary prevention of teenage pregnancy.

All too often programs that are supposed to be preventive end up focusing

on those who already have the problem. Pregnancy prevention which

focuses only on young women who are already pregnant will end up as a

farce. What is desperately needed is a major initiative which will

dramatically improve our programs of sex education, contraceptive education,
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community understanding, parental effectiveness, access to birth control

services, and the motivations and values of adolescents. The fact of

adolescent sexuality must be brought out of the closet. Children and

youth must be taught the facts of sex, birth control, and techniques of

responsible decision-making. Parents must be taught that more rather

than less open discussion with children about sex prevents pregnancy.

Teachers, counselors, health professionals, recreation leaders, as well

as parents, need instruction in how to effectively discuss sexuality

with children and youth. All of this needs to be done before our young

women become pregnant.

Teenage pregnancy is a problem we cannot afford to ignore. We cannot

afford to have the life opportunities of our young women stunted. We

cannot afford to have an ever increasing proportion of our children born

into families that are unprepared for them and unable to provide the

best of nuturance and support. We can and must do better.

On behalf of the Mayor and Baltimore City we applaud this Bill before you

today, and urge it be made even better and receive the full support of

this Committee.

As Kenneth Keniston and the Carniege Council on Children have written:

Our society needs the best adults we can make, adults who are caring,

resourceful, moral, whole, and physically healthy. When we fail to

support the development of the next generation and of the families

that nurture them we deprive ourselves and the nation of a part of

our children's potential. Children who lose a sense of a decent

future are likely to become dispirited, angry, withdrawn, and outraged.

(All Our Children, pp. 215-16)
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NATIONAL CONFERENCE

OF CATHOLIC CHARITIES
OFFICE OF THE EXECUTIVE DIRECTOR

1344 Comme-rIct.,7 Avgnus. N.W.. SUITE 307 • WASHINGTON. D.C. 10034 • (101) 735-1737

July 7, 1978

Honorable Paul G. Rogers, Chairman
Subcommittee on Health and the Environment
2415 Rayburn House Office Building
Washington, D. C. 20515

Dear Mr. Rogers:

EPISCOPAL LIAISON
THE MOST REVEREND

TIMOTHY J. HARRINGTON. D D

PRESIDENT
REV. DONALD F. Dunsm

FIRST VICE PRESIDENT
DK HELEN MCDANIEL

SECRETARY
MIR HAROLD K. COYLE

TREASURER
MR. EDWARD A. GALLAGHER

EXECUTIVE DIRECTOR
Rcv. L AAAAA CE J. CORCORAN

Because of scheduling difficulties we were not able to present oral testimony
to your Subcommittee on what we consider a very important piece of legislation --
the Adolescent Health Services, and Pregnancy Prevention Act of 1978. However,
we are glad to have this opportunity to share with you our comments on this
bill, based on our long history of service to unmarried mothers of whatever age.
We ask that our statement be included in the hearing record.

As our enclosed statement points out: "Adolescent pregnancy, as a consequence
of acting out sexuality, needs to be assessed in a social context. The origin
of the problematic behavior is rooted in the families of the children, in a high
proportion of cases." However, the legislation as drafted, seems to ignore,
perhaps unintentionally, the importance of the role which the family of origin
should rightfully have at this time of crisis. We have made several suggestions
which would strengthen the role of the family and we hope the Committee will be
able to accept these suggestions at its markup.

Also, we would like to call to your attention the tremendous contribution of family
service agencies and maternity homes in easing the burden for unmarried parents over
the years and we strongly recommend that these institutions be placed high on the
list of facilities eligible for grants to carry out the purposes of the act.

Sincerely,

fr
Mathew H. Ahmann
Associate Director for Governmental Relations
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Statement of the National Conference of Catholic Charities

on the Adolescent Health Services, Pregnancy Prevention Act

of 1978 (S. 2910/H.R. 12146) to the Senate Committee on Human

Resources and the House Subcommittee on Health (Interstate

and Foreign Commerce)

The National Conference of Catholic Charities has a deep concern for the

teenage mother and her child to whom services would be provided by the Adolescent

Health Services, Pregnancy Prevention Act of 1978, the legislation which is before

you now.

