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Pregnancy in Adolescence

In this. issue- of THE JOURNAL, Spitz et al' examine child-

“bearing rates for US teenagers in the decade of the 1980s. The

authors wisely divide these data into 5-year periods. To have
done otherwise would have been misleading, for these rates

proveto have been mercurial: stable from 1980 to 1985, mark-

_edly increased for 1985 to0.1990. An analysis of more recent
Jatriows rates dectintng 1w 1991 to 19927 Accordingly,

before attributing meaning to these data, one must take a

"Jonger view. In'the 1970s, birth rates among adolescents

declined sharply, probably owing to the legalization and avail-

ability of abortion; ons that are not clear

then leveled off until 198 r
~To 17-year-olds. 3
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See also p 989.

Using as the denominator the numbers of sexually active
adolescent girls rather than ail those in a given age cohort is an
important aspect of the report. Although it is intuitively obvi-
ous, not all studies make this distinetion, which results inanun-
derestimate of the dependent variable. Unfortunately, another
more subtle refinement of risk is not reported because of the
obvious difficulty in determining timing and frequency of in-
tercourse. This is a particularly important issue for young ado-
lescents whose sexual activity is sporadic.*

Biological factors also affect outcome rates. For example,
.wﬂg%wwmwmmche
have lower fe Wing to their lower numbers of ovula-
tory cycles in comparison to older adolescents. Younger ado-
Jescents also have higher rates of spontaneous abortion and
stillbirth, neither of which is addressed in this report.

A particularly interesting finding is the decline in legal abor-
tions among sexually active adolescent girls over the course of

the 1980s. This finding may be interpreted in a number of ways.
Since marriage rates are not given, this decrease may represent
an increase in adolescents’ choosing to deliver their babies be-
cause of marriage. Changing attitudes toward out-of-wedlock
parenthood and decreasing access to, or availability of, physi-
cians who provide abortions are alternate explanations. There
is actually evidence of an enormous increase in births to unmar-
ried adolescents, from less than 15% of all births in this age group
in 1960 to nearly 65% by 1988 %#31 The complex reasons for this
include changing societal attitudes. toward out-of-wedlock
births and improved support in schools for pregnant teenagers,
as well as the increasing difficulty for adolescent fathers to find
jobs and support families. The availability of abortion services
clearly decreased over the course of the 1980s. It is estimated
that 83% of counties had no providers of abortion services.’

Ethnic differences in attitudes toward marriage and abor-
tion have been reported, and so racial differences in pregnancy,
abortion, and birth rates are to be expected. Indeed, birthrates
for blacks were twice those of white adolescents in the study
by Spitz et al.! It is unfortunate that data for Hispanic ado-
lescents were not available until the end of the decade.

“A parallel trend in the rates of sexually transmitted dis-
eases (STDs) among adolescents during the 1980s suggests

sexual activity but lower rates of pregnancy and STDs than
ours® suggest some of these. Failure to provide age-appro riate

From the Division of Adolescent Medicine, Stanford University Schooi of Medicine.
Palo Alto. Calif.

Reorints: tris F. Litt, MD. Diision of Adolescent Medicine. Stanford University

School of Medicine, 750 Welch Rd. Suite 325. Paio Alto, CA 34304.
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that sexually active teenagers were not using effective birth
control methods, including condoms. Here too, however, there
were ethnic, gender, and age differences. For example, the
rates of syphilis among 15- to 19-year-olds doubled from 1985
to 1990, with the greatest increase seen in women and African
Americans. This recent rise in STD rates has been attributed
to an increase in exchange of sex for drugs and in “survival”
sex among the increasing numbers of homeless youth.

Multiple factors are responsible for the high rates of preg
nancy and childbearing among adolescents. Compa risons wi

ther developed ¢ ies Wit ighra

education, both in home and in school limited accesstoe

ess to ef] _
birth contr: thods and to sys of care tha itor.and |.
1t sexual decision making, presentation of sex irrespon:
n the a_3 ert 3 all ed.ash

adolescent pregnancy.
The solutions to the problem of adolescent pregnancy re-
main elusive. Research on effective pregnancy prevention
has yielded inconsistent results. Accordingly, we continue to
rely on common sense. Clearly, just as the problem is mul-
tifactorial, the solution must involve many levels: family,
schools, religious and community organizations, government,
the media, and physicians. And the ultimate solution will most
likely involve changes in societal values regarding sexual
activity and in the priority we give to adolescents’ problems.
Three potential levels of intervention are needed. The first is
the need to postpone initiation of sexual experimentation until
psychosocial maturity guides protective behaviors. This is not
as difficult a goal as it may appear, as its foundation is laid within
those early childhood experiences of both boys and girlsthat can
enhance self-esteem, promote intrafamilial communication, and
model nonexploitive interactions and respect between the
sexes. While family and community are key at this level. the pri-
mary care provider can play a role through anticipatory guid-
ance beginning in the first decade of life. The second level in-
cludes preparation for first (and subsequent) intercourse by
counseling about appropriate methods that protect against both
pregnancy and STDs. Open communication within the family to
enhance a young woman’s self-esteem and self-confidence in
communicating with a sexual partner is critical,” as is accurate
information provided by physicians. The third level involvesim-
proved access to protective methods. Measures that reduce the
obstacles to teenagers’ receiving reproductive care, such as es-
tablishing school-based clinics, providing universal health insur-
ance, and improving training of providers in adolescent health,
are necessary to achieve this goal. :
Iris F. Litt, MD
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Pregnancy, Abortion, and Birth Rates
Among US Adolescents—,—1 080, 1985,

and 1990

MPH: Petr Velebil, MD, PhD; Lisa M. Koonin, MN, MPH; Lilo T. Strauss, MA; Karyn A. Goodman;

Objective.—To analyze pregnancy, abortion, and birth rates amang US adoles-
cent girls in 1980, 1985, and 1890, .

Design.—Retrospective analysis of trends in data on pregnancies, abortions,
and births.

Population.—US adolescent girls aged .13 t0.19 years.

Main Outcome Measures.—Pregnancy, abortion, and birth rates (with and
without -adjustment for sexual experience) among teenaged girls aged 13 to 19
years and girls under 15 years.

Results.—Although pregnancy rates among all teenaged girls 15 to 18yearsold

remained fairy stabie from 1980 to 1985, they increased by 9% during the last half
of the decade, totaling 95.9 pregnancies per 1000 teenaged girls 15to 18 years old
by 1990. Because ratés af sexual experience Increased even faster, pregnancy
ratag among sexually experienced tesns aged 1510 19 actually declined between

. 1980 and 1990 by approximately 8%. Abortion rales among these teens remained
stable during the 1980s, with 35.8 and 36.0 abortions per 1000 in 1980 and 1990,

respectively. As with overall pregnancy rates, abortion rates among these sexually
experienced teenaged girls daclined during the 1980s. Betwesn 1980 and 1985,
birth rates among teenaged girls aged 15 to 19 years declined by 4%, but they in-

creased by 18% during the latter half of the decade, totaling 59.9-births par 1000
in $990. Among these. sexually experienced teenagers, birth rates also dactined -

between 1980 and 1985 and then increased over the next 5 years. In 1890, preg-
nancies and abortions among girs younger than 15 years accounted for only 3%
of all'adolescent pregnancies and abortions. However, the numbaer of births among
these younger adolescents increased by 15% over the decade, In that age group,
trends in pregnancy, abortion, and birth rates over the decade were similar to those
for older teens. However, during the |ate 1980s, the abortion rate daclined and the

" pregnancy rate remained stable, resulting in a 26% increase in the birth rate.

qucluélons.-Despite efforts to reduce adolescent pregnancy in the United
States, pregnancy and birth rates for that group continue 10 be the highest among
develaped countries. Considering that 85% of adolescent pragnancies are unin-

tended, increased efforts to prevent these pregnaricies are warranted.
(JAMA. 1996.275:989-934)

From tha Qivision of Repraduclive Haalth, National Calif: Dr Velail s with tha Inshiute for he Care of
Centar loFChranie Diseaza Pravention and Healih Pra-  Mether and Child, Prague. Czoch Republic; Or winga
motion, Centers for Disgasa Control and Pravantion, ie with (he American Cancer Bociety, Allanta, Ga; ang

Allanta, Ga (Mss Spl. Keonin, Strauss, and Goodman
and Ore Valohi], Wingo, Morria, and Matke): snd the
Oivision of Vital Statislics; Nalional Center far Health
Staliatics, HyaRaville, Md (Mz Wilaon), Ms Gaadman is
now a medical studont at Stanford Univarsity, Pala Alto.

