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Summary

ver the last century, the transi-

tion from childhood to adulthood

has been radically, and probably

irrevocably, altered. Many of the
traditional markers of adulthood, such as
full-time employment, economic indepen-
dence, marriage and childbearing, now
generally occur at later ages than in past
generations. At the same time, young peo-
ple initiate sexual intercourse much earli-
er than in the past, and long before they
marry. Most adolescents today begin to
have intercourse in their middle to late
teens. More than half of women and
almost three-quarters of men have had
intercourse before their 18th birthday; in
the mid-1950s, by contrast, just over a
quarter of women were sexually experi-
enced by age 18, As sex has become more
common at younger ages, differences in
sexual activity between gender, racial,
socioeconomic and religious groups have
narrowed considerably.

Despite these trends, teenagers gener-
ally do not initiate sexual intercourse as
early as most adults believe. Nor do all
teenagers have sex. Although the likeli-
hood of having intercourse increases
steadily with age, nearly 20% of adoles-
cents do not have intercourse at all during
their teenage years. Moreover, many of
the youngest teenagers who have had
intercourse report that they were foreed
to do so.

Most adolescents who are sexually
experienced try to protect themselves and
their partners from the negative conse-
quences of sex—namely, sexually trans-
mitted diseases (STDs) and unintended
pregnancy—even the first time they have
intercourse. Two-thirds of adolescents use
some method of contraception—usually
the male condom—the first time they have
sex, and between 72% and 84% of teenage
women use a method of contraception on
an ongoing basis. Although their contra-
ceptive use is often less than perfect, a
large majority of these young people suc-
ceed in avoiding unintended pregnancy. In
fact, teenagers use contraceptives as effec-
tively as or even better than adults; ado-
lescents have lower rates of unintended
pregnancy, for example, than unmarried
method users in their early 20s.

For adolescents who are not effective
contraceptive users or who do not use a
method, the consequences can be serious,
especially for young women. Every year,
3 million teenagers acquire an STD, which
can imperil their ability to have children
or lead to serious health problems, such
as cancer and infection with the AIDS
virus. In addition, 1 million teenage wom-
en become pregnant every year, the vast
majority unintentionally. Pregnancy rates
among sexually experienced teenagers
have declined substantially over the last
two decades, but because the proportion
of teenagers who have had intercourse
has grown, the overall teenage pregnancy
rate has increased. Older teenagers and
adolescents who are poor or black are
more likely to get pregnant than are their
younger, more advantaged and white
counterparts.

Teenagers who become pregnant
almost always have an abortion or give
birth and raise the child themselves; plac-
ing a child for adoption is rare. About half
of adolescent pregnancies end in birth,
slightly over a third in abortion and the
rest in miscarriage. The way in which ado-
lescent women resolve their pregnancies is
determined largely by their socioeconomic
status. Young women who come from
advantaged families generally have abor-
tions. Childbearing, on the other hand, is
concentrated among teenagers who are
poor and low-income; in fact, more than
80% of young women who give birth fall
into one of these income categories.

Young mothers tend not only to be dis-
advantaged economically, educationally
and socially at the time of their child’s
birth, but also to be at risk of falling fur-
ther behind their more advantaged peers
who postponed childbearing to obtain
more education and to advance their
careers. Teenage mothers, for example,
obtain less education and have lower
future family incomes than young women
who delay their first birth. Many are poor
later in life, and while it is clear that their
initial disadvantaged background is a
major reason for their subsequent pover-
ty, it is also clear that early childbearing
has a lasting impact on the lives and
future opportunities of young mothers
and of their children.

Current trends in sexual behavior




among U.S. teenagers are similar to
trends both among U.S. adults and among
teenage and adult women and men in oth-
er countries. For example, the proportion
of births to U.S. women in their 20s that
were out of wedlock has inereased four-
fold in the last 20 years. In fact, adult
women, not teenagers, account for large
majorities of the unintended pregnancies,
abortions and out-of-wedlock births that
occur each year. Furthermore, even
though nearly 70% of births to adoles-
cents oceur outside of marriage, teen-
agers account for a smaller proportion of
out-of-wedlock births today than they did
in 1970.

If adults are going to help teenagers
avoid the outcomes of sex that are clearly
negative—STDs, unintended pregnan-
cies, abortions and out-of-wedlock
births—they must accept the reality of
adolescent sexual activity and deal with it
directly and honestly. Certain interven-
tions are needed by all teenagers. All ado-
lescents, for example, need sex education
that teaches them communication skills
that will help them postpone sex until
they are ready and that provides informa-
tion about specific methods to prevent
pregnancy and STDs. All young people
also need clear and frequent reminders
from their parents, the media and other
sources about the importance of behaving
responsibly when they initiate sexual
intercourse. Sexually experienced teen-
agers need accessible contraceptive ser-

vices, STD screening and treatment, and
prenatal and abortion services, regardless
of their income status.

As important as these interventions
are, they do not address the entrenched
poverty that is a major cause of early
childbearing among disadvantaged teen-
age women. Only when their poverty is
alleviated, and these young women—and
their partners—have access to good
schools and jobs and come to believe that
their futures can be brighter, is real
change in their sexual behavior and its
outcomes likely to occur.

Other industrialized countries are also
dealing with issues related to adolescent
sexual activity, but teenage pregnancy,
abortion and childbearing are higger
problems in this country, for several rea-
sons: Elsewhere in the industrialized
world, there is a greater openness about
sexual relationships; the media reinforce
the importance of using contraceptives to
avoid pregnancy and STDs; and contra-
ceptives are generally more accessible to
teenagers because reproductive health
care is better integrated into general
health services. We can learn from the
successes of other countries, as well as
from programs in this country that have
had a positive impact on teenagers’ initia-
tion of sexual intercourse and contracep-
tive use, to better help young people avoid
being adversely and needlessly affected
by sexual behavior.
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If adults are going to help
teenagers avoid the outcomes
of sex that are clearly nega-
tive, they must accept the
reality of adolescent sexual
activity and deal with it
directly and honestly.
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Rites of Passage

ex is part of virtually everyone’s

life. For adults and teenagers

alike, having sex can have positive

or negative consequences. On the
positive side, it can bring pleasure; draw a
couple closer together; and lead to a
desired pregnancy and wanted children.
In different circumstances, however, hav-
ing sex can engender a sense of shame or
guilt; push a couple apart; raise unrealis-
tic expectations of further commitment
and marriage; or be a form of abuse. It
can also result in an unintended pregnan-
ey or infection with a sexually transmitted
disease (STD), including human immun-
odeficiency virus (HIV).

Ironically, while sex is one of the most
intimate of behaviors, sexual references
and innuendos are openly and widely used
to entertain and to sell products.
Moreover, many people care intensely
apout the sexual behavior of others. We
discuss, argue about and even legislate
boundaries of appropriate sexual behavior.

Delaying sexual intimacy; achieving
lasting, loving relationships; and under-
standing and accepting the responsibili-
ties and costs that accompany sexual
activity—these are difficult under the
best circumstances, but can be especially
hard for adolescents.

For teenagers and their families, as
well as for society as a whole, adolescence
is a period of growth, challenge and
opportunity. It is a time of testing and
experimentation, as young people adopt
new roles and an independent identity.
Over time, society’s definitions of child-
hood and adulthood have changed, howev-
er; 80, 100, have the timing, length and
context of adolescence.

Young people represent the country’s
hopes for a brighter future. Yet, the world
in which teenagers grow up today is very
different from that of their parents’ and
grandparents’ youth, and many adults are
concerned about the pressures on adoles-
cents. Perhaps no area is of greater con-
cern, has more implications for an
individual’s life and future well-being or is
more fraught with ambiguity than sexual
relationships.

The Turning Point

Society has little tolerance for emerging
sexuality during childhood, but accepts—
indeed, expects—that adults have inter-
course. Consensus evaporates, however,
on the point in an individual’s life at which
society should shift from treating sex as
inappropriate to considering it acceptable
behavior.

In past generations, the issue was fair-
ly easily resolved. Marriage marked the
turning point. Historically, at least for
young women, the physical capability to
have sex and reproduce typically did not
occur until the mid-teenage years. The
social transition of marriage and the
assumption of other adult responsibilities,
such as employment, establishing one’s
own household and having children, com-
monly took place soon thereafter.

Sexual activity among adolescents has
always been common; but in the past, it
was closely linked to marriage, especially
for young women. Sex outside marriage
certainly occurred, but it was not consid-
ered a major social problem, in large part
because its chief negative consequence—
unintended pregnancy—was generally
dealt with by marriage, or by clandestine
adoption or abortion.

Diverging Transitions

Times have changed. Over the last centu-
ry, puberty has slowly moved to earlier
ages, and so has the initiation of sexual
activity. Most adolescents now begin to
have intercourse in their middle or late
teens—long before they marry (Figure 1,
page 7). Furthermore, as sex has become
more common at younger ages, behavior
of various subgroups of the population has
converged: Differences in sexual activity
between gender, racial, socioeconomic
and religious groups have substantially
narrowed.

While sex now occurs at earlier ages,
young people reach other traditional
markers of adulthood, such as full-time
employment and economie independence,
at later ages, because more education is
needed for today’s jobs. Moreover, educa-
tion and employment have become
accepted, almost required paths to adult-
hood for young women, as well as for
young men. Rather than considering
these responsibilities alternatives to mar-




riage and motherhood, young women pur-
sue them and the more traditional ones
simultaneously.' As the ages at which
young people complete their education
and begin full-time employment have
rigen, and as work has become an ongoing
part of most women'’s lives, marriage and
parenthood have tended to occur at older
ages, especially for women. Moreover, a
small but increasing proportion of adults
never marry.’

Defining the “Problem”
Although young people’s sexual behavior
today is broadly seen as problematic,
there is no consensus on exactly what the
“problem” is, About one-third of adults
think that sexual activity in and of itself is
the problem because sex outside marriage
is morally wrong.? Most adults, however,
do not think that sex prior to marriage is
always wrong; in fact, some believe that
sexual activity under certain conditions is
normal, healthy behavior even for adoles-
cents.! For them, adolescent sexual
behavior is a matter of concern largely
because of the possible negative out-
comes—namely, unintended pregnancy
and STDs. The degree of concern gener-
ally varies, however, according to the age
and maturity of the young people
involved; sexual activity, or even pregnan-
cy, among those in their late teens raises
far less concern than does sex among very
young adolescents. For some adults, the
primary problem is the cost to society of
providing services, particularly welfare,
to help young people who are poor deal
with the demands of early parenthood.
This lack of clarity has been translated
into public policy and program develop-
ment. Heretofore, much of the energy
directed at addressing adolescent sexual
activity has been focused either on trying
to convince young people to delay the ini-
tiation of sex until “later”—ideally, until
they are married—or on providing reme-
dial medical and social services to
teenagers who are pregnant or parents so
they will have healthy babies and stay in
school. The first approach appears to be
based on the premise that young people
can be isolated from the worldwide trend
toward separation of sex from marriage.
The second seems to assume that the only
effective actions society can take are
remedial ones after young women get
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BIG CHANGES

The interval for women between puberty and marriage rose from 7.2 years
in 1890 to 11.8 years in 1988; for men in 1988, it was 12.5 years.

1890, women

7.2 years
Menarche Marriage First birth
I T T T T T T T T T T T | T T T T T T T 1
10 20 30
Age
Menarche First Marriage First birth
intercourse

T T T T T T T T T T T T T T T T I T T T 1

10 20 30

Age

1988, men 12.5 years
Spermarche First Marriage
intercourse

T T T ] I ] ] I I ] ] | ] 1l | ] 1 ] ] L] |
10 20 30
Age

Sources: Menarche, 1890: E. G, Wyshak and R, E. Frisch,
"Evidence for a Secular Trend in Age of Menarche," New
England Journal of Medicine, 306:1033-1035, 1982, First
marriage, 1890: U.S. Bureau of the Census, "Marital Status
and Living Arrangements: March, 1990," Current Population
Reports, Series P-20, No. 450, 1991, Table A, p. 1. First
birth, 1890: National Genter for Health Statistics, Fertility
Tables for Birth Cohorts by Color, United States, 1917-73,
Public Health Service, Rockville, Md., 1976, Table 6A, p.
145. Menarche, first intercourse and first birth and first
marriage, 1988: J. D. Forrest, “Timing of Reproductive Life
Stages," Obstetrics and Gynecology, 82:105-111, 1993,
Table 3. Spermarche, 1988; E. Atwater, Adolescence, third
ed. Prentice-Hall, Englewood Cliffs, N.J., 1992, p. 63.

Notes: Menarche is the beginning of menstruation in
females. Spermarche is the beginning of sperm production
in males.The data for the different time periods are not total-

ly comparable. For 1890, age at first marriage is calculated
in the usual manner as the age by which 50% of the ever-
married population had married. (Median age at marriage
in 1890 would be higher if it were calculated for the total
population.) The 1890 first-birth figure is calculated from
the 1917 birth cohort; the 1890 number is unavailable, but
it is estimated to be lower. For 1988, the median ages at
menarche, spermarche, first intercourse, marriage and first
birth are calculated as the age by which 50% of the total
female (or male) population in 1988 had experienced the
event.

Data points: 1890, women: age at menarche, 14.8; mar-
riage, 22.0; first birth, 23.8. 1988, women: age at menar-
che, 12.5; first intercourse, 17.4; marriage, 24.3; first birth,
26.0. 1988, men: age at spermarche, 14.0; first inter-
course, 16.8; marriage, 26.5.

FIGURE 1
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pregnant and are about to become moth-
ers. To be sure, there have been impor-
tant efforts to help teenagers behave
responsibly if they do become sexually
active. Family planning clinics, for exam-
ple, have become a critical source of con-
traceptive services for teenagers.
Meanwhile, school-based and school-
linked clinics and, more recently, condom
distribution programs in schools seek to
make the means to prevent pregnancy and
STDs more accessible, and virtually all

school systems provide some sex education.

Yet, these efforts have been insuffi-
cient. Although sex education is wide-
spread, it often includes minimal
instruction about pregnancy and STD
prevention. Relatively few school-based
and school-linked clinics are in operation
around the country, and only a third of
them dispense contraceptives; similarly,
only a small number of condom distribu-
tion programs are in existence.” Family
planning clinics are far more numerous,
but they can help only those teenagers
who come in for care.

Dealing with Reality

Itis clear that most young women and
men will become sexually active during
their teenage years, or very soon there-
after. Should society continue to focus its
efforts on changing that fact, thinking
that young people need—or deserve—
only the admonition not to have sex until

they marry in their middle or late 20s? Or
is it time for society to accept the reality
of young people’s lives, and to concentrate
on giving teenagers the information, guid-
ance and services they need—both to
withstand pressure from their peers and
the media to have sex too soon, and to
have healthy, responsible and mutually
protective relationships when they do
become sexually active?

Meeting the varied needs of today’s
teenagers requires a thorough under-
standing of the challenges that face young
people, the ways that adolescents meet
those challenges and the impact on those
who are not successful in doing so. This
report of The Alan Guttmacher Institute
(AGI) seeks to provide that understand-
ing. The report begins with an overview of
the world in which adolescents are grow-
ing up. It then examines trends in teenage
sexual activity and adolescents’ efforts to
protect themselves and their partners
from the negative consequences of sex,
and describes the incidence and outcomes
of sexually transmitted infections and
pregnancy among teenagers. The report
also looks at the effects of programmatic
and policy interventions that have tried to
influence adolescent, sexual behavior and
ameliorate its negative effects. In conclu-
sion, it discusses how adults individually
and society in general can more effective-
ly help young people become healthy,
responsible and competent adults.




The Gontext of Adolescents’ Lives

dolescents today live in a country

that is more diverse than the one

their parents knew as teenagers.

Increased mobility and communi-
cation have made the gap between rich and
poor more visible, and tensions between
racial and ethnic communities more appar-
ent. Some young people, especially blacks,
encounter racism and prejudice, just as
their parents and grandparents have,
Many teenagers of Hispanic descent,
meanwhile, were born outside the United
States; adolescence may therefore be a
more difficult transition for them than for
native-born teenagers.®

Young people increasingly spend part
or all of their youth in single-parent fami-
lies, families with two working parents or
“blended” families; as a consequence,
they tend to have less-consistent adult
assistance and supervision. In addition,
adolescents and their families are often
less tied to their communities than were
past generations.

More education is needed by young
people today to get a good job, but even a
college degree is no guarantee of achiev-
ing economic independence and job secu-
rity. Violence is commonplace in many
communities, And ATDS has cast the
threat of death over sexual relationships
at a time when sexual messages pervade
virtually all aspects of American life.

In sum, it is a confusing, and at times
even frightening, period to be a teenager in
America, and to be a parent of a teenager.

Shared Values

Despite their experimentation and appar-
ent rejection of adult values, adolescents
share many of their parents’ goals and per-
spectives, including values that affect their
sexual and reproductive lives. For example:

4+ Most teenagers consider responsibility,
honesty, self-respect and hard work
important values.”

4 Nearly all adolescents believe that edu-
cation is important.?

¢ More than eight in 10 teenagers expect
to marry, and more than sevenin 10
would like to have children.’

#The overwhelming majority of young
people say their most important goals

include having a good marriage and fami-
ly life, giving their children better oppor-
tunities than they had, and finding
purpose and meaning in life.*

4 The vast majority of adolescents have a
sense of religious commitment."

¢ Like adults, about a third of young peo-
ple think sex before marriage is always a
mistake. Teenagers rarely think premari-
tal sex is immoral; rather, they believe
young people should abstain from sex
because of the rigk of getting ATDS or
becoming pregnant.”

While they may share their parents’
values, many teenagers are unable to
achieve their goals because economic and
social disadvantage impedes their chances
of getting a good education, finding a good
job and living in a safe neighborhood with
both biological parents.

Fractured Society

A large proportion of the country’s 24 mil-
lion teenagers" live in families that have
difficulty providing such basics as food,
clothing and shelter.*

¢ Nearly 40% of women and men aged
15-19 are poor or low-income.

4 Hispanic and black teenagers are sub-
stantially more likely than white youth to
be economieally disadvantaged (Figure 2,
page 12).

High levels of poverty among children
and youth from racial and ethnic minori-
ties, combined with persistent de facto
segregation in housing and schools, mean
that some adoleseents, especially blacks,
grow up in economic and racial ghettos,
where alienation often thrives and educa-
tion and marriage may not be the norm.”

Disparities in Education

More than eight in 10 young people grad-
uate from high school by age 20, but there
are large differences in educational
attainment by income group and, among
those who are poor or low-income, by
racial and ethnic group® (Figure 3, page
13). Less education compounds the eco-
nomic disadvantage of poor youth and of
racial and ethnic minorities by making it
less likely that these young people will

SEX AND AMERICA'S TEENAGERS
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Definitions

Adolescence

“Adolescence” is generally viewed as being synony-
mous with the teenage years—that is, ages 13—19.
Where feasible, this report includes information for
age-groups 10-14, 15-17, 18-19 and 20-24,
because it is increasingly clear that younger and
older teenagers differ in experience and behavior,
and that for some young people, transitions histori-
cally associated with adolescence occur before age
13 or after age 19.

Sexual activity

In this report, “sexual activity” refers to heterosexual
intercourse, although this definition encompasses
only one aspect of sexual behavior among hetero-
sexuals and excludes homosexual relationships
entirely. (Most national data on sexual behavior are
limited to heterosexual relationships.)The term “sex-
ually experienced” refers to those people who have
ever had heterosexual intercourse.

Pregnancy

“Pregnancy” generally refers to an individual wom-
an's state of being pregnant regardless of whether
the outcome of the conception is a birth, abortion or
miscarriage.

Race and ethnicity

Race and ethnicity are cross-classified to create
three major categories: black non-Hispanic,
Hispanic, and white non-Hispanic and other non-
Hispanic. Most surveys are not large enough to pro-
vide reliable data for smaller groups, such as Asians
or Native Americans. These groups are included in
the third category. Throughout this report, the three
labels have been condensed to “black,” “Hispanic”
and "“white.” Information is often presented by race
and ethnicity because it is not available by income
status; race and ethnicity are used to reflect income
status because blacks and Hispanics are so much
more likely than whites to be poor.

B|ack (1 50/0)

.................. Hispanic (12%)

v Asian (3%)
......... Other (1%)
White (69%)

Total population aged 15-19, 1990: 17,754,000

Source: U.S. Bureau of the Census, General Population
Characteristics, United States 1990, CP-1-1, U.S.
Government Printing Office, 1992, Table 25, p. 34.
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find stable, well-paying jobs. In turn, the
poor job prospects for black men, relative
to those for whites and for black women,
can be a disincentive for young black men
to invest in education.”

Changes in Family Structure

Poor and low-income teenagers and those
from racial and ethnic minorities are more
likely than higher income adolescents and
white youths to live in families that do not
include both biological parents® (Figure 4,
page 14).

¢ Among young women aged 14, for
example, those who are poor are twice as
likely as those who are higher income to
live in a family headed by their mother.

4 Similarly, black adolescents of that age
are about three times as likely as their
white counterparts to live in a family
headed by their mother.

Even so, the onetime norm of a stable,
two-parent family is becoming less com-
mon across all racial and income groups.
Between the late 1950s and mid-1980s,
the proportion of 14-year-old women who
did not live with both parents rose from
21% to 38%; most, of these young women
lived with their unmarried mother.” The
connection between single-parent house-
holds and low income reflects, at least in
part, the fact that working women earn
lower wages than men, and the fact that
unpaid child support and divorce settle-
ments fail to provide adequate income for
the custodial parent.””