The adolescent pregnancy problem has been well documented for years, and

though we are aware that the problem has becone more urgent in the past decade,

the history of Catholic Charities involvement with the problem goes back 250 years

to a time when the Utsuline nuns came from France to New Orleans to establish a

refuge for women and orphans. At that time, as today, the object of Catholic

Charities was to serve the expectant mother as a whole person rather than just

treat a problem pregnancy. Accordingly, she was provided with counseling, shelter,

health care and training and education to make her economically independent. The

same services are offered to those in need today by the Catholic Charities Mbve-

nent through its 815 agencies, branch agencies and institutions. NCCC is the

largest non-profit human service organization serving the American people today

and in 1976 (latest figures available) provided services for 31,897 unwed mothers,

6,218 unwed fathers and maternity home care for 4,450 women.

The National Conference of Catholic Charities strongly supports the identifi-

cation of "adolescent initial and repeat pregnancies" today as a major social

problem in the United States. We agree that because of the serious negative conse-

quences to the individuals, families and communities involved, the magnitude of
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the problem, and the widespread geographical distribution of adolescent pregnancies

there is need for the federal goverment to give attention to it in a specialized

program, with investment of federal financial resources to enable communities in

their effort to contain or eliminate the problem or to mitigate the negative con-

sequences on the child, the adolescent parents and their families, when a pregnancy

has not been or cannot be prevented.

We agree with the findings on which the legislation is based and with the

intent of the legislation as stated in the bill. We do believe, however, that

some modifications in the wording in several places and the addition of a rela-

tively small nuMber of statements in the section on purpose, services and priori-

ties would strengthen the ability of the legislation to accomplish its purpose.

Findings and Purposes 

The fundamental problem is not the fact of unwise pregnancies leading to the

birth of children who have neither an adult father or mother to assume the parental

role, serious as this problem is. The fundamental Problem is the lack in the

contemporary American culture of objective behavioral norrs to guide the adoles-

cent, and of moral standards against which the adolescent and society can evaluate

the behavior, as well as the lack of environmental controls to afford protection

against destructive, impulsive behavior. The problem is exacerbated by the related

problem of breakdown in both family life and in parental assumption of responsi-

bility for children's behavior. In other words, we view early and irresponsible

engagement in sexual activities on the part of children, which is how many of

these adolescents ought to be classified, as damaging to them physically, emo-

tionally and spiritually whether or not such activity results in pregnancy. We

view it as harmful to the boy as much as to the girl and counterproductive to the

normal maturation process in adolescence. The acting out sexuality is the problem,

not merely the pregnancy which is only one of the negative consequences.
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Accordingly we would like to suggest the following changes in Sec. 2 (a),

Findings and Purposes:

From: (1) adolescents are at a high risk of unwanted pregnancy;

To: (1) adolescents and, increasingly, children in the early years of adoles-

cence are engaged in sexual activity that is damaging to them physically,

emotionally and morally and is counterproductive to the normal matura-

tion process in early adolescence. As one consequence, adolescents

are at a high risk of pregnancy;

Fru : (5) the probleus dradolescent pregnancy and parenthood are multiple and

complex and are best approached through a variety of integrated and

essential services:

To: (5) the problems of adolescent acting out sexuality, pregnancy and parent-

hood are multiple and complex and are frequently associated or rooted

in a problematical situation in the family. They are best approached

through a variety of integrated and essential services.

In (6) insert the phrase "nor their families" so that it would read:

(6) such services, including a wide array of educational and supportive

services, often are not available to the adolescents who need them,

nor to their families, or are available but fragmented and thus of

limited effectiveness in preventing pregnancies and future welfare

dependency;

Paragraphs (2) (3) (4) and (7) of this section would remain unchanged.

!CC accepts and deplores the findings in these sections -- the number of pregnant

adolescents (one million in 1975); the severe adverse health, social, and economic

consequences for both mother and Child; the evidence of repeat pregnancies and

the necessity for a federal policy to develop appropriate health, educational

and social services where they are lacking.
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USES OF GRANT

We note that the funds provided under this Act may be used by grantees to

(1) link services to prevent initial and repeat pregnancies and to assist adoles-

cents to become independent and productive; (2) to identify and provide access to

other services; (3) to supplement services not adequate in the community; (4) to

plan for administration and cooperation of services; (5) to provide technical

assistance and (6) training.

Adolescent pregnancy, as a consequence of acting out sexuality, needs to be

assessed in a social context. The origin of the problematic behavior is rooted

in the families of the children, in a high proportion of cases. Siblings of the

pregnant adolescent and of the putative father are very often and predictably apt

to follow the same pattern of behavior.