JAMA, April 3, 1886—Val 275, Na. 13

Ms Wilzon is with (he Division of Health Interview Sla-
tigtiez. National Caater lor Hesith Statslics,

. Reprinta: Alison M, Spitz, M3, MPH, Centere far Die-

gats Control and Preventien, Division of Reproductve
Haailh, 4770 Buferd Hwy. K<3S, Atanta, GA 30341:3724.

DESPITE EFFORTS to reduce adoles-
cent pregnancy in the United States, preg-
nancy and birth rates among US adoles-
centa were higher than those inmost other
developed countries in 1890.'Y Both the
public health impact and the societal and
individual costs of adolescent pregnancy
are well known.* The financial costs of
early adolescent childbearing are high,
and the human costs to young mothers
and their children are substantial.*4 Ado-
leacent mothers are less likely to com-
plete their educstion and are more likely
to have limited career and economic op-
portunities, to rely on welfare, and to have
failed iages and future unintended
pregnancies.*’# They algo are less likely
than. older women to have the skills
needed for parenting and have a higher
incidence of pregnancy-related complics-
tions, sich a5 hypertension, anemia, and
cephalopelvic disproportion.’ Infants born
to adolescent mothers, particularly girls
younger than 16 years, have a higher risk
of negative health outcomes, such ag pre-

‘maturity, low birth weight, and daa:a'i:h.lo

For editorial comment see p 1030.

This article updates an earlier report
that presented data through 1983 for
15- to 19-year-olds'* and presents preg-
nancy, abortion, and birth rates for girls
younger than 15 years. We examined
national trends in pregnency, abortion,
and birthrates for girls younger than 15
years and for teens aged 15 to 19 years
(divided {nto subgroups of those aged 15
to 17 and 18 to 19 years) separately be-
cauze of differences among these groups
in physical, social, and peychological de-
velopment.

Pregnancy Amang US Adolascente—Spitz et a




RET L I TSNS LYY LSRN AT S

G

Tabla 1.~Number and Parcentage of Abetions in
Salecied Ststes and Birtha Amang US Giris Aged
10 to 14 Years, by Single Years of Age, 1588°*

T —

Abortions, Births,
Age, ¥ No. (%) Ne. (%)
10 14 (0.6) 15{0.1)
1 ' 27(1.1) 38(0.39)
12 102 (4.3) 223 (2.)
13 483 (20.4) 1804 (17.0)
18 1737 (73.9) 8510 (80.4)
Tata! 2363 (100.0) 10568 (100.0)

$Apodion dala are from iha Natignal Center tar Heaith
Statisties (NCHS) and are raponad lrom 14 states: Cale-
rade, Ingiana. Kansas, Malne, Missour, Mamana, New
York, Oregon, Rhade Ieland, South Caroling, Tennes-
see, Ulah, Vermonl, and Virginia. Binh dala are alno
trom the NCHS. Tha data are for 1368 becauge (hatis
\he last yoar for which stalea repartad axact agas of qirls
oblaining abortions to the NCHS. Parcentagas do nat
total. 100.0 berause ot rounding.

Pregnancies, abortions, and births
among girls younger than 15 years clus-
ter around the ages of 13 and 14 years.
However, resesrchers have used a wide

" variety of denominators in csleulating

pregnaricy, abortion, and birth rates for
these girls.#1" One study used the entire
population of girls 10 to 14 years old as
the denominator end reported a preg-
nancy rate of 3.3 per 1000, whereas an-
other study for that same year uged only
girls aged 14 years 28 the denominator
and reported a pregnancy rate of 175
per 100017 The lack of a standard de-

nominator seriously limits our ability to .

compare pregnancy, abortion, and birth
trends from different sources and times.
Thus, we propose standardizing the ages
included in the denominator for calculat-
ing rates for girla younger than 15 years.

Finally, when examining trends in

- pregnancy, sbortion, and birth rates

among adolescents, we take into account
the changes in rates of sexual experi-
ance because they affect this population
at risk for pregnancy and childbearing.

METHODS
Pregnancies, Abortions, and Births
In our study, pregnancies were cal-

" culated as the sum of live births and

legal induced abortions among adoles-
cent girls 19 yeard old or younger. Be-
cause of inadequate reporting, estimates
of spontaneous abortions and stillbirths
were not included. Abortiona were cal-
culated as the national estimate of in-
duced abortions among adolescents 19
years old or younger, Births refertothe
number of live births among adolescents
aged 10 to 19 years.

Data Sources

The number of induced abortions
among sdolescents was based on data
compiled annually by the Centers for
Disease Control and Prevention (CDC)
as part of their ongoing abortion sur-
veillance system of the 50 states, New
York City, and the District of Colum-

990 JAMA, Apri 3, 1986—Vol 275, No. 13
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Table 2.--Percantaga of Adolescant Sirls Who Had

P.3

Evar Had Sexual \ntercourse, by Race and Age GroLp,

Unlled States, 1982, 1984, and 1880°
Saxually Exparlanced Adclescent Glris,
% (95% Confldencs interval)
Race Age Group, ¥ [ 1902 1983 1990 '
At <13 8.5(7.2-9.0) 8.4 (6.8-10.0) B.4 (8.8-10.0)
18.19 45.8 (42.8-51.0) 52,9 (49,5-56.3) 4.9 (50.4-53.5)
1517 32.2 (27.6-36.8) 38.3 (33.5-42.0) 41.0 (34.8-47.0)
18-18 4.1 (56.1-70.0) 73.9 (98.9-78.8) 74.4 (68.7-80.2)
White 16-18 44.9 (40.4-48.5) 52,1 (48.2-56.0) 33.0 (47.6-58.5)
1547 30.1 (25,0-35.2) 35,8 (30.0-41.6) 38,8 (31.4-46.2)
1818 81.5 (54.7-68.3) 74.3 (69.0-79.9) 79,6 (67.4-79.8)
Black 15-19 50.0 (53.2:84.7) 80.2 (54.2-66.1) 89.8 (61.3-77.7)
1517 44.1 (35.4-52.7) 50.4 (41.8-55.0) 58.5 (46.7-86.2)
18-18 78.5 (72.7-86.3) 75.7 (86.0-85.4) 83.2 (74.3-92.1)

*The dala ar frem the Natlonal Surveys of Family Growth (NSFG) for 1862 and 1988 and from the NSFG
Taiephane Reinterview for 1890 excent for gids under 1§ years, lor whom we usad the 1988 NSFG.

) {inctudes races athar than whita or biack.

bia.}#® In 1969, the CDC began abortion
gurveillance to document the number
and characteristics of women obtaining
legal induced abortions and to assist ef-
forts to identify and reduce preventable
csuses of morbidity and mortality assc-
ciated with abortions. Abortion data in
this report were based ondata provided
by state health agencies to the CDC.
The total mumber of legal induced abor-
tions was available from all reporting
areas for each study year. However, not
all of these areas collected information
on the age of the women who obtained

abortions (no abortion data by age were'

available for 10 states for 1980, 13 states

for 1985, and 10 states for 1990)."%%

To obtain estimates for states with
missing age-specific sbortion data in any
study year, we made assumptions about
the data based on a standard comparison.
The standard was either the neighboring
state with the closest populstion and fer-

-tility characteristics or, if the character-

iatics of the neighboring states were dis-
similar, the aggregate of data for all states
that reported corresponding age-specific
data. Additionel details on our methods
for estimating age-specific abortion data
are gvailsble from the corresporiding su-
thor (A.M.S.) upon written request.

In those areas that reported age, we
ssgured that women with unknown ages
followed the ags distribution’of women
with known ages for that state (ages
usually are unknown in fewer than 5%
of sll abortions).

The number of states with incomplete
reported dats on abortions according to
race 2nd ethnicity was too large to make
reasonable national estimates of sbor-
tion for these categories. Therefore, we
do not present pregnancy data by race
or Higpanic ethnicity. _

We obtained information on the nufn-
ber of birtha by the age and race of the
roother from the National Center for
Kealth Statisties (unpublished data, 1880,

1985, and 1990). Data were available for
births by age and ethnicity for 1980; how-
ever, data for births among Hispanic ado-
lescents were available for only a limited
number of states for 1980 and 1986.

Rates -

For teenaged girls aged 15 to 19 years,
all rates were caleulated per 1000 teens in
the specific age group (15 through 19, 15
through 17, and 18 through 19 years). For
girls younger than 15 years, to determine
the appropriate ages to include in the de-
nominator for rate calculations we exam-
ined the percentages of girls 10to 14 years
old who gave birth or had a legal induced
abortion for each single year of age. To
egtimate the national single-year-of-age
distribution of abortions in that group, we
used dats on 297 300 abortiond performed
in the 14 states that reported exact age in
19882 the most recent year for which
exact age data were available (Table 1).
Becauge 97% of births and 84% of abar-
tions among girls younger tban 15 years
occurred atb age 18 or 14 years, we deter-
mined these ages to be the most appro-
priate for the denominator. Therefore, all
rates calculated for girls younger than 15
years of age in this report are per 1000
girls 18 and 14 years old.