‘While single parents can and do give
their children love and support, providing
adequate supervision for their children
may be more difficult than it is for two
parents.” Dealing with instability associ-
ated with changes in one’s family status,
and especially with the personal and
financial disruption caused by divorce,
may be especially difficult for teenagers,
who are forming their own perceptions of
adult relationships.® Moreover, children
living with an unmarried parent or with a
parent who remarries may be aware that
their parent is having sex, since roughly
two-thirds of formerly married women
and men aged 2044 are sexually active.®
Research suggests that these adolescents
may view the implications of nonmarital
childbearing less negatively than others.

Violence and Risk Taking

Violent crime is common in the United
States, especially in large cities.” Violence
or the threat of violence makes many ado-
lescents fearful ®

4 More than a third of 13-17-year-olds
say they are afraid to walk alone at night.

¢ Almost as many fear for their safety
while in school, with good reason: In 1988,
about 10% of these young people had been
physically assaulted or beaten at school
within the past 12 months.

¢ Some 2 million cases of child neglect and
abuse, including sexual abuse, are report-
ed annually;* adolescents are more likely
than younger children to be abused.”

Violent Death. Death among adolescents
is rare, and is usually the result of an acci-
dent.? But of those teenagers who do die,
nearly a third are murdered or commit
suicide.

¢ The risk of a violent death is especially
high for young black men: Almost half of
black men aged 15-19 who die are mur-
dered (Figure 5, page 15). The chance
that a black male teenager will die is more
than a third again as high as the risk for
young white men; the likelihood of being
murdered is almost 10 times as high.

4 Black teenage women are four times
more likely to be murdered than their
white counterparts.

4 Suicide, on the other hand, is more com-
mon among white teenagers, who are twice
as likely as blacks to take their own life.

The fear of violence and its conse-
quences may contribute to a willingness
among young people to take risks. Some
experts, for example, report that inner-
city, black teenage women fear that
young black men’s chances of early death
or imprisonment are so high that they
should grab at the chance for love and
children while they are young.®
Drug Use and Other Risky Behaviors.
Many people experiment with smoking,
drinking or drug use at some time during
adolescence, but most concern is focused
on those who engage heavily in such
behaviors.

4 About 4% of 14-15-year-olds and 13% of
16-18-year-olds are heavy smokers.”

¢ More than one-third of students in




grades 9-12 are heavy drinkers.®

4 About 14% of high school students have
used marijuana within the last 30 days.
High school seniors are more likely to
engage in drug use and drinking than are
younger students.*

4 By 12th grade, 8% of young people have
tried eocaine.*

Often, there is considerable overlap in
high-risk behaviors. Teenagers who
abuse drugs, for example, are much more
likely than others to also drink and smoke
heavily, drop out of school, have sex at a
young age and experience early child-
bearing.®

Teenagers who engage in risky behav-
iors may have more difficulty in and less
support for handling the stresses and
tasks of adolescence, may be depressed or
may have a greater tolerance or need for
risk taking. These young people may need
special guidance, mental health interven-
tions and support services.

Extended Transitions

Many of the transitions that have histori-
cally occurred during the teenage years,
including the move from school to full-
time employment and the establishment
of one’s own household, now extend into
the early 20s and beyond.

Entering the Labor Force. At the begin-
ning of their teenage years, virtually all
young women and men are in school; by
their late teens and early 20s, however,
the majority of young people are in the
labor force, although some continue to go
to school and work at the same time®
(Figure 6, page 16). Part-time work has
been suggested as a useful step in learn-
ing skills and attitudes that will help in
the transition to full-time employment;”
at the same time, a job may interfere with
a young person’s education, if he or she
begins working at too young an age or
works too many hours a week.* Hispanics
and blacks are less likely than whites to
combine working with going to school,
perhaps because they encounter greater
difficulty finding employment.*

Young people often have to stay in
school longer to achieve the same employ-
ment opportunities their parents had.”
‘Whether this is because more education is
actually needed to perform these jobs or

because educational achievement is used
as a screen for scarce employment oppor-
tunities, there are fewer and poorer
employment possibilities for those who
have not completed high school, and even
for those who have finished high school
but have gone no further. Median income
of women and men aged 1824 who have
had at least four years of college is about
$20,000 and $23,000, respectively—rough-
ly 50% higher than that of young people
who have only a high school diploma.”

Moving Out. For many young people, liv-
ing apart from one’s parents is the true
mark of reaching adulthood. It signals the
end of close parental supervision and
responsibility, and exposes teenagers to
new people, perspectives and ideas. In
their late teens and early 20s, many
young people go off to college; enroll in
the armed forces; or live with groups of
friends, a spouse or an unmartried part-
ner. Yet, almost half of 20-24-year-olds
live at home with their parents.”

Pervasive Messages Ahout Sex
Young people are bombarded with sexual
images and messages in advertising,
entertainment and virtually all other
aspects of their lives. Television shows are
filled with sexual embraces and innuendo,
but say little about responsible sexual
behavior (such as contraceptive use) or
the potential negative consequences of
sexual activity.”® Movies, music videos and
rap music tend to be even more sexually
explicit. Even in presumably protective
environments, such as schools, teenagers
are often surrounded by sexual
messages.*

4 More than eight in 10 public school stu-
dents in grades 8-11, for example, say
they have been the recipient of unwelcome
sexual comments or advances, usually
from another student (Figure 7, page 17).

4 At the same time, nearly six in 10 stu-
dents report that they have subjected
someone else at school to unwanted sexual
comments or actions, Many students who
engage in such behavior consider it a nor-
mal part of school life or a way to get a date.

Inadequate Information. AIDS has
brought the specter of debilitating disease
and death to sexual activity. Teenagers
are worried about AIDS; more than half

SEX AND AMERICA'S TEENAGERS

Unintended pregnancy

“Unintended pregnancy" refers to a pregnancy that
occurs at a time when a woman had wanted to post-
pone childbearing or had not wanted to have a child
at all. Measurement of unintended pregnancy is an
inexact science and does not capture different levels
of motivation to avoid pregnancy or changing com-
mitment to childbearing after pregnancy occurs.

At risk of unintended pregnancy

A woman is considered “at risk of unintended preg-
nancy” if she has had intercourse in the last three
months, but does not want to have a baby at the
present time, although she would be physically able
to become pregnant were she and her partner to use
no method of contraception.

Sexually transmitted disease (STD)

A sexually transmitted disease is an infection that
can be passed from one person to another during
sexual intimacy. Transmission most often occurs
through vaginal intercourse, but many STDs can
also be spread through oral or anal sex. In the past,
STDs were generally called venereal diseases; today,
they are sometimes referred to as sexually transmit-
ted infections or reproductive tract infections.

Poor, low-income, higher income

“Poor” is defined as having annual family income at
or below the poverty level set by the federal govern-
ment. In 1992, the federal poverty level for a single
person was $7,143. For a two-person family, it was
$9,137; for a family of four, it was $14,335. In this
report, “low-income” is defined as 100%-199% of
the federal poverty level. For a single person, this
would range from $7,143 to $14,285. “Higher
income” is defined as 200% or more of poverty; for
a single person, this would be the equivalent of
$14,286 or more. Throughout this report, informa-
tion that is not available by income status is often
presented by race and ethnicity.

- Low-income (19%)

------ Higher Income (63%)

Total population aged 15-19, 1992: 16,569,000

Source: AGI tabulations of data from the March 1992
Current Population Survey.

Note: Poverty data in the 1992 Current-Population Survey
refer to total income in 1991.

Throughout this report, whenever possible, the
latest available data as of fall 1993 were used.
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HAVES AND HAVE-NOTS

Many young people are growing up in families with very limited financial resources:
Roughly two-thirds of blacks and Hispanics are poor or low-income.

of young people aged 13-17 think AIDSis 4 Communication does not appear to im-

the country’s most urgent health prob- prove appreciably as teenagers get older.”
lem.”® Despite their concerns and our cul- 4 Young men probably get even less
ture’s heavy emphasis on sex, many information from their parents than do
teenagers believe they have too little adolescent women.

accurate information about sex” (Figure

The overwhelming majority of adoles-
cents receive some sex education, includ-
ing information about birth control
methods and STD prevention, through
programs offered in schools, churches or
some other organization.” Frequently,
though, these programs are limited in
both seope and duration. School pro-
grams, for example, typically emphasize
¢ One-third of 15-year-old women say nei-  geyyal facts and knowledge, rather than
ther parent has talked to them about how skills and interpersonal communication

pregnancy oceurs; about half say a parent ;4 contraceptive decision making. In
has not discussed birth control methods addition, they average a total of only five
or STDs with them.” hours of instruction on birth control and
six hours on STDs between grades 7 and
12, and a large proportion of sex educa-
tion teachers feel constrained in what
information they can present on these
topics. Furthermore, instruction often

8, page 18).

Most young people first learn about
sex from their friends, their school or the
media, rather than their parents.” Yet,
many teenagers think parents are the
most accurate source of information and
would like to talk to their parents more
about sex.*

........ \........ll.......‘.....‘........ Poor (370/0)
|
]

s Low-income (26%)
Higher income (37%)

S0
- - Poor (35%)

= )1 Low-income (33%)

N Higher income (32%)
Hispanics aged 15-19, 1992: 1,865,000

THE ALAN GUTTMACHER INSTITUTE

comes after teenagers have become sexu-
ally experienced.”

* 40

Many teenagers are growing up in
poor or low-income families, without
access to a good education, good jobs and
safe neighborhoods, but all teenagers,

_ whether they are rich or poor, are
- Higher income (72%)  exposed to an almost constant barrage of

: sexual messages and innuendos. Yet,
despite society’s fears about AIDS and
adults’ frequent bemoaning of high levels
of teenage pregnancy and childbearing,
adolescents hear relatively little about the
Whites aged 15-19, 1992: 12,131,000 importance of responsible sexual behavior
and of protecting oneself and one’s part-
ner from the risk of pregnancy, HIV and
other STDs. In view of the current level of
adolescent sexual activity, the failure or
inability of parents, schools, other institu-
tions and the media to provide teenagers
with the information and skills they need
to avoid the negative outcomes of sex not
only is sad, it is indefensible.

............................. Poor (12%)

------------- Low-income (16%)

Source: AG| tabulations of data from the March 1992
Current Population Survey.

Note: Poverty data in the 1992 Current Population
Survey refer to total income in 1991,

FIGURE 2




EDUCATIONAL DISADVANTAGES

Young people who are economically disadvantaged and, within income groups, those who are
black or Hispanic, are less likely than others to graduate from high school on schedule.

% of 20-year-olds who have
graduated from high school, 1992

80%

66%

Low-income

- Hispanic

Higher income

]‘fﬁ White

Source: AGI tabulations of data from the March 1992

Current Population Survey.

FIGURE 3
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DIVERSE FAMILIES

Many young women, especially those who are poor
or are black, live with only one biological parent.

% of 14-year-old women not living with both biclogical parents, 1983-1987

Poor Low-  Higher Black Hispanic White
income income

Living arrangement

- Mother only - Father only, or father and stepmother
r;'——f- ==
- Mother and stepfather L ~ Neither parent

Source: AG| tabulations of data from the 1988 National Notes: Data are for women who were aged 1519 at time of
Survey of Family Growth. survey and refer to their living arrangements when they were
aged 14, i.e., in 1983—1987, "Parent” refers 1o biological status.

FIGURE 4
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Concerns about violence can add instability and fear to young people’s lives.
Almost half of all young black men who die each year are murdered.

Deaths per 100,000 15-19-year-olds, 1988

Black White

Women Men

Cause of death

- Homicide - Suicide

Source: National Center for Health Statistics, Vital Statistics Note: In this figure, the terms “black” and "white" refer to

ﬁ_—r]
L1 Other

of the United States, 1988. Vol. II—Mortality. Part A, U.S. race; Hispanics are categorized by race, not ethnicity.
Government Printing Office, Washington, D.C., 1991, Table Because death is a rare event among young people, this
I-9, pp. 14, 36-37. scale is expressed per 100,000 persons, not per 1,000.
FIGURE 5
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It is a confusing, and at times
even frightening, period to be a
teenager in America, and to be
a parent of a teenager.
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LONG TRANSITION FROM SCHOOL TO WORK
For many young people, the transition from schoal to labor force extends well into their 20s.

% of 10-24-year-olds, 1992

Young people often have to | o~ gl T T -
stay in school longer to achieve _, |
the same employment opportu- B

nities their parents had. .
R ™ ...
|
|
|
|
|
=
|
................................................................... .
40 ("jl |

10-14 15-17 18-19 20-24
- In school only In labor force only
- In school and labor force 15 j Neither in school nor in labor force
Source: AGI tabulations of data from the March 1992 Note: “In labor force” includes those employed and those
Current Population Survey. unemployed but actively seeking work.
FIGURE 6
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SEXUAL PRESSURE AT SCHOOL

Most teenagers—women more than men—report receiving
unwanted sexual comments or actions at school.

% of students in grades 8-11 reporting
unwanted sexual comments or actions, 1993

100
87%
84% .
1% 82%
80 75%
 69%
60
- enkaiaios
20
g Black Hispanic White
- Female rjl Male
Source: Harris/Scholastic Research, Hostile Hallways: The had been subjected to one or more of seven types of
AAUW Survey on Sexual Harassment in America’s Schools, actions involving physical contact, from “touched, grabbed
American Association of University Women Educational or pinched you in a sexual way" to “forced you to do some-
Foundation, Washington, D.C., 1993, p. 7. thing sexual, other than kissing,” and seven actions involv-

ing no physical contact, including sexual comments, jokes

Note: Sexual comments or actions include experiences dur- or gestures, and being “flashed” or “mooned.”

ing school-related times. Students were asked whether they

FIGURE 7
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The failure to provide teen-
agers with the information and
skills they need to avoid the
negative outcomes of sex not
only is sad, it is indefensible.

m THE ALAN GUTTMACHER INSTITUTE

TOO LITTLE INFORMATION

Almost half of 15-19-year-olds think the average young person today
does not have enough accurate information about sex and reproduction.

’ Not enough
------------------ information (48%)

------- More than needed (7%)

-------------- About right (45%)

Sources: Women: AGI tabulations of data from the 1988
National Survey of Family Growth. Men: AGI tabulations

of data from the 1988 National Survey of Adolescent Males.
Total population: U.S. Bureau of the Census, “U.S.
Population Estimates, by Age, Sex, Race and Hispanic
Origin: 1980-1991," Current Population Reports, Series

P-25, No. 1095, 1993, Table 1, p. 10.
Women and men aged 15-19, 1988: 18,496,000

FIGURE 8
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Sex Among Teenagers

Ithough sex is common among
teenagers, it is not as widespread,
and does not begin as early, as
most adults believe. Adults gener-
ally think that teenagers start having sex-
ual intercourse before they turn 16, but
few very young adolescents are sexually
experienced. In fact, more than half of
teenagers are virgins until they are at
least 17.% Furthermore, while the likeli-
hood of having intercourse increases
steadily with age, nearly 20% of adoles-
cents do not have sex at all during their
teenage years™ (Figure 9, page 19).

Increasing Prevalence of Sex
Nevertheless, a greater proportion of
teenagers have sex today than did so in
recent decades. More than half of women
and almost three-quarters of men have
had intercourse before their 18th birth-
day; in the mid-1950s, by contrast, just
over a quarter of women under age 18
were sexually experienced®” (comparable
information for men is not available for
that time period) (Figure 10, page 20). At
each age between 15 and 20, higher pro-
portions of teenage men and women are
sexually experienced today than were in
the early 1970s (Figures 11 and 12, pages
22 and 23).

Later Marriage

At the same time, women and men who
marry today do so 34 years later than

did their counterparts in the 1950s"
(Figure 13, page 24).

4 In 1992, only 8% of 19-year-olds—12% of
women and 3% of men—were married.*

4 Hispanics are the most likely, and
blacks the least likely, to marry in their
teenage years; 24% of 19-year-old
Hispanic women are married, compared
with only 12% of whites and 5% of blacks
in that age-group.”

Although a smaller proportion of
young people are marrying, a larger
share are cohabiting outside marriage.”
In 1988, just over 3% of women aged
15-19 were married; about 4% were living
in a cohabiting relationship; and another
4% had broken up a cohabiting relation-
ship and remained unmarried.”

Sex Outside Marriage

As aresult of these trends, 96% of women
who have intercourse as teenagers are
unmarried when they first have sex.”

INTERCOURSE AND AGE

Sex is rare among very young teenagers, but common in the later tegnage years.

SEX AND AMERICA'S TEENAGERS

% of 12-19-year-olds, 1988

— " —
.................... it IR — 1

00 [ 9 I 18-|m ) 23[ W |

12 13 14 15

- Never had intercourse

. Ever had intercourse

Sources: Women and men: AGI tabulations of data from
the 1990 Youth Risk Behavior Survey. Women: AGI tabula-
tions of data from the 1988 National Survey of Family
Growth. Men: F. L. Sonenstein, J. H. Pleck and L. C. Ku,
"Sexual Activity, Condom Use and AIDS Awareness Among
Adolescent Males,” Family Planning Perspectives,
21:152-158, 1989, Table 1, p. 153, Total population:

F. W. Hollmann, "Estimates of the Population of the United
States by Age, Sex and Race,” Current Population Reports,
Series P-25, No. 1095, 1993, Table 1, p. 10.

Note: The National Survey of Family Growth (NSFG) and
the NSAM (National Survey of Adolescent Males) do not
survey youth under age 15. Estimates of age at first inter-
course for 12—14-year-olds are based on data from the
Youth Risk Behavior Survey (YRBS), Because the YRBS
reports higher levels of sexual activity than the other two
surveys, YRBS estimates were deflated on the basis of the
ratio of YRBS to NSFG (or to NSAM for males) figures on
proportions of 18-year-olds who have had intercourse.

FIGURE 9
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4 Young people today typically begin sex-

ual intercourse roughly eight years before
marriage—about 10 years for young men

and seven years for young women.”

¢ The gap between first intercourse and
marriage is especially long for black ado-

lescents—about 12 years for women and
19 years for men—because they usually
initiate sex relatively early and marry
late.* Indeed, for blacks, the question is
often whether they will ever marry,
rather than when they will do so.”

SEX IN TEENAGE YEARS INCREASINGLY COMMON

Qver the past three decades, growing proportions of women and men
have become sexually active in their teens. Today, 56% of women and
73% of men have had intercourse before their 18th birthday.

% of women and men who have
had intercourse by age 18

80
73%
'.
4
’f
,
64 64 ¢
e B
Men ,601—"".- e
& 55,77 by
& 52 ot
5 e
40 Women
31 31 31 e
. TTECSCERIY TEEECEREY o*
27 0t
o
20
s S e e e Sy s
% %o % LN % 2, s CN % % %
N e e T e B e e B a,
% 5 % o 7 > % > @ % %
Year of 18th hirthday

Sources: Women: Adapted by AGI from tabulations by S. L.
Hofferth of data from the 1982 National Survey of Family
Growth; AGI tabulations of data from the 1988 Naticnal
Survey of Family Growth. Men: Adapted by AGI from tabula-
tions by K. Tanfer of data from the 1991 National Survey of
Men.

Note: When data for the same birth cohorts were available in
both the 1982 and the 1988 National Surveys of Family
Growth, the percentage of women who had had sex by age
18 was calculated by taking the average of the two figures.

FIGURE 10
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The trends toward increasing and ear-
lier levels of nonmarital intercourse
among young women have occurred
almost entirely among whites, in part
because sexual activity was already more
common, and marriage less common,
among black women® (Figure 14, page 25).

¢ The likelihood that a white teenage
woman would have intercourse outside
marriage more than doubled between the
late 1950s and mid-1980s; as a result, 95%
of sexually experienced white teenagers
in the later period had been unmarried at
first intercourse, compared with fewer
than 60% in the late 1950s.

4 By comparison, a black woman’s likeli-
hood increased less than 10%.

Although the level of sexual inter-
course varies widely among women
between the ages of 15 and 19, among this
age-group as a whole, there are more sim-
ilarities than differences in levels of sexu-
al activity by race, income, religion and
place of residence™ (Figure 15, page 26).

The same trend is evident among
young men, although the change has been
less dramatic.®

4 The proportion of never-married white
men aged 17-19 living in metropolitan
areas who had had sex rose from 65% in
1979 to 73% in 1988,

4 Among never-married, metropolitan
blacks, the proportion increased from
71% to 88% during that period.

Characteristics of Teenagers

Who Have Sex

Age is the most important factor in deter-
mining whether a teenager is sexually
experienced: The older an adolescent is,
the more likely he or she is to have had
sex. Various factors influence whether
young teenagers have sex.”

4 Among young men, the pace and timing
of pubertal development is the key factor.

4 Among white women, the influence of
parents and friends is especially impor-
tant; living with both parents is associated
with a decrease in the likelihood of having
sex at an early age, while having girl-
friends or boyfriends who have already
had intercourse increases the chances.

4 Among young black women, pubertal
development is the strongest predictor of

having intercourse at an early age.

Sex is more common among adolescent
men than women, and more likely among
black teenagers than among white or
Hispanie youth.

4 At each age between 12 and 19, the pro-
portion of young men who report having
had sex roughly equals that among wom-
en who are one year older. To some
degree, however, these differences may
reflect that men tend to overreport sexual
behaviors out of a sense that they are
expected to have sex, and women tend to
underreport them.™

4 Half of young black men say they have
had sex by age 15, but Hispanic and white
men do not report this level of sexual
activity until they are nearly 17.

4 Half of black women report having had
intercourse by age 16.5—a year sooner
than white and Hispanic women.™

Family income is also a factor: Poor
and low-income teenagers are more likely
than adolescents from higher income fam-
ilies to be sexually experienced, although
the difference is not as great as those
among racial and ethnic groups.™

4 Half of young men from families with
incomes below $20,000 report having had
sex by age 16, about six months sooner
than higher income males.