As drafted, the program proposed appears to address neither of these factors

although we recognize this omission was not the intent of the framers of the legis-

lation. The bill appears to subsume the inevitability of continuing, widespread

sexual activity in children and seeks to control one single consequence. It fails

to address any services to the parents and the families of origin of the children

involved. The only reference to the family is to authorize fixing fees in relation

to the ability and willingness to pay the costs of service to the adolescent.

We would suggest, then, that Sec. 102 (a)(1)(A), which now reads:

"prevent unwanted initial and repeat pregnancies among adoeiscents;"

be expanded to read:

"assist adolescents to develop a better understanding of the meaning

of sex in human life and to change destructive acting out sexual

behavior and prevent initial and repeat pregnancies."

We would also suggest adding to this section another service to become

102 (a)(1)(C):
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"assist families in which there is a pregnant adolescent and/or an

adolescent and siblings at high risk to resolve the problems asso-

ciated with, or causative of, the behavior."

We are also concerned that the major purpose of the bill appears not to be

to provide services but to support projects that will help communities coordinate

existing programs. In fact, in this bill federal support of services would be

limited to 50% of the grant. NCCC does not concur that the major administrative

problem is failure to "coordinate." The major problem is the complete lack of

services in some communities, insufficient services in other communities or

inaccessibility to services in neighborhoods or areas where they are needed most.

We agree that coordination of services is an important objective but such coordi-

nation can be achieved by properly following the priorities listed in Sec. 103,

(a)(3) without fixing a funding limit in the legislation. Sec. 102 (e) makes the

provision that no more than 50% be spent on services and we would therefore

recommend this section be struck.

Priorities, Amounts and Duration of Grants 

Family service agencies and maternity homes are the two institutions which

have historically carried the burden of service to unmarried parents in all age

groups and have consequently had their resources stretched beyond their capacity

to meet the demand for services. In many cornmunities they are the most competent

and knowledgeable resource and the one with credibility to serve Be the key

agency in establishing the network of coordinated services proposed in the legis-

lation. They should certainly come high on the list of facilities eligible for

grants to carry out the purposes of this legislation and their services should

be made available not only to the adolescent but to the families of these children

as well.
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We would suggest that the phrase "and their families" be added to the end

of Sec. 103 (a)(3). And in Sec. 103 (a)(4),which lists the types of facilities

which shall have priority for grants, we suggest the following langauge be added:

...maternity homes which do or can be equipped to provide comprehensive

services to pregnant adolescents and agencies serving families, youth

and children with established programs in this area of service.

Requirement for Grant Approval 

One of the objectives of the bill as stated in the short title is "to provide

care to pregnant adolescents." Since the origin of the problem is frequently in

the social environment, the priorities should lead off with family and parent-

child counseling in order to strengthen the families of origin and to get at the

causes of the behavior and provide potential for growth and change. The family is

at a point of crisis when the pregnancy is discovered and it is at this point that

it is most amenable and open to professional help.

This rationale applies also to achieving another objective of the bill, "to

help adolescents become productive independent contributors to family and community

life." This will also require family centered social services as well as direct

health and educational services to the adolescent.

We believe these objectives would be better attained with some additional

language in Sec. 104 (a)(5). This section lists the core services as (A) family

planning services; (B) health and mental counseling; (C) vocational counseling;

(0) educational services; (E) primary and preventive health services; (F) nutri-

tional services, information and counseling. We suggest adding a new "(B)" to

read: "Family and parental counseling." The succeeding paragraphs should then

be designated (C) through (G).

Although the problem is identified in the bill as a serious and widespread

one, the funding is established at a figure that is little more than a token in



view of the costs of service and the numbers of families and individuals involved.

For instance, in most cases, one adolescent pregnancy may involve seven people --

the baby, the teenage mother, the teenage father and the four parents of the

teenagers.

Because of the number of people involved and because of the kinds of services

provided, we believe the proposed program would be best administered by the Office

of the Assistant Secretary for Human Development in HEW rather than in an office

whose primary concern is in the health field.

In conclusion we wish to commend the Administration and the Congress for

giving attention to this growing national problem and for its efforts to find a

solution. The National Conference of Catholic Charities supports you in these

efforts and we feel that the amendments we have suggested will strengthen the

legislation so that the program can better net its objectives.

[Whereupon at 5:15 p.m. the subcommittee was adjourned.]
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