All rates are based on unrounded
numbers.

Population Estimatea /\

We based estimates of the total popu-
lation of US adolescent girls aged 18 and
14, 16 to 19, 15to 17,and 18 10 19 years
on census data for 1980 and 1990 and
intercensal estimatea for 1985 reported
by the Bureau of the Census.®

Estimates of Sexual Experlence

We derived estimates of sexual ex-
perience from data collected in the Na-
tional Survey of Family Growth (NSFQ@)
for 1982 and 1988 and the 1990 NSFG
Telephone Reinterview (Table 2). The

Prognancy Among US Adolescenta—Spiz ot al
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_ NSFG, 2 national household ;':robabil‘lty

survey, collected data on 1888 teenaged
girls aged 16 through 13 years in 1982,
1252 in 1988, and 743 in 1990; and data
on 7969 women aged 16 through 44 years
in 1982, 8500 in 1988, and 5686 in 1990Q.
Respondents were chosen to be repre-
sentative of US women of reproductive
age. The 1980 sexual experience esti-
mates were based on 1982 NSFG dats,
and the 1985 estimates were computed
by straight-line interpolation between
the 1982 and 1988 NSF'G estimates. For

. teenagers 15 to 19 years old, the 1980

NSFG Telephone Reinterview dats
were used directly for computing the
1990 estimate.

The 1982 NSFG estimates of sexual
experience for teenagers 18 to 19 years
old were based on the percentage of
teenaged girls who were 15 to 19 years
old on the date of interview and who
reported having had sexual intercourse
by that date. In the 1988 and 1990
NSFGs, estimates of sexual experience
were obtained by calculating the per-
centage of women who were 15 to 19
years old at the midpoint of the inter-
viewing period and reported having had
gexual intercourse by that date.

Because girls younger than 15 years
were not surveyed in the NSFG, we
estimated sexual experience rates for

" these girls by single year on the basis of

recall data on age at first intercourse for
sexually experienced respondents who
were 15 to 19 years old in the NSFG
study year. For girls younger than 15
years, the 1990 estimate was based on
1988 NSFG data becsuse there were too
few respondents in this age group in the
1990 telephone reinterviews to compute
reliable eatimates of age at first inter-
couree. Sexual experience estimates by
race were calculated for 15- to 19-year-
olds but not for girls younger thar 15
years, because the number of girls in
gpecifi¢ racial subgroups was too small
to compute reliable estimates.

To estimaté pregnancy, abortion, and
birth rates for sexually experienced ado-
lescents, we adjusted the denominator to
include only those in & partieular age group
who reported ever having had sexusl in-
tercourse. To estimate pregnancy, abor-
tion, and birth rates for sdxually experi-
enced girls younger than 15 years, we

. adjusted the denominator by using &

weighted average of sexual experience
rates for girls 13 and 14 years of age.

RESULTS
Pregnancies

Pregnancy rates among 15-to 19-year-.

old teenagersa remained fairly gtable from
1980 to 1985 but increased by 9% during
the last half of the decade, reaching 95.9

JAMA, April 3. 1996—Vo! 275, No. 13
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Table 3.—Pragnancy Rates and Number of Prognancies Among All Adolesent Glrla and Sexually

Exparienced Adolescant GIrig, by Age Group. United Statea, 1960. 1885, and 1950
Pregnancy Rate

Group of [ 1
Adatoscent Girla Age Group, ¥ 1880 16885 1990
All <15 6.3 e.9 71
15-19 88.8 97.7 95.9
1517 575 57.0 8a.8
. 18-19 133.1 131.9 138.3
Sexually axperienced <15 782 82.1 84.8
15-18 1808.3 175.8 174.6
15-17 178.8 181.7 133.2

18-19 207.7 191.3 1868

Ng. of Pregnanclea

[ 1

1984 1885 1
<15 22852 24609 22928
15-19 924769 804968 835230

H .

*Rateg are par 1000 teenaged girs axcept rates lor girls under 15 yea, which arg par 1000 g_lrla 13 and 14 years

old. AN rates are basad on unrounded numbers,

Table 4.—Abortion Rates and Numbar of Abortiana Among All Adolescent Ging and Saxually Exparanced

Adeloscant Girls, by Age Group, United Statas, 1080, 1985, and 1880
Abertlan Rate '

Group of — g -
Adoleacent Qlrls Age Group, ¥ 1980 15485 199Q
Al <i5 35 : 4.1 35
15-18 35.8 368 : 36.0
1817 25.0 26.0 253
18-19 51.0 52.3 4.7
Sexvally axperienced <18 41.2 49,0 T
1518 76.3 737 65.5
1517 i 737 81.7
1819 79.6 75.9 66.8
No. af Abartions
(g I 1
1960 1885 1990
<1§ 12683 14388 11271
15-19 372 608 337382 213404

sRatee aro par 1000 taenaged gira except rales ler girls Under 15 years, which are per 1000 girls 13 and 14 years

old. Al rates are based on unrounded numbers.

pregnancies per 1000 teenaged girls 15
to 19 years old by 1990 (Table 3). Be-
tween 1985 and 1990, pregnancy rates
increaged both among teens 15 to 17
years old and those 18 to 19 years old.
In sll atudy years, the pregnancy rste
for 18- to 19-year-old teens was more
than twice the rate for younger teens.
With the increase in the pregnancy rate,
there waa an overall decline in the ac-
tual number of pregnancies among these
teenagers, primarily due to the decline
in the population of adolescent girls 15
to 19 years old from 1980 to 1990 (104
million in 1980, 9.2 million in 1985, and
8.7 million in 1990).

In 1990, pregnancies among girls
younger than 15 yeaxs accounted forap-
proximately 8% of all adolescent preg-
nancies.'® In 1990, the pregnancy rate
was 7.1 per 1000 gixls 13 and 14 years
old (Table 3). From 1980 to 1990, the
pregnancy rate in that group increased
by 139 (10% between 1980 and 1985 and
3% between 1985 and 1990).

In genersl, rates of gexugl experience
for 15-to 19-year-olds increased between
1982 and 1990 (Table 2). However, dit-
ferences in these rates should be inter-
preted with caution because of the gen-
erally small sample sizes.

In contrast to overall rates, pregnancy
rates among sexually experienced teens
aged 15t0 19 declined between 1980 and
1990 by approximately 8%, mostly dur-
ing the period 1980 to 1986 (Table ).
The decline among 15 to 17-year-olds
(178.6 to 158.2) was greater than among
teensaged 18to 19 years (207.70 185.9).

The percentage of 13-and 14-year-old
girls who reported being sexually ex-
perienced did not change significantly
between 1980 snd 1890. In 1990, the
pregnsncy rate for'girls younger than
15 years was 84.8 per 1000 compared
with 74.2 per 1000 in 1880 (Table 3).

Abortlons
Rates of abortions among all teenag-
ers 15 to 19 years old remained stable

Pragnancy Among US Adolescente—Spitz et al ]
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i Table S.—ifh Rates and Number of Biths Among All Adolescent Girs and Sexualy Exparioncad  rates for both groups increased substan-
Adolescent Giftz, by Race/Elhniclty and Aga Group, United Stales, 1980, 1985, and 1830° tially during the latter part of the de-
No. of Births cade. Similar patterns were noted for
, r 1 whiteand blackteenagers 15 to 17 years
Raca/Ethniclty Age Group, ¥ 1380 1983 1880 414 and 18 to 19 years old. For each of
: Al adolescent glrls the study years, for teens in that age
. All ragest <15 28 EX] 3.6 gToup, biith rates for black teens we%-e
1518 510 51.0 588 approximately two times those for white
1817 325 3o 375 teens. For 1990, the only year with com-
, 1819 ga.! 796 886 plate data for Hispanics, birth rates for
‘ While <1s 14 14 19 Hispanic teenagers were lower than
| 1518 a54 483 89  those for blacks and higher than those
‘ i 1517 255 244 295  for whites in each age group.
! . ‘ 1819 73.2 704 78.0 I 1990, the birthrate for girls younger
I Black <15 104 107 72> then 15 years was 3,6 per 1000 girls 13
' B 15-18 s 354 725 . and 14 yearaold (Table 5). In contrastto
| : 517 728 Y f2a the minimal change in sbortion rates,
1 err s 1324 Tsao  Dirthrates in that group increased sub-
. vrp— = — — 2 st;nhally-—by 30% from 1980 to 1930—
T g S TS - iR -with most of this increase occwrring.in
S : — e %5 the latter half of the decada, For eachof
. the study yesrs, for girls younger than
Sexually axperianced adolascant m; = 21 year:z., birthrates fo-r l.ﬂa'd( giﬂs were
. g f <t5 130 a « 2pproximately seyen timea those for
- 15.19 113.0 1021 109.1 white girls (Table 5). .
! - = o o Among sexually experienced teenag-
- : . S sarg 15 to 19 years old, birth rates de-
. 1619 1281 1184 1181 clined between 1980 and 1985 and then
While 15-18 101.0 B9.2 953  {nereased overthe next 5 years, totaling
1617 i 740 760 109.1 births per 1000 teenaged girls 15
18-18 118.1 103.8 1059 to 19 years old in 1990.
Black 1519 168.0 160.3 1682.1 Among sexually experienced white
1617 184.5 1469 Tess - and blackteenagersaged 150 19 years, -
18.19 189.7 ~170.8 835  there was an overall decline in birth
_ ; No. rates between 1980 and 1990. In thege
( — ; 1 groups, & large decline was cbserved
. Birtha 1880 1988 1990 petween 1980 and 1985, followed by an
Saxvally expernienced adaleseants <15 10169 10320 11857 ' {ncrease between 1985 and 1890.
15-19 552181 487 485 521826 As with the pregnancy rate for sexu-