4 Half of young women who are poor or
low-income say they have had sex by age
17, about four months sooner than higher
income adolescent women.

Adolescents who engage in other high-
risk behavior, such as drinking and drug
use, may also be more likely than others
to be sexually experienced. In the early
teenage years, at least, those who fre-
quently smoke, drink and use drugs are
more likely than others to have sex™
(Iigure 16, page 27).

The Character of Teenage Sex
Little information exists about sexual
behaviors other than intercourse, among
adults as well as adolescents, in part
because of political opposition to govern-
ment support for gathering such data.™
Information that is available, however,
suggests that patterns of sexual inter-
course among young people, who are
almost all unmarried, differ from those

SEX AND AMERICA'S TEENAGERS

While the likelihood of having
intercourse increases steadily
with age, nearly 20% of ado-
lescents do not have sex at all
during their teenage years.
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among older adults, who are much more
likely to be married.

Coercion, Pressure and Choice. For
some young people, having sex is not a
voluntary choice. The youngest teenagers
are especially vulnerable to coercive sex.

4 Some 74% of women who had inter-
course before age 14 and 60% of those who
had sex before age 15 report having had
sex involuntarily”™ (Figure 17, page 28).

4 In 1987, 7% of sexually experienced
young people aged 18-22 reported that
they had been forced to have sex against
their will at least once.™

Such information challenges society’s
expectation that young people, especially
women, can always take responsibility for
using contraceptives to prevent unintend-
ed pregnancy and sexually transmitted
infections. It also raises concerns about

MORE TEENAGE MEN ARE HAVING SEX...

Higher proportions of teenage men had had sex
in the late 1980s than in the early 1970s.

% of men who have had intercourse by each age

1oy
o 13
o
9
0 = i | | T
13 14 15 16

17 18 19 20

Source: Adapted by AGI from tabulations by K. Tanfer of
data from the 1991 Survey of Men,

Note: Data are based on men aged 21-23 and 36-38 in
1988.
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the impact of forced intercourse on ado-
lescents’ future sexual relationships and
teenagers’ ability to protect themselves
from STDs and pregnancy. Studies sug-
gest, for example, that often, people who
have been sexually abused have difficulty
practicing protective behaviors.”
Teenagers who are not forced outright
may nonetheless be pressured by a part-
ner or a friend into having sex. Some 25%

of 18-17-year-olds in 1988 said they had
felt pressured by their peers to have sex;
young women were somewhat more likely
than young men to have felt such pres-
sure.” On the positive side, it appears that
most teenagers do not feel pressure to
have sex before they are ready.

“Serial Monogamy.” Patterns of sexual
relationships are often quite different for
married and unmarried people, regard-

...AND MORE TEENAGE WOMEN ARE HAVING SEX, T0O.

Higher proportions of young women had had sex
in the late 1980s than in the late 1950s.

% of women who have had intercourse by each age

80 76%
Turned 20 in 1985-1987 —_ , ®
o " 6%
66 o .
Turned 20 in 1970-1972 —__+ S
60 iy P
~ ,I -
52 . 53
] ,/” &
Turned 20 in 1958-1960 —__* A

Sources: Turned 20 in 1958-1960: Adapted by AGI from
tabulations by S. L. Hofferth of data from the 1982 National
Survey of Family Growth, Turned 20 in 1970-1972:
Adapted by AGI from tabufations by S. L. Hofferth of data
from the 1982 National Survey of Family Growth; AGI tabu-
lations of data from the 1988 National Survey of Family

Growth. Turned 20 in 1985-1987: AGI tabulations of data
from the 1988 National Survey of Family Growth.

Note: Data are based on women aged 30-32 and 42-44 in
1982, and aged 21-23 and 36-38 in 1988.

FIGURE 12
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who have had intercourse are not mar-
ried, their behavior is more similar to that
of older unmarried individuals than to
that of married couples.

Because of concerns about STDs,
especially HIV, health officials and med-
ical professionals advise sexually active
individuals to have only one partner—

MUCH LATER MARRIAGE

Following a big drop after World War 1, age at first marriage
has risen sharply, to 24 for women and 26 for men.

Age by which 50% of the ever-married population have married

1890 1900 1910 1920 1930 1940 1950 1960 1970 1980 1990

Year of first marriage

G
26 “ I”
\\ '
\\ ,J'
S 7
\\ Men 7
24 24 P4 2
4.-.-.,<,,.................--u.,.......n......,“--.._-................,.._--—x..“...-u..........-..,--................,,--.,-,}.,.,u--..-u‘,“.,..’.-....
24 % , F
LY I y
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™ 2 2 23,
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22 ., Women Gl .a°
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X 2
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"..20 296

Source: U.S. Bureau of the Census, "Marital Status and Living
Arrangements, 1990," Current Population Reports, Series
P-20, No. 450, 1991, Table A, p. 1.

Note: Data in Figure 13 for 1990 are slightly different from
those in Figure 1 for 1988 hoth because of the difference in
time and because data in Figure 13 are for the ever-married
only .

FIGURE 13
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less of their age. Since most teenagers that is, to be in a mutually monogamous

relationship. Unmarried people, young
and old alike, often translate this advice
into “serial monogamy”; in other words,
they remain faithful to their partner until
the relationship breaks up, but then move
to another relationship, thereby increas-
ing their risk of acquiring an STD.

Adolescent women who are sexually
experienced are no more likely than older
unmarried women to have more than one
partner in a given period; about 10% of
single, noncohabiting women aged 15-19
and in their 20s have two or more part-
ners in a three-month period.”

Furthermore, most teenagers move
slowly from one sexual partner to
another.®

4 Half of sexually experienced young
women wait almost 18 months between
the time they first have intercourse and
the time they have a second sexual part-
ner; for another one-quarter, the gap is
almost two years.

¢ Women who begin sexual activity at a
young age move more quickly than others
to a second partner.

4 Among sexually experienced women
aged 15-17, 55% have had two or more
partners; 13% have had sex with at least
Six men.

4 By their early 20s, 71% of women who
are sexually experienced have had more
than one partner, and 21% have had six or
more partners.

¢ On average, young men report having
had more sexual partners since first inter-
course than young women of similar ages,
in part because they have been having sex
longer.®

Sporadic Sex. Unmarried, sexually active
men and women, including teenagers, are
more likely than married people to have
sex sporadically.®

4 Sexually experienced, never-married
women aged 15-19 have intercourse, on
average, during eight out of 12 months,
but a quarter have intereourse in fewer
than six months out of a year; about a
third of those surveyed in 1988 had not
had sex in the previous month.

4 Unmarried teenagers have intercourse
less frequently than older single people
(Figure 18, page 29).




4 The small number of teenagers who are
married or cohabiting, on the other hand,
have intercourse more frequently than
older couples who are living together.®

000

Most young people begin to have sex in
their middle or late teens, many years
before they are married. The increase in
nonmarital intercourse has been most
dramatic among young white women.
Although sex is more common among
teenagers and generally begins at earlier

MORE SEX NOW BEFORE MARRIAGE

First intercourse among all teenagers is almost twice as likely to occur before
marriage as it was 30 years ago. The change is particularly striking among whitas.

ages than was the case several decades
ago, sexually experienced adolescents
tend to have intercourse less frequently
than older unmarried men and women.
This tendency to have sex sporadically
can affect teenagers’ efforts to prevent
STDs and unintended pregnancy by mak-
ing them unprepared to use contracep-
tives when they do have intercourse or
unwilling to use effective methods that
provide protection over a long period of
time, such as the pill.

Turned 20 1958-1960

All women

White women

Turned 20 1985-1987

All women

' Before ' Adter
P marriage marriage

12
Black women
: _— _
White women
100

0! 20 Mk 60 80

% of women who had had intercourse before age 20

No intercourse
by age 20

Sources: Adapted by AGI from tabulations by S. L. Hofferth
of data from the 1982 National Survey of Family Growth;
AGI tabulations of data from the 1988 National Survey of
Family Growth; S. L. Hofferth, J. R. Kahn and W. Baldwin,
“Premarital Sexual Activity Among U.S. Teenage Women

over the Past Three Decades,” Family Planning
Parspectives, 19:46-53, 1987, Table 3, p. 49.

Note: In this figure, the terms “black” and "white” refer to
race; Hispanics are categorized by race, not ethnicity.
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WOMEN NOW MORE SIMILAR THAN DIFFERENT

About half of women aged 15—19 have had intercourse,
regardless of race, income, religion or location.

_ 20/"

White

Poor
Low-income
Higher income

Fundamentalist §5%
Protestant
80: 100
% of women aged 15-19 who have ever had intercourse, 1988
Sources: J. D. Forrest and S. Singh, “The Sexual and p. 208; AGI tabulations of data from the 1988 National
Reproductive Behavior of American Women, 1982-1988," Survey of Family Growth.

Family Planning Perspectives, 22:206-214, 1990, Table 4,

FIGURE 15
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RISK-TAKING AND EARLY SEX

The more involved 14—15-year-olds are in drinking or smoking,
the more likely they are to have had intercourse.

% of 14-15-year-olds who
have had intercourse, 1990

100

G3% 68% |

Alcohol Cigarettes Marijuana

Involvement in risky behaviors

- = =
None Some ] _.1 Regular

SEX AND AMERICA'S TEENAGERS

The likelihood that a white
teenage woman would have
intercourse outside marriage
more than doubled hetween
the late 1950s and mid-1980s.

Source: AGI tabulations of data from the 1990 Youth Risk “Some” involvement is defined as use on one or two occasions
Behavior Survey. in the last 30 days. Cigarettes: "Regular” involvement is

. , . defined as smoking six times or more in the past 30 days.
Notes: Alcohol and marijuana: "Regular” involvement is “Some” involvement is defined as smoking cigarettes 1-5
defined as use on three or more occasions in the last 30 days. times in the past 30 days.
FIGURE 16
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Some 74% of women who had
intercourse before age 14 and
60% of those who had sex
before age 15 report having
had sex involuntarily.

m THE ALAN GUTTMACHER INSTITUTE

The younger a sexually experienced teenager is,
the more likely she is to have had involuntary sex.

% of women aged 19 and younger who have had intercourse

i 13 and
younger

A0

1
|
|

14 and

younger

- —n =

e ] e L LT ey SRRRMMRRS <t .
I

- " ]—?s/}

B

15 and 16 and
younger younger

17 and
younger

Age at first intercourse

Involuntary intercourse

only

- Both voluntary
and involuntary intercourse

18 and
younger

E—ﬂ Voluntary intercourse only

1

19 and
younger

Source: Adapted by AGI from tabulations by K. A. Moore,
C. W. Nord and J. L. Peterson of data from the 1987
National Survey of Children, See K. A. Moore, C. W.

Nord and J. L. Peterson, "Nonvoluntary Sexual Activity

Among Adolescents,” Family Planning Perspectives,
21:110-114, 1989, Table 2, p. 111.

Note: Those who answered affirmatively to the question
“Was there ever a time when you were forced to have sex
against your will, or were raped?” were classified as
having had involuntary intercourse.
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FREQUENCY OF INTERCOURSE

Unmarried tegnagers have sex less often than do single women in their early 20s.

\

\ ------ Once a month or less (23%)

e 2-3 times a month (33%)
sl Once @ week (19%)

- Several times a week (25%)

Unmarried sexually experienced women
aged 15-19, 1988: 4,226,000

N N

Unmarried sexually experienced women
aged 20-24, 1988: 4,246,000

....:\‘. ...... LR BRI RS OHCB a month
) or less (15%)

3 ...................... 2_3 “mes &
month (28%)

- 0nce a week (24%)

Source: AGI tabulations of data from the 1988 National
Survey of Family Growth.

Note: Calculations show frequency of intercourse within
three months prior to survey among unmarried sexually
experienced women not cohabiting.

FIGURE 18
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Pregnancy and STDs

fertile woman has about a 3%
chance of becoming pregnant in a
single act of unprotected inter-
course, although the risk ranges
from virtually zero to 30%, depending on
when during the menstrual cycle inter-
course occurs.” Within a year, however, a
sexually active teenager who does not use

RISK OF PREGNANCY

A sexually active teenage woman using no contraceptive over the course of a year
has a 90% chance of becoming pregnant.

Estimated % of women becoming pregnant in one year of
intercourse using no contraceptive method

| 80%

30-34 35-39

Source: S. Harlap, K. Kost and J. D. Forrest, Preventing
Pregnancy, Protecting Health: A New Look at Birth Control

Choices in the United States, AGI, New York, 1991, Table
8.2,p.121.

FIGURE 19
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Risks and Prevention of Unintended

a contraceptive has a 90% chance of
becoming pregnant® (Figure 19, page 30).
Other things being equal, teenagers
and women in their early 20s theoretically
have a higher risk of pregnancy than older

women, because the ability to conceive
declines slowly after the mid-20s.*
However, pregnancy levels may be rela-
tively low in the first few years after puber-
ty, before regular ovulation and sperm
production are established.” In addition,
since unmarried sexually active teenagers
generally have less-frequent intercourse
than older unmarried individuals, they
may experience lower pregnancy rates.

The chance of acquiring a sexually
transmitted infection may be substantial-
ly greater than the risk of becoming preg-
nant, although the likelihood varies
considerably, depending on one’s sex, on
whether one’s partner has an STD and on
what the disease is. Women are at greater
risk of acquiring an STD than men,
because anatomical differences make
many of these diseases more easily trans-
missible to women.®

4 In a single act of unprotected intercourse
with an infected partner, for example, a
woman is twice as likely as a man to acquire
gonorrhea or chlamydia (Figure 20, page
31), as well as hepatitis B (not shown).

4 Some STDsg are more easily transmissi-
ble than others, however. For example, in
a single act, of unprotected intercourse
with an infeeted partner, a woman has a
1% risk of acquiring HIV, a 30% risk of
getting genital herpes and a 50% chance
of contracting gonorrhea; a man’s risk of
infection ranges from 1% for HIV to 30%
for genital herpes.

The more partners an individual has,
the higher the risk of being exposed to a
sexually transmitted infection.

4 Overall, younger women are more likely
than older women to have more than one
partner in a three-month period, because
most are unmarried® (Figure 21, page 32).

¢ Many teenagers, as well as adults, are
indirectly exposed to more than one sexu-
al partner each year because their part-
ner has had sex with someone else.”




In addition, adolescent women may be
biologically more susceptible to sexually
transmitted infections than older women.
Young women may have a higher risk of
cervical infections because their cervix has
not completely undergone age-related
developmental changes.” In addition, they
have fewer protective STD antibodies.”

Correct and consistent use of a latex
condom® at each act of intercourse marked-
ly reduces the risk of acquiring an STD,
including HIV.* Even imperfect use®
reduces the risk by about 50%." By con-
trast, in a year of regular intercourse with a
man infected with gonorrhea, an estimated
90% of women would become infected if
they used no method, a hormonal method,
periodic abstinence or the IUD; an estimat-
ed 60-70% would become infected if they
used the diaphragm or spermicide alone.”

The Difficulties of Prevention
Although contraceptives can prevent
pregnancy and STDs, they can be compli-
cated to use, and some may seem inappro-
priate to teenagers who have sex
sporadically. In addition, contraceptives
can be difficult or expensive for adoles-
cents to obtain.

Planning. All contraceptive methods other
than withdrawal require planning, either to
obtain supplies or to give the method time
to take effect. (It is generally recommend-
ed, for example, that for the first several
days after a woman begins to use the pill,
she and her partner also use a second
method.) Planning can be difficult, especial-
ly in the early stages of a relationship, when
it may not be clear whether or when inter-
course might oceur. In addition, ambiva-
lence about sex and a romantic desire to be
“swept away” can impede the willingness of
people who are not in along-standing rela-
tionship to be prepared “just in case.”®
Some methods, such as the male con-
dom, the female condom and spermicides,
are available without a prescription. Their
relative accessibility and low cost make it
feasible to keep them on hand in case they
are needed. (This may be problematic for
teenagers who do not want their parents
to know they have contraceptives—and
therefore, presumably, are having sex.)
On the other hand, use of any of these
methods is usually apparent to one’s part-
ner and may even require the partner’s

= e e————1 | SEX AND AVERIGA'S TEENAGERS

cooperation. The necessary communica-
tion and agreement between partners
may be awkward to achieve in a new rela-
tionship, and may be especially difficult
for teenage women, whose partners often
are considerably older.” (It may also be
difficult to introduce or continue using
condoms in long-standing relationships.'*)

Other methods—hormonal methods,
such as the pill, the contraceptive implant
or the injectable contraceptive; and the

STD RISK, BY GENDER

Women are at least as likely as men to acquire certain STDs
during a single act of unprotected intercourse with an infected partner.

Estimated % risk of acquiring an STD in one act of
unprotected intercourse with an infected partner, all ages

100

504

25%

et s BT Re n s s sn

0 Gonorrhea Chlamydia Genital herpes HIV

- Women infected by men " Meninfected by women
Source: S. Harlap, K. Kost and J. D. Forrest, Preventing Notes: HPV is human papillomavirus. HIV is human immun-
Pregnancy, Protecting Health: A New Look at Birth Control odeficiency virus.

Choices in the United States, AGI, New York, 1991,
Figure 6.4, p. 43.
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diaphragm—require a medical visit prior
to use and either a preseription or insertion
or injection by a clinician. (IUDs are sel-
dom offered to young women because of
the possible risks of infection leading to
infertility.) A woman can use any of these
methods, with the possible exception of the
diaphragm, without her partner’s knowl-
edge; however, the continuous protection
against pregnancy provided by these

MULTIPLE PARTNERS

Younger women are more likely than older women to have more than one sexual
partner in a short time period because most younger women are unmarried. Among the
unmarried only, age makes little difference in the proportions with multiple sexual partners.

% of women sexually active in the last three months who
had more than one sexual partner in that time period, 1988

7 12% 12%
11/a( — ) 10% —
1 | o = |
5% II % ‘ i i
2% | ‘ 2% 2%
I B s = =
0 1517 18-19 20-24 25-29 30-34 35-39 40-44

. All women & Unmarried women

Sources: All women: K. Kost and J. D. Forrest, “American
Women's Sexual Behavior and Exposure to Risk of Sexually
Transmitted Diseases," Family Planning Perspectives,
24:244-254, 1992, Table 3, p. 248. Unmarried women:

AGI tabulations of data from the 1988 National Survey of
Family Growth.

Note: Unmarried women exclude those who are currently
married and those who are cohabiting.

FIGURE 21
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methods, as well as by periodic abstinence
(which requires ongoing monitoring of the
time of ovulation), may seem unnecessary
to women who do not have sex regularly.””
In addition, hormonal methods and peri-
odic abstinence offer no protection against
STDs, although hormonal methods do low-
er a woman’s risk of developing an upper
genital tract infection if she contracts cer-
tain diseases." Thus, a woman relying on
one of these methods must also use a barri-
er method—rpreferably, the male con-
dom—to protect herself or her partner
against STDs as well as pregnancy.

Obtaining Methods. Acquiring the ser-
vices and supplies needed to prevent
pregnancy or STDs can be difficult or
even forbidding for teenagers.

4 Many people are embarrassed to buy
condoms."®

4 Clinicians often do not initiate discussion
about contraception and STDs with ado-
lescents, who may be too timid or embar-
rassed to raise such subjects themselves."

4 Young women seeking the pill and other
prescription methods may be embar-
rassed to have a pelvic examination'® or
may not know how to locate a physician on
their own, since a pediatrician is probably
the only doctor many teenagers have seen
on a regular basis.

4 More than a quarter of private doctors
who write pill preseriptions will not do so
for a minor without her parent’s
consent'®—a restriction that inhibits
some young people from seeking sensitive
health care.'”

Services at family planning clinics,
community health centers and other pub-
licly supported clinics are the easiest for
teenagers to obtain. Family planning elin-
ics, for example, rarely require parental
consent, although clinicians strongly urge
young women, especially very young
teenagers, to talk with their parents.'® In
addition, many clinics provide services
and pills to young women without charge;
when they do charge, clinics’ fees are gen-
erally lower than those of private practi-
tioners,"® who typically charge $55-$89
for a new patient visit, not including labo-
ratory fees." Clinics are also more likely
than private doctors to have evening and
weekend hours, and to see patients with-
out an appointment. In addition, they are




substantially more likely to serve a wom- and 1988; the increase occurred among

an who cannot pay."! Between 1980 and young women of all races, ethnic groups

1992, however, funding for the Title X and income levels™ (Figure 22, page 33).

family planning program, which provides 4 Even so, white and higher income

crucial support for clinics, declined 72% teenagers are more likely than others to

(adjusted for inflation)."* As a conse- use condoms at first intercourse. '

quence, some clinics have been forced to

charge' higher fees, cut bacl'{ their hours of GETTING BETTER AT PRECAUTIONS
operation or reduce education and out-

reach efforts—changes that make ser- Teenage women's contraceptive use at first intercourse rose from 48% in 1982 to 65% in 1988.
vices less accessible to teenagers. Condom use doubled.

SEX AND AMERICA'S TEENAGERS

In recent years, in an effort to make
services more accessible to young people,
a number of school-based and school-
linked clinics have opened, and condom ~ ~ [EEEEEEER - Candom (23%)
distribution programs have been imple-
mented in some schools. Only a third of
these clinics dispense contraceptives on
site," however, and only a handful of
schools have established condom distribu- L Pill (8%)
tion programs.'® |

E - Withdrawal (13%)
Contraceptive Use Among Sexually

- |
Experienced Teenagers PR - Other (4%)
Despite the barriers, most sexually expe- N |- No method at first
rienced teenagers use contraceptives. P NEGICOUTSE (52%)
4 Contraceptive use among teenagers, Sexually experienced women aged 15-19
particularly condom use, increased con- at interview, 1982: 4,484,000

siderably between 1982 and 1988.1

--------------------- Condom (48%)

eerseeseescs Pl (8%)
< Withdrawal (8%)

..;....,........Other (1%)
No method at first
intercourse (35%)

Sexually experienced women aged 15-19
at interview, 1988: 4,883,000

¢ Ma.ny young people use two methods— Source: J. D. Forrest and S. Singh, “The Sexual and

Family Planning Perspectives, 22:206-214, 1990,

many use both methods simultaneously).
A quarter of the 1.7 million teenagers who
use the pill, for example, also use con-

one to protect themselves or their part- Reproductive Behavior of American Women, 1982-1988,” Table 5, p. 209.
ners against pregnancy and another to flREi;

prevent STD transmission (although it is

not clear from the data available how DELAYS STILL COMMON

Most young women are sexually active for a substantial time before they go to a doctor or a clinic;
only 40% go for medical contraceptive services within the first year after they begin intercourse.

doms. Of men aged 15-19 who use con-
doms, a quarter use them in combination

Use at First Intercourse. Two-thirds of
adolescents use some method of contra-
ception—usually the male condom—the
first time they have sexual intercourse."®

4 The older a teenager is at first inter-
course, the more likely she or he is to use

4 Whites are substantially more likely \
than blacks or Hispanics, and higher g
income teenagers are more likely than
poor or low-income adolescents, to use a
method the first time they have sex.”®

4 The prevalence of condom use at first Sexually experienced women aged 15-19 who
have been sexually active for at least a year,

intercourse among women aged 15-19 1988: 3.650.000
jumped from 23% to 48% between 1982

. - 7 Made medical visit before or in same
with a female method.™™ ... month as first intercourse (12%)

s =3 months after (11%)

.................. 4-6 months after (5%)

a contraceptive." fr 7-12 months after (12%)
\d REL | e w1 year or more after (29%)

wveeeseesnnes Made N0 visit by time of survey (31%)

Source: AG! tabulations of data from the 1988
National Survey of Family Growth.
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Delay in Seeking Medical Services.

It is important for sexually experienced
teenagers, especially young women, to
visit a clinie or doctor not only to obtain
more effective contraceptives, but also to
undergo periodic STD screening and, if
necessary, treatment. Most sexually
experienced teenagers who use birth con-
trol, however, rely on over-the-counter
methods, such as the condom, for a con-
siderable period before they consult a
medical professional,'®

4 Only 40% of sexually experienced teen-
age women visit a doctor or clinic for con-

TRYING TO AVOID PREGNANCY

On an ongoing basis, the majority of sexually experienced adolescent women
and their partners use a contraceptive, primarily the condom or the pill.

Age-group

. s
=

18-19

20-24

White

Income

Low-
income

Higher .
income

0 100 i

% of women aged 15-19 at risk of unintended pregnancy who are using a contraceptive, 1988

' ' il
| Other
Condom Pill | ~+/ method
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Source: AGI tabulations of data from the 1988 National
Survey of Family Growth.

Note: Data on age-groups only include 20-24-year-olds.

FIGURE 24

traceptives within 12 months of beginning
intercourse (Figure 23, page 33).

¢ Black teenagers and adolescents from
poor families make a family planning visit
sooner than whites or Hispanics and
teenagers from higher income families."

¢ Women who are older when they first
have intercourse are more likely than
younger teenagers to make a family plan-
ning visit soon after they first have sex
(although they are no more likely to go to
a clinic or doctor for contraceptives before
the month in which they first have sex).'®

Two-thirds of all adolescent women,
and even higher proportions of those who
are poor or who begin sex at an early age,
first seek medical contraceptive services
from a family planning clinic.'®

4 Clinics continue to be the most common
source of medical services well after the
first visit.

4 In 1988, a clinic was the most recent
source of services for almost two-thirds of
women aged 15-19, including three-quar-
ters of those who were poor.

Current Contraceptive Use. At any giv-
en time, three-quarters of adolescent
women who have had sex are at risk of
unintended pregnancy.””” Most at-risk
teenagers use contraceptives.”®

¢ Some 72% of 15-17-year-old women at
risk and 84% of 18-19-year-olds use some
method of contraception, as do 88% of
women aged 20-24 (Figure 24, page 34).

4 In general, pill use increases and con-
dom use declines with age; however, the
reverse is true for Hispanic women,

4 Black and Hispanic teenagers are less
likely than white adolescents to use some
method of contraception, although the dif-
ference between blacks and whites is
small. Blacks, however, are more likely
than whites to use the pill.

4 Higher income teenagers are much more
likely than low-income teenagers and
somewhat more likely than poor adoles-
cents to use contraceptives. Poor women,
however, are slightly more likely than their
more advantaged peers to use the pill.

4 Differences in pill use by race and ethnici-
ty and by income may reflect, at least in

part, poor and black teenagers’ tendency to
visit a clinic or doctor for contraceptives rel-




atively soon after they begin intercourse.

Less Than Perfect Use. Succeessful use of
most reversible contraceptive methods
requires both motivation and a constancy
of attention and action that is difficult for
married adults, let alone teenagers and
others who are not in stable, long-term
relationships, to maintain.'?®

4 Among all women who rely on condoms,
only eight in 10 used one at last inter-
course; only two in 10 of those who rely on
condoms solely for protection against
STDs used one the last time they had sex.

4 Teenage women who use condoms to
prevent an unintended pregnancy are as
likely to have used one at last intercourse
as are older women with similar numbers
of partners, income and race or ethnicity.

Successful use of condoms and pills, as
well as of other reversible methods, gen-
erally requires adherence to certain steps.
Most women who use condoms or the pill
do not follow all of these steps; teenage
women do about as well as older women in
this regard™? (Figures 25 and 26, pages
35 and 36).

Teenagers’ Success in Avoiding
Pregnancy

Even though their use is not always per-
fect, a large majority of never-married
adolescents who use contraceptives suc-
ceed in avoiding unintended pregnancy.
Indeed, they do at least as well as older
women'3! (Figure 27, page 37).

¢ Never-married teenagers are slightly
more successful than never-married wom-
en aged 20-24 in preventing an accidental
pregnancy in the first 12 months of pill or
condom use.

¢ Teenagers are about as likely to prevent
an unintended pregnancy as are never-
married women aged 25-29 using the
same contraceptives.

4 The relatively low rate of unintended
pregnancies among never-married ado-
lescents using the pill and condoms may
reflect, in part, that they have intercourse
less frequently than older never-married
women.

At all ages, women who are poor or
low-income have more difficulty than
higher income women in using contracep-
tives effectively: Unintended pregnancy

SEX AI\E AMERICA'S TEENAGERS

rates among pill and condom users who
are poor or low-income are about twice
those among higher income women. '3
In contrast to the fairly small differ-
ences in unintended pregnancy rates

CONDOM USE NEEDS IMPROVEMENT AT ALL AGES.
Teenagers do almost as well as older women in trying to follow the criteria for perfect condom use.

Perfect [0 1.00 | T

use |

14and |
younger

15-17 |

18-19

20-24 | 21

25-20 [121

30 and :
older

0: 1 2 3 4
Average number and type of criteria met for good condom use out of total of four

==
|
. Withdraw while penis is stil! erect

' Put condom on prior to penetration

Use a condom during every act

[ﬂ Hold condom in place during withdrawal . of intercourse

Source: Tabulations by D. Oakley of data from the University
of Michigan longitudinal survey of initial clients at three fami-
ly planning clinics near Detroit, Feb. 1987-Apr. 1989.

Note: Condoms were the main contraceptive method used
for any study month, and women were sexually active at
least one of those months.

FIGURE 25
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PILL USE COULD

Teenagers do almost as well as older women in trying to follow the criteria for perfect pill use.

among never-married women of various
ages, there are strong age differences
among reversible contraceptive users who

IMPROVE, T0O.

Perfect use

Average number and type of criteria met for good pill

' Take a pill every day ! Take pills in
' Take a pill at same ﬂ
time every day =V Take all pills

1,00/
{14 and younger '
9695
60| 99 40
.sz"' 8|4
——— m—
¢ .62 100 40
2529 : §
.sz‘ 100 42
;3[] and older
% 45
1 2i 3 4 5i 6

use out of total of six

Use a backup method
if forget pill

B
same order !

. Take only own pills

Source: Tabulations by D. Oakley of data from University of
Michigan longitudinal survey of initial clients at three family
planning clinics near Detroit, Feb. 1987-Apr. 1989. See

D. Oakley, S. Sereika and E.-L. Bogue, "Oral Contraceptive
Pill Use After an Initial Visit to the Family Planning Clinic,”

Family Planning Perspectives, 23:150-154, 1991,

Note: Oral contraceptives were the main contraceptive used
for any study month, and women were sexually active at
least one of those months.

B2 71 Lan curTvacker insTiTuTe

FIGURE 26

have ever been married. Rates are about
twice as high for ever-married teenage
users as they are for never-married ado-
lescent women, while pregnancy rates for
users aged 20-24 do not vary substantial-
ly by marital status. In fact, ever-married
adolescents have the highest unintended
pregnancy rates, regardless of whether
they use the pill or the condom and
regardless of their poverty status.” The
higher rates among younger married
users may reflect weaker motivation to
delay pregnancy, greater frequency of
intercourse, higher fertility or selection of
women more likely to have accidental
pregnancies into earlier marriage.

004

Contraceptives can significantly
reduce the risk of becoming pregnant or
of acquiring an STD—in some cases, vir-
tually to zero. Although contraceptives
can be difficult for teenagers to obtain and
to use, most sexually experienced adoles-
cents try to behave responsibly by pro-
tecting themselves and their partners
from disease and unintended pregnancy.
In general, teenagers use contraceptives
as effectively as, or even better than,
unmarried adults. For adolescents who
are not effective users or who do not use a
method, however, the consequences can
be serious.




TEENAGERS’ SUCCESS IN PREGNANCY PREVENTION

Unmarried teenagers are less likely to have a contraceptive failure than are unmarried
women in their early 20s. Overall, those who are higher income and those relying on

pills have the lowest accidental pregnancy rates.

% of never-married women pregnant in first year of
condom or pill use, 19841987
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Perspectives, 24:12-19, 1992, Table 2, p. 15.
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At any given time, three-
quarters of adolescent women
who have had sex are at risk of
unintended pregnancy. Most
at-risk teenagers use
contraceptives.
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very year, 3 million teenagers

acquire an STD. Adolescents thus

account for a quarter of the 12 mil-

lion new sexually transmitted infec-
tions that occur annually in the United
States™ (Figure 28, page 38).

¢ About 256% of sexually experienced ado-
lescents become infected each year.®

4 Roughly 13% of young people between
the ages of 13 and 19 contract an STD
annually.”®

The Variety of STDs

A wide variety of diseases can be transmit-
ted through sexual intimacy. Chlamydia,
trichomoniasis, gonorrhea, human papillo-
mavirus (HPV), genital herpes, hepatitis
B, syphilis and HIV are among the most
common STDs. Some diseases, including
chlamydia, gonorrhea, trichomoniasis and
syphilis, can generally be cured quite easi-
ly if they are detected and treated early.
On the other hand, viral infections—such
as HPV, genital herpes, hepatitis B and
HIV—cannot be cured and can be trans-
mitted to sexual partners even years after

STD CASES, BY AGE

An estimated 3 million adolescent women
and men get an STD each year, accounting
for 25% of all new STDs cases annually.

Incidence and consequences'of STDs

younger (25%)

I/' QRSN .......... Aged 20-24 (41%)
i /-Aged 25 and older (34%)

y / J

Estimated new cases of STDs, 1992: 12,000,000

Source: Centers for Disease Control and Prevention,
Division of STD/HIV Prevention, 1992 Annual Report,
Atlanta, 1993.

FIGURE 28

initial infection. Some 56 million
Americans—more than one in five—are
estimated to be infected with a viral STD
other than HIV; 1 million are believed to
have the virus that causes ATDS.*

Data on STD incidence and prevalence
among teenagers are often incomplete or
extrapolated from small clinical samples.
Available information, however, suggests
that some STDs are extremely common
among adolescents.

4 Between 10% and 29% of sexually expe-
rienced adolescent women tested for STDs
have been found to have chlamydia.’®

4 Up to 15% of sexually experienced teen-
age women are infected with HPV; in
some studies, the majority have a strain of
the virus linked to cervical cancer.'

4 The rate of reported cases of infectious
syphilis among adolescent women has
more than doubled since the mid-1980s.*°

4 Sexually experienced women and men
aged 15-19 have higher rates of gonor-
rhea than any five-year age-group
between 20 and 44,

4 Although the number of reported AIDS
cases among teenagers is very small,
about 20% of AIDS cases are diagnosed in
people in their 20s, most of whom proba-
bly contracted HIV during adoleseence.'?

The Consequences of STDs

Both men and women can suffer serious
health problems—such as infertility, can-
cer or HIV infection—as a consequence of
a sexually transmitted infection (Figure
29, page 39). STDs have a disproportion-
ate impact on women, however, because
these diseases are both more easily trans-
mitted to and more difficult to detect in
women; as a result, complications of undi-
agnosed infections are far more common
and severe in women. In addition, women
can transmit an STD to their offspring
during pregnaney or childbirth, some-
times with devastating consequences.'
Infertility. Many of the most serious
problems associated with STDs result
from undetected chlamydial and gonor-
rheal infections. If untreated, these dis-
eases can develop into pelvie inflammatory
disease (PID) in women and epididymitis




inmen, which in turn can lead to infertility rhea) or of having an ectopic pregnancy (a
and, in women, to ectopic pregnancy. possible result of an upper genital tract
Because most sexually experienced teen- infection) is almost nonexistent if her risk
age women postpone childbearing, of contracting an STD is low—that is, if
untreated STDs are likely to have a she is in a mutually monogamous relation-
greater impact on young women than on ship with an uninfected partner. The risk

SEX AND AMERIGA'S TEENAGERS

older women, many of whom have already of infection is substantially higher if the
begun or completed childbearing.

A sexually experienced woman’s risk
of becoming infertile as a consequence of
an upper genital tract infection (usually
caused by untreated chlamydia or gonor-

relationship is not mutually monogamous.
In fact, being in a mutually monogamous
relationship has a greater impact on reduc-
ing the risk of becoming infertile than does
the choice of a contraceptive method."*

STDs have similar effects on women and men, including teenagers, although complications are more common in women.
Chlamydia and gonorrhea can cause infertility in both women and men if not recognized and treated early.

Gonorrhea
1.1 million

120,000

3,500

Trichomoniasis
3 million

Syphilis R

Chancroid

Chronic pelvic pain
Infertility

Increased risk of HIV if exposed

Increased risk of HIV if exposed

Pelvic inflammatory disease

Ectopic pregnancy

Infertility

Infection of joints, heart
valves or brain

Increased risk of HIV if exposed

Serious damage to many
body systems
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Increased risk of HIV if exposed
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Increased risk of HIV if exposed

Increased risk of HIV if exposed
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Infection of joints, heart
valves or brain
Increased risk of HIV if exposed
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Mental illness
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CURABLE, NONVIRAL DISEASES

Chlamydia Pelvic inflammatory disease Epididymitis Premature delivery
4 million Ectopic pregnancy Infertility Pneumonia
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Premature delivery

Blindness

Meningitis
Septic arthritis

Stilirth or neonatal death

Active syphilis
Damage to heart, brain or eyes
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NONCURABLE, VIRAL DISEASES

HPV
500,000-1 million

Genital herpes
200,000-500,000

100,000-200,000

40,000-50,000

Hepatitis B

Cancer of cervix, vulva,
vagina or anus

Increased risk of HIV if exposed

Cirrhosis
Liver cancer

Immune system disorders

Immune system disorders
Increased risk of other STDs

Cancer of penis or anus

Increased risk of HIV if exposed

Cirrhosis
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Immune system disorders

Immune system disorders
Increased risk of other STDs

Warts in throat that can
obstruct air passages

Premature delivery
Serious brain damage
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Sources: HIV: Centers for Disease Control and Prevention,
"Projections of the Number of Persons Diagnosed with
AIDS and the Number of Immunosuppressed HIV-Infected

Persons, United States, 1992—-1994," Morbidity and
Mortality Weekly Report, 41:18-19, 1992, Table 6. All oth-
ers: P. Donovan, Testing Positive: Sexually Transmitted

Disease and the Public Health Response, AGI, New York,
1993, pp. 10-17.
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Sexually experienced women
and men aged 15-19 have
higher rates of gonorrhea than
any five-year age-group
between 20 and 44.
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Even those women at high risk of
acquiring an STD, however, can avoid
infection-induced infertility if they choose
the right contraceptive method, especially
if they use it consistently.

4 On average, a woman who is in a rela-
tionship that is not mutually monogamous
has a 5% risk of developing tubal infertili-
ty over a five-year period if she uses no
method of contraception."

¢ Barrier and spermicidal methods, espe-
cially latex condoms, offer the maximum
protection. Even when used imperfectly,
condoms will reduce a woman’s risk of infer-
tility to an estimated 2%; used consistently,
they provide still greater protection.”

4 The pill and other hormonal methods
offer no protection against the risk of
acquiring an STD. However, they proba-
bly lower a woman’s risk of ultimately
developing tubal infertility, because they
reduce the chances that a lower genital
tract infection will ascend into the upper
genital tract, where it could develop into
PID and its sequelae, and they help pre-
vent ectopic pregnancies, which can lead
to infertility."*

Cancer, HIV Infection. Early detection
and treatment of STDs can reduce the
chance that men and women will develop
cancers associated with HPV and hepati-
tis B. In addition, a number of common
infections, including syphilis, genital her-
pes, chlamydia, trichomoniasis and gonor-
rhea, increase an individual’s risk of
contracting HIV if exposed to that virus;*
prompt treatment of these infections may
eliminate or at least reduce that risk.

000

STDs are extremely common among
sexually experienced teenagers and can
have serious, even life-threatening conse-
quences. The surest means of preventing
these problems is to be in a mutually
monogamous relationship. Use of contra-
ceptives, particularly latex condoms, can
significantly reduce the likelihood of expe-
riencing serious consequences, usually by
lowering the risk of acquiring an STD.
‘When infection does occur, timely treat-
ment can be crucial to protecting one’s
health. STDs, of course, are not the only
negative consequence of unprotected sex.




Adolescent
Pregnancy

ost sexually experienced
teenagers try to prevent
pregnancy, and most young con-
traceptive users suceeed in
doing so. Nevertheless, 1 million adolescent
women—I12% of all women aged 15-19 and
21% of those who have had sexual inter-
course—become pregnant every year.®

Pregnancy Rates: Up or Down?
Over the last two decades, adolescent
pregnancy rates have gone both up and
down, depending on how they are calcu-
lated (Figure 30, page 41). Reflecting the
dramatic rise in the proportion of adoles-
cent women who have had sexual inter-
course during this period, the rate among
all teenage women aged 15-19 increased
23% between 1972 and 1990, and is now at
its highest level in nearly 20 years.*
Pregnancy rates among all adolescent
women, however, do not present an accu-
rate picture of pregnancy levels among
teenagers, because some adolescents are
not sexually experienced and therefore
are not exposed to the risk of pregnancy.
The more important trend, therefore, is
the pregnancy rate among sexually expe-
rienced teenagers. That rate has declined
19% among 15-19-year-olds in the last
two decades™—an encouraging indication
that sexually experienced adolescents are
using contraceptives more effectively
than did their counterparts in the past.

Age and Race as Factors

Nearly two-thirds of teenage pregnancies
oceur among 18-19-year-old women.'™
The proportion of sexually experienced
teenagers who become pregnant increas-
es with age, because as they get older,
adolescents generally have intercourse
more frequently and are more likely to be
fertile and to want to get pregnant™
(Figure 31, page 42).

4 Among sexually experienced teenagers,
about 9% of 14-year-olds, 18% of 15-17-
year-olds and 22% of 18-19-year-olds
become pregnant each year.

4 The rate for 18-19-year-olds is only
slightly lower than that for 20-24-year-olds.

SEX AND AMERICA’S TEENAGERS

DECLINE AND RISE IN PREGNANCY RATES

Qver the last two decades, the pregnancy rate among teenage women who have had

intercourse has declined; however, since proportionately more adolescents are having intercourse,

the pregnancy rate among all teenage women has increased.

Pregnancies per 1,000 women aged 15-19
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Sources: Births, 1972-1990: National Center for Health
Statistics, “Advance Report of Final Natality Statistics,”
Monthly Vital Statistics Report, Vols. 23-41, Supplements,
1974-1993. Abortions, 1973-1988: S. K. Henshaw and

J. Van Vort, eds., Abortion Factbook, 1992 Edition: Readings,
Trends, and State and Local Data to 1988, AGI, New York,
1992, Table 1, pp. 172—173; 1972, 1989-1990: S. K.
Henshaw, “U.S. Teenage Pregnancy Statistics,” AGI, New
York, 1993. Sexual experience data: E. F. Jones et al.,
Teenage Prenancy in Industrialized Countries, Yale University
Press, New Haven and London, 1986, Table 3.5, p. 47; J. D.
Forrest and S. Singh, “The Sexual and Reproductive Behavior

of American Women, 1982-1988," Family Planning
Perspectives, 22:206-214, 1990, Tables 1 and 3, pp. 207 and
208,

Notes: Pregnancy:Pregnancies are defined as the sum of
births, abortions and miscarriages. Miscarriages are estimated
as 20% of births and 10% of abortions. Sexually experienced
women:The sexually experienced population was estimated by
interpolating from sexual behavior data for 1971, 1976, 1982
and 1988. Data were extrapolated for 1989 and 1990 using
the 1982-1988 trend.

FIGURE 30
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Pregnancy rates also vary consider-
ably by race and ethnicity.”®
#Black teenagers have a higher pregnancy
rate than their Hispanic and white peers:
Some 19% of all black women aged 15-19
become pregnant each year, compared
with 13% of Hispanics and 8% of whites.