~pgien are per 1000 tasnaged girla axcop! rates lor girls under 15'yaars. which are por 1000 girla 13 and 14 years-

ald. All rates aro baged on unrounded numbars.
tincludes races ather than white of black.

$0Dala ara avsilabio for Higpanic binths for all slatas and the-Disirct of Columbila for ail adoleseent gids only for

1860, Hispanics ¢an he of any race.

during the 1980s, with 35.8-abortions
per 1000 teenaged girls 15 to I9 years
old in 1980 and 36.0 sbortions in 1950
(Table 4). Like pregnancy rates, sbor-
tion rates among teens 18 to 19 years old
were sbout twice the rates among teens
15 to 17 years old. Between 1980 and
1990, the overall number of sbortions
among these teenagers declined by 16%.

In 1990 the abortion rate"smong giris

" younger thsn 16 years wss 3.5 per 1000

girls 13 and 14 years old (Table 4). Abor-
tion rates among these girls increased
by only 1% over thé¢ decade (before
rounding) because a gharp increase of
169 from 1980 to 1985 was reversed by
a decline from 1938 to 1890. .
Whereag abortion rates among sll
teenagers aged 15 to 19 years remained
gtable, abortion rates among these sexu-
glly experienced teenagers declined dur-
{ng the 1980s. The greatest decline was
among the 16- to 17-year-olds. In con-
trast, the abortion rate for sexually ex-
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perienced girls younger than 15 years
was approximately the same st the be-

ginning and end of the decade (Table 4)._

Births .

Birth rates among teenagers 15 to 19
years old declined by 4% between 1980
. and 1985, but they increased by 18% be-
-tween 1885 and 1990, reaching 58.9 births
per 1000 teenaged girls 16 to 19 years old
in 1890 (Table 5). Although the greatest
. percentage increase in birth rates oe-
curred between 1985 and 1990 among
teens 15 to 17 years old, the birth rates for
teens aged 18 to 19 years old were consis-
tently more than twice as high as those
among younger adolescents. Between
1980 and 1920, the population of teenage
girls 16 to 19 years old declined by 16%,
but the actual number of births among 16~
to 19-year-olds declined by only 5%.
Between 1980 and 1985, birth rates
among white and black teenagers 15 to
19 years old declined slightly; however,

ally experienced girls younger than 15
years, the birth rate in thie group in-
creased (from 88.0 per 1000 girls 18 and
. 14 years old in 1980 to 48.1 per 1000 in

' 1990) (Table 5). .

COMMENT c :

. Between 1980 and 1990, pregnancy
and _birth rates smong teenagers 15 ta .
19 years old increased by about 8% and
18%, “respectively, whereas abortion
rates remainédfuirly stable. In contrest

“to the trends for all teenaged girls 15 to
19 years old, pregnancy and abortion -
rates for sexually experienced teens 15
to 19 years old declined by about 8% and
14%, respectively, between 1980 and
1990. Birth rates for sexually experi-
enced teenagers aged 15 to 19 years
declined only slightly becsuse the de-
cline in abortions was proportionately

- larger than the decline {n the number of
pregnancies, ' .

. Between 1980 and 1980, pregnancy
-and birth rate trends for girls younger
than 16 years were similar to those for
older adolescents; pregnancy and birth
rates increased (by 18% and 30%, re-
spectively), and there was a slight in-
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crease in the ahortion rate (1%). How-
ever, during the second half of the
decade, the abortion rate among girls
younger than 15 years declined by 18%
while the pregnancy rate remained
nearly stable, resulting in a large in-

. crease in the bitth rate (26%) during the

decade in which the US Public Health
Service had set a national goal ta elimi-
nate births among girls aged 14 years or
younger by 1890.2 '

Tofocusonthe magmhudé ofthe prob- '

lem of teenaged pregnancy for those at
risk, we examined pregnancy, abortion,
and birth rates exclusively among thoge
adolescenta who reported ever having
had sexual intercourse. Examining preg-

naney rates among sexually experienced -

adolescents ahould provide more accu-

rate analyses for measuring the efficacy

of family planning programs that target
subgroups of adolescents at high risk
for pregnancy.! The importance of ex-
amining trends both for adolescants who
report being sexually experienced and
for all adolescents is illustrated both by

this report and by an earlier CDC study -
on teen pregnancy.’! Both studies pre-

sent contragting pregnancy trends for
sll teenagers and for sexually experi
enced teenagers 15 to 19 years old. In
the earlier study, we reported that be-
tween 1974 and 1980 the pregnancy rate
among all teens increased by 8.2%,

wheress the pregnancy rate among sexu- -

ally experienced teens declined by 5.7%.
Data from a larger sample would pro-
vide a more precige estimate of sexual
experience. Ideally, estimates of the
population of teens at the greatest risk
for pregnancy would include only those
who are currently sexually sctive; how=
ever, this information i8 not available
for each of the study years.

The decline in pregnancy rates among
gexually experienced teenagers 15 to 19
years old may be associated with the
increased use of contraceptives by teen-
agers during the 1580s. The proportion
of teens using contraception at first pre-
marital intercourse increased from 53%

during the period 1980 through 1982 to -

71% during the period 1983 through
1988.% Most of the increase in use at first
premarital intercourse wag due to an in~
cTease in condom uge from 28% to 55%.
During the latter part of the decade, the
birth rate among sexually experienced
teensinereased as abortionrates declined.
Furthermore, the increasing proportion
of sexually experienced teens suggests

that efforte st primary prevention (en--

cowraging sexusal abstinence) have not
been as effective on & population basis s8

needed®2; however, recent reports sug-.
_ geet that the increase in rates of sexual

experience that ocourred duringthe 1980s
slowed during the early 1990s.7
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Consideration of sexual experience is
even more critical for girls under 16 years.
Only 2 small raction of thege young girls
are sexually experienced, and theirs
activity tends to be sporadic and infre-
quent.! However, among gexually expe-
rienced girls younger than 15 years, more

than 8% (84.8 per 1000) becamne pregnant
in 1990, and sbout half of thase had alive
birth.

We used the population of girls 13 and
14 years of age as the denominator for
this analysis rather than the more com-
monly used 5-year group including girls
10 to 14 yeara old because the factors we
examined, such as when the girla gave
birth and when they had abortiens, in-
dicsted that the girls most at risk of

" pregnancy overwhelmingly were those
aged 13 and 14 years and were not dis-
tributed evenly across the 5-year age
group of 10 to 14 years. This narrower
age denominator is more appropriate
because it allows for the computation of
rates that reflect more accurately the
population at risk.