#The higher rate among blacks is only
partly due to the fact that they are more
likely than whites to be sexually experi-
enced. Kven among those who have had

The oldest sexually experienced teenagers are the most likely to become pregnant.

Sources: Births: National Center for Health Statistics,
“"Advance Report of Final Natality Statistics, 1990," Monthly
Vital Statistics Report, Vol. 41, No. 9, Supplement, 1993,
Table 2, p. 18. Abortion, 1990: S. K. Henshaw, “U.S.
Teenage Pregnancy Statistics,” AGI, New York, 1993.
Sexual activity data: 14 and younger: AGI tabulations of
data from the 1990 Youth Risk Behavior Survey; 15-24:
J. D. Forrest and S. Singh, “The Sexual and Reproductive
Behavior of American Women, 1982—1988," Family
Planning Perspectives, 22:206-214, 1990, Tables 1 and 3,
pp. 207 and 208.

Notes: Pregnancy: Pregnancies are defined as the sum of
births, abortions and miscarriages. Miscarriages are estimat-
ed as 20% of births and 10% of abortions. Sexually experi-
enced women: The sexually experienced population was esti-
mated using the 1982-1988 trend. To estimate sexual experi-
ence for women under 15 years of age, data from the Youth
Risk Behavior Survey (YRBS) were used. Because the YRBS
reports higher levels of sexual activity than the National
Survey of Family Growth (NSFG), YRBS estimates were
deflated on the basis of the ratio of YRBS to NSFG figures on
proportions of 18-year-old women who have had intercourse.
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Pregnancies per 1,000 sexually
experienced women, 1990
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FIGURE 31

intercourse, blacks are considerably more
likely than whites and Hispanics to
become pregnant, presumably because
they are less likely to use a contraceptive
or to use it effectively.

Adolescent Men

Since pregnancy data have been collected
almost exclusively for women, it is easy to
ignore male involvement. However,
young women typically marry men who
are three or more years older than they
are,” so it is likely that the male partners
of pregnant teenagers are also older than
the women.

40nly 26% of the men involved in the preg-
nancies among women under age 18 are
estimated to have been that young; 35% are
aged 18-19, and 39% are at least 20,

4 These comparisons suggest that while
18% of 15-17-year-old women who have
had intercourse become pregnant each
year, only about 4% of sexually experi-
enced men who are that young make a
partner pregnant.'®

Adolescent men may be less likely
than adolescent women to be involved in a
pregnancy, because many are having sex
with even younger women, who are still
experiencing lower fecundity in the years
immediately following menarche, or
because they are much less likely than
young women to have sex frequently.
Alternatively, the reports that higher pro-
portions of young men than women have
sex could be false.

‘Whatever the explanation, it cannot be
assumed that the men involved in teenage
pregnancies are comparable to the preg-
nant women, Nor can adolescent pregnan-
¢y continue to be viewed strictly as a
teenage phenomenon. Age differences
between partners raise concerns about how
persuasive young women can be in insisting
that their partners use condoms and how
effective disease and pregnancy prevention
programs can be if they focus only on
teenagers and ignore their older partners.

Different Directions

Many of the milestones along the path to
adulthood—completing education, finding
full-time employment and getting mar-
ried—now typically oceur in the late teen-
age years or, more commonly, in the early




20s. On the other hand, a quarter of all 12224

young women have been pregnant by the
time they turn 18, and half have had a
pregnancy by age 21."*

4 Young black women and teenagers who
are poor or low-income are especially like-
ly to become pregnant early in life,

4 Typically, there is a gap of three years
between first intercourse and first pregnan-
ey among poor and low-income teenagers,
compared with a gap of four and a half years
among higher income adolescents.

4 Similarly, blacks and Hispanics general-
ly become pregnant less than three years
after becoming sexually experienced,

while whites wait more than four years.'®

Unintended Pregnancies

Some 85% of teenage pregnancies are unin-
tended.' Teenagers are not alone in experi-
encing high rates of unintended pregnancy,
however; 55% of pregnancies among older
women are unintended. As a result,
teenagers account for only about a quarter
of all accidental pregnancies annually."”

4 Pregnancies among higher income
teenagers are more likely to be unintended
than are those among poor and low-income
adolescents; among older women, by con-
trast, those with higher incomes are less
likely to have an unintended pregnancy
than are those who are poor or low-
income.'®

4 Hispanic teenagers who become preg-
nant are somewhat more likely than
blacks or whites to have wanted to get
pregnant or at least not to have cared
whether or not they became pregnant.'

4 Whether an adolescent intends to become
pregnant is strongly affected by whether
she is married (Figure 32, page 43). Even
among martied teenagers, however, most
pregnancies are unintended. And since so
few teenagers are married, 60% of intend-
ed pregnancies among women under age
20 oceur among unmarried women,'®

Pregnancy rates among sexually expe-
rienced teenagers have declined substan-
tially over the last two decades, but
because the proportion of teenagers who
are sexually experienced has grown, the
overall teenage pregnancy rate has
increased. One million young women
become pregnant annually, the vast
majority unintentionally. Older teenagers
and adolescents who are poor or black are
more likely to get pregnant than are their
younger, more advantaged and white
counterparts. The way in which teenagers
resolve their pregnancies also differs by
age, income status, race and ethnicity, and
marital status.

DO THEY WANT TO GET PREGNANT?

Pregnancies among married teenagers are about five times as likely as those among
unmarried teenagers to be intended.

SEX AND AMERICA'S TEENAGERS

Abortion (17%)

--------- Intended birth (33%)

«-Unintended birth (50%)

Pregnancy outcomes among married women
aged 19 and younger, 1988: 180,000

T Intended birth (7%)

“i....Unintended birth (43%)

oo ADOTEON (50%)

Pregnancy outcomes among unmarried women
aged 19 and younger, 1988: 716,000

Sources: Number of births: National Center for Health
Statistics, “Advance Report of Final Natality Statistics,
1988,” Monthly Vital Statistics Report, Vol. 39, No. 4,
Supplement, 1990, Table 2, p. 16. Distribution of intended
and unintended births: AGI tabulations of data from the
1988 National Maternal and Infant Health Survey.
Aborlions: S. K. Henshaw, L. M. Koonin and J. C. Smith,
“Characteristics of U.S. Women Having Abortions, 1987,"

Family Planning Perspectives, 23:75-81, 1991, Table 3,

p. 77; S. K. Henshaw, “Abortion Trends in 1987 and 1988:
Age and Race,” Family Planning Perspectives, 24:85-87,
1992, Table 1, p. 69.

Note: Pregnancies do not include miscarriages. The 1987
distribution of marital status among women having abor-
tions was applied to the 1988 number of abortions.

FIGURE 32
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woman can resolve a pregnaney in
one of three ways: She can have an
abortion; she can give birth and
hecorne a parent; or she can give
birth and relinquish the baby for adoption.
The overwhelming majority of teenagers
choose either abortion or raising the child
themselves. Since the late 1980s, the pro-
portion of pregnant teenagers giving birth

HIGHER PROPORTION OF PREGNANT TEENAGERS GIVING BIRTH
Since 1988, the proportion of teenage pregnancies ending in birth rather than abortion has risen.

% of pregnancies among women aged
15-19 ending in hirth
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Sources: Births, 1972-1990: National Center for Health
Statistics, “Advance Report of Final Natality Statistics,”
Monthly Vital Statistics Report, Vols. 2341, Supplements,
1974-1993. Abortions, 1973-1988: S. K. Henshaw and

J. Van Vor, eds., Abortion Factbook, 1992 Edition: Readings,
Trends and State and Local Data to 1988, AGI, New York,

1992, Table 1, pp. 172-173; 1972, 1989-1990: S. K.
Henshaw, “U.S. Teenage Pregnancy Statistics,” AGI, New
York, 1993.

Note: Pregnancies do not include miscarriages.
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Outcomes of Adolescent Pregnancies

has increased slightly (Figure 83, page 44).
About half of adolescent pregnancies end
in birth, slightly over a third in abortion
and the rest in miscarriage'® (Figure 34,
page 45). Although most adolescent preg-
nancies are unintended, teenagers account
for fewer than a third of all unintended
births, nonmarital births and abortions
each year (Figure 85, page 46).

Ahortion

In the years immediately following
legalization of abortion in 1973, reported
adolescent abortion rates increased con-
siderably, and then were relatively
stable until the late 1980s, even though a
higher proportion of teenage women
were becoming sexually active. Since
1980, however, abortion rates among
sexually experienced adolescent women
have declined steadily, both because a
lower proportion of teenagers have
become pregnant and because a lower
Pproportion of pregnant teenagers have
chosen to have an abortion (Figure 36,
page 47). Adolescents account for
roughly a quarter of all abortions per-
formed annually .’

Terminating Unintended Pregnancies.
The majority of unintended pregnancies
among teenagers end in abortion.'®

¢ In all, 53% of 15-19-year-old teenagers
who experience unintended pregnancies
have an abortion, compared with 47% of
older women who have unintended
pregnancies.

# Married teenagers are considerably
less likely than their unmarried peers to
terminate unintended pregnancies, per-
haps because they have the support of a
spouse and their family, or because mar-
ried couples are more likely to be
employed, have higher incomes and are
more willing to have children than unmar-
ried women and their partners,

¢ Still, about a quarter of unintended
pregnancies among married adolescents
end in abortion each year.®

In general, teenagers from families
that are better off financially are more
likely than those from poorer homes to
terminate unintended pregnancies.™




¢ Nearly three-quarters of higher income
teenagers who accidentally become preg-
nant have abortions, compared with fewer
than half of those from poor or low-
income families."

4 Those who are covered by Medicaid for
the cost of their health care are consider-
ably less likely to have abortions'™—in
part because most states do not pay for
abortion services under Medicaid'™ (but
all states pay for prenatal care and child-
birth). The average cost of an outpatient,
first-trimester abortion is $250."™

4 Pregnant teenagers whose parents have
more education are more likely than those
with less-educated parents to end their
pregnancies in abortion.'™

4 Those who have a stronger orientation
toward the future also are relatively likely
to choose abortion.™

Race and ethnicity make a difference.
So does the age of the man involved in the
pregnancy.
4 Nearly 60% of white teenagers whose
pregnancies were unintended choose
abortion, compared with fewer than 50%
of black and Hispanic adolescents.'™

4 Among pregnant women under age 18
whose male partners are also under 18, 61%
have abortions, compared with 57% of those
whose partners are 18-19, and 33% of those
whose partners are aged 20 or older."™

Deciding on Abortion. Teenagers who
have abortions most often cite their young
age and low income as the reasons why
they decided to end their pregnancies'™
(Figure 37, page 48).

Historically, states have required that
parents give their consent before their
minor child receives medical treatment.
(In all but four states, the age of majority
is 18.) There have long been exceptions to
this rule, however, and many states now
authorize minors to make their own deci-
sions about reproductive health care, such
as prenatal care, contraceptive services,
and STD testing and treatment. Further-
more, no state specifically requires
parental involvement for a minor to obtain
these services. The trend in abortion law
has been just the opposite, however."

4 Only three states—Connecticut, Maine
and Wisconsin—and the District of
Columbia have laws that allow a minor to
consent to abortion services on her own.
These states require counseling of the
minor or strongly encourage her to
involve her parents in her decision.

4 On the other hand, 21 states have enact-
ed statutes that require a minor either to
have the consent of or to notify a parent
(and in some cases, both parents) prior to
having an abortion. In most of these
states, a minor ecan avoid involving a par-
ent by going to court and obtaining a

TEENAGE PREGNANCY OUTCOMES

Half of the more than 1 million pregnancies among adolescent women each year

end in birth; a third end in abortion. Most of the births are unintended.

Miscarriage (14%)

intended birth (14%)

------- Unintended birth (37%)
.................... Abonian {35%]

Estimated pregnancies among women
aged 19 and younger, 1990: 1,040,000

Sources: Births: National Center for Health Statistics,
"Advance Report of Final Natality Statistics, 1990,” Monthly
Vital Statistics Report, Vol. 41, No. 9, Supplement, 1993,
Table 2, p. 18. Abortions: S. K. Henshaw, "U.S. Teenage
Pregnancy Statistics,” AGI, New York, 1993. Birth intention
status: AGI tabulations of data from the 1988 National
Maternal and Infant Health Survey.

Notes: Miscarriages are estimated as 20% of births and
10% of abortions. To estimate the number of intended and
unintended births, the distribution of births by intention sta-
tus in 1988 was applied to the total number of births in 1990.

FIGURE 34
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Jjudge’s authorization for an abortion. This
legal option is not always known or under-
stood by teenagers, however, and can lead
to delay in obtaining an abortion or, by
default, to an unintended birth.™

4 In the remaining states, the law is silent,
on the issue of parents’ role in a minor’s
access to abortion.

What Parents Know. Even in states
where parental involvement is not man-
dated, six in 10 unmarried teenagers
under age 18 having an abortion say at
least one parent—usually their mother—
knows of their decision to terminate a
pregnancy’® (Figure 38, page 49).

4 The younger the teenager, the more like-
ly sheis to talk with at least one parent.

¢ Teenagers who consult their parents

TEENAGERS A SMALL PART OF A LARGER PROBLEM

Teenagers account for fewer than a third of all abortions, nonmarital births
and unintended births each year.

]

e RS R e S e

often say that they would not feel right
keeping their pregnancy a secret from
their parents, or that they need their par-
ents’ moral support and help in deciding
what to do and how to get an abortion.

¢ Many young women who do not tell
their parents about their pregnancy say
they do not want to hurt or disappoint
their parents or face their parents’ anger.

Involvement of Male Partners.
Teenagers who do not inform their par-
ents about their pregnancy do talk to
someone other than an abortion clinic
staff member, most often their boyfriend,
about their decision.”®

4 More than three-quarters of women
under 18 having abortions talk over their
decision with their boyfriend, who, in most

Ahortions, 1990: 1,609,000

s Aged 17 and
younger (13%)

ey Aged 18-19 (18%)

s T N Aged 20 and
older (69%)

Nonmarital births, 1990: 1,165,000

....... Aged 17 and younger
(9%)

v Aged 18-19 (14%)

I vt Aged 20 and older (77%)

s Aged 17 and
younger (8%)

Aged 18-19 (13%)

Unintended births, 1990: 1,796,000

Sources: Pregnancies and abortions: S. K. Henshaw, “U.S.
Teenage Pregnancy Statistics," AGI, New York, 1993; other
AGI unpublished data. Births: National Center for Health
Statistics, "Advance Report of Final Natality Statistics,
1990," Monthly Vital Statistics Report, Vol. 41, No. 9,
Supplement, 1993, Table 16, p. 33. Birth intention status;
AGI tabulations of data from the 1988 National Maternal and
Infant Health Survey.

Note: To estimate the number of intended and unintended
births, the distribution of births by intention status in 1988
was applied to the total number of births in 1990.
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cases, is the man involved in the pregnancy.

4 Most consult their boyfriend even if
their parents know about their decision to
have an abortion.

4 Half the young women have help from
their boyfriend in paying for the abortion.
(About two-fifths receive financial sup-
port from their parents, and about a quar-
ter pay for the abortion themselves.)

DECLINE IN TEENAGE ABORTION RATES

Since the late 1970s, the abortion rate has declined among sexually experienced teenagers.

Adoption

As childbearing outside marriage has
become less stigmatized, the likelihood
that a woman will place her baby for
adoption has declined dramatically'®
(Figure 39, page 50).

4 The decline has occurred almost exclu-
sively among white women. Between 1982
and 1988, only 3% of never-married, non-
Hispanic white women relinquished their

Abortions per 1,000 women aged 15-19
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Sources: Abortions, 1973-1988: S. K. Henshaw and J. Van
Vort, eds., Abortion Factbook, 1992 Edition: Readings,
Trends, and State and Local Data to 1988, AGI, New York,
1992, Table 1, pp. 172-173; 1972, 1989-1990: S, K.
Henshaw, “U.S. Teenage Pregnancy Statistics,” AGI, New
York, 1993. Sexually experienced women: E. F. Jones et al.,
Teenage Pregnancy in Industrialized Countries, Yale
University Press, New Haven and London, 1986, Table 3.5,
p.47; J. D, Forrest and S, Singh, “The Sexual and

Reproductive Behavior of American Women, 1982-1988,"
Family Planning Perspectives, 22:206-214, 1990, Tables 1
and 3, pp. 207 and 208.

Notes: Sexually experienced women: The sexually experi-
enced population was estimated by interpolating from data for
1971, 1976, 1982 and 1988. To estimate sexual activity after
1988, data were extrapolated for 1989 and 1990 using the
19821988 trend.
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Those who have a stronger
orientation toward the
future are relatively likely to
choose abortion.

E THE ALAN GUTTMACHER INSTITUTE

FACTORS IN ABORTION CHOICE

Teenagers who have abortions most commonly give their young age
and low income as reasons for making that decision.

Reason
Woman is not mature enough or is too young to have a child

17 and
younger

81%

| I

18-19

—

|
28%

=y

20-24

Woman cannot afford a bahy now

17 and ‘

73%
younger

18-19 73%

20-24 ‘ 70%

Woman does not want others lu know she has had sex or is pregnant

17 and '
younger

i
L = __.ﬂ

Woman's f)arenls want her to ilave an abortion

17 and '
younger

42%

20-24

28%

18-19

—

20-24 |

I A%

|

b i——=

0 20 40 60 80 100

% of women having abortions, 1987

Source: A. Torres and J. D. Forrest, “Why Do Women Have
Abortions?” Family Planning Perspectives, 20:169-176, 1988,
Table 1, p. 170.

Note: The reasons given are not mutually exctusive. Most
women gave multiple reasons.
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infants for adoption, whereas 19% had 1980s, birthrates among sexually experi-

done so during the period 1965-1972. enced teenagers declined. Since 1986,

# Historically, black teenage women have ~ however, birthrates have been rising,

rarely placed infants for adoption. especially among 18-19-year-olds™
(Figure 40, page 51).

Births and Parenthood B s pecurTeCl TN

Between the mid-1960s and the mid- teenagers of all races, but has been espe-

DO PARENTS KNOW?

Most teenagers having an abortion say that a parent, usually their mother, knows
about the abortion. Younger women are the most likely to have talked with their
parents about the decision to have an abortion.

% of women having abortions, 1990-1991

0 14 and 15 16
younger

- Both mother and r—ﬂ
Only mother knows father know ! Only father knows

Source: S. K. Henshaw and K. Kost, “Parental Involvement
in Minors' Abortions Decisions,” Family Planning
Perspectives, 24:196-207, 213, 1992, Table 8, p. 205.
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Many young women who do
not tell their parents about
their pregnancy say they do
not want to hurt or disappoint
their parents or face their
parenis’ anger.
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cially pronounced among young Hispanic
women.'® The rise has occurred among sex-
ually experienced teenagers and all adoles-
cent women alike, which indicates that it
reflects not only the higher proportions of
teenagers having intercourse, but also the
higher proportion of pregnant teenagers
giving birth rather than having abortions.

¢ Of all births in the United States, 12%
are to adolescents—4% to those under

——
_

age 18 and 8% to 18-19-year-olds.”

¢ More adolescent women than teenage
men become parents each year. In 1988,
about 489,000 teenage women became
mothers, but only 195,000 adolescent males
became fathers™ (Figure 41, page 52). The
difference reflects that many of the fathers
of babies born to adolescent women are not
teenagers™ (Figure 42, page 53).

¢ Although the recent increases in birth-

DECLINE IN ADOPTION

The chances that children of never-married women
will be placed for adoption have dropped.

.. 7

% of babies born to never-married women placed for adoption

e
20
10
3%
1%
0 1965-1972 1973-1981 1982-1988

Black

Source: C. A. Bachrach, K. S. Stolley and K. A. London,
“Relinquishment of Premarital Births: Evidence from National
Survey Data," Family Planning Perspectives, 24:27-32, 48,
1992, Table 1, p. 29.

Notes: in this figure, “white" is defined as “white, non-

Hispanic,” and “black” is defined as “black, non-Hispanic.”
Percentages are based on data from the 1982 and 1988
National Survey of Famliy Growth and refer to premarital
births that had occurred to women who were aged 15~44 at
either survey.
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rates have been similar for black and
white teenagers, black, as well as
Hispanic, adolescents are substantially
more likely than whites to give birth*
(Figure 43, page 54).

4 There is considerable variation in birth-
rates within racial and ethnic groups, how-
ever. On average, for example, 10% of
Hispanic women aged 15-19 give birth
each year; but only 3% of young women of

After a 15-year decline among sexu

Cuban descent, who tend to be among the
most advantaged Hispanic group, have a
baby, compared with 10-11% of teenagers
of Mexican and Puerto Rican descent, who
are more likely to be disadvantaged.*

Out-of-Wedlock Births. One of the most
fundamental changes in patterns of child-
bearing and family structure over the last
several decades has been the growing
proportion of babies conceived and born

BIRTHRATES RISING

ally experienced teenagers, birthrates

among both sexually experienced and all teenage women have begun to go up.

Births per 1,000 women aged 15-19
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Sources: National Genter for Health Statistics, *Advance
Report of Final Natality Statistics, 1991," Monthly Vital
Statistics Report, Vol. 42, No. 3, Supplement, 1993, Table 4,
p. 20. Sexual experience; E. F. Jones et al., Teenage
Pregnancy in Industrialized Countries, Yale University Press,
New Haven and London, 1986, Table 3.5, p. 47; J. D. Forrest
and S. Singh, “The Sexual and Reproductive Behavior of
American Women, 1982—1988," Family Planning

Perspectives, 22; 206-214, 1990, Tables 1and 3, pp. 207
and 208.