A teenaged girl's state of paychoso-
cial development ig an important deter-
minant of her behavior in choosing to be

- gbstinent or sexually active and in de-
eiding to use or not use contraception to
prevent pregnancy.®# Because adoles-
cents often deny (even to themselves)
that they are sexually active when in
fact they are, contraceptive compliance
is a special concern for this age group.®
Younger adolescents are less likely to
uge contraception at first intercourse
than older adolascents, and they are less
likely to use a contraceptive method con-
slatently thereafter.'s% Only 39% of ado-

' Jescent girle who had sexual intercourse
before their 15th birthday reported us-
ing contraception at first intercourse,
compared with 54% of teens who waited
to have intercourse until they were at
least 17 years of age.®

The estimated numbers and rates of
abortions, and hence of pregnancies, in

- our analyses are conservative for sev-
eral reasons. First, the number of legal
sbortions reported to the CDC is prob-
ably lower than the number actually per-

. formed. Estimates provided by public

health agencies often are lower by about
129 to 15% than those obtained by di-
rect surveys of abortion providers,’®®
but those obtained by direct surveys do

not supply data by age, race, or etlinic-

ity. Second, we did not include estimates
of the number of epantaneous ebortions
or stillbirths when computing pregnancy
rates. There is no reagon to believe that
the propartion of pregnancies resulting
in fets! loss varies from year to year or
by age among teenagers. Finally, these

data show pregnancy cutcomes by age-

at resolution; thus, for example, those

P.6

teens who had become pregnant at the
age of 19 years and had an induced abor-
tion or birth at 20 years would have
been excluded from this analysis.
National trends in adolescent preg-
nancy cannot be accurately assessed
without complete information on abor-
tion, aa approximately 40% of all preg-
fiancies among adolescents end in abor-
tions. Accurdte monitoring of pregnancy
trends requires complete reporting of
age, race, and Hispanic ethnicity from

_every state. We recommend, therefore,

that states eollect complete abortion data
that include information on age, race,
and Hispanic ethnicity. '

To reduce teen pregnancies, two ba-

gio types of approaches are needed: in-

terventions to delay the initiation of
gexual activity ameng adolescents and
interventions to prevent pregnancy
among adolescents who are sexually ac-
tive. Most evaluations of sex edueation
programs suggest a positive effect on

- delaying sexualinjtistion® Thereis evi-

dence that appropriate family planning
interventions for sexually sctive ado-
lescents may increase contraceptive use
amoiig both youths who attend school
and those who do not.®

Despite eimilar rates of gexual expe-
rience, rates of adolescent pregnancies

“and .births are higher in the United

States than.in other developed coun-
tries, and an estimated 95% of pregnan-
cies among adolescents are unin-
tended 3 Possible explanations include
the continued controversy regarding sex
education, the lack of access L0 contra-
ceptives, and the reluctance of the me-
dia to present sexual behavior in 8 re-
sponaible manner® N ational health
objectives for the year 2000 include re-
ducing the pregnancy rate for adoles-
cent girls aged 17 years or younger tono
more than 50 pregnancies per 1000.4
Even without including fetal losses, the
1990 rate for teens 15 to 17 years old is
about 26% higher than this goal. Con-
gidering theincrease in pregnancy rates
from 1985 to 1990 among teenagers 15
to 17 years old, substantially more ef-
forts are needéd to schieve this goal.
Unfortunately, the data from the 1980s
suggest that the public health goals for
the year 2000 are unlikely tobe achieved.

We thank Stephanie J. Venturs, AM, William
Mosher, PhD, and Kanneth D. Kachanek, MA, of
the Nationsl Center for Heslth Statkizkics, Centers
for Digesse Control and Prevention, for their valu-
able contr{butions to this study.
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Paternalism and welfare reform

DOUGLAS J. BESHAROV & KAREN N. GARDINER

FTER years of collective
denial, most politicians (and welfare policy makers) have fi-
nally acknowledged the link between unwed parenthood and
long-term welfare dependency, as well as a host of other so-
cial problems. But it is one thing to recognize the nature of
the problem and quite another to develop a realistic response
to it. For, truth be told, there has been a fair amount of
wishful thinking about what it takes to help these most disad-
vantaged parents become self-sufficient.

Young, unwed parents are extremely difficult to help. Be-
sides living in deeply impoverished neighborhoods with few
social (or familial) supports, many suffer severe educational
deficits and are beset by multiple personal problems, from
high levels of clinical depression to alcohol and drug abuse.
As a result, even richly funded programs have had little suc-
cess with these mothers; and they rarely, if ever, try to reach
the fathers.

The best remedy, of course, would be to prevent unwed

1
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parenthood in the first place. But, even if the number of out-
of-wedlock births were somehow reduced by half, there would
still be over 600,000 such births each vear. Thus social pro-
grams must do a much better job of improving the life pros-
pects of unwed mothers and their children (without, of course,
creating more incentives for them to become unwed mothers).
This will require de-emphasizing the voluntary approaches of
the past that have proven unsuccessful, and, in their place,
pursuing promising new policies that are more paternalistic.

Unwed mothers on welfare

In the last four decades, the proportion of American chil-
dren born out of wedlock has increased more than sevenfold,
from 4 percent in 1950 to 31 percent in 1993. In that year,
1.2 million children were born outside of marriage. These
children, and their mothers, comprise the bulk of long-term
welfare dependents.

Images of Murphy Brown notwithstanding, the vast major-
ity of out-of-wedlock births are to lower-income women: nearly
half are to women with annual family incomes below $10,000;
more than 70 percent are to women in families earning less
than $20,000. In addition, most unmarried mothers are young
(66 percent of all out-of-wedlock births were to 15- to 24-
year-olds in 1988), poorly educated (only 57 percent have a
high-school diploma), and unlikely to have work experience
(only 28 percent worked full time and an additional 8 percent
part time in 1990).

Consequently, most unwed mothers go on welfare. In Illi-
nois, for example, over 70 percent of all unwed mothers go on
welfare within five years of giving birth to a child. Nation-
wide, an unmarried woman who has a baby in her early twen-
ties is more than twice as likely to go on welfare within five
years than is a married teen mother (63 percent versus 26
percent). And, once on welfare, unwed mothers tend to stay
there. According to Harvard’s David Eliwood, who served as
one of President Clinton's chief welfare advisors, the average
never-married mother spends almost a decade on welfare, twice
as long as divorced mothers, the other major group on wel-
fare.

Unwed parenthood among teenagers is a particularly seri-
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ous problem. Between 1960 and 1993, the proportion of out-
of-wedlock births among teenagers rose from 15 percent to 71
percent, with the absolute number of out-of-wedlock births
rising from 89,000 to 369,000.

Teen mothers are now responsible for about 30 percent of
all out-of-wedlock births, but even this understates the impact
of unwed teen parenthood on the nation’s illegitimacy prob-
lem. Sixty percent of all out-of-wedlock births involve mothers
who had their first babies as teenagers.

Because so many unwed teen mothers have dropped out of
school and have poor earnings prospects in general, they are
even more likely to become long-term welfare recipients. Fami-
lies begun by teenagers (married or unmarried) account for
the majority of welfare expenditures in this country. Accord-
ing to Kristin Moore, executive director of Child Trends, Inc.,
59 percent of women currently receiving Aid to Families with
Dependent Children (AFDC) were 19 years old or younger
when they had their first child.

These realities have changed the face of welfare. In 1940,
shortly after AFDC was established as part of the Social Secu-
rity Act of 1935, about one-third of the children entering the
program were eligible because of a deceased parent, about
one-third because of an incapacitated parent, and about one-
third because of another reason for absence (including di-
vorce, separation, or no marriage tie). By 1961, the children
of widows accounted for only 7 percent of the caseload, while
those of divorced or separated and never-married mothers had
climbed to 39 percent and 20 percent, respectively. In 1993,
the children of never-married mothers made up the largest
proportion of the caseload, 55 percent, compared to children
of widows (1 percent) and divorced or separated parents (29
percent).

The face of welfare dependency has changed for many and
infinitely complex reasons. But there should be no denying
that the inability of most unwed mothers to earn as much as
their welfare package is a major reason why they go on wel-
fare—and stay there for so long. (A common route off welfare
is marriage, but that is a subject for another article.) Hence,
since the 1960s, most attempts to reduce welfare dependency
have focused on raising the earnings capacity of young moth-
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ers through a combination of educational and job-training ef-
forts. Given the faith Americans have in education as the
great social equalizer, this emphasis has been entirely under-
standable. However, the evaluations of three major demon-
stration projects serve as an unambiguous warning that a new
approach is needed.

Three demonstrations

Beginning in the late 1980s, three large-scale demonstra-
tion projects designed to reduce welfare dependency were
launched. Although the projects had somewhat different ap-
proaches, they all sought to foster self-sufficiency through a
roughly similar combination of education, training, various
health-related services, counseling, and, in two of the three,
family planning.

* New Chance tried to avert long-term welfare recipiency
by enhancing the “human capital” of young, welfare-depen-
dent mothers. Designed and evaluated by Manpower Demon-
stration Research Corporation (MDRC), the program targeted
those at especially high risk of long-term dependency: young
welfare recipients (ages 16 to 22) who had their first child as
a teenager and were also high-school dropouts. Its two-stage
program attempted to remedy the mothers’ severe educational
deficits—primarily through the provision of a Graduate Equiva-
lency Degree (GED) and building specific job-related skills.