Notes: Sexually experienced women: The sexually experi-
enced population was estimated by interpolating from data for
1971, 1976, 1982 and 1988. To estimate sexual activity after
1988, data were extrapolated for 1989 and 1990 using the
19821988 trend.
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outside marriage. The increase has
occurred among women of all ages; it has
been more rapid among older women
than among teenagers. While most births
to teenagers occur outside marriage, ado-
lescents aceount for only 30% of all out-of-
wedlock births, down from 50% in 1970,

women aged 15-17 occurred among teen-
agers who had conceived outside mar-
riage; 26% of young first-time mothers
had married while pregnant, however, so
that only a third of first births to women
in this age-group occurred out of wedlock.

4 By 1985-1989, 92% of first births to

Among teenagers, there has been a 15-17-year-olds occurred among women

d%"amatic S}_ﬁft in the pattern of first who had conceived outside marriage, and
births'* (Figure 44, page 55). only 11% of new mothers had married
4 In 1960-1964, 59% of first births to while pregnant. Thus, 81% of first births

PARENTHOOD, BY GENDER

Fewer teenage men than women are parents; teenage fathers are older than teenage mothers.

Births to women and men 19 and younger, 1988

500,000 s 168,000
—+133,000
SEEEEsssRssssaREsdsAEANERARRR R AR AR, I siee saRssstARNRRISERERSARES
300,000 [
|

................................................................. L T
200,000 T 96,000 =2 T 1 87,000

26,000

11,000
0 Women

}guanngder-w B B (7 [ 1

Sources: Women: National Center for Health Statistics, Note: When age of father was not reported on the birth cer-
"Advance Report of Final Natality Statistics, 1988," Monthly tificate portion of the National Maternal and Infant Health
Vital Statistics Report, Vol. 39, No. 4, Supplement, 1990, Survey (NMIHS), the mother's report of father's age at the

Table 2, p. 16. Men: AGI tabulations of data from the 1988 time of birth was calculated from the interview portion of the
National Maternal and Infant Health Survey. NMIHS. For men, the youngest age group is 16 and younger,
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to women aged 15-17 in 1985-1989 4 In 1990, about 361,000 unmarried ado-
occurred outside marriage. lescent women gave birth.
4 The same pattern is evident for 18-19- 4 In that year, more than nine in 10 black

year-olds, although the proportion of first ~ mothers under 20 were unmarried when
births occurring to unmarried womenwas  they gave birth, compared with fewer

lower (Figure 45, page 56). than six in 10 white teenagers (Figure 46,
Out-of-wedlock births account for page b7).

nearly seven in 10 of all births to adoles- 4 Among whites, the proportion of births

cent women."™ that are out-of-wedlock declines sharply

THE OLDER MAN

For a sizable minority of young women becoming mothers,
the father of the baby is considerably older—by six years or more.

% of women giving birth who have pariners
at least six years older, 1988

30%
21%
18% .. s 18% 19%
20 15%
0 15 16 17
Age of woman
Source: AGI tabulations of data from the 1988 National Survey (NMIHS), the mother's report of father's age at the
Maternal and Infant Health Survey. time of birth was calculated from the interview portion of

) the NMIHS.
Note: When age of father was not reported on the birth cer-

tificate portion of the National Maternal and [nfant Health
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More adolescent women than
teenage men become parents
each year....The difference
reflects that many of the fathers
of bahies born to adolescent
women are not teenagers.
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Childbearing is concentrated
among teenagers who
are poor or black.
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with age, but among blacks, it drops only
slightly with increasing age, because mar-
riage among blacks is less common.

4 Nearly three-quarters of births to poor
teenagers and to higher income teenagers
occur out, of wedlock, compared with slight-
ly fewer than half of births to low-income
teenagers,®

About a third of adolescent women mar-
rying for the first time have a child or are
pregnant, although the likelihood differs by
race and age (Figure 47, page 57). The few
black women who marry in their teenage
years are much more likely than Hispanic
and white brides to be mothers already or
to be pregnant at their wedding.™®

RACIAL DIFFERENCES IN BIRTHRATES

At each age, young black and Hispanic women are more likely than white women to give birth.

Births per 1,000 women, 1990

0 10-14

- Black

1617

=
_[] Hispanic

181
18 165
163
s -
140 |
|
s TN B
100
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68
e i
| |
40 | '
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T L T L LT T T T e e ..‘ | - e [} F e
20 ‘ '
(]
5 1
) .

18-19 20-24

White

Sources: National Center for Health Statistics, “Advance
Report of Final Natality Statistics, 1990,” Monthly Vital
Statistics Report, Vol. 41, No. 8, Supplement, 1993, Tables 3,
24 and 25, pp. 20, 40 and 41; F. W. Hollmann, “Estimates of
the Population of the United States by Age, Sex, and Race,"
Current Population Reports, Series P-25, No, 1095, 1993,
Table 1, p. 4.

Note: The data exclude New Hampshire and Oklahoma,
which did not report Hispanic origin of mother on the birth
certificate.
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Overwhelmingly, pregnant teenagers
either have an abortion or give birth and
raise the child themselves; adoption is
rare. White adolescents and those from
more advantaged backgrounds generally
elect to terminate their pregnancies.
Childbearing, meanwhile, is concentrated
among teenagers who are poor or black.
Young mothers, then, tend already to be
disadvantaged at the time of their child’s
birth. They also are at risk of falling fur-
ther behind their more advantaged peers
who have chosen to postpone childbearing.

BIRTHS OUT OF WEDLOCK

The percentage of first births to teenagers that occur out of wedlock has
increased dramatically since the early 1960s—from 33% to 81%.

Marital birth (8%) ;

--------------------- Nonmarital birth

81%
[ [ Nonmarital birth o ()
. (33%) R Legitimated birth
[. (11%)
|
5
\ - Legitimated birth (26%)
N -
Marital birth (41%)
First births to women aged 15-17, First births to women aged 15-17,
1960-1964: 731,000 1985-1969: 673,000
Source: A. Bachu, “Fertility of American Women: June Note: "Nonmarital birth” denotes conception and birth out-
1990," Current Population Reports, Series P-20, No. 452, side marriage. “Legitimated birth” denotes conception out-
1991, Table E, p. 7. side marriage and birth in marriage.
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OUT-OF-WEDLOCK BIRTHS, BY AGE

The younger the mother, the more likely it is that she first conceived
and gave birth outside marriage.

% of first births to women aged 15-24, 1985-1989

100
. T
D i o
g m———
T G 0 maa
0
18-19 20-24
- Nonmarital birth EI,] Legitimated birth
Source: A. Bachu, “Fertility of American Women: June Note: “Nonmarital birth” denotes conception and birth out-
1990,” Current Population Reports, Series P-20, No. 454, side marriage. “Legitimated birth” denotes conception out-
1991, Table E, p. 7. side marriage and birth in marriage.
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NONMARITAL BIRTHS, BY RACE

Births to black teenagers are more likely to be nonmarital than are births to whites.

------------- Nonmarital birth (92%)

- Marital birth (8%)

All hirths to black women aged
19 and younger, 1990: 158,000

[ P Nonmarital birth (57%)

Marital birth (43%)

All births to white women aged
19 and younger, 1990: 359,500

Source: National Center for Health Statistics, "Advance
Report of Final Natality Statistics, 1990," Monthly Vital
Statistics Report, Vol. 41, No. 9, Supplement, 1993, Table 2,
pp. 18-19, and Table 16, p. 33.

Notes: In this figure, the terms “black™ and “white” refer to
race; Hispanics are categorized by race, not by ethnicity.
“Marital birth” denotes conception and birth in marriage, as
well as conception outside marriage and birth in marriage.
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GETTING MARRIED, WITH CHILD

Some 31% of women who marry at age 19 or
younger already have a child or are pregnant.

A R Have one child
or more (11%)

------------- Currently pregnant
(20%)

= Not pregnant and
have no child
(69%)

Women under age 25 in 1988 who first married
at age 19 or younger

Source: AGI tabulations of data from the 1988 National
Survey of Family Growth.

Note: “Currently pregnant” women are those whose first
baby was born seven months or less after their first marriage.

FIGURE 47
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WHO GOES ON TO GIVE BIRTH?

Teenagers who give birth are much more likely to come from poor families
than are teenagers who have an abortion or teenagers in general.

Adolescent Mothers and Their Children

ne in four black women and one in
seven white women are already
mothers at age 19." Young moth-
ers are more likely than other
teenagers, including those who become
pregnant but have abortions, to come
from economically and socially disadvan-
taged backgrounds (Figure 48, page 58).

4 Poor and low-income teenagers
accounted for 83% of women 15-19 who
gave birth in 1988, although they consti-
tuted only 38% of all women in that age-
group. By contrast, higher income

Higher income (17%)

...................... Poor (560/0)

e LOW-INcOme (27%)

Women aged 15-19 whao gave birth, 1988: 478,000

...................... POOF (390/0)

-+ Low-income (22%)

---------- Higher income
(39%)

Women aged 15-19 who had an abortion, 1988;
393,000

ﬂTHE ALAN GUTTMACHER INSTITUTE

......................... Poor (17%)

e ow-income (21%)

Sl Higher income (62%)

All women aged 15-19, 1988: 8,754,000

Sources: Births: AGI tabulations of data from the 1988
National Maternal and Infant Health Survey. Abortions: AGI
tabulations from a 1987 AGI survey of 9,480 women having
abortions, reported in S. K. Henshaw, "Abortion Tends in
1987 and 1988: Age and Race,” Family Flanning Perspectives,
24:85-87, Table 1, p.87. All women: Estimated by AGI from
M. S. Littman and E. F. Baugher, “Poverty in the United States:
1988 and 1989," Current Popuiation Reports, Serigs P-60, No.
171, Table 25, p, 191; Table 31, p. 249.

Notes: The proportion of abortions by income level in 1987
was applied to the total number of abortions in 1988. In this
figure, for women having births and abortions, "poor” is
defined by an annual family income under $12,000; "low-
income” is defined by a family income of $12,000-$24,999;
“higher income" means a family income of $25,000 or more.

FIGURE 48

teenagers made up 62% of all women
15-19, yet represented just 17% of those
who gave birth,"”

4 Nearly 60% of teenagers who become
mothers are living in poverty at the time
of the birth.*®

¢ Nearly 60% of adolescents giving birth
for the first time have their delivery fees
covered by public funds, usually
Medicaid (Figure 49, page 59). Even so,
teenagers accounted for only about a
quarter of all deliveries covered by
Medicaid in 19882

4 Adolescent mothers are more likely
than other teenagers to come from single-
parent households.2

¢ Blacks and Hispanics, who are dispro-
portionately poor or low-income, have a
higher likelihood than whites of becoming
adolescent mothers.**

Support for Adolescent Mothers
Because of their youth and disadvantaged
background, teenage mothers are more
likely than women who postpone child-
bearing to rely on their families and public
assistance programs to cover the costs of
raising a child and to enable them to com-
plete their education and find employment.
Even with this help, young parents are not
always successful in reaching these goals.

Living with Their Parents. Pregnant
teenagers and adolescent parents, most of
whom are not married, often live with
their parents.

¢ Almost three-quarters of pregnant
teenagers under age 18 live with one or
both of their parents.

4 Even six months after giving birth,
about 60% of young mothers aged 15-17
are still living at home.

¢ Young black mothers are more likely
than Hispanics and whites to continue to
live at home, usually in a single-parent
household headed by their mother.®

While living at home can provide
teenagers with crucial support during
pregnancy and after the child is born, it
may delay the agsumption of other adult
responsibilities, as well as hinder the role
of the baby’s father.




Public Assistance. Teenage mothers are
more likely than older mothers to need
the support of public assistance.

4 Some 25% of adolescent mothers receive
public assistance by the time they reach
their early 20s, compared with 19% of wom-
en who first give birth in their early 20s.2*

4 As teenage mothers get older, many
move off public assistance;*® even in their
late 20s and early 30s, however, women
who became mothers when they were
teenagers are more likely to be on public
assistance than are those who first gave
birth when they were 20-24.*%

4 An estimated 53% of funds dispersed by
the Aid to Families with Dependent
Children (AFDC) program, the most
common form of welfare, go to families
formed by a teenage birth.?”

Child Support. As rates of divorce and
out-of-wedlock childbearing have risen
over the last two decades, child support
has become increasingly critical to the
well-being of children.*®

4 Between 1979 and 1988, the number of
women under age 30 with a child whose

father was not living in the house rose
23% to 3.2 million,

4 Yet, only a third of women under 30
raising children apart from the children’s
fathers received any child support in 1987.

4 Child support makes up a larger pro-
portion of income among women under
age 30 than among older women, but the
absolute dollar level of child support is
lowest for young women. In 1987, the
average annual payment received by
mothers under 30 from their children’s
father was only $1,946, but it amounted to
about 22% of their total monetary income.

4 In most cases, the fathers of babies born
to teenagers, though older than the moth-
ers, are still in their teens or early 20s,
when their earning power, and therefore
their ability to provide support for their
children, is low.2®

A Matter of Timing

As the timing of adolescence and adult-
hood has changed, so has the timing of
childbearing. In 1965, for example,
teenagers accounted for 37% of all new
mothers, while women aged 25 or older
accounted for only 17%. By 1990, howev-

er, only 23% of first births were to
teenagers, and the proportion to women
at least 25 had climbed to 45%. The shift
toward delayed childbearing occurred
among whites and blacks alike.?”

As it is increasingly the norm for young
women to delay childbearing, those
teenagers who do become parents are
increasingly differentiated from their
peers. Growing proportions of advantaged
women have been postponing childbearing
to obtain more education and to advance
their careers, thereby widening the gap
between themselves and women who drop
out of school or postpone their education
and job advancement to have children. As
the qualifications for good jobs rise, teen-
age mothers who fail to finish school have
more difficulty finding gainful employ-
ment. Although many teenage parents
eventually regain some of their initial dis-
advantage in school, employment and
income, they seldom reach the level of
their peers who delay childbearing.

Educational Attainment. Teenage
mothers obtain less education than their
peers who postpone childbearing.

4 About 70% of women who give birth as
teenagers finish high school by the time
they are 85-39, compared with more than
90% of older mothers.

4 Moreover, women who postpone child-
bearing are far more likely than those
who first give birth as teenagers to go to
college™ (Figure 50, page 60).

Often, women who drop out of school
and give birth as teenagers were not
doing well in school even before the
pregnancy occurred. In fact, many
dropped out of school before they
became pregnant. [t appears that in
terms of educational achievement, drop-
ping out of school, not having a baby, is
the key factor that sets adolescent
mothers behind their peers.”® If a preg-
nant teenager does drop out, it is unlike-
ly that she will return to school before
her children are in school.**

Adolescent mothers who stay in school
are almost as likely eventually to graduate
(78%) as women who do not become moth-
ers while in high school (77%). In contrast,
only about 30% of women who drop out of
high school either before or after their
baby’s birth eventually graduate.®

SEX AND AMERICA'S TEENAGERS

THE YOUNG AND

FINANCIAL HELP

Younger mothers are more likely than others
to need public assistance to pay for their
delivery coverage.

% of mothers using public assistance
for delivery coverage, 1988

100
....... - 390/0 EERLRERe TR - PR
a0
20 15%
R
15-19 20-24 25 and
older

Age of mother at first birth

Source: AGI tabulations of data from the 1988 National
Maternal and Infant Health Survey.

Note: Public assistance includes Medicaid, Indian Health
Services and other government assistance.
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Timing of a Second Birth. Having a sec-
ond birth within a few years of the first can
be a barrier to completing high school 2%
While a young mother may be able to
make certain life-course transitions if she
has one child—such as finishing school and
obtaining an entry-level job—those tasks
become considerably more diffieult if she
has more than one child. Teenagers often
have short intervals between their first
and second births,*® particularly compared
with older mothers.2’

4 Some 19% of adolescents who become
mothers at ages 15-17 and 25% of those
who are aged 18-19 when they first give
birth have a second child within two years.

HOW MUCH EDUCATION DO THEY GET?

Over 70% of teenage mothers complete high school, but they
are less likely than older mothers to go on to college.

4 Closely spaced births early in a wom-
an’s life contribute to deficits in her edu-
cation and employment, and increase her
welfare dependency.

Divorce. Teenage mothers are not only
more likely than other young women to
have grown up in a single-parent house-
hold, they are also more likely to end their
own marriage in divoree.®

4 The younger a couple is when they mar-
ry, the more likely they are to divorce.

¢ Nearly a third of first marriages among
teenagers end in divorce within five years,
compared with 15% among couples who
delay marriage until they are 23-29.

.............. Grades 1-11 (29%)
------ Some college (15%)
--------- College diploma (5%)

..................... ngh school
- diploma (51%)

Women aged 35-39 in 1987 who gave birth
at age 19 or younger

Women aged 35-39 in 1987 who gave birth
at age 20-24

--------- Grades 1-11 (9%)
-+ College diploma (10%)

...................... ngh s chom
diploma (52%)

-------- Some college (29%)

.................... Grades 1_11 (3%)

..... ngh SChOOl
diploma (26%)

--------- Some college (24%)

O T T TN College
diploma (47%)

Women aged 35-39 in 1987 who gave birth
at age 25 or older

Source: AGI tabulations of data from the 1987 National
Survey of Families and Households.

Note: "Some college” includes those with two-year or asso-
ciate degrees.
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Income. In general, young women who
begin childbearing in their teens have low-
er future family incomes than those who
postpone their first birth (Figure 51, page
61). The lower family income is due primar-
ily to adolescent mothers’ low educational
attainment, their large family size and the
fact that they are often unmarried.??

Childbearing and Prior
Disadvantage

Teenage mothers are more likely than
women who do not have a child before age

Women who give birth as teenagers eventually have a median family income well
above poverty, though lower than that of women who are older at first birth.

20 to be poor later in their lives™ (Figure
52, page 62).
4 Some 28% of women who become moth-
ers as teenagers are poor in their 20s and
early 30s.
¢ Only 7% of women who first give birth
after adolescence are poor at those ages.
A continuing question is the degree to
which teenage mothers’ subsequent
poverty is the result of early childbearing
and the extent to which it is attributable
to their prior economic and social disad-

TEENAGE MOTHERS’ INCOME IN LATER LIFE

Median family income of women

T

aged 30-39, 1986

$36,400

Poverty line, family of four,

younger

Age of woman at first birth

50 19 and 20-24

1986: $11,203

25 and older

Sources: Income: AGI tabulations of data from the 1987
National Survey of Families and Households. Poverly line:
U.S. Bureau of the Census, "Poverty in the United States:

1987,” Current Population Reports, Series P-80, No. 163,
1989, Table A-2, p. 157.
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COMPOUNDING DISADVANTAGE

Because most teenage mothers come from disadvantaged backgrounds, 28% are poor in fater life.

Theoretically, had they delayed their first birth to age 20 or older, an estimated 16% would be poor;

in fact, however, only 7% of women who delay childbearing are poor later on, demonstrating
that the initial disadvantage of teenage mothers is compounded by the early birth.

vantage. Their initial disadvantage,
rather than having a baby, is itself a
major reason that adolescent mothers are
poor later in their lives. Overall, 16% of
women who were adolescent mothers
would have been poor in their 20s and 30s
even if they had not begun childbearing as
teenagers. Nevertheless, once their initial
disadvantage has been accounted for, ear-
ly childbearing still has a lasting impact
on the lives and future opportunities of
young mothers and their children.

Children of Adolescent Mothers
Children of teenage mothers do less well on
indicators of good health and social and eco-
nomic well-being than do children of older
parents, which again largely reflects the
young mothers’ economic and social disad-
vantage prior to childbearing, rather than
their young age per se. With extra support
and access to good health care, birth out-
comes among teenagers need not be com-

Women giving birth
at age 19 and younger
(observed)

Women giving bith s =

)t  wage e

after age 19
(estimated)

Women giving birth ’ g
after age 19 | 7% i
(observed) i

'115%
|

Efiecl of initial disadv:anlage

20° 30: 40

% of women aged 21-33 in 1987 who are poor

Sources: Women giving birth at age 19 and younger
(observed) and women giving birth after age 19 (estimat-
ed): S. D. Hoffman, E. M. Foster and F. F. Furstenberg, Jr.,
“Reevaluating the Costs of Teenage Childbearing,”
Demography, 30: 113, 1993, Table 3, p. 7. Women giving
hirth after age 19 (observed): Tabulations by S. D. Hoffman
of data from the Panel Study of Income Dynamics.

Notes: Data are based on pairs of sisters aged 21-33 in 1987
who grew up in similar family and socioeconomic circum-
stances, Estimated women giving birth after age 19
(observed) who are poor at ages 21-33 were calculated by a
fixed-effects model that contrasts the sister who had a teen-
age birth with the sister who did not.
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promised, and some research suggests that
in certain cases, adolescent childbearing
may have better health outcomes than
childbearing among older women.”

Health Status. From a purely biological
perspective, the late teenage years may be
the optimal time to give birth, assuming a
young woman receives high-quality prena-
tal and delivery care.” In reality, however,
a third of pregnant teenagers receive inad-
equate prenatal care—twice the propor-
tion for the average woman giving birth

4 The younger a woman is, the less likely
she is to receive prenatal care in the first
trimester of her pregnancy.®

4 The lack of early prenatal care occurs
across racial and ethnic groups.”

4 In contrast to patterns among older
women, preghant teenagers from higher
income families are less likely than
teenagers from poor families to receive
prenatal care in the first or second
trimester.”

Largely because of their lack of ade-
quate prenatal care, teenagers are more
likely than older women to have children
whose health is compromised at birth.

4 Low birth weight, an important contrib-
utor to infant mortality and future health
problems, is more common among the
infants of teenagers than among babies
born to women in their 20s.