* The Teen Parent Demonstration attempted to use educa-
tion and training services to increase the earnings potential of
teen mothers before patterns of dependency took root. Evalu-
ated by Mathematica Policy Research, the program required
all first-time teen mothers in Camden and Newark, New Jer-
sey, and the south side of Chicago, Illinois, to enroll when
they first applied for welfare. The program enforced its man-
date by punishing a mother’s truancy through a reduction in
her welfare grant.

* The Comprehensive Child Development Program (CCDP),
which is still operating, seeks to break patterns of
intergenerational poverty by providing an enriched develop-
mental experience for children and educational services to
their parents. A planned five-year intervention is designed to
enhance the intellectual, social, and physical development of
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children from age one until they enter school. Although not a
requirement for participation, the majority of families are
headed by single parents. The program, evaluated by Abt As-
sociates, also provides classes on parenting, reading, and basic
skills (including GED preparation), as well as other activities
to promote self-sufficiency.

These three projects represent a major effort to break the
cycle of poverty and to reduce welfare dependency. New
Chance involved 1,500 families at 16 sites and cost about
85,100 per participant for the first stage, $1,300 for the sec-
ond, and $2,500 for child care (for an 18-month total of about
$9,000 per participant). The Teen Parent Demonstration, in-
volving 2,700 families at three sites, was the least expensive at
$1,400 per participant per year. The most expensive is the
CCDP, which serves 2,200 families at 24 sites for $10,000 per
family per year. Since it is intended to follow families for five
years, the total cost is planned to be about $50,000 per fam-
ily. These costs are in addition to the standard welfare pack-
age, which averages about $8,300 per year for AFDC, food
stamps, and so forth.

All three projects served populations predominantly com-
prised of teen mothers and those who had been teens when
they first gave birth. The average age at first birth was 17 for
New Chance and Teen Parent Demonstration clients, while
half of the CCDP clients were in their teens when they first
gave birth. As the project evaluators soon found, this is an
extremely disadvantaged—and difficult to reach—population.
Over 60 percent of Teen Parent Demonstration and New
Chance clients grew up in families that had received AFDC at
some point in the past. If anything, early parenthood wors-
ened their financial situations. All Teen Parent Demonstration
clients, of course, were on welfare, as were 95 percent of
those in New Chance. The average annual income for CCDP
families was $5,000.

The mothers also suffered from substantial educational defi-
ciencies. Although most were in their late teens or early twen-
ties, few had high-school diplomas or GEDs. Many of those
still in school (in the Teen Parent Demonstration) were be-
hind by a grade. In New Chance and the Teen Parent Dem-
onstration, the average mother was reading at the eighth-grade
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level. Their connections to the labor market were tenuous at
best. Almost two-thirds of the New Chance participants had
not worked in the year prior to enroliment, and 60 percent
had never held a job for more than six months. Only half of
Teen Parent Demonstration mothers had ever had a job. These
young mothers also had a variety of emotional or personal
problems. About half of New Chance clients and about 40
percent of those in CCDP were diagnosed as suffering clinical
depression. The mothers also reported problems with drinking
and drug abuse. Many were physically abused by boyfriends.

Disappointing results

Besides the intensity of the intervention, what set these
three demonstrations apart from past efforts is that they were
rigorously evaluated using random assignment to treatment
and control groups. Random-assignment evaluations are espe-
cially important in this area because, at first glance, projects
like these often look successful. For example, one demonstra-
tion site announced that it was successful because half of its
clients had left welfare, and their earnings and rate of em-
ployment had both doubled. These results sound impressive,
but the relevant policy question is: What would have hap-
pened in the absence of the project? This is called the
“counterfactual,” and it is the essence of judging the worth of
a particular intervention.

Unfortunately, despite the effort expended, none of these
demonstrations came anywhere near achieving its goals. After
the intervention, the families in the control groups (which
received no special services, but often did receive services
outside of the demonstrations) were doing about as well, and
sometimes better, than those in the demonstrations. In other
words, the evaluations were unable to document any substan-
tial differences in the lives of the families served. Here is a
sample of their disappointing findings:

Welfare recipiency. All three evaluations were unanimous:
Participants were as likely to remain on welfare as those in
the control groups. Robert Granger, senior vice president of
MDRC, summed up the interim evaluation of New Chance:
“This program at this particular point has not made people
better off economically.” At the end of 18 months, 82 percent
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of New Chance clients were on welfare compared to 81 per-
cent of the control group. The Teen Parent Demonstration
mothers did not fare any better. After two years, 71 percent
were receiving AFDC, only slightly fewer than the control
group (72.5 percent). CCDP participants were actually 5 per-
cent more likely to have received welfare in the past year
than were those in the control group (66 percent versus 63
percent).

Earnings and work. Only the Teen Parent Demonstration
program saw any gains in employment. Its mothers were 12
percent more likely to be employed sometime during the two
years after the program began (48 percent of the treatment
group versus 43 percent of the control group) and, as a result,
averaged $23 per month more in income. In most cases, how-
ever, employment did not permanently end their welfare de-
pendency. Nearly one in three of those who left AFDC for
work returned within six months, 44 percent within a year,
and 65 percent within three years.

The other programs did not show even this small gain.
Fewer New Chance clients were employed during the evalua-
tion period than controls (43 percent versus 45 percent), in
part because they were in classes during some of the period.
Those who did work tended to work for a short time, usually
less than three months. Given the lower level of work, New
Chance clients had earned 25 percent less than the control
group at the time of the evaluation (81,366 versus $1,708 a
year). Only 29 percent of the CCDP mothers were working at
the time of the two-year evaluation, the same proportion as
the control group; there was no difference in the number of
hours worked per week, the wages earned per week, or the
number of months spent working.

Education and training. All three demonstrations were
relatively successful in enrolling mothers in education pro-
grams. Teen Parent Demonstration mothers were over 40 per-
cent more likely to be in school (41 percent versus 29 per-
cent), and about one-third of the CCDP clients were working
towards a degree, 78 percent more than the control group.

About three-quarters more New Chance participants re-
ceived their GED than their control-group counterparts (37
percent versus 21 percent). But the mothers’ receiving a GED
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did not seem to raise their employability—or functional lit-
eracy. The average reading level of the New Chance mothers
remained unchanged (eighth grade) and was identical to that
of the control group. This finding echoes those from evalua-
tions of other programs with similar goals, including the De-
partment of Education’s Even Start program. Jean Layzer,
senior associate at Abt Associates, concluded that, rather than
honing reading, writing, and math skills, GED classes tended
to focus on test-taking: “What people did was memorize what
they needed to know for the GED. They think that their goal
is the GED because they think it will get them a job. But it
won’t—it won't give them the skills to read an ad in the
newspaper.”

In this light, it is especially troubling that, while increasing
the number of GED recipients, New Chance seems to have
reduced the number of young mothers who actually finished
high school (6 percent versus 9 percent). According to one
evaluator, the projects may have legitimated a young mother's
opting for a GED rather than returning to high school.

Subsequent births. Although the young mothers in New
Chance and the Teen Parent Demonstration said they wanted
to delay or forego future childbearing, the majority experi-
enced a repeat pregnancy within the evaluation period, and
most opted to give birth. Mothers in one project spent only
1.5 hours on family planning, while they spent 54 hours in
another, with no discernible difference in impact. :

All New Chance sites offered family-planning classes and
life-skills courses that sought to empower women to take con-
trol of their fertility. Many also dispensed contraceptives. In
the Teen Parent Demonstration, the family-planning workshop
was mandatory. Despite these efforts, over 7 percent more
New Chance mothers experienced a pregnancy (57 percent
versus 53 percent). One-fourth of both Teen Parent Demon-
stration clients and the control group experienced a pregnancy
within one year; half of each group did so by the two-year
follow-up. Two-thirds of all pregnancies resulted in births.
Although it was hoped that the CCDP intervention would
reduce subsequent births, this was not an explicit goal of the
demonstration; nor was family planning a core service pro-
vided by the sites. But, again, there was no real difference
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between experimental and control groups: 30 percent of mothers
in both had had another birth by the two-year follow-up.

Maternal depression. Two of the projects, New Chance
and CCDP, attempted to lessen the high rates of clinical de-
pression among the mothers. All New Chance sites provided
mental-health services, most often through referrals to other
agencies (although the quality of such services differed by
site). Yet program participants were as likely as those in the
control group to be clinically depressed (44 percent). CCDP
clients likewise received mental-health services as needed. But,
again, there was no discernible impact. Two years into the
program, 42 percent of the mothers in both the program and
control groups were determined to be at risk of clinical de-
pression. Measures of self-esteem and the use of social sup-
ports also showed no differences.

Child development and child rearing. The CCDP sought
to prevent later educational failure by providing five years of
developmental, psychological, medical, and social services to a
group of children who entered the program as infants. Devel-
opmental screenings and assessments were compulsory for all
the children; those at risk of being developmentally delayed
were referred to intervention programs.

A major CCDP goal was to improve the ability of the par-
ents to nurture and educate their children. But, at the end of
the first two years, the evaluation found only scattered short-
term effects on measures of good parenting, such as time
spent with the child, the parent’s teaching skills, expectations
for the child’s success, attitudes about child rearing, and nur-
turing parent-child interactions. More disheartening, especially
given the success of other early intervention programs, CCDP
had small or no effect on the development of the children in
the program. Participating children scored slightly higher on a
test of cognitive development but about the same in terms of
social withdrawal, depression, aggression, or destructiveness.
They were only slightly more likely to have their immuniza-
tions up to date (88 percent versus 83 percent). CCDP'’s lack
of success may be explained by its approach to child develop-
ment (delivering about one hour per week of early childhood
education through in-home visits by case managers or, some-
times, early-childhood-development specialists), which did not
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focus large amounts of resources squarely on children.

All in all, it's a sad story. But what is most discouraging
about these results is that the projects, particularly New Chance
and CCDP, enjoyed high levels of funding, yet still seemed
unable to improve the lives of disadvantaged families. There
are several explanations for their poor performance: Many of
the project sites had no prior experience providing such a
complex set of services; some were poorly managed: and al-
most all were plagued with the problems that typically charac-
terize demonstration projects, such as slow start-ups, inexperi-
enced personnel, and high staff turnover. In addition, the
projects often chose the wrong objectives and tactics. For
example, most focused on helping the mothers obtain GEDs,
even in the face of accumulating evidence that the GED does
not increase employability. As for the two programs that at-

. tempted to reduce subsequent births, program staff tried to

walk a fine line between promoting the postponement of births
and not devaluing the women’s role as mothers. Their sessions
on family planning seemed to have emphasized that the moth-
ers should decide whether or not to have additional children—
rather than that they should avoid having another child until
they are self-sufficient.

But even such major weaknesses do not explain the dearth
of positive impacts across so many goals—and so many sites.
One would expect some signs of improvement in the treat-
ment group if the projects had at least been on the right
track. Hence, one is impelled to another explanation: The
underlying strategy may be wrong. Voluntary education and
job-training programs may simply be unable to help enough
unwed mothers escape long-term dependency.

From carrot to stick

Young mothers volunteered for both New Chance and the
CCDP; no one required that they participate. That level of
motivation should have given both projects an advantage in
helping them break patterns of dependency. As social workers
joke, you only need one social worker to change a light bulb,
but it helps to have a bulb that really wants to be changed.

In both New Chance and the CCDP, however, initial moti-
vation was not enough to overcome decades of personal, fam-



PATERNALISM AND WELFARE REFORM 1

ily, and neighborhood dysfunction. In relatively short order,
there was serious attrition. New Chance, for example, was
designed as a five-days-a-week, six-hours-a-day program. Yet,
over the first 18 months, the young mothers averaged only
298 hours of participation, a mere 13 percent of the time
available to them. CCDP experienced similar attrition. Al-
though clients were asked to make a five-year commitment to
the program, 35 percent quit after the end of the second vear
and 45 percent after the end of the fourth.

These dropout rates make all the more significant the Teen
Parent Demonstration’s success at enrolling non-volunteers.
Participation was mandatory for all first-time mothers and was
enforced through the threat of a reduction in welfare benefits
equal to the mother’s portion of the grant, about $160 per
month. When teen mothers first applied for welfare, they re-
ceived a notice telling them that they had to register for the
program and that nonparticipation would result in a financial
sanction. Registration involved a meeting with program staff
and a basic-skills test. Over 30 percent came to the program
after receiving this initial notice. Another 52 percent came in
after receiving a letter warning of a possible reduction of
their welfare grant.

The 18 percent who failed to respond to the second notice
saw their welfare checks cut. Of these, about one-third (6
percent of the total sample) eventually participated. As one
mother recounted, “The first time they sent me a letter, I
looked at it and threw it away. The second time, I looked at it
and threw it away again. And then they cut my check, and I
said ‘Uh, oh, I'd better go.” Thus sanctions brought in an
entire cohort of teen mothers—from the most motivated to
the least motivated and most troubled. For example, no ex-
ceptions were made for alcoholic and drug-addicted mothers.

Moreover, the Teen Parent Demonstration was able to keep
this population of non-volunteers participating at levels simi-
lar to the volunteers in New Chance and the CCDP. After
registration, the mothers were required to attend workshops,
high-school classes, and other education and training programs.
In any given month, participation averaged about 50 percent,
reaching a high of about 65 percent during the period when
the projects were fully operational. Sanctioning was not un-
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common: Almost two-thirds of the participants received for-
mal warnings, and 36 percent had their grants reduced for at
least one month.

More tough love

Voluntary educational and training programs can play an
important role in helping those welfare mothers (often older
and divorced) who want to improve their situations. But, by
themselves, they seem unable to motivate the majority of young,
unwed mothers to overcome their distressingly dysfunctional
situations. Mandatory approaches are attractive to the public
and to policy makers because they seem to do just that. In the
“learnfare” component of Ohio’s Learning, Earning, and
Parenting Program (LEAP), AFDC recipients who were under
the age of 20 and did not have a high-school diploma or GED
were required to attend school. Those who failed to attend
school or did not attend an initial assessment interview had
their welfare grant reduced by $62 per month. This penalty
continued until the mother complied with the program’s rules.
Conversely, those who attended school regularly got a $62 per
month bonus. Thus the monthly benefit for a teen with one
child was almost 60 percent higher for those who complied
with the program ($336 versus $212). The program also pro-
vided limited counseling and child care. Based on a random
assignment methodology, MDRC's evaluation found that, one
year after LEAP began, almost 20 percent more LEAP partici-
pants than controls remained in school continuously or gradu-
ated (61 percent versus 51 percent). Over 40 percent more
returned to school after dropping out (47 percent versus 33
percent).

Despite early concerns, such behavior-related rules have
not been burdensome to administer. Most have been imple-
mented without creating new bureaucracies or new problems.
According to MDRC's Robert Granger, these “large-scale pro-
grams have not been expensive.” The cost of the LEAP pro-
gram in Cleveland, for example, was about $540 per client per
year, of which about $350 was for case management and $190
for child care.

Nor do such rules seem unduly harsh on clients. The sanc-
tioning in the Teen Parent Demonstration caused little dis-
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cernible dislocation among the young mothers. In fact, very
few of them were continuouslv sanctioned (and, besides. the
sanction was applied against only the mother's portion of the
grant). Rebecca Maynard, the director of the Mathematica
evaluation, found that the “clear message from both the young
mothers and the case managers is that the financial penalties
are fair and effective in changing the culture of welfare from
both sides.” Clients viewed the demonstration program as sup-
portive, although also serious and demanding. Case managers
believe it motivated both clients and service providers. Simi-
larly, the LEAP sanctions caused “no hardship whatsoever to
the vast majority of participants and their children,” according
to David Long of MDRC, a co-author of the evaluation re-
port. Mothers who had been sanctioned reported that they
were able to “get by” either by trimming their budgets or by
receiving assistance from others.

The early success of such experiments linking reductions
(and ‘increases) in welfare to particular behaviors led (as of
May 1995) more than two-thirds of the states to adopt, and
another nine to propose, one or more behavior-related welfare
rules. (State reforms are authorized by a federal law that al-
lows the Secretary of Health and Human Services to “waive”
certain federal rules.) Between 1992 and 1995, 21 states adopted
learnfare-type programs, which tie welfare payments to school
attendance for AFDC children or teen parents (with federal
waivers pending in three more); eight states adopted “family
caps” that deny additional benefits to women who have more
children while on welfare (with waivers pending in six more);
15 states adopted time limits for receiving benefits (with waivers
pending in nine more); and 10 states adopted immunization
requirements (with waivers pending in three more). In the
coming years, expect more states to adopt such rules—and
expect more behaviors to become the subject of such rules.

This attempt to regulate the behavior of welfare recipients
is a sharp break from the hands-off policy of the past 30
years—and an implicit rejection of past voluntary education
and training efforts. It was not so long ago that people such
as Princeton’s Lawrence Mead were widely derided for sug-
gesting that welfare is not simply a right but an obligation
that should be contingent upon certain constructive behaviors.
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But, because of both political and practical experience, they
are now in the mainstream of current developments.