¢ Among both black and white adoles-
cents, the youngest mothers are the most
likely to bear underweight babies; but at
all ages, black teenagers are considerably
more likely than whites to have low-birth-
weight babies.”™

4 Poverty status is one of the strongest
predictors of low birth weight, especially
among teenage mothers.?

4 Black teenagers are more likely than
whites and Hispanics to have a premature
birth.=

Furthermore, babies born to young
mothers are more likely than those born
to older mothers to have health problems
during childhood and to be hospitalized™
(Figure 53, page 63).

Living Arrangements. As single parent-
hood and divorce have become more com-
mon, the living arrangements of children
have changed markedly. Approximately




half of all children in the United States
today will spend some time living in a sin-
gle-parent family.®

4 About half of children under age six who
were born to women younger than 18 live
with only one parent, usually their moth-
ers, compared with a quarter of those
born to women in their early 20s.

4 Some 75% of black children under age
six in 1987 who were born to teenagers
lived with a single parent, compared with
44% of Hispanic children and 37% of
white children born to teenage mothers.™

Cognitive Development. Children of
teenage mothers consistently score lower
than children of older mothers on mea-
sures of cognitive development. These
results are not a direct consequence of the
mother’s young age at birth, but of the
faet that younger mothers are more likely
than others to be single parents, to have a
large family and, most important, to have
low educational attainment.” Rather than
declining over time, the educational
deficits of children horn to adolescent
mothers appear to accumulate, causing
the child to fall further behind in school as
he or she grows older.*

*00

Teenagers who become parents are
disadvantaged, economically, educational-
ly and socially, even before they have chil-
dren, which is a major reason that
adolescent parents tend to be poor later in
their lives and to have less education and
less-stable marriages. Nevertheless, early
childbearing often compounds these ini-
tial disadvantages and makes it more dif-
ficult for young parents to keep pace with
their peers who do not become parents in
their teenage years. Young people who
become parents very early in their lives
need far more intensive interventions
than other teenagers if they are to over-
come these problems.

BABY'S HEALTH

Babies born to young mothers are more likely to have health problems during childhood
and more likely to be hospitalized than are those born to older mothers.

SEX AND AMERICA'S TEENAGERS

% of children aged 5 and younger, 1988

a0
32%

31%

17 and younger 18-19

Age of mother at first birth

- Bahy has health problems

25%
22%

6%

25 and older

[ TI - Bahy has been hospitalized

Source: AGI tabulations of data from the 1988 National
Health Interview Survey.

Note: Health problems are defined by at least one caretak-

er's report that the child is less healthy than others, acci-
dent-prone or seriously ill, or has a delay in development.
Hospitalizations refer to episodes in the 12 months prior to
the survey.
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arents and other adults have long

tried to influence and control the

sexual behavior of adolescents,

especially young women, through
admonitions, curfews, limitations on dat-
ing and forced marriage. The last two
decades have seen the proliferation of
organized interventions that parallel and
supplement individual efforts to reduce
tecnage sexual activity and its negative
consequences. Many of these interven-
tions have focused either on trying to per-
suade adolescents, particularly young
women, to abstain from sexual activity or
on providing remedial services to preg-
nant teenagers and adolescent parents.
Both of these approaches have instinctual
appeal, but neither has been effective
enough or perhaps intensive enough to
have a major impact. On the other hand,
there is evidence that some programs
have succeeded in reducing levels of
unprotected sexual behavior and preg-
nancy among young people who partici-
pate in them. The most effective
programs typically combine innovative
instructional techniques with information
about methods to prevent pregnancy and
STD transmission; some also facilitate
adolescents’ access to contraceptive ser-
vices. Such programs are still relatively
rare, however, and have yet to be imple-
mented on a national scale.

Different Approaches

Programs designed to provide special ser-
viees to pregnant teenagers who decide to
give birth are perhaps the oldest form of
organized intervention. Originally, these
programs primarily entailed providing
residential care for pregnant young wom-
en outside their home communities until
they gave birth and, usually, relinquished
their babies for adoption. As it has become
the norm for pregnant adolescents to con-
tinue to live at home, attend school and
keep their babies, these programs have
evolved. They now concentrate on provid-
ing both necessary medical services, to
ensure that young women receive ade-
quate prenatal care so they will have
healthy birth outcomes, and support ser-

—

Organized Responses to Adolescent
Sexual and Reproductive Behavior

vices, to help adolescent mothers stay in
school and learn skills they need as par-
ents. Not all pregnant adolescents have
access to coordinated services and sup-
port, however, because these programs
are quite intensive and therefore costly.

Meanwhile, many family planning clin-
ics and almost all school systems now
offer sex education aimed at increasing
young people’s knowledge about repro-
duction. Some of these programs also pro-
vide information about contraception and
STD transmission, and include lessons in
communication skills. Programs associat-
ed with family planning clinics facilitate
teenagers’ access to medical contracep-
tive services, and a few schools have
opened clinics that provide contraceptive
and STD services or have implemented
programs to make condoms available to
students.

During the last decade, policies and
programs designed to encourage absti-
nence among unmarried teenagers have
become increasingly popular. Some of
these programs have attempted to accom-
plish this objective by giving young people
encouragement, offering moral support
and teaching interpersonal skills to resist
pressures to become sexually active.
Others have sought to convince teenagers
that sex before marriage is immoral and
have emphasized the negative conse-
quences of sexual intercourse, while occa-
sionally withholding or distorting
information about the availability and
effectiveness of contraceptives.

On a broader scale, community and
service organizations have implemented
interventions aimed at increasing the life
options of disadvantaged young people
through, for example, role models and
mentoring, community service projects,
job training and activities aimed at redue-
ing risky behaviors. Such interventions
are expected indirectly to reduce levels of
unintended teenage pregnancy and child-
bearing and sexually transmitted infec-
tions, in the belief that teenagers who are
more positive about their futures are less
likely to participate in risk-taking behav-
iors, including risky sexual practices.




Several model communitywide programs
for high-risk, inner-city populations have
linked substance abuse prevention with
delinquency prevention, pregnancy pre-
vention or educational achievement.”®

Difficulty in Evaluating Programs
The numerous programs designed to
address teenage sexual and reproductive
behavior differ widely in content, type of
intervention, group served, and breadth
and comprehensiveness of their focus.
Yet, very few of them have been evaluat-
ed, and even fewer have been evaluated
adequately.

4 Many programs do not have sufficient
funding to support both program activi-
ties and evaluation, or have not been in
existence long enough to be evaluated.

¢ It is frequently difficult to get support
from communities and schools for evalua-
tions that include asking teenagers about
sexual behavior.,

4 Some programs are run by individuals
who are confident about the impact of
their activities and do not see the need for
formal evaluation.

The focus here is primarily on pro-
grams that have been evaluated in a for-
mal way; in some instances, new or
promising program approaches for which
no formal evaluations are available are
also mentioned. For the most part, evalu-
ations of pregnancy and STD prevention
programs have attempted to measure
change in adolescents’ knowledge and
attitudes regarding sexuality and repro-
duction, as well as change in their behav-
ior—specifically, whether they delay the
initiation of sexual intercourse and
increase contraceptive use when they do
have sex. Ultimately, programs that suc-
ceed in achieving these goals should lead
to reduced levels of pregnancies, births
and STDs among teenagers. This leap in
expectations is not always borne out by
those programs with adequate evalua-
tions, however.

4 In some cases, expectations may be too
high. Education alone is not sufficient to
change behavior deeply ingrained by
one’s cultural upbringing, the pressure of
one’s peers and the media.

4 Even programs that have been success-
ful in delaying the initiation of sexual

activity and increasing reported contra-
ceptive use among participants have not
shown significant declines in teenage
pregnancy rates.

4 Intervention programs and their evalu-
ations usually focus on short-term behav-
ior changes. Thus, short delays in the
initiation of intercourse or greater contra-
ceptive use following an intervention that
is not sustained in the long run may not be
sufficient to significantly lower teenage
pregnancy rates, given a typical span of
eight years between the initiation of inter-
course and marriage.

There are a number of problems asso-
ciated with evaluation of pregnancy and
STD prevention programs. Foremost
among these are difficulties in obtaining
valid outcome measures and in designing
evaluations that can actually assess pro-
gram effectiveness.

In terms of outcome, most evaluations
rely onreports from teenagers them-
selves regarding levels of sexual activity,
contraceptive use, pregnancy, abortion
and STDs—all of which are difficult to
measure, whether a program is in place or
not. Alternatively, some evaluations use
external data, countywide birthrates and
abortion rates or estimated schoolwide
pregnancy rates to measure program
effectiveness. Schoolwide rates have been
shown to fluctuate widely from year to
year,” however, and countywide rates
may be based on a pool of adolescents that
is much larger than the group of
teenagers participating in the program,
which would dilute the effect of a program
operating in only one school. In addition,
because abortion data are usually report-
ed according to the county in which the
procedure oceurs, it is difficult to calculate
adolescent abortion rates according to
county of residence.”

In terms of evaluation design, most
studies attempt to compare program par-
ticipants with a control group, such as stu-
dents from other classrooms, other schools
or other counties. Such comparisons, how-
ever, are fraught with difficulties.

4 Control students usually receive some
sort of sex education.

¢ Community messages about sexual
behavior may reach both participants and
controls.

SEX AND AMERICA’S TEENAGERS
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¢ Media events or heightened public dis-
cussion of AIDS may have an unmea-
sured impact on the behavior being
evaluated.

¢ Unless participants are randomly
assigned to program and control groups,
teenagers opting for the program may be
self-selected or selected by their parents
or program staff because they have spe-
cial needs. Even if the program has an
effect, members of the control group may
do well because they were better off to
begin with.

Despite these limitations, program
evaluations can be extremely useful in
gauging the effectiveness of different pro-
gram approaches. Those that have been
done carefully provide insight into what
strategies work well with adolescents.

Pregnancy and STD Prevention
Programs

Increasing Knowledge and Skills.
Perhaps the most common intervention,
and the one that reaches the most young
people, is elassroom instruction in schools
that is designed to increase teenagers’
knowledge about sexuality.

4 In the late 1980s, 76% of young women
aged 15-19%! and 756% of young men in
that age-group®? reported that before age
18, they had received some formal
instruction related to methods of birth
control.

¢ Some 79% of the young women (and
81% of the young men) reported receiving
formal instruetion about STDs.*

¢ Currently, 46 states and the District of
Columbia mandate or recommend that
schools provide sexuality education, while
all 50 states and the District of Columbia
mandate or recommend that schools pro-
vide ATDS education. States are more
likely, however, to require (as opposed to
recommend) AIDS education than sex
education.”® But AIDS instruction is often
less than candid about sexual transmission.

While traditional sex education has
been successful in achieving the limited
goal of increasing knowledge,” students
do not appear to change their sexual
behavior or increase their use of contra-
ceptives unless the program provides spe-
cifie information on how to resist sexual

pressures and how to prevent pregnancy
and disease.*”

¢ When sexuality education includes
explicit discussion of contraceptive meth-
ods and prevention of STDs, it increases
students’ knowledge of the effectiveness
of different methods for preventing preg-
nancy and disease transmission, and
sometimes raises contraceptive use
among program participants.

¢ High school students who have received
AIDS education are more knowledgeable
about HIV transmission than are stu-
dents who have not received such educa-
tion, and in some cases are significantly
less likely to participate in risky sexual
behaviors.?®

Curricula have been designed that
combine sexuality education with interac-
tive instruction emphasizing values and
norms for responsible behavior and deci-
sion making so that students learn the
communication skills needed to say “no”
or “not yet” to sexual intercourse or
unprotected sex. Some of the school-
based programs that use this approach
have had positive effects on participants’
behavior.?*

¢ Students delay the initiation of sexual
intercourse. One study, for example, esti-
mated that participants postponed sexual
activity for seven months.”

¢ Participants become more likely to use
condoms and other contraceptives. Three
programs that were evaluated reported
that 13-50% more participants than con-
trols use contraceptives.®

4 Higher proportions of participants than
of controls were in monogamous relation-
ships, and smaller proportions had high-
risk partners, after the intervention.”

Not all school-based interventions
report significant changes, however. To
better understand why some programs
are successful, while others are not, a pan-
el of experts reviewed all published evalu-
ations of school-based pregnancy and
STD prevention programs. The results of
this review suggest that characteristics of
a program’s curriculum and instructional
techniques may determine its effective-
ness. Successful interventions share a
number of characteristics, including the
following:




“(a) theoretical grounding in social learn-
ing or social influence theories,

(b) a narrow focus on reducing specific
sexual risk-taking behaviors,

(c) experiential activities to convey the

information on the risks of unprotected
sex and how to avoid those risks and to
personalize that information,

(d) instruction on social influences and
pressures,

(e) reinforcement of individual values and
group norms against unprotected sex that
are age and experience appropriate, and

(f) activities to increase relevant skills and
confidence in those skills.”

Service organizations and community
agencies—such as Girls, Inc.; Boys Clubs;
the Association of Junior Leagues; the
American Red Cross; the Young
Women’s Christian Association; and
churches—frequently offer after-school
and summer programs that focus on
increasing the life options of disadvan-
taged youth and on preventing risk-tak-
ing behaviors among teenagers; many
include sexuality education and sexual
decision making. These programs, partic-
ularly the components focused on preg-
nancy prevention, have had mixed results.

4 One model that includes weekly support
group meetings and involvement in com-
munity service activities has been imple-
mented in several cities throughout the
United States and has documented reduc-
tions in school dropout rates and pregnan-
¢y rates among enrolled teenagers.™

4 Other service organization programs
have not been evaluated adequately,
although one reports differences between
participants and controls that suggest
that the program is effective in reducing
pregnancy rates.”™

4 Recruitment into extracurricular pre-
vention programs is often difficult, espe-
cially for those program components in
which both the teenager and a parent are
expected to participate.”

The value of these programs should
not be discounted, however. By providing
alternative role models for disadvantaged
youth and involving them in community
service projects, these programs can
enhance adolescents’ self-esteem and
sense of the future, and may indirectly

have some influence in lowering levels of
teenage pregnancies and births.

Combining Eduecation and Access to
Contraceptive Services. Programs that
combine sexuality education, counseling
and small group discussions with easy
access to medical family planning services
have been suceessful in delaying the onset
of sexual activity among participants,
increasing contraceptive use rates among
those who are sexually active and reduc-
ing pregnancy rates.”

It would appear that the success of this
intensive approach depends, in part, on
the rapport and trust that program staff,
which often includes social workers and
other professionals from external agen-
cies, are able to establish with partici-
pants. Thus far, these intensive
interventions have involved mainly high-
risk youth in inner-city schools.”®

Over the last decade, school-based and
school-linked health clinics have become
increasingly common, Over 400 such clin-
ics are now in existence.”®

4 Many of these clinics provide sexuality
education and reproductive health care
and counseling, but only 33% dispense con-
doms or other methods of birth control

4 Some studies of school-based clinics
that provide comprehensive contraceptive
services show significant declines in preg-
nancy rates and birthrates among stu-
dents in those schools, but others
demonstrate no significant reductions in
these rates.”™

Growing national concern over the
threat of ATDS has led to the establish-
ment of condom distribution programs in
some public schools. Although such pro-
grams are now favored by 60% of adults,*®
only 8% of the nation’s high school and
middle school students live in districts
where condom distribution programs
have been approved.®® To date, none of
these programs has been evaluated to
assess the impact on condom use or levels
of STD transmission.

Organized family planning clinics are
an important resource for teenagers who
are sexually experienced and need med-
ical contraceptive services.

4 Nearly 30% of women who obtain ser-
vices from family planning clinics are
under age 20.2
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tive services do not encourage

4 Teenagers often prefer to obtain services
from clinics rather than from private physi-
cians because of lower fees and a belief that
clinics offer greater confidentiality.”®

4 Teenagers attending family planning
clinies with special protocols for adoles-
cents have relatively few problems with
contraceptive use, high continuation rates
and low pregnancy rates.”®

Comprehensive, communitywide
approaches that encourage abstinence by
teaching communication and life skills,
provide accurate information on contra-
ceptive methods and STD prevention, and
facilitate access to contraceptives have
been implemented in a limited number of
places. In some cases, such programs
have been successful in reducing birth-
rates among adolescents. They are most
likely to be successful if they have broad-
based community support from parents,
the schools, churches, community leaders
and even the media. In one evaluated pro-
gram, for example, teachers and school
administrators attended graduate-level
sex education courses at a local college,
and clergy, community leaders and par-
ents were recruited to attend comprehen-
sive, one-day seminars. Schools were then
better equipped to integrate family life
education into the curriculum at all grade
levels (K-12), while lay people and com-
munity leaders were trained to be better
parents and role models for teenagers.
Staff at the schools also arranged for sex-
ually experienced students to have access
to contraceptive services in the communi-
ty and distributed condoms on-site.
However, a reevaluation of this program
found that while community teenage
birthrates declined significantly during
the program’s first three years, they
returned to preintervention levels once
the program lost its momentum and
school personnel were restrained in their
efforts to facilitate contraceptive access.”®

Many communities around the country
have formed coalitions aimed at develop-
ing strategies to reduce teenagers’ levels
of unintended pregnancies and likelihood
of engaging in risk-taking behaviors.
These coalitions have obtained commit-
ments from community officials and fund-
ing agencies and have begun to initiate a
variety of activities, including media cam-
paigns, school programs, outreach activi-

ties, referrals and case coordination.
Originally, evaluation was not included as
a component of any of these efforts, but
several communities have subsequently
used available funds to develop compre-
hensive approaches, encompassing sys-
tematic evaluations of both the processes
involved and the outcomes measured.
None of these evaluations has yet been
completed or published, however.?®

Abstinence as the Only Choice, Some
programs take a very narrow approach to
adolescent sexuality: They promote absti-
nence until marriage as the only moral
and healthy choice for teenagers and
explicitly refuse to provide information
about contraceptive methods or STD pre-
vention.

4 In the short run, students who go
through such a program report more
favorable opinions regarding abstinence
than do those who have not received such
instruction.”™

4 No scientific evaluations have demon-
strated that such curricula actually raise
the likelihood that students will abstain
from sexual activity.

¢ Once they become sexually active,
teenagers who have participated in one
of these programs may be at higher risk
for pregnancy and STDs because they
have less information, as well as less-
accurate information, about prevention
strategies, and may even be misinformed

" about the use and effectiveness of specific

methods.?™

Sexual Activity Not Encouraged. An
important finding of many evaluations of
primary prevention efforts is that pro-
grams designed to increase teenagers’
knowledge about sexuality issues, includ-
ing pregnancy and STD prevention, and
to improve access to medical contracep-
tive services do not encourage partici-
pants to engage in sexual activity earlier
or more frequently than their peers who
are not involved in such programs; nor do
they result in higher pregnancy rates or
birthrates in the communities where they
are located.”™

This finding is valid even though sever-
al national surveys of young people con-
ducted in the 1970s and early 1980s
produced inconsistent conclusions regard-
ing the relationship between sex educa-




tion and the initiation of sexual activity.

4 Two studies suggested that young peo-
ple aged 15-17, but not 18-19-year-olds,
are more likely to initiate intercourse if
they have taken a sex education eourse.”

4 Other national studies have found either
that there is no relationship between sex
education and the initiation of sexual
activity, or that teenagers who receive sex
education are less likely than others to be
sexually active.”™

Among all of these studies, data on the
content and comprehensiveness of the sex
education received are lacking. Thus, con-
clusions regarding the association
between sex education and sexual activity
based on past national surveys are less
reliable than are conclusions based on
studies that evaluate the effects of specific
educational curricula using quasi-experi-
mental procedures to assign students into
intervention and control groups.

In fact, while some of the evaluated
programs show no significant impact on
adolescent sexual activity, others show
that participation lowers teenagers’ likeli-
hood of initiating sexual activity.

4 For example, compared with controls,
6-38% fewer teenagers who participated
in three evaluated programs were sexual-
ly active at the time of the evaluation fol-
low-up.™

¢ Typically, the programs documenting
the largest differences between partici-
pants and controls in terms of sexual
activity and contraceptive use are the
most intensive, ongoing programs, com-
bining several approaches in an attempt
to reach high-risk youth.

Programs for Pregnant Teenagers

and Adolescent Parents

Many programs focus on improving
teenagers’ access to clinical reproductive
health services, whether in school-based,
school-linked or family planning clinics.
These programs facilitate early detection
of pregnancy among adolescents, and
allow young women to consider all possi-
ble options for resolving their pregnancy,
including adoption and abortion.

So far, there are few data on the
effects of programs that focus primarily
on providing teenagers with information
about adoption and encouraging this

option, although several studies have
compared either the prior characteristics
or the later outcomes of teenagers who
choose to relinquish through adoption a
baby whose birth was unintended with
those of adolescent parents who choose to
raise the child themselves.”® As noted ear-
lier, however, few teenage mothers place
their infants for adoption, and the propor-
tion who do so has been declining.*”

Federal law stipulates that pregnant
students may not be barred from attend-
ing schools that receive public funds.?®
Intensive, school-based programs have
been implemented to deal with a variety
of needs unique to the relatively small
group of teenagers who become parents.
These programs include services that
help teenagers finish high school (espe-
cially child care) and facilitate career
planning, and have resulted in more
teenagers’ remaining in school after the
birth of their child.*

4 In some cagses, these programs are inte-
grated with regular school courses, and
the young women are offered special
courses stressing the importance of pre-
natal care and teaching infant care and
skills needed for parenthood. Day care
may be provided, and caseworkers may
meet with pregnant teenagers to assess
and coordinate other services they may
need, such as prenatal care, welfare bene-
fits, counseling and child care.

4 In other cases, these programs are sep-
arate from the regular school program,
and participants attend all courses apart
from other students during their preg-
nancies and usually for a short time post-
partum.

Private and publicly funded group
homes and residential care centers are
available in some communities and large
cities for a small number of young women
who can no longer remain at home. These
homes may offer pregnant teenagers and
adolescent parents a place to live where
they can receive social and financial sup-
port, child care and counseling while they
complete high school or get job training.

The most intensive programs use a
case management approach to facilitate
medical and social support for teenagers
during pregnancy and after the birth of
their child. These programs have some-
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Although most teenage women do not proceed from one reproductive stage to the next...
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Sources: Women and men aged 15-19, 1994: J. C. Day,
“Population Projections of the United States, by Age, Sex,
Race, and Hispanic Qrigin: 1992 to 2050,” Current
Population Reports, Series P-25, No. 1092, 1992, Table 2,
p. 16. Women sexually experienced and women using no

contraceptive at first intercourse: AGI tabulations of data
from the 1988 National Survey of Family Growth. Men sexu-
ally experienced and men using no coniraceptive at first
intercourse: F. L. Sonenstein, J. H. Pleck, and L. C. Ku,
“Sexual Activity, Condom Use and AIDS Awareness Among

Adolescent Males,” Family Planning Perspectives, 21:
152-158, 1989, Tables 1 and 5, pp. 153 and 155. Women
becoming pregnant: S. K. Henshaw, “U.S. Teenage
Pregnancy Statistics,” AGI, New York, 1993. Women and
men becoming parents (total and outside marriage):
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...AND VERY DIFFERENT INTERVENTION SERVICES NEEDED

...those who do ars likely to be already disadvantaged and to need more intensive intervention services.
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AGI tabulations of data from the 1988 National Maternal and Notes: na: not available; the number of men aged 15-19 status-specific, proportions of persons at each reproductive
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The intensity of the
interventions required
depends on where along the
reproductive spectrum
teenagers are.
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natal care among teenagers, a decline in
the number of low-birth-weight infants,
fewer repeat pregnancies among teenage
mothers, higher graduation rates and
greater economic self-sufficiency.” Some
of these positive effects last only a short
time, however.®! In the longer run, differ-
ences between program participants and
controls in terms of repeat pregnancies
and graduation rates diminish, which indi-
cates that these programs are most effec-
tive in crisis management and that
strategies to deal with the long-term con-
sequences of teenage parenthood are still
needed. Community-based or clinic-based
programs that encourage adolescent
mothers to use contraceptives and to
refrain from having further nonmarital
births in their teenage years also lead to
declines in repeat pregnancies, at least in
the short term.”

A poliey of offering increased welfare
payments to teenage parents as an incen-
tive to remain in school, and of reducing
welfare payments for those who drop out,
has been found to increase school atten-
dance by teenage parents. The results are

times resulted in increased levels of pre- preliminary, however, and it is not clear

whether such a policy causes graduation
rates to goup.®

040

It is relatively easy to increase
teenagers’ knowledge about sexuality, but
getting them to change their behavior
requires more intensive interventions.
The intensity of the interventions
required depends on where along the
reproductive spectrum teenagers are. For
example, all teenagers need information
and interpersonal skills; sexually active
teenagers need access to contraceptive
services. Adolescents who become par-
ents require much more intensive inter-
ventions—ones that go far beyond even
the most comprehensive sex education
program and that include programs to
help them stay in school, child care ser-
vices and instruction in parenthood skills.
Many also need programs to help young
parents become economically self-suffi-
cient, welfare and Medicaid, and child
support payments from the baby’s father
if the parents are not married or living
together (Figure 54, pages 70-71).




Where Do We Go from Here?

dolescent sexuality is a complex

issue with trends and counter-

trends that make it difficult for pol-

icymakers, parents and others to
know how to respond. Even the facts often
appear in doubt or contradictory.
Periodically, the media trumpet reports
that adolescent pregnancy rates are “soar-
ing,” and indeed, rates among all adoles-
cent women have gone up as sexual activity
has become more common in the teenage
years. At the same time, pregnancy rates
among sexually experienced teenagers—
who, after all, are the young women at risk
of getting pregnant—have declined signifi-
cantly since the early 1970s. Birthrates
among sexually experienced adolescents
have also declined (despite a slight rise
recently) during this time.

An accurate appraisal of the situation
is complicated by the fact that the out-
comes of sex among teenagers that are
clearly negative—STDs, unintended
pregnancy, abortion and too-early child-
bearing—are intertwined with such pro-
foundly difficult issues as poverty, race,
family structure and substance abuse.
Thus, it becomes easy and tempting, for
some, to dismiss early sexual activity as a
phenomenon confined to teenagers in
poor, inner-city areas and dysfunctional
families, or as part of a hopeless tangle of
social pathology.

This report shows the reality to be
quite different. The transition to adult-
hood has been radically, and probably
irrevocably, altered by major social
changes. Marriage and childbearing now
generally occur much later, and initiation
of sexual intercourse much earlier, than
they did several decades ago. Most ado-
lescents, regardless of their race, income
status, gender or religious affiliation,
begin to have sex in their middle to late
teens. We must deal with these facts, even
if we do not like them.

And we are not alone in our quandary.
Current trends in sexual behavior are
hardly unique to U.S. teenagers. They
mirror trends among U.S. adults, as well
as teenage and adult women and men
around the world. In the last 20 years, for
example, the proportion of births to U.S.
women in their early 20s that were out of

wedlock quadrupled.® Indeed, it is adult
women, not teenagers, who account for
most unintended pregnancies, abortions
and nonmarital births every year. Qut-of-
wedlock childbearing has also become
more common worldwide, and the
increase has been less dramatic in the
United States than in some other devel-
oped countries, including Australia,
Austria, New Zealand and Norway.?

So, where do we go from here? What
can we—as individuals, as parents, and as
a society—do to help young people avoid
the negative, at times life-altering, effects
of sexual activity?

When, If Ever, Are Teenagers
Ready for Sex?

This is one of the most troubling ques-
tions for adults—and frequently for
young people as well. The issue is difficult
because there is no defining moment or
event—as marriage was for earlier gener-
ations—that marks the point at which a
person is considered ready for sex, or at
least the point at which it is considered
appropriate to have sex. Often, teenagers
are simply told to wait until they are “old-
er.” Age alone, however, is no guarantee
of readiness for sex, or for the assumption
of many other adult responsibilities, for
that matter.

For people who believe that sex out-
side marriage is morally wrong, the
answer to the question of timing, presum-
ably, is that unmarried people—adults as
well as teenagers—should not have sexual
intercourse. While this view may run
counter to current trends, it is entitled to
respect and support. Most adults, howev-
er, are more concerned that their children
avoid the negative consequences of sex if
they do begin to have intercourse. Their
views on the appropriateness of teenage
sex are undoubtedly affected by the matu-
rity of the individuals involved.

Most adults are troubled by the
thought of very young teenagers’ having
sex, which, in fact, is relatively rare. Still,
there are a number of reasons why young
teenagers should be encouraged to delay
the initiation of sexual intercourse: Sex
among young adolescents is often involun-
tary; it frequently involves a man who is
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substantially older than the woman, which
may make it hard for the young woman to
resist his approaches and even more diffi-
cult for her to insist that contraceptives be
used to prevent STDs and pregnancy;
teenagers who have intercourse at a
young age tend to have relatively unstable
relationships and to quickly acquire other
sexual partners, which increases their
risk of exposure to an STD; and biologi-
cally, young teenagers are the most sus-
ceptible to a sexually transmitted
infection. Additionally, young teenagers
who get pregnant are rarely, if ever, in a
position to support and raise a family.

For older adolescents, it may be more
appropriate—and more effective—to
stress the importance of postponing sex
until they are sufficiently mature to treat
their partner with respect and to assume
responsibility for protecting themselves
and their partner from the negative con-
sequences of sex. At a minimum, this
would mean that they would not consider
having intercourse until they are respon-
sible enough to use contraceptives cor-
rectly and consistently to prevent an
unintended pregnancy and the transmis-
sion of an STD.

What If Teenagers Become
Sexually Active?

‘While we should do all we can to delay the
initiation of intercourse among adoles-
cents until they achieve a certain level of
maturity, there is no clear dividing line
that can be established for all young peo-
ple. Furthermore, some teenagers will
ignore admonitions. Many will consider
themselves “ready” to have sex whether
we agree or not. Thus, it is imperative
that we give all adolescents, whatever
their age or level of maturity, the knowl-
edge, the means and, perhaps most
important of all, strong encouragement to
take the necessary steps to protect them-
selves from the life-altering risks of preg-
nancy and disease.

And they can do that. Even now, a
large majority of teenagers who have sex
use contraceptives to prevent pregnancy
and STDs, even the first time they have
intercourse. Indeed, it cannot be stressed
often enough that adolescents generally
use contraceptives at least as effectively
as adults.

Why Do Teenagers Get Pregnant or

Contract an STD?

Sexually experienced teenagers, like
adult women and men, do get pregnant
accidentally and acquire sexually trans-
mitted infections. Some 3 million
teenagers each year acquire an STD,
which can have serious, long-term health
ramifications, and more than 1 million
adoleseent women become pregnant, the
vast majority of them unintentionally.
Teenagers tend to delay use of the most
effective methods of contraception for a
substantial period of time after their first
act of intercourse, and like older couples,
they sometimes use contraceptives incor-
rectly and sporadically. They also face the
same dilemma; whether to choose a meth-
od, such as the condom, that protects
against STDs and pregnancy, but has a
relatively high failure rate in actual use, or
to depend on a method, such as the pill,
that offers greater protection against preg-
nancy and does not need the cooperation of
one’s partner, but provides no protection
against sexually transmitted infections.
Teenagers, moreover, face a host of
difficulties that do not confront adult
women: lack of experience in negotiating
with their partner about contraceptive
use; fear of disclosure; lack of access to a
source of appropriate care; and the bar-
rage of contradictory messages about
contraception and responsible behavior
emanating from the media, schools, their
peers and sometimes their parents.

Teenage Childbearing:
Are There Two Tracks?
‘When adolescent women become preg-
nant unintentionally, the path they follow
in resolving their dilemma is determined
largely by their income and socioeconomic
status. Young women from advantaged
families generally have abortions, so they
can finish their education, get a good job
and establish their financial independence
before they have children. Poor and low-
income teenagers also frequently have
abortions; more often, however, they con-
tinue their pregnancies to term and raise
the children themselves. It bears repeat-
ing that more than 80% of teenagers who
give birth are poor or of marginal income.
Childbearing among unwed teenagers
is often cited as the cause of some of the




country’s most difficult problems—pover-
ty, welfare dependence, crime, drug
abuse and homelessness. About a quarter
of young women who have a child as a
teenager are poor later in their lives, but
their poverty is as much a function of
their initial economice, social and educa-
tional disadvantage as it is of becoming a
teenage parent. Policymakers and others
who want to reform the nation’s welfare
system by, among other things, denying
eligibility to unwed mothers®® should
understand that while this change might
cut the welfare rolls, it would not address
amajor underlying cause of adolescent
childbearing—namely, poverty.
Furthermore, such a drastic step might
reinforce adverse effects of poverty for
subsequent generations of children.

Few would disagree that it would be
better for everyone involved, as well as
for society in general, if every child were
born into a two-parent family. That, in
fact, is the aspiration of most teenagers,
whatever their actual life circumstances.
Surveys show that adolescents over-
whelmingly want to marry and to raise
their children with a spouse.”” All too
often, however, the young women who
have births in their teenage years are
unable to make that aspiration a reality.
These young people know that they can
have a better life if they get a good educa-
tion that leads to a decent job, but if they
cannot, or think they cannot, achieve
these goals, they have little incentive to
postpone childbearing. The reality is that
many, if not most, of the young women
who become adolescent mothers face
restricted options for the future, poor
prospects for finding decent jobs and little
chance of marriage.

What Interventions Are Needed?
No single approach to adolescent sexuality
and its consequences is appropriate for all
teenagers of all ages in all circumstances
and in every community. Nevertheless, it
is clear that all teenagers need certain
interventions if they are to avoid the nega-
tive consequences of sex. All adolescents,
for example, need sex education that
teaches them the interpersonal skills they
will need to withstand pressure to have
sex until they are ready, and that includes
accurate, up-to-date information about

methods to prevent pregnancy and
STDs—and they need this before they
begin to have sex.

But education and knowledge are not
enough, Teenagers also need clear, strong
messages, coming first from their parents
and reinforced by the schools, the media
and other sources, about the importance of
making conscious decisions about whether
to have intercourse; about the necessity of
consistent, correct condom use to protect
themselves and their partners from HIV
and other STDs; and about the use of con-
doms or another method of contraception
to prevent unintended pregnancies.
Additionally, all sexually experienced
teenagers, including young men, need easy
access to contraceptive services and STD
screening and treatment., The network of
freestanding, publicly supported family
planning clinics that is a major provider of
confidential family planning and STD ser-
vices for teenagers, especially young wom-
en, has been weakened in recent years by
serious underfunding. Moreover, its future
is uncertain in the face of health care
reform efforts. Teenagers’ access to these
confidential services must be maintained
and expanded, whether through a discrete
clinic system or through broader health
care networks,

Teenagers of all income levels also
need access to abortion services. Young
women who are poor or low-income are
substantially less likely than their more
advantaged peers to terminate their preg-
nancies. Surely, one reason for the differ-
ence is that most state Medicaid
programs will not pay for abortions for
indigent women except in very limited cir-
cumstances (but will pay for services
related to childbirth). Congress took a
first, but largely symbolic, step toward
the restoration of Medicaid coverage
when it voted, in the fall of 1993, to allow
payment for abortions needed by women
whose pregnancies resulted from rape or
incest.® It must go further, however, and
extend coverage to all abortions, so that
women of all income levels have the same
opportunity to terminate a pregnancy if
they conclude that they are not in a posi-
tion to bear and raise a child. Additionally,
abortion must be included on the list of
basie services in whatever health care
reform package is ultimately
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AN INTERNATIONAL PERSPECTIVE ON TEENAGE PREGNANCY
United States, compared with many other industrialized countries, has high adolescent pregnancy rates.

- Births —L]

Abortions

Sources: United States: Birthrate—Nationa! Center for Health
Statistics, "Advance Report of Final Natality Statistics, 1988,"
Monthly Vital Statistics Report, Vol. 39, No. 4, Supplement,
1990, Table 3. Abortion rate—S. K. Henshaw, “Abortion Trends
in 1987 and 1988: Age and Race," Family Planning
Perspectives, 24:85-86, 1992, Table 1, p. 69.

Czechoslovakia: Number of births—United Nations,
Demographic Yearbook, 1990, New York, 1992, Table 11, p.
335. Number of abortions—Vydava Ustav zdravotnickych inof-
maci a statistiky, Zdravotnicka Statistika CSSR, Potraty, 1968,
Prague, 1989, Table 64, p. 35. Total women 15-19—Population
data for wormen aged 15—19 were interpolated from United
Nations, Demographic Yearbook, 1987, New York, 1989, Table 7,
p. 246; United Nations, Dernographic Yearbook, 1989, New York,
1991, Table 7, p. 190.

Hungary: Birthrate—Council of Europe, Recent Demographic
Developments in Europe, 1991, Strasbourg, 1991, Table H-3, p.
119. Abortion rate—Ferenc Kauraras, “In Your Part of the
World: Survey of Central and Eastern Europe (Part I)," Entre
Nous, No. 14-15, 1990, pp. 13-14, Table 1, p. 14.

New Zealand: Birthrate—United Nations, Demographic
Yearbook, 1990, New York, 1992, Table 11, p. 336. Number of
abortions—Abortion Supervisory Committee to Parliament,
“Report of the Abortion Supervisory Committee, for the Year
Ended 31 March 1990," Wellington, New Zealand, Table 2, p.
4, Total women 15-19—Interpolated from United Nations,
Demographic Yearbook, 1989, New York, 1891, Table 7, p.
198; United Nations, Demographic Yearbook, 1987, New York,
1989, Table 7, p. 246.

England and Wales: Number of births—Office of Population
Censuses and Surveys, "Birth Statistics, 1988,” London, 1990,
Table 3.1, p. 28. Number of abortions—Office of Population
Censuses and Surveys, Abortion Statistics, 1988, Series AB,
No. 15, London, 1988, Table 3, p. 6. Total women 15-19—
Office of Population Censuses and Surveys, Key Population of
Vital Statistics, London, 1990, Table A1, p. 83.

Iceland, Norway, Sweden, Finland and Denmark: Birthrates
and abortion rates—Nordic Medico-Statistical Committee,
Health Statistics in the Nordic Countries, 1966-1991,
Copenhagen, 1991, Table 5.a, p. 121.

Canada: Birthrate—Statistics Canada, Sefected Birth and
Fertility Statistics, Canada, 1921-1990, Ottawa, 1993, Table 10,
p. 46, Abortion rate—Statistics Canada, “Therapeutic
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adopted.Better sex education and
improved access to contraceptive, STD
and abortion services will not be suffi-
cient, however, to address the root cause
of early childbearing among disadvan-
taged teenage women who become par-
ents. For these young women, entrenched
poverty, not adolescent pregnancy, is the
fundamental problem that must be
addressed. Some will have the grit, the
inborn talent and, somehow, the support
to escape their circumstances. But for
most, real change in sexual behavior and
its outcomes will become likely only when
their poverty is alleviated, when they—
and their partners—have access to good
schools and jobs, and when they develop a
sense that their life can get “better.”

Change Is Possible

The United States is not alone in grap-
pling with the implications of adolescent
sexual activity or unwed motherhood.
However, teenage pregnancy, abortion
and childbearing are larger problems in
this country than in many other devel-
oped nations (Figure 55, page 76)—even
though levels of adolescent sexual activity
are about the same. In most other indus-
trialized societies, there is greater open-
ness about sexual relationships; the media
provide positive reinforcement for using
contraceptives to avoid pregnancy and
STDs; and reproductive health care is
better integrated into general health ser-
vices, which make contraceptives more
accessible to teenagers.®

Sources, Figure 55, continued

Abortions, 1988," Health Reports, 2(1), Supplement, Ottawa,
1990, Table 6, p. 25.

Netherlands: Birthrate—Council of Europe, Recent
Demographic Developments in Europe, 1991, Strasbourg,
1991, Table NL, p. 158. Number of abortions—J. Rademakers,
Abortus in Nederland 1987-1988, Stimezo-Onderzoek, Utrecht,
1990, Tables 2.1 and 2.2, pp. 8 and 10. Total women 15-19—
United Nations, Demographic Yearbook, 1969, New York,
1991, Table 7, p. 192.

Japan: Bithrate—United Nations, Demographic Yearbook,
1989, New York, 1991, p. 321, Table 11. Abortion rate—Kuno
Kitamura, “Every Child Should Be a Wanted Child,” /ntegration,
Dec. 1991, Table 2, p. 42. Total women 15-19—United Nations,
Demographic Yearbook, 1969, New York, 1991, Table 7, p. 184,

Note: Pregnancies are the sum of births and abortions and do
not include miscarriages. For New Zealand and Japan, the
numerator is births and abortions among all women aged 19
and younger. In all other cases, the numerator is births and
abortions among women aged 15—19. The denominator is
women aged 15-19.

In the United States, by contrast, sex
education is still controversial in some
communities; the full panoply of contra-
ceptives is often not readily accessible to
teenagers (or to many adults, for that
matter); and the media are reluctant to
discuss or portray responsible sexual
behavior, preferring to offer a mindless
and constant display of titillating sexuali-
ty. Indeed, nothing better illustrates this
country’s unwillingness to confront sexual
issues directly than its failure to use the
national media, particularly the national
television networks, to educate young
people and adults alike about the impor-
tance of using protection against pregnan-
cy and STDs, including AIDS, an
invariably fatal disease. Incredibly,
although the networks have agreed to run
public service announcements about the
importance of using condoms to prevent
HIV and other STD transmission, they
still refuse to accept advertising for the
very same products for the purpose of
preventing pregnancy, on the ground that
it would offend some viewers. Americang
seem to prefer bemoaning the high rates
of adolescent pregnancy, abortion and
childbearing to taking positive steps to
address those issues. In many respects, it
seems, it is adults, not teenagers, who act
irresponsibly.

In an effort to develop more effective
policies for helping American youth, there
is much to be learned from the approaches
of countries where teenagers are much
less likely to experience negative outcomes
of sexual behavior. We can also learn from
the handful of programs, described in the
previous section of this report, that have
had a positive impact on teenagers’ initia-
tion of sexual intercourse and contracep-
tive use. These programs need to be
adapted to local circumstances and widely
replicated. In addition, other approaches
must be tested and implemented in a vari-
ety of school systems and communities.

Many young people are managing the
transition to adulthood well: They are suc-
ceeding in school, building healthy rela-
tionships with friends of both sexes,
avoiding STDs and unintended pregnancy
when they become sexually active, and
preparing for careers. Often, however,
they accomplish some of these tasks with-
out appreciable guidance and support
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tend to be uncomfortable talking about
sex with children), schools and other insti-
tutions. In most other aspects of life, soci-
ety tries to ensure that young people have
the information and skills they will need to
function as competent adults. We try to
give them a good education, provide job
skills, instill values and establish stan-
dards of behavior. When it comes to sex,
however, we say little or nothing and
expect that upon reaching a magical age,
young people will know how to manage
such an important part of their lives. We

from their parents and other adults (who know that avoidance is not working, not

only for young women and men, but also
for adults, who even more than teenagers
experience the negative consequences of
sex. So, we are paying a high price for our
silence in two ways: First, many of our
children are—needlessly—affected
adversely by the consequences of their
sexual behavior, Second, today’s
teenagers become tomorrow’s adults, and
the problems they had as teenagers do not
go away, but are perpetuated into adult-
hood and passed on to the next generation.
We can and must do better. ¢44¢
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