The limits of reform

No one, however, should expect such paternalistic welfare
policies to eradicate dependency. Our political system is un-
likely to adopt rules and sanctions tough enough to motivate
the hardest-to-reach mothers—nor should it. No politician re-
ally wants tough welfare rules that result in large numbers of
homeless families living on the streets. Although those who
remain on welfare should feel the pinch of benefit reductions,
they nevertheless need to be protected from hunger,
homelessness, and other harmful deprivations. Thus there is a
political limit to the amount of behavioral change that finan-
cial sanctions might potentially achieve.

Hence, in the coming years, states will have to grapple
with issues such as: How many behaviors can be subject to
regulation? How much can the sanctions be stiffened before
becoming punitive (and counterproductive)? How should agen-
cies handle clients who, because of emotional problems or
substance abuse, seem unable to respond to financial incen-
tives?

Even the experts can only guess about the impact of future
rules. The jury is still out, for example, about the impact of
New Jersey's family cap; and time-limited programs have yet
to be tested in the “real world.” Just as important, no sanc-
tioning scheme can compensate for the inadequacy of existing
programs for low-skilled and poorly motivated mothers. Pro-
grams need to hold out a palpable promise of higher earnings,
otherwise participants will drop out—even in the face of fi-
nancial sanctions. New Chance, the Teen Parent Demonstra-
tion, and CCDP all had high dropout rates, suggesting that
they failed the consumer test. Describing the services avail-
able to the Teen Parent Demonstration, Maynard says: “We
did not have much to offer. We had lousy public schools,
boring and irrelevant GED programs, and very caring case
managers.”

Current approaches need to be fundamentally rethought.
For example, many welfare experts now believe that education
in basic skills is less effective than simply pushing recipients
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toward work. A recently released evaluation of welfare-reform
programs in three sites (Atlanta, Georgia, Grand Rapids, Michi-
gan, and Riverside, California) by MDRC found that intensive
education and training activities were only about one-third as
effective in moving recipients off welfare as what it called
“rapid job entry” strategies (6 percent versus 16 percent).

“The mothers were taught how to look for work and how to
sell themselves to employers,” according to Judith Gueron of
MDRC. “The focus was on how to prepare a resume, pursue
job leads, handle interviews, and hold a job once you got
one.” The programs also maintained telephone banks from
which recipients could call prospective employers. And, she
stresses, “The program was very mandatory, backed up with
heavy grants reductions for mothers who did not comply with
job search requirements.” Institutionalizing such programs and
developing others in all parts of the country will require cre-
ativity, clarity of purpose, and patience, and much trial and
error. Still, success will be elusive.

Even if behavior-related rules do not sharply reduce wel-
fare rolls, they could still serve an important and constructive
purpose. The social problems associated with long-term wel-
fare dependency cannot be addressed without first putting the
brakes on the downward spirals of dysfunctional behavior com-
mon among so many recipients. Thus it would be achievement
enough if such rules could stabilize home situations. Given
the failure of voluntary approaches, the accomplishment of
that alone would at least provide a base for other, more tar-
geted approaches.

Aristotle is credited with the aphorism: “Virtue is habit.”
To him, the moral virtues (including wisdom, justice, temper-
ance, and courage), what people now tend to call “character,”
were not inbred. Aristotle believed that they develop in much
the same way people learn to play a musical instrument, through
endless practice. In other words, character is built by the
constant repetition of divers good acts. These new behavior-
related welfare rules are an attempt, long overdue in the minds
of many, to build habits of responsible behavior among long-
term recipients; that is, to legislate virtue.
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A Monster of His Own Creation

Hearing Clinton repeatedly bad-mouth wel

The Republican-controlled Congress is now in the
stages of producing a welfare reform bill that

ends 60 years of guaranteed federal fmancial sup-
port to poor mothers and their children. It will man-
date that most welfare mothers work ar attend
school for their benefits and will reduce federal sup-
port to the states while giving them a great deal
more discretion in deciding who gets assistance and
who does not.

How did we get to this point? Most people, wheth-
er they like or detest these radical changes, credit
(or blame) the Republicans for them. But in fact, Bill
Clinton is as responsible as the Republicans for what
is happening to weifare in America,

It was Clinton who, as a candidate, single-handedly
moved the welfare debate sharply to the right with his
promise to “end welfare as we know it.” Liberals could
hear this wonderfully amhiguous phrase as a promise
to improve the current system, and conservatives
could bear it as a promise to dismantle it. But the
overarching effect was to undercut support for the
system among moderate voters. Hearing a Democrat
repeatedly bad-mouth wetfare gave credibility to the
program’s sharpest critics.

As he campaigned across the nation, Clinton intro-
duced—and made politically acceptable—a radical
idea: time-limited weifare. He said that welfare
should “provide people with the education, training,
job placement assistance and child care they need
for two years—so that they can break the cycle of
dependency. After two years, those who can work
will be required to go to work, either in the private
sector or in meaningful commtumity service jobs.”

Although Clinton was usually careful to repeat the
entire formulation, most voters heard only a promise
of “two years and they’re out”—and he did little to

After Clinton won in 1992, his campaign rhetoric
was coasidered a stroke of political genius—allowing
him to define himseif as a New Democrat without
alienating old-style liberais. Perhaps.

But Clinton's rhetoric had another effect. Before
his campaign, no major Republican proposal had
even remotely suggested time-limiting welfare.
Now, it is the core of the Republican hills passed by
both the House and Senate.

Once in office, Clinton still had time to tone down
his anti-welfare rhetoric and propose a more modest
approach to welfare reform. But his White House
staff seemed to have been lulled into complacency by
the absence of public criticism from the social policy
establishment.

During the presidential campaign, most welfare
specialists said privately that the Clinton plan was
wildly impractical and could hurt many poar families.
But most of these specialists were also liberals who,
after 12 years of Republican presidents, were eager
to see a Democrat in the White House. So they col-
lectively held their tongues.

After the election, their voices stilled for an-
other reason: Many of leading tights  :ap-

pointedtodevelopaplanﬂntwﬂdhnplunentCﬁn-
tnu’seampaignpmmiae.&ndy,theywﬁspemd.the
new team at Health and Human Services (HHS)
could be trusted to fashion a plan that paid lip ser-
vice to the campaign’s rhetoric—without a i
implementing it. _

But instead of trying to finesse Clinton’s rhetoric,
his HHS team tried to turn his campaign slogan into
a concrete program. Unfortunately, as the admins-
tration soon discovered, providing job training, pub-
lic service jobs and guaranteed child care would
morethandmble_welfateupendiunu—mthwt
appreciably reducing caseloads.

As a result, the actual plan, when it was finally re-
Jeased, fell of its own weight. But the HHS team in-
advertently did something that a generation of con-
servatives had been wnahle to accomplish. By
honestly laying out the true costs and limited bene-
fits of job training and public service jobs, they ex-
posed the impracticality of traditional iberal nos-
trums about reforming welfare.
Congm.'l‘heywbdore,wlmﬂ:eymhthem-
nority and had bttle chance of being taken seriously,
Republicans had proposed an even more expensive
vuuionufmeCﬁntmphn.Now.hd:emjui_ty,and
committed to reducing taxes while also batancing the
btﬂget.RepuhﬁmmmwdntaneWmﬂﬁhmm-doﬂlr
federal welfare program of dubious promise was out of
the question. Hence the idea of giving the program to
the states and capping its growti.

But, everyone asks, why have so ' governors
accepted an approach that reduces federal suppart
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lfare gave credibility to the program’s critics.

to the states? One answer is that the alternative
would probably be worse. With both the Clinton
and the eartier Republican pian still fresh in their
minds, the governors know all too well that  *oth-
er approach to weifare reform would likely cost

No one can reaily predict what this new welfare
reg'mewi.llbringus.Onmeonehand.thespaxding
capandtnnehmnscnuldhmtunnypoor{amﬂm
On the other hand, with the new freedom to experi-
ment, states could uncover ways to break patterns
of long-term dependency. But this tale has a larger
moral:

*“Ready, fire, aim™ may be a good way to run a suc-
cessful presidential campaign, but it's no way to
make poticy if you care about the final product (and
the individuals affected). Before undercutting sup-
pm‘tforamwersialpmpmpoﬁﬁchnsshmnd
lnveaprogxammaﬁmﬂvandpoﬁﬁmﬂyviablemhsﬁ-
tute ready. And political loyalty should not keep ex-
perts from criticizing what they think are profoundly
flawed proposals. Otherwise, both the polit
mmmmmmmmo{m
unfolding policy process—and to see the prog
sweptawaybyatidalwawofmecteddevelov
ments. These days that’s a good lesson for R
cans as well a3 Democrats. _